
1 
 

Opponent Testimony 

Substitute House Bill HB 795  

Kathleen Gmeiner 

House Medicaid Committee 

Chair Jennifer Gross 

June 3, 2026 

 

Introduction 

Chairperson Gross, Vice Chair Barhorst, Ranking Member Baker, and members of the Ohio 

House Medicaid Committee—thank you for the opportunity to provide testimony in opposition 

to H.B. 795. 

 

My name is Kathleen Gmeiner and I live in Miami Township just south of Dayton with my 
husband Doug.  Doug is age 74 and has multiple sclerosis which was diagnosed when he 
was age 58.  He also has other complications secondary to MS.  In September 2024 he was 
hospitalized for an infection that became septic, resulting in a 13 day hospital stay that left 
him with dramatically reduced mobility and other limitations. Even with rehab he was 
unable to achieve his prior level of mobility. In October of 2024 we were told that we must 
decide whether to transfer him to a non-skilled nursing home or bring him home, requiring 
significant assistance with activities of daily living.   

 

We opted to go home. I knew if there was any chance Doug would return to “base-line” he 
needed the care and nurturing that is best offered at home. Going home required replacing 
our bedroom carpeting with vinyl flooring, purchasing a “hoyer” lift, renting a hospital bed 
and finding a home health company that could provide services. 

 

We paid privately for services for approximately a year.  Doug became eligible for Medicaid 
through the PASSPORT program and then MyCare.  We rely on Medicaid certified caregivers 
to come into our home to provide Doug assistance with all activities of daily living (ADLs) 
related to dressing, transferring etc and Instrumental ADLs  (IADLs) such as food 
preparation, etc.  
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While our Medicaid supported services are provided by a home health agency, I am 
speaking against Substitute House Bill 795’s provisions that place burdensome 
requirements on family caregivers that go well beyond what is necessary to prevent fraud or 
abuse of the Medicaid program. I will discuss two points: (1) family caregivers are an 
important resource in the panoply of options to care for individuals whose health renders 
them unable to care for themselves; (2) placing burdensome requirements on family 
caregivers from quarterly audits to caps on hours of paid care provided will deter use of this 
important resource. 

 

Paid family caregivers are an important resource 

Paid family caregivers are an important resource because they have intimate knowledge of 
the strengths, limitations and needs of the care recipient (CR).  Being paid allows them to 
trade off other remunerative work for caring for the CR. If the caregiver lives with the CR the 
Medicaid payment provides important income to the household.  One of the most 
important benefits is that they can provide a more reliable source of care. 

 

Since October 2025 when my husband became eligible for Medicaid we have had four 
different home health (HH) agencies.  In large part this is due to the fact that he requires 
assistance at three points of the day—AM to get him up; PM to transfer him out of his power 
chair to lie down for about 1.5 hours and then get him back up, and evening to put him in 
bed.  Within a week or two of beginning service, several of the  HH agencies asked that we 
collapse his hours into fewer, but longer shifts. The agencies made this request of us even 
though they knew the plan drawn up by the Area Agency on Aging when they accepted the 
case.  They found it hard to find caregivers who would accept the shorter shifts. With a 
family caregiver there is likely to be greater flexibility. I might add that we do not have a 
family caregiver because we have no family in the area capable of providing this service. 

 

The requirements of Sec. 5164.41 (B) and (C) may deter the use of the family caregiver 
resource.  

The use of quarterly audits, depending on how this is interpreted, could be burdensome 
and unnecessary. It is intrusive for the person receiving care. I am my husband’s authorized 
representative.  Just keeping up with Medicaid’s annual recertification and uploading 
documents to the portal to support the recert is time-consuming for me.  The portal has 
serious limitations as a two way communication device.  I upload documents and then get 
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a notice that my documents have not been received. I try calling the number listed on the 
document request, and after being on hold an hour, with no call-back option I give up.  
Quarterly audits just compound work for the caregiver and the care recipient.  Enhanced 
check-in review is ambiguous.   

 

Putting caps on hours of compensated care absent documented medical necessity will 
function to rob many CRs of their caregiver. Each PASSPORT recipient goes through a 
rigorous examination to determine the hours of care required and justified. These hours of 
care are based on medical necessity. The option to cap the hours seems to suggest the CR 
will have to get some kind of letter from their physician that adds to what has already been 
determined by the PASSPORT administering agency—that the hours needed are based on 
medical necessity.   

 

Here is what will happen, based on my recent experience of trying to get a prescription for 
Medicaid-provided supplies.  Medicaid will send a letter to the physician.  The physician 
will respond. Medicaid will send it back and tell the physician there is something they have 
not coded correctly or information they have not provided. The physician will take action 
and think they have solved problem until it bounces back again.  But in fact the need for the 
services was already documented once by health professionals of the agencies that 
administer the PASSPORT program.  The cap referenced in proposed Section 5164.41 
defies the judgment of the health professionals  who already made their determination 
based on prescribed criteria. The proposed cap without further documentation of medical 
necessity functions as an artificial barrier to the CR’s ability to use the caregiver of their 
choice. 

 

Section 5164.41(C) allows the Medicaid program to require a family caregiver who it 
considers to be high risk to work for a home health agency in order to provide services to 
their family member.  This takes money out of the family caregiver’s pocket and gives it to 
the home health provider.  It strips the CR of her agency to decide who they want to provide 
their care. If a family caregiver is required to work for an agency the agency may well want 
the caregiver to take on other cases which the caregiver may not want to or be able to do.   
Finally, this section does not define what “high risk” is. 
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Reforms are needed in the Medicaid supported home health program, but Sub Bill 795 isn’t 
it.  In my mind the most fundamental flaw is the reimbursement of caregivers by home 
health agencies by the shift.  The caregiver is only paid for the work performed on a shift, 
not the travel time from one client to another. It is very hard for caregivers to make a 
sustainable living in this manner. They are not full time employees unless they are fortunate 
enough to pick up two daily four hour shifts for five days per week.  That is quite unusual.  
Caregivers move around from one agency to another, chasing small increases in pay and 
work for more than one agency at a time in order to try to get enough hours to feed their 
family.   We need a system where full-time employment is available.  A system where 
someone can clock in in the morning and clock out at night and be paid for everything in 
between other than lunch.  This is not to negate keeping meticulous records of the clients 
they visit and the services performed.  But the shift work of today is the piece work of the 
19th century when workers rolled cigars at home and were paid by the box.  Ohio can do 
better. 


