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Defend Public Health is writing to express strong opposition to CMS’s proposed rule 
CMS-2454-IFC, “Medicaid Community Engagement Requirement for Certain Individuals 
Interim Final Rule with Comment Period.” Through HR1, the “One Big Beautiful Bill Act,” 
Congress had already enacted draconian cuts that the Congressional Budget Office 
estimated would result in nearly a trillion dollars in cuts and 10 million people losing 
Medicaid alone. This proposed rule goes even further than the widespread and 
dangerous cuts enacted in HR1, making even more people with medical conditions 
vulnerable to falling through the cracks and losing the Medicaid coverage on which they 
depend for their ongoing care. 
 

We begin by describing our organization and our expertise in this domain of health 
policy. We then describe the ways that HR1 addressed medical frailty as well as 
caretaking. Next, we turn to the ways that the CMS rule goes vastly beyond Congress’s 
requirements in its definition of medical frailty, and the harmful implications of this 
divergence from what Congress set out to achieve. Finally, we draw attention to some 
ways that state discretion concerning caregiver status documentation could lead to 
added, avoidable administrative burdens that result in harmful coverage losses. 
  
We recommend that the proposed rule be modified to permit self-attestation of caregiver 
status (whether paid or unpaid) as well as self-attestation of a serious or complex 
medical condition or being unhoused, and divorcing the definition of “medical frailty” 
from ability to work. Absent these necessary changes, there will be immense harm to 
individual health, hospitals’ financial security, and population health outcomes (e.g., if 
people are unable to afford vaccines or access care for the diagnosis and treatment for 
infectious diseases).  
 

Organization Background and Expertise 

 

Defend Public Health (DPH), formed at the end of 2024, is a volunteer-led coalition of 
public health practitioners and researchers, health care workers, advocates, and allies 
across the country. DPH has a coordinating committee comprised of experts across the 
field of public health – from epidemiology to infectious disease to sexual and 
reproductive health to health insurance policy – as well as a set of working groups, 
monthly meetings with hundreds of members, and a listserve of over 9,000 people 
committed to public health and health care access. Bringing a depth of expertise in 



wide-ranging public health and health policy subjects, we have mobilized in defense of 
health care access, disseminated information about Medicaid and other health-related 
subjects, published op-eds on wide-ranging public health and health policy issues at 
stake, developed a platform that outlines DPH’s health priorities, issued press releases 
on such issues as reductions in grants and public health funding, the need for better 
infectious disease monitoring, administrative agency staffing, and beyond. As an 
organization committed to comprehensive health care access, we are well-equipped to 
assess the dangers of implementing these even more egregious cuts to America’s 
safety net.  
 

HR 1’s Specifications on Medicaid Work Requirements 

 

That Congress enacted Medicaid work requirements for the expansion population at all 
was a deeply misguided policy choice in light of the reality that 92% of Medicaid 
enrollees are already working or are unable to work. As such, these requirements are 
not so much work requirements as they are paperwork requirements. But Congress has 
enacted the requirements and tasked CMS with implementing them, so now we turn to 
what HR1 actually specifies, to appreciate the implications of CMS’s more stringent 
requirements. 
 

Section 71119 of HR1 specifies that those excluded from the requirements include 
certain exemption categories: 

1. Caregivers: One “who is the parent, guardian, caretaker relative, or family 
caregiver (as defined in section 2 of the RAISE Family Caregivers Act) of a 
dependent child 13 years of age and under or a disabled individual”  

a. Section 2 of the RAISE Family Caregivers Act defines a family caregiver: 
“The term ‘family caregiver’ means an adult family member or other 
individual who has a significant relationship with, and who provides a 
broad range of assistance to, an individual with a chronic or other health 
condition, disability, or functional limitation.” 

2. Medically frail: “One who is medically frail or otherwise has special medical 
needs (as defined by the Secretary), including an individual— who is blind or 
disabled (as defined in section 1614); with a substance use disorder; with a 
disabling mental disorder; with a physical, intellectual or developmental disability 
that significantly impairs their ability to perform 1 or more activities of daily living; 
or with a serious or complex medical condition.” Thus, HR1 expressly created 
five distinct dimensions of medical frailty, four of which incorporate disability or 
the inability to perform daily functions, but with “serious or complex medical 
condition” having no limiting text, tied to neither disability nor activities of daily 
living. What’s more, the condition need only be “serious” OR “complex,” and not 
both.  

