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Chairwoman Gross, Vice Chair Barhorst, Ranking Member Baker, and members of the House Medicaid
Committee, my name is Georgie Elson. | am a Disability Advocate and a recipient of a Home and
Community Based Services Waiver. Thank you for the opportunity to testify today in opposition to HB
795 and the broader narrative being pushed around about Medicaid “fraud, waste, and abuse” in HCBS.

Let me be clear from the start: Fraud should be investigated and prosecuted. But what we are seeing
right now is not a balanced effort to protect taxpayer dollars. We are watching what appears like a
coordinated political narrative that exaggerates and misrepresents data in order to justify cuts to
Medicaid HCBS services and restrictions on family providers, all while giving far less attention to larger
systemic sources of waste, fraud, and abuse.

The people who will pay the price are disabled Ohioans.

Recently, lawmakers and outside organizations like Paragon Health Institute have repeatedly pointed
fingers at family caregivers, live-in aides, and the people receiving HCBS services. Meanwhile, the largest
systemic problems in Medicaid are being looked over: managed care organizations, pharmacy benefit
managers, other large Medicaid subcontractors, agencies and institutional providers who are receiving
enormous sums of taxpayer money.

Family caregivers are not the reason that Ohio has a care crisis. Instead, they are the reason the system
has not yet completely collapsed.

Ohio already faces a severe workforce shortage in direct care. Many disabled people cannot fill all of
their approved care hours. Some wait months to find providers. Others never find help. In my own case,
| have had 9 different providers in the past year alone. | still have unfilled hours today.

So, why is there a care crisis?

Because for years, Ohio paid poverty-level wages for incredibly demanding work. Personal care aides
were making around $12 to $13 an hour until recent advocacy efforts pushed rates higher. Even now,
many agency workers still do not receive the increased reimbursement rates because agencies are not
required to pass those increases to employees.

These workers receive no health insurance, no retirement, and no paid leave. Despite recent bizarre
narratives, this is not some cushy, easy, and well sought after career.

So, when families step in to provide care, it is almost never because they are trying to “game the
system.” It is because there is literally nobody else available to do the work. And removing family
caregivers will not magically create a workforce that does not exist.

What it will do, is force more disabled people into nursing homes and institutions — settings that cost
taxpayers two to three times more than equivalent care provided in the community.



That is not speculation. National Medicaid research has repeatedly shown that home and community-
based care is more cost-effective than institutionalization. This has also been acknowledged in Governor
DeWine’s own press release (1). He also noted that ‘individuals receiving home healthcare, instead of
being diverted to more expensive institutional care models, saved Ohio billions of dollars over the
course of the DeWine Administration’ (1).

So, if the goal is truly saving taxpayer money, why are there policies being proposed that would increase
costs?

That question matters.

Because from the disability community’s perspective, this does not look like a serious anti-fraud
initiative. It looks like an effort to reduce Medicaid spending by making services harder to access.

Waiver Qualification & Current Oversight

It is important to acknowledge that HCBS recipients and providers already operate under extensive
oversight. I'm going to go into more detail because of the gross misconceptions that are being spread.

To Qualify for a Waiver:

1. Waiver recipients must meet strict medical and financial eligibility requirements.

2. Someone comes into the home to do an initial assessment of the individual. For me, this was
completed by the Area Agency on Aging. We are re-assessed on an annual basis.

3. Adoctor must write a prescription order for the services. That is not a one-time thing. It also
must be ordered on an annual basis.

4. These assessments and prescription orders dictate the services that someone is eligible to
receive. My services will look different than the next persons, even within the same waiver.

5. Itis not like everyone just receives a blanket set of available services. No. Every individual is
different and every individual service has to be assessed individually and qualified for
individually.

6. Your Care Manager is also part of this process, and they develop a service plan of only what you
qualify for. If a service is not medically necessary, it will not be in the service plan and it will not
be provided.

7. The same is true for any equipment needs. For example, say you require a shower wheelchair.
You bring this up to your care manager and a physical therapist does a physical assessment to
determine if you really need it or not. The same is true for home modifications. A PT comes out
and an individual from the home mod department comes out. Additionally, your provider must
write a prescription order for each and every need. Since this process often takes anywhere
from 3-12 months, if too much time has passed the physical therapist evaluation needs redone.

8. Individuals are also regularly visited by other waiver oversight personnel. The nurse from the
agency comes into my home every few months to review the agencies care plan which is based
on the service plan. The Care Managers come into the home at least a couple times a year.
Depending on the services one qualifies for, there may be nurses coming more often to provide
care, or there may be regular in-home physical therapies.



So, when people claim that there are all these individuals on waivers who do not actually need the
services, who would not need to be institutionalized without home care, | have a hard time believing
that is even possible. HOW?? (Keep in mind that many people have to switch doctors, MCOs, care
managers, nurses, agencies, and aides due to normal life circumstances).

Therefore, are you trying to say that the waiver recipients, the Area Agency on Aging personnel who
reassess us, and often the multiple doctors through the years, the care managers, the nurses, physical
therapists, family members, the multiple agencies, various care aides, the other service providers and
personal whom also visit the home, are all getting together to coordinate some massive fraud and are all
lying about the individual’s need?? Unlikely.

