Members of the Ohio House Medicaid Committee:

My name is Dr. Nick Denton, and | am a teaching professor at The Ohio State University College of
Pharmacy, where my research focuses on pharmacy education including barriers to care among
underserved populations (though my thoughts today are my own).

Let me begin by acknowledging a point of agreement: Medicaid fraud is real, and protecting public
resources is essential. Fraud undermines trust, diverts funds, and harms the very patients this program is
designed to serve, however, the evidence is clear that how we pursue program integrity matters just as
much as whether we pursue it.

1. Evidence shows not all integrity strategies are equal

High-quality research demonstrates that fraud-focused, provider-targeted enforcement such as audits
and fraud control units can improve efficiency without harming patient care.

But in contrast, when policies introduce burdensome verification systems, automation, or rigid
administrative requirements, they frequently lead to:

e Loss of access to care
e Disruptions in continuity
e Disproportionate harm to vulnerable populations

This distinction between integrity strategies is critical for maintaining health outcomes in our most
vulnerable Ohioans.

2. HB 795 risks shifting burden onto patients and frontline providers

While HB 795 is framed as targeting fraud, many of its core mechanisms such as mandatory GPS
tracking, “Condition of payment” verification requirements, and algorithmic anomaly detection
functionally shift the burden of compliance onto frontline providers and indirectly onto patients.

Evidence shows these types of systems can:

e Disenroll or disrupt care for eligible individuals due to administrative barriers, not fraud
e Delay or prevent services, leading to increased emergency department use and fragmented care
e Disproportionately affect rural patients, older adults, and those without reliable digital access

Importantly, these harms are not theoretical but instead have been repeatedly observed in Medicaid
programs across the country.

3. Increased enforcement pressure can reduce provider participation

We must also consider the workforce impact as research shows that intensifying regulatory oversight can
lead to provider exit, reduced participation, and reduced service availability, especially in high-need



areas. At a time when Ohioans are already facing shortages in home health workers, behavioral health
providers, and rural healthcare access: this bill risks shrinking the very network Medicaid depends on.

4. Technology-driven surveillance introduces new risks
The bill’s reliance on GPS tracking and advanced analytics raises important concerns as we have seen:

e False positives in fraud detection can penalize legitimate providers
e Algorithmic systems disproportionately misclassify vulnerable populations
e Administrative “efficiency” gains are often offset by cost shifting to hospitals and communities

In fact, studies show that these types of systems can act as a “cost-transfer mechanism,” pushing costs
from Medicaid onto emergency departments and safety-net providers. This does not eliminate cost, but
instead it simply moves it toward providers.

5. We can strengthen integrity without harming access
There are better paths forward that align with both fiscal responsibility and patient-centered care:
A) Investing in provider-focused fraud enforcement (audits, fraud control units with strong ROI)
B) Using targeted analytics with human oversight, not rigid automation
C) Reducing administrative burden on patients and providers, not increasing it
D) Partnering with community organizations to improve compliance and reporting

E) Designing systems that prioritize continuity of care as a core metric of success

These approaches improve integrity without sacrificing access, equity, or health outcomes.

Conclusions

In closing, | urge the committee to recognize that program integrity and patient access are not opposing
goals, but poorly designed policies can make them so. HB 795, as written, risks undermining access for
the very populations Medicaid exists to serve, while creating new inefficiencies and unintended
consequences.

Thank you for your time and | am happy to answer any questions,

Nick Denton, PhD
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