 

Roughly 7.3 million family caregivers ages 18 to 64 were Medicaid beneficiaries in 
2025, typically providing substantial amounts of unpaid care, so it’s important that these 
individuals sustain their access to health insurance. And notably, with respect to 
medical frailty, Congress focused on conditions’ interference with activities of daily living 



and the complexity or seriousness of the medical condition, and not the extent to which 
it precludes one from carrying out any paid work. Health law professor Sara 
Rosenbaum estimates that over 41% of Medicaid enrollees between the ages of 40 and 
64 have serious health limitations, suggesting a vast number of Medicaid enrollees who 
have serious health challenges such as those that Congress had in mind when crafting 
HR1, but who may not be functionally limited or disabled within the definition put forward 
in the proposed rule. 
 

CMS’s Excessively Narrow Definition of Medical Frailty Deviates from HR1 

 

Here, CMS went above and beyond the dictates of Congress, raising the dangerous 
possibility that those with significant medical conditions will lose the Medicaid coverage 
on which they depend. HR1 frames medical frailty with respect to one’s condition but 
rather whether the condition is serious or complex or interferes with an activity of daily 
living. CMS, without any need to do so, exempts a far narrower class of enrollees and 
ties medical frailty not simply to the enrollee having a qualifying diagnosis, but rather to 
whether the condition prevents one from working.  
  

CMS’s definition of medical frailty simply bears little resemblance to the authorizing 
statute: “An individual who is medically frail or otherwise has special medical needs is 
defined 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… (E) With a serious or complex 
medical condition which is a 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 organizing 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.” 
  

This narrowness of conceptualization of medical frailty has no basis in the law and may 
even be a narrower understanding of health and disability than is employed in reviews 
of SSI benefits. This requirement of a functional-work limitation will drive significant 
harms to states, physicians, and enrollees, and amplify administrative burdens even for 
those qualifying for Medicaid coverage, with both individual and population health 
implications at the heart of Defend Public Health’s work. 
 

Chronically ill people may be capable of working but may struggle to maintain 
consistent employment.  
 

Those managing significant medical conditions may need additional work flexibility – 
whether the ability to work remotely during a flare-up or the need to schedule more 
medical appointments during business hours – which can impede their ability to sustain 
gainful employment, especially if these conditions lead to significant job turnover that 
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comes to be seen as an employment liability that impedes hiring, even if they are not 
technically incapable of working. If these factors lead to a loss of employment that leads 
to the loss of Medicaid coverage, this leaves the patient vulnerable to dangerous 
exacerbation of their condition – whether metastasis of cancer, unmanaged and 
escalating depression, or having life-saving medications like insulin kept out of reach. 
Chronically ill patients’ ability to work may be highly variable from week to week, month 
to month, so an assessment of inability to work at all is not only difficult, but divorced 
from the reality of this population’s lives. And sustaining Medicaid coverage is essential 
to managing medical conditions so that they can be balanced with stable employment.  
 

What’s more, preventing chronically ill people from working at all is broader than 
maintaining employment within one’s field. Expecting that chronically ill patients not only 
demonstrate an inability to work in their profession (e.g., no longer being able to sustain 
a teaching job), but an inability to work at all, even at a job for which they are wildly 
overqualified, also places unreasonable documentation demands on this sick 
population. 
 

Imposing this statutorily unsound definition of medical frailty will cause far more 
coverage losses, which preclude enrollees’ ability to address chronic and 
infectious diseases.  
 

In a country with notably expensive health care, health insurance is typically a 
necessary (though sometimes insufficient) condition for receiving health care. If a larger 
swath of Medicaid enrollees with serious or complex health conditions but who are not 
actually disabled lose their coverage due to definitional or procedural issues, health 
conditions will worsen for the enrollees and others: 

• People who can no longer afford their prescription drugs because they have lost 
their coverage may be unable to continue to manage their conditions, but seek to 
avoid outpatient care, only seeking attention when particularly sick and in need of 
emergency department care. This causes economic problems of strain to 
hospitals, and health problems of crowded emergency departments that drive 
longer wait times.  

• Treatment interruptions due to health insurance administrative burden may 
transform otherwise manageable illness into disability (e.g., if unmanaged 
hypertension leads to stroke or unmanaged depression leads to mental health 
crises). 

• People who lose their coverage will be far less likely to seek medical attention in 
the event of exposure to or experience of infectious diseases, including those 
that are contagious. Left untreated, individuals are more likely to infect others.  