Let's talk about providers.

1. Independent providers are required to maintain extensive service and billing documentation of
the tasks they perform each day and it must match the service plan. The individual receiving
services is required to sign off.

2. They must keep records of the individuals they serve, what their diagnosis is, their surgical
history, the medical equipment the individual uses, their doctors, their insurance, their other
providers, their care manager, their allergies, food and drug interactions, and communication
with the care manager, medical providers, or other aides. They must keep a copy of all of that
outside the location services are provided, and the individuals must keep a copy for 7 years.

3. Providers must meet certification and training requirements including background checks, First
Aid, and CPR.

4. They must comply with annual reviews conducted by PCG, provider renewals, and audits.

5. Even independent providers fall under, and are contracted by the managed care agency, which
dictates their hours and schedule changes must be communicated to the Care Manager.

Yet despite all of that, the current conversation treats disabled people, and their carers, as suspects
instead of human beings. Forcing providers to continuously transmit location data every time the
disabled individual leaves their home, fundamentally treats us like we are subjects of surveillance rather
than citizens receiving medical support.

Continuous location tracking is an extreme violation of privacy. Why should our every move be
monitored and tracked simply because we have a disability?

There's also concern that adding rigid electronic verification mandates and automated fraud-detection
tools will inevitably lead to administrative bottlenecks, delayed provider reimbursements, and potential
technology complications. The current EEV system cannot handle what's being proposed.

Prepared for the reality of implementation, Section 5164.402 states that a recipient will not be denied
services due to provider compliance issues, but if providers choose to leave the Medicaid program
altogether due to the administrative burden of this tracking, the result is the same: a catastrophic loss of
care for vulnerable Ohioans (3).

While aggressive, blanket fraud enforcement aims to catch bad actors, it creates an asymmetric
administrative burden that disproportionately harms legitimate, small-scale, and minority-owned
providers. Research has shown that Medicaid’s billing complexity, reimbursement denials, and



administrative hurdles disproportionately burden smaller providers and reduce provider participation in
the program (4).

My Story and What is HCBS:

| want to explain what HCBS services actually mean in real life. Despite what you may have heard lately,
it is not about companionship, and it is certainly not about hanging out with family.

| began receiving HCBS services at age 27 after becoming bedridden from a cerebrospinal fluid leak. |
was completely bedridden. | could not sit upright for weeks at a time and had to be spoon-fed. Although
the leak eventually sealed after multiple invasive procedures and travel across the country, | still live
with numerous (too many to list) disabling comorbidities of Ehlers-Danlos Syndrome, such as Chiari,
Spinal Instability, POTS, Gastroparesis, severe Mast Cell Activation Syndrome with daily anaphylaxis, and
permanent brain damage from a TBI.

| depend on approximately 30 medications, including injections, breathing treatments, and IV
medications (administered several times a day) through a central line | have had for most of the last
eight years.

Without caregivers, | would not be able to shower, prepare meals, manage medications, clean my home,
maintain medical equipment, attend appointments, or respond to emergencies and anaphylactic
reactions.

Without HCBS, | do not lose “convenience.” | lose my ability to survive safely in the community.

And | am not alone.

Thousands of Ohioans depend on these services to avoid institutionalization. For some with complex
conditions institutionalization will lead to death.

Why Medicaid spending has increased in Ohio:

Spending did not increase simply because of fraud.

COVID created a mass disabling event and accelerated workforce burnout (5)(6). Ohio's population is
aging rapidly. Inflation increased healthcare costs across the board. Medicaid is also the primary payer
for long-term care services because Medicare and private insurance do not cover ongoing daily personal
care (7).

Those are structural realities.

While lawmakers scrutinize disabled families over relatively small expenditures, massive corporate
interests continue receiving enormous taxpayer-funded contracts and reimbursements with far less
public outrage. Most of the largest Medicaid recoveries have involved corporations, contractors,
managed care organizations, PBMs and healthcare institutions. In fact, A single corporate contractor
scheme cost Ohio taxpayers $88.3 million (8).



Large Ohio Medicaid Fraud Cases:

Centene — $88.3 Million — Sophisticated prescription drug scheme (8)
CareSource — $26 Million — Federal and State False Claims Act allegations (10)
Eye For Change Youth and Family Services — $3.47 million — Ghost Billing (11)

West Portsmouth Drug Treatment & MAT Institutional Providers — $1.58 Million — Submitted
thousands of invalid, unverified counseling claims & Upcoding (11)

Mansfield G.L. Tate & Associates — $1.57 Million — Inflated & falsified Institutional claims (11)
Multi-State Pharmaceutical Manufacturer Kickback Cases (Examples: Pfizer, Johnson and Johnson) —
Various Settlements — Ohio has repeatedly recovered millions through multi-state pharmaceutical fraud
and kickback settlements involving major drug manufacturers accused of unlawful marketing and false

Medicaid claims.

