
 

July 10, 2017 

Ms. Seema Verma 

Administrator 

Centers for Medicare and Medicaid Services 

Hubert Humphrey Building 

Constitution Avenue, NW 

Washington, DC 20510 

 

Dear Ms. Verma: 

 

The Marketplace Access Project (MAP), a coalition of over twenty national patient advocacy 

groups, is pleased to submit comments regarding the Request for Information (RFI) entitled—

Reducing Regulatory Burdens Imposed by the Patient Protection and Affordable Care Act & 

Improving Healthcare Choices to Empower Patients. Access to affordable, safe, and effective 

care is of utmost importance to the patient communities we represent. Many individuals with rare 

and chronic illnesses depend on charitable assistance for the health coverage they need to 

manage their conditions and lead healthy, productive lives. MAP is dedicated to preserving 

charitable assistance and protecting patient choice.  

 

Because of a misguided 2014 interim final rule (IFR), Patient Protection and Affordable Care 

Act; Third Party Payment of Qualified Health Plan Premiums, patients are being denied access 

to charitable assistance, a critical private payment source for costly conditions, severely 

undermining patient choice.  

 

This IFR has permitted insurance carriers in the state and federal exchanges to prohibit third-

party premium and cost-sharing assistance made on behalf of patients by charities. Since the rule 

was issued in 2014, over 80 plans in 41 states have implemented a prohibition on charitable 

assistance. Perhaps more alarmingly, plans outside of the exchanges have now begun 

implementing similar policies limiting charitable assistance. Most patients who depend on 

assistance have rare and chronic illnesses which require complex, often expensive, life-

sustaining treatments that they do not have the option to forgo. This rule has provided an impetus 

for providers to purge their plans of sick patients.  

 

MAP strongly opposes this IFR and urges CMS to swiftly administer modifications, as 

outlined below, to both reduce regulatory burden and empower patients.   

 

IMPROVING CHOICES AND EMPOWERING PATIENTS  

 

When an insurer prohibits charitable assistance, patients who depend on this assistance are 

limited in the plans they can afford on their own, narrowing their choices and affecting their 

quality of care. For some patients, the plans with comprehensive coverage they require become 

financial unfeasible without the help of charitable assistance. If a patient can no longer afford 

their insurance coverage they are left with few options to receive their needed care. One of these 

options is to divest themselves of assets and spend down to qualify for Medicaid, a solution that 

only works if the patient lives in a state with an expanded Medicaid program. Another option is 

to apply for disability and become a Medicare beneficiary, however qualifying for Medicare  



 

 

 

 

takes at least 24 months – often longer – and patients still need care during this waiting period. 

The third option is to receive uncompensated care from emergency rooms or community health 

centers, the costs of which are ultimately paid for by American taxpayers. In terms of both 

limiting government health care costs and improving patient outcomes, none of these options is 

desirable. No patient dealing with a rare and catastrophic illness should have to bear the added 

stress of figuring out how to afford the health care that is right for them, especially when it can – 

and already has been – easily provided at no added cost to the public.  

 

The RFI asks “which regulations currently reduce consumer choices of how to finance their 

health care...” and the 2014 IFR is a prime example. The patients we represent want to work, pay 

taxes, and productively contribute to society – but they cannot do so without access to the health 

care they need to manage their conditions. Relying entirely on charitable donations, patient 

assistance programs allow people with chronic, and often expensive, illnesses to lead normal 

lives without having to resort to federal or state public programs. The IFR allows insurers, not 

patients, to dictate how patients finance their own care.  

 

REDUCING REGULATORY BURDENS ON PATIENTS  

 

Whether being forced to enroll in public health care programs or seek emergency-room care, the 

alternatives patients face when they cannot receive charitable assistance bears considerable costs 

to taxpayers. Yet before the IFR was introduced in 2014, private organizations successfully 

assisted patients for decades. For almost 30 years, charitable assistance programs have provided 

a temporary safety net for hundreds of thousands of Americans, keeping patients insured and 

saving millions of federal and state dollars in cost avoidance. If this vital safeguard is not 

available to patients, taxpayers will shoulder the burden.  

 

To make matters worse, the harmful consequences of the IFR go beyond just the exchange plans. 

Insurers in several states are now prohibiting third-party assistance to all individual plans. 

Similarly, certain states have also issued a regulation based on the IFR that allows insurers to 

implement prohibitions for all insurance markets. Some plans have expanded their list of 

prohibited entities to include religious institutions, going so far as to explicitly prohibit their 

assistance in policy guidelines. This rule has now become a discrimination tactic being used by 

insurers against sick patients, resulting in the prioritization of insurer profits over patient choice 

and care.   

 

By allowing plans complete discretion on whether to accept charitable assistance, the IFR has 

not only limited patient choice but also jeopardized patients’ ability to maintain continuous 

coverage. Insurers can decide at any point in the policy year that they will no longer accepting 

assistance and, through no fault of their own, patients may be forced to find another plan and 

create a coverage gap. Amending the IFR would protect patient choice in how they finance their 

care and preserve a patient’s ability to maintain coverage.  

  

 



 

 

 

PROPOSED REGULATORY CHANGES 

 

MAP and our members welcome the opportunity presented by this RFI to once again reaffirm 

our organizational missions to remove the increasing premium, copayment and co-insurance 

barriers to affordable care for patients with rare and chronic illnesses and people with 

disabilities. We respectfully urge CMS to modify the 2014 IFR, Patient Protection and 

Affordable Care Act; Third Party Payment of Qualified Health Plan Premiums, and expand 

the list of acceptable third-party payers to include:  

 

• Non-profits 

• Civic organizations 

• Religious groups   

 

Authorizing these entities to continue to provide third-party premium and cost-sharing assistance 

would help ensure access to life-saving care for some of our nation’s most vulnerable patient 

populations, all while saving taxpayer dollars. The members of MAP look forward to working 

with CMS to implement policies that protect the patients we serve. 

 

Sincerely, 
 

aHUS Foundation 

Alpha-1 Foundation 

Chronic Disease Coalition 

Coalition for Hemophilia B 

Committee of Ten Thousand 

Dystonia Advocacy Network 

Fabry Support and Information Group 

Familias en Acción 

GBS/CIPD Foundation International 

Hemophilia Federation of America 

Hepatitis Foundation International 

Hope for Hemophilia 

Immune Deficiency Foundation 

National Fabry Disease Foundation 

National Hemophilia Foundation 

Neuropathy Action Foundation 

Patient Services, Inc. 

Pulmonary Hypertension Association 

Scleroderma Foundation 

The Life Raft Group 

U.S. Hereditary Angioedema Association 

 