• Pregnant and postpartum people may not appear “frail” under this definition but 
their health needs and limitations may fluctuate enough that a broader exemption 
is needed, lest they struggle to obtain care for conditions such as gestational 
diabetes or postpartum depression in a country that already has notably poor 
maternal health outcomes. 

• Cancer patients may likewise have periods of stability with episodic needs for 
significant medical intervention, which this narrow definition may not capture, If 



people in this population lose coverage due to CMS’s senseless deviation from 
HR1, there may be delayed treatments or less frequent scans for recurrence, 
potentially yielding outcomes that are costlier in both health and economic terms. 

• With reduced access to coverage, population health disparities will likely widen 
because those least equipped to navigate health insurance red tape are typically 
low income, rural, racial and ethnic minorities, and non-native English speakers. 

 

This is hardly an exhaustive list of the profound health harms of making it more difficult 
for Medicaid enrollees with serious health conditions to remain insured. 
 

If people with serious health conditions that are not usually outright disabling 
lose their coverage and then require costly care, hospitals will assume greater 
uncompensated care, potentially facing outright closure or closure of critical 
services.  
 

If an individual has inconsistent work due to their health status and loses their Medicaid 
coverage but then requires hospitalization (e.g., due to unmanaged diabetes causing 
diabetic ketoacidosis), hospitals assume uncompensated care. 720 rural hospitals are 
at risk of closure even before most of HR1 goes into effect, and 294 of those hospitals 
are at risk of immediate risk of closure. What’s more, many hospitals have sought to 
forestall closure by closing particular units from which they were facing great financial 
losses (e.g., inpatient psychiatry, obstetric wings). And when a rural hospital closes, the 
driving distance to the next closest hospital increases by an average of 20 to 40 miles, 
depending on the type of care that is needed, a strain that is felt by the publicly and 
privately insured alike. While an extra 40 minutes of driving time is an inconvenience if 
one is in need of a few stitches, this time is precious in the setting of a myocardial 
infarction or a stroke. This may have any number of the following ripple effects that 
undermine health: 

• Longer driving distances to hospitals will impair health care providers’ ability to 
deliver timely responses to time-sensitive medical emergencies ranging from 
stroke to myocardial infarction to cardiac arrest to stroke to life-threatening 
pregnancy complications to severe trauma. The result is that outcomes in 
treating these types of emergency care may suffer, in addition to longer drives 
impeding effective management of serious chronic conditions. 

• Longer driving distances to hospitals means that EMS rides will take longer 
(because they are driving more between patients and hospitals) and be costlier 
(potentially leading to foregone care that proves costly to health).  

• If one’s local hospital closes and they face a 30-mile drive to the next hospital, 
there may be strains coming from social determinants of health: they may no 
longer be able to take a bus if they lack a reliable form of transportation, and it 
requires a greater amount of time to receive in-person care, and thus more time 
away from potentially hourly wages.  

• Closure of inpatient psychiatric units (already an established trend), which are 
heavily reliant on Medicaid, will make it harder for those in acute distress to 
receive timely and appropriate care – whether avoiding inpatient care altogether 
even when it is indicated (potentially yielding worse outcomes for the patient and 
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others) or facing a longer wait time at a facility that is farther away from the 
patient and their social supports (potentially impeding improved health).  

• Hospitals struggling financially amid increased uncompensated care may turn to 
private equity in order to stay afloat, but private equity involvement in hospitals is 
associated with worse health outcomes. 

 

Though some analysis shows that rural hospital closures yield worse acute care 
outcomes, others show the opposite, but it is because those patients that would have 
gone to a rural community hospital are being diverted to remaining, often better-
resourced “bystander” hospitals. But this is not without costs of their own as waiting 
times for both acute and chronic care increase, with health implications both for those 
losing their Medicaid coverage and for the broader patient population in need of care. 
 

Demanding that doctors assess patient inability to work at all is administratively 
burdensome for a profession already facing burnout and is outside their scope of 
professional training. 
 

Absent greater clarity on the documentation process to prove an inability to work – a 
standard to which Congress did not hold these enrollees – the burden to make these 
assessments of being exempt is likely to fall on physicians. This poses three core 
problems: 

1. Physicians are already facing substantial burdens and burnout, which only 
exacerbates America’s dangerous physician workforce shortage, which is 
exacerbated by problems of costly physician attrition. These assessments of 
sick Medicaid enrollees run the risk of constituting non-billable hours and 
exacerbating existing burdens in the practice of modern American medicine. If 
physician burden from increased documentation exacerbates physician 
attrition, there will be resulting exacerbation of long wait times in many 
regions across the country, with delays in care running the risk of producing 
worse health outcomes. This added burden will be felt especially acutely by 
federally-qualified health centers, which will become absorbed with paperwork 
burdens rather than focusing simply on delivering care to America’s most 
vulnerable. 