Large National Medicaid Fraud Cases:

Centene — $1.1 Billion for settlements nationwide — Sophisticated prescription drug scheme (15)
Pfizer — $2.3 Billion Settlement — False claims & provider kickbacks (19)

Maxim Healthcare Services — $150 million — Unnecessary Services, inflated hours & fraudulent billing
practices (12)

Omnicare — $949 million — Dispensed unauthorized medications & improper billing (13)
Walgreens — $106.8 million — Billing for prescriptions that were not actually dispensed (14)

Ohio’s largest single Medicaid recovery involved the $88.3 million Centene settlement. This
demonstrates that major contractor misconduct can expose taxpayers to losses on a scale that well
exceeds many recipient-focused fraud initiatives.

The reality is that the level of surveillance, tracking, and suspicion leveled at individual independent
providers and disabled care recipients is rarely, if ever, applied to massive corporate entities like
Managed Care Organizations (MCOs), Pharmacy Benefit Managers (PBMs), or even federal defense
contractors.

Imposing 24/7 "breadcrumb" GPS surveillance on every disabled Ohioan and local independent
caregiver to prevent individual-level billing errors, is an extreme policy over-correction when the
massive, multi-million-dollar drains on the Medicaid budget are very clearly happening at the corporate
executive level.

The immediate legislative reaction to a Medicaid scandal is almost always to create a public display of
"crushing fraud" by heavily policing the end-users and the local workforce. But yet when a massive



multi-billion-dollar corporate contractor overcharges the government, it is usually handled quietly
through civil audits, retroactive adjustments, or "clawbacks."

If you want to stop fraud, then create the policies and oversight needed to stop the fraud where it
actually exists.

The baseless accusations and dangerous rhetoric being thrown around does nothing but create public
hostility toward disabled people and families who are simply trying to survive.

| am asking you to stop treating disabled individuals like line items in a budget debate.
Policies have consequences.

Cuts have consequences.

Provider shortages have consequences.

For people with complex medical conditions, these consequences are not abstract. They are life-
threatening.

In conclusion, | urge this committee to reject fear-based narratives around HCBS, reject attempts to
scapegoat family caregivers, and instead focus on strengthening community-based care, improving
oversight where truly needed, supporting workers, increasing transparency from contractors and
managed care organizations, and protecting the rights guaranteed under the Olmstead v. L.C. decision
which dictated that forced institutionalization is discrimination (18). We have the right to reside in the
most integrated setting possible, which for many, is in our homes and communities.

Disabled Ohioans deserve dignity, autonomy independence, and evidence-based policymaking.

Many of the public discussions surrounding these proposals suggest that there are vast
misunderstandings about what these programs are, how these programs work, the requirements and
oversight that is already within the law, and even what the correct terminology is. It is imperative to
review the current laws that govern these programs to make relevant, positive, and effective changes.
As individuals looking in, it is hard for us to have much hope when we see how quickly this bill is being
rushed through, while all these misunderstanding are still so evident. We are experts in navigating these
systems every day. This process needs to slow down so that Ohio gets it right without harming innocent
people along the way. Please keep the lines of communication open with our community, as we are
always willing to talk with you.

There are ways to address fraud while minimizing harm against the individuals these programs were
designed to help. Further restricting access to care and increasing surveillance misses the mark. Thank

you for your time today.

Questions | have for you:




1. Where can public find the data on all of this supposed fraud committed by individuals and
families? (I don't mean numbers on improper payments because we know that includes many
other things.)

2. Why is Ohio receiving an award for its anti-fraud measures one minute, then told we are one of
the worst states in the country for Medicaid fraud the next (1)?

3. |Iffraud is such a priority, why does Ohio continue to contract with corporations and entities that
are responsible for the worst Medicaid fraud cases in the state and country (15)?

4. |If Senator Huffman and and Senator McColley are so genuinely concerned about Medicaid
Fraud, then why did they recently eliminate and defund the Joint Medicaid Oversight
Committee who's explicit statutory mission was to provide continuous, deep-dive oversight of
all facets of Ohio’s multi-billion-dollar Medicaid program, including tracking spending growth,
evaluating data, and investigating structural compliance (16)?

5. Even Chairwoman Gross who previously served on the oversight committee, publicly noted that
keeping JIMOC active would have provided the legislature with an established, specialized
watchdog specifically equipped to catch the systemic vulnerabilities exposed in recent
investigations, rather than relying on reactive political task forces after the fact (17). So, is there
a chance JMOC will be brought back?

6. At the exact time JMOC was defunded and dissolved, it was actively conducting a sensitive
legislative investigation into state contracts with Gainwell Technologies, (the nation's largest
processor of Medicaid claims,) so what is being done to investigate Gainwell now (17)?

7. What is being done to address the largest proponents of Medicaid Fraud and what oversight
steps are being taken to monitor these corporations and entities (ie. MCOs, PBMs, Large
Medicaid Contractors and Subcontractors, Hospital Systems or etc.) What's being done to verify
that they are providing the services that they say they are? Why are they not being tracked and
surveilled?

8. Along these same lines, what mechanisms exist to ensure transparency and accountability
among policymakers, contractors, and managed care organizations when they make decisions
affecting Medicaid recipients?”

Georgie Elson
Greene County
georgie.g.elson@gmail.com
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