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Chair Gross, Vice Chair Romanchuk, Ranking Member Liston, and members of the 
House and Senate Medicaid Committees, my name is Scott Partika, and I am the 
Director of the Ohio Department of Medicaid (ODM). Thank you for the invitation to 
appear today and discuss the Department’s work related to fraud, waste, and abuse 
(FWA) within the Ohio Medicaid program.  

Introduction & Background 

During my presentation before you last month, I stated I am strongly committed to 
maintaining the highest standards of fiscal responsibility, so our program stays 
sustainable and affordable well into the future. This work is rooted in close 
collaboration with our providers, community partners, legislative colleagues, the State 
Auditor, and the Attorney General. Equally important, we are focused on ensuring that 
program integrity is not just a priority but a core expectation that shapes every action, 
every decision, and every corner of the Department. I would like to thank both the 
Attorney General (AG) and Auditor of State (AOS) for being here today and for all they 
do in this space. 

I want to recognize one of the best legal and fraud fighting units in the country in our 
AG’s office and for all their work protecting the state’s tax dollars through major court 
wins including in cases against pharmacy benefit managers. Likewise, the unique role 
of the AOS in helping ODM triage and navigate points of program weakness over the 
past few years has been outstanding. Audits aim to improve the program, and the 
Department takes these efforts seriously. Recommendations from previous audits have 
among other things facilitated expedited, improved policy implementations (e.g., 
Electronic Visit Verification—more information below) and led to caseworker process 
and system improvements at the local level. These supports help all parties understand 
what can and should be a focus of change for the betterment of the program. 

Similarly, definitions are also important to ensure collective understanding and 
eliminate confusion; perhaps there is no more important topic to ensure collective 
understanding than when discussing things like fraud, waste, and abuse:   
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• Fraud means an intentional deception or misrepresentation made by a person 
with the knowledge that the deception could result in some unauthorized 
benefit to himself or some other person. It includes any act that constitutes 
fraud under applicable Federal or State law (see 42 CFR 455.2).  

• Waste means any preventable act such as inappropriate utilization of services or 
misuse of resources that results in unnecessary expenditures to the Medicaid 
program (see Ohio Administrative Code rule 5160-1-29). 

• Abuse means provider practices that are inconsistent with sound fiscal, 
business, or medical practices, and result in an unnecessary cost to the 
Medicaid program, or in reimbursement for services that are not medically 
necessary or that fail to meet professionally recognized standards for health 
care. It also includes beneficiary practices that result in unnecessary cost to the 
Medicaid program (see 42 CFR 455.2).  

Although subtle, differences between each thing are important and can drive 
prevention and elimination efforts in different ways. 

How to Report FWA 

There are several ways reports of fraud are received by the Department. The primary 
reporting avenues include: 

• Medicaid Fraud Hotline (Provider): The Ohio Attorney General’s Office 
maintains a provider-focused, fraud reporting website and telephone line for 
the public to report suspected instances of fraud. Report Medicaid Fraud - Ohio 
Attorney General Dave Yost links to this hotline are embedded on the ODM 
website and the websites of the Ohio Attorney General, Department of Aging 
(AGE), and Department of Job and Family Services (ODJFS).  

• Medicaid Fraud Hotline (Consumer): Until recently, the consumer fraud 
mailbox was maintained by ODJFS.  Over the summer, management of the email 
box was moved to the Bureau of Program Integrity (BPI) at ODM. Issues of 
consumer fraud are reported  to the consumer fraud mailbox at 
Program_Integrity_County_Referral@medicaid.ohio.gov. Public links to the 
email box remain on both the ODM and ODJFS websites at Reporting Suspected 
Medicaid Fraud | Medicaid and Report Fraud | Job and Family Services, 
respectively. 

• Medicaid Tip Line (Provider): ODM operates a provider help desk and added a 
tip line for easy access to report suspected fraud if a provider has information to 
share with the Department. The integrated help desk can be reached by calling 
800-686-1516.  