2. Physicians are trained to diagnose and treat illnesses and injuries, not to 
determine whether a patient is incapable of any work. As health law scholar 
Sara Rosenbaum and her colleagues wrote, “We have had the opportunity to 
speak with clinicians specializing in health care for poor and underserved 
patients in a wide variety of settings, both hospital- and community-based. 
These clinicians stress their lack of training in occupational medicine and 
thus, the skills and knowledge needed to formally evaluate whether a 
patient’s health condition is sufficiently serious or complex to prevent work 
and community engagement.” While they do supply evidence of patients’ 
disabling conditions when patients seek to go on SSI or SSDI benefits, this 
assessment of restrictions on functional limitations is with respect to the 
patient’s current employment and is typically over a shorter time horizon (e.g., 
needing to take a few months away from work to recover) and does not take 
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into account what types of employment might be available to the patient. This 
is made even more complicated by chronically ill patients’ ability to work, 
likely varying from month to month, making a comprehensive assessment 
challenging. Dr. Vin Gupta observed of the new expectation of them, 
“Physicians are increasingly being asked to function not simply as clinicians 
but as arbiters of this very complex bureaucratic eligibility.”  

3. Even if physicians are qualified to assess inability to work, not all physicians 
are qualified to assess the relationship between particular conditions and 
ability to work. With not only a physician workforce shortage writ large, but 
particular shortages in many areas of medicine (e.g., psychiatry, OB-GYN, 
physicians competent in HIV/AIDS care, rural medicine), it is especially 
difficult to access the relevant care in a timely manner to not only receive 
treatment but also to receive this assessment, and such physicians are 
especially overburdened.  

 

The cumulative impact is greater physician burden, potentially reduced appointment 
availability in order to accommodate these added paperwork burdens, and potentially 
errors in assessment of frailty. 
 

CMS’s failure to specifically exempt the homeless is damaging and fails to 
appreciate the difficulty of sustaining work while unhoused.  
 

CMS did not specifically exempt unhoused people from the burdens of documenting 
their work, because it is not a medical condition that prevents work. This exceedingly 
narrow view of this population and the health and economic challenges they face is 
deeply misguided and will trap the unhoused in cycles of poverty. Roughly 55% of the 
unhoused rely on Medicaid to address their significant health needs: 

• Two thirds of the unhoused have a mental health condition 
• Roughly a third struggle with substance use disorder 
• High rates of chronic illness, including AIDS and diabetes complications  

 

What’s more, poverty is a leading cause of premature death, highlighting the myriad 
factors that interfere with this population’s improved health. On top of that, it can be 
particularly difficult to secure employment when unhoused – from poor health status to 
the need to access computers to apply for jobs and communicate about interviews to 
the need for clean professional clothes to greater interaction with the criminal justice 
system to low credit ratings. Penalizing this population for these systemic challenges by 
depriving them of the ability to manage their chronic conditions is not only cruel, but 
more cruel than Congress specified and will ultimately worsen their health. 
  
CMS Unnecessarily Prohibits States from Adding Categories of Individuals to the 
Medical Frailty Requirement 
 

Medicaid has historically been defined by substantial state flexibility at which CMS’s 
decisions concerning implementation of HR1 take aim unnecessarily broadly. By 
requiring states to develop a list of health conditions but prohibiting the addition of 
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categorical exemptions, CMS ties states’ hands even more so than the legislation 
already did, transforming exemptions from a floor to a ceiling and constituting a marked 
departure from Medicaid’s “cooperative federalism” model. The result is that states 
would lack the ability to tailor Medicaid programs and eligibility to the health needs of 
their populations.  
 

For example, if a state has particularly poor maternal health outcomes (e.g., Louisiana), 
the state may want to have a broader exemption beyond CMS’s narrow “medically frail” 
definition, to instead encompass conditions such as postpartum depression (with over 
one in four postpartum deaths attributable to behavioral health conditions) or severe 
anemia. CMS precludes such progress, undercutting states’ ability to address regional 
health challenges and making it more difficult for people to document medical frailty.  
 

While CMS and Congress may assert that these documentation requirements are not 
requiring the medically frail to work, but rather participate in broader community 
engagement activities such as volunteering, this misses the reality that low-income 
people struggling to stay afloat with basic necessities are not in a position to volunteer. 
What they need is health care access and, when possible, income, even if it fluctuates 
to the point of noncompliance with the work requirement as elaborated by CMS. What’s 
more, while Congress exempted medically frail individuals because of their medical 
status, CMS’s proposed rule effectively transformed the exemption into a case-by-case 
assessment of impairment with compliance with work requirements. And on top of all of 
this, by constraining state discretion beyond the dictates of HR1, the CMS proposed 
rule is building additional burdens into states’ implementation of the work requirements.  
 

The Caregiver Exemption Should Permit Self-Attestation, and the Broad Flexibility 
to States May Backfire 

 

While CMS was responsive to the concerns of caregiver organizations and others who 
emphasized the importance of protecting this category of Medicaid recipients, the 
verification process that may unfold from CMS’s rule may be more stringent than 
required by Congress, leaving this already vulnerable population even more vulnerable 
to falling through the cracks and losing critical access to health coverage and care. This 
is especially critical to address because family caregivers consistently report worse 
physical and self-reported health than do non-caregivers. Not only is this population 
especially vulnerable to anxiety, depression, and burnout, making access to behavioral 
health benefits especially critical, but caregivers also experience higher rates of obesity, 
current asthma, chronic obstructive pulmonary disease, and arthritis when compared to 
non-caregivers, further highlighting the essential nature of this population sustaining 
their Medicaid coverage. 

• Self-attestation is a less burdensome means to verify exemption status. HR1 
exempts caregivers and said little about the verification process, and in this 
proposed rule, CMS opted for a problematically stringent process that will burden 
states and yield coverage losses that impair this population’s ability to access 
needed health care. The proposed rule compels states’ verification of whether 
one is exempt rather than permitting self-attestation of caregiver status and 
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compels states’ eligibility reviews at the point of application as well as renewal, 
and states may conduct additional periodic checks, each of which constitutes an 
opportunity for one to lose their coverage. We know from Medicaid unwinding, for 
example, that two thirds of Medicaid disenrollments were not due to change in 
income, but rather were procedural disenrollments – that is, they had missed a 
deadline by which to provide documentation. Paperwork is policy, and enabling 
states to impose additional verification checks runs the risk of additional 
caregivers losing coverage and consequently facing worse health outcomes. 

• State flexibility is a double-edged sword and may yield even more restrictive 
policies in some regions. The proposed rule limits individuals’ ability to sustain 
their insurance and gives states discretion to establish verification processes. 
While state flexibility to expand on a federal floor can yield improved health and 
economic outcomes, in the setting of a high baseline level of administrative 
burden, there is a significant risk that states will opt for the most restrictive means 
of identifying caregivers, yielding coverage losses and declining health. It would 
be optimal policy to specify self-attestation as the method of verification, so as to 
avoid the dangerous possibility that some states will choose documentation 
methods so onerous that people meeting the exemption standard will 
nevertheless lose their health coverage.  

 

In sum, the proposed rule enables states to go much farther than Congress required 
and does not explicitly incorporate self-attestation, despite this being the approach with 
the lowest risk of procedural coverage losses and state administrative burden.   
 

There are no good ways to implement a Medicaid paperwork requirement, but CMS has 
not chosen the least bad course of action. Far from it, CMS has gone well beyond the 
scope of what Congress intended, not simply implementing but expanding on draconian 
cuts to health care access in a manner that will prove damaging to health outcomes 
across the country. Defend Public Health urges the amendment of this proposed rule to: 

1. Allow people with serious or complex health conditions as well those who are 
unhoused to submit a self-attestation, which would reduce physician burden 
and uncertainty as to the scope of qualifying conditions and their intersection 
with particular types of or any types of work.  

2. Separate the definition of “medical frailty” from ability to work, to recognize the 
complexity of medical conditions over time.  

3. Specify that caregivers may document exemption status through self-
attestation.  

 

Defend Public Health (DPH) is a volunteer-led network of public health practitioners, 
researchers, healthcare workers, advocates and allies fighting to protect the health of all 
from attacks on proven, science-based public health policies. We believe that everyone 
has the right to what they need for a healthy life, regardless of race, ethnicity, religion, 
disability, sexual orientation, gender or gender identity.  
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