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/section-455.2
https://codes.ohio.gov/ohio-administrative-code/rule-5160-1-29
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/section-455.2
https://www.ohioattorneygeneral.gov/About-AG/Service-Divisions/Health-Care-Fraud/Report-Medicaid-Fraud
https://www.ohioattorneygeneral.gov/About-AG/Service-Divisions/Health-Care-Fraud/Report-Medicaid-Fraud
mailto:Program_Integrity_County_Referral@medicaid.ohio.gov
https://medicaid.ohio.gov/stakeholders-and-partners/helpfullinks/reporting-suspected-medicaid-fraud
https://medicaid.ohio.gov/stakeholders-and-partners/helpfullinks/reporting-suspected-medicaid-fraud
https://jfs.ohio.gov/help-center/report-fraud
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• HHS Inspector General: The HHS Inspector General maintains a hotline for 
complaints. Complaints may be submitted to: Submit a Hotline Complaint | 
Office of Inspector General | Government Oversight | U.S. Department of Health 
and Human Services. 

• Centers for Medicare & Medicaid Services (CMS): CMS publishes contact 
information for each state for reporting fraud: State by State Fraud and Abuse 
Reporting Contacts. 

The most common types of complaints received include, but are not limited to, 
allegations regarding billing for services not rendered, upcoding, billing for outpatient 
or community services while an inpatient, double billing, lack of medical necessity, 
and falsification of documentation. 

How Are Allegations of FWA Investigated? 

There are multiple ways the Department investigates allegations related to fraud, 
waste, and abuse with the program. These include: 

• An internal fraud referral clearinghouse (FRC) made up of subject matter 
experts to accept, review, and determine if a report of fraud provides probable 
evidence to support the allegation(s). ODM staff, MCOs, partner agencies and 
others can submit referrals to the FRC. Submissions are then reviewed by the 
FRC Steering Committee who determines if the submission meets requirements 
for referral for investigation. Reports of fraud that reasonably and clearly 
indicate evidence of fraud are submitted to the Ohio Attorney General’s 
Medicaid Fraud Control Unit (MFCU) for a full investigation as required by 42 
CFR 455.21.1  

• The Ohio Attorney General’s Medicaid Fraud Control Unit (MFCU) is 
responsible for the investigation and prosecution of healthcare providers 
accused of defrauding the state’s Medicaid program. In recent years, ODM’s 
partnership with the MFCU to prevent fraud has been recognized by CMS for its 
outstanding performance. Ohio has led most states in indictments for Medicaid 
abuse and neglect, achieving one of the highest conviction rates for fraud in the 
country.  Recently our relationship was further strengthened though a new 
partnership approved by the HHS/OIG that permits the MFCU to directly data-
mine ODM claims data to improve identification of potential fraud. This 
expanded data analytics capability began in November 2025.   

• Our Bureau of Program Integrity (BPI) Provider Audit and Compliance Review 
Unit (PACR). This Section annually completes an analysis of all Medicaid 

 
1 The FRC processed over 4,100 such deconfliction requests in CY2025. 

https://oig.hhs.gov/fraud/report-fraud/
https://oig.hhs.gov/fraud/report-fraud/
https://oig.hhs.gov/fraud/report-fraud/
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforConsumers/Downloads/smafraudcontacts-oct2014.pdf
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/FraudAbuseforConsumers/Downloads/smafraudcontacts-oct2014.pdf
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-A/section-455.21
https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-C/part-455/subpart-A/section-455.21
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provider types. The analysis identifies providers whose expenditures have 
increased from the prior year (or defined prior period). This includes both fee 
for service (FFS) and managed care (MCOs). The section also identifies all 
providers new to Ohio Medicaid for education and outreach. 

• BPI’s Managed Care Audits Team (MCA) reviews the MCOs’ annual compliance 
and fraud, waste, and abuse plans to verify how each MCO will address issues of 
fraud. 

• ODM’s Surveillance and Utilization Review Section (SURS) which conducts 
large data set analytics to identify providers, groups of providers, billing 
schemes, and other patterns for more in-depth analysis and refers potential 
cases to the MFCU. 

• An industry-leading Ohio Medicaid Enterprise System (OMES) architecture that 
provides unprecedented analytic insight into claims and billing. ODM’s data 
experts use complex algorithms to identify potential outliers and targets for 
audits and investigations.2 ODM recently executed a first-of-its-kind data sharing 
agreement with MFCU, under which, ODM (with federal permission) has 
granted MFCU unprecedented line of sight into claims and billing in the OMES 
system. MFCU utilizes additional algorithms to identify potential targets for 
investigation. ODM and MFCU work hand in hand to ensure that they are 
multiplying—not duplicating—program integrity work.  Under the old claims 
processing structure, ODM did not have the insight that it now has under the 
OMES infrastructure.   

• Ohio’s managed care entities also maintain fraud, waste, and abuse Special 
Investigation Units (SIUs). Plans are required to have these units, and ODM and 
the managed care entities collaborate in efforts to pursue and investigate fraud, 
waste and abuse in the program. Each plan reports on utilization management, 
pre- and post-payment reviews, and recoveries. These items are in addition to 
other things outlined in each plan’s Ohio-specific Fraud, Waste, and Abuse Plan 
that must be submitted to ODM on at least an annual basis. 

• Dedicated fraud referral meetings where ODM and the MFCU host a bi-weekly 
fraud referral meeting with MCOs, the Department of Developmental 
Disabilities, the Department of Aging, ODM’s contractor PCG, and other relevant 
parties to the topics of fraud being discussed. During the meeting the referring 
entity explains the nature of the identified fraud to the group and the MFCU 
then decides to accept or reject the referral. 

 
2 ODM and MFCU recently received federal approval for MFCU directly data mine ODM claims data for 
potential instances of fraud, waste, and abuse. Currently the MFCU active caseload has 1,560 entities 
identified for investigation. 
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• The Auditor of State (AOS) also data mines ODM data to identify provider 
targets for audit. In addition, the AOS audits the Department multiple times 
every year to review program compliance and protection measures helping 
provide oversight of Ohio’s largest social safety net program. Some 16 audits of 
the Department have been completed by the AOS since 2019 with an additional 
six still underway since the start of 2025. 

Upstream, Midstream, & Downstream Program & Policy Supports 

The Department also has multiple program and policy solutions in place to combat 
FWA. In simple terms, these include supports and protections at various upstream, 
midstream, and downstream points within the program. In combination, support 
across all three levels creates robust protection and reduces FWA while increasing 
program integrity. Examples of supports across all levels include: 

Upstream 

• The Provider Network Module (PNM) and enrollment processes: The ODM 
provider enrollment system interfaces with 32 federal databases and identifies 
those excluded from receiving federal funds. Monthly, ODM reviews actions 
taken by professional licensing boards and identifies those providers with 
disciplinary actions—including those for out-of-state providers enrolled with 
Ohio Medicaid. 

Midstream 

• Electronic Visit Verification (EVV): EVV is a system used to ensure Medicaid 
home-based services are paid appropriately. EVV enhances service delivery, 
promotes transparency, and ensures that individuals receive the care they need 
in a timely manner.  As of March 2025, if a provider of home-based services does 
not have a matching EVV visit in the system, payment to that provider is denied. 
ODM completed the final phase of the EVV rollout in March 2026. 

• Prior Authorizations and Utilization Management: Both prior authorizations 
and utilization management tools help ensure taxpayer dollars are only paid for 
services that are medically necessary and covered under the program. 

Downstream 

• Third Party Liability (TPL) Protections: By law, the Medicaid program is the 
payer of last resort and requires all other legally obligated third-party sources to 
pay a claim before Medicaid pays. ODM’s work to ensure this law is complied 
with focuses on 1) cost avoidance (ensuring commercial or public health 
insurance carriers pay for a service rather than Medicaid) and 2) payment 
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recovery (recouping payments when a legally obligated third-party source is 
later identified as the designated payor). 

• Cost Report Reviews: At end of each state fiscal year, ODM reviews cost reports 
submitted by long term care facilities and intermediate care facilities for 
individuals with intellectual disabilities (ICFs) to ensure the costs reported for 
direct care services accurately reflect true costs. In addition, ODM contracts 
with a third-party vendor, Myers & Stauffer, to conduct a review of a subset of 
nursing facilities to determine if they have correctly assessed the acuity of their 
residents as required by statute and rule. The Minimum Data Set (MDS) is the 
tool used to conduct this assessment. Approximately 100 facilities in total are 
reviewed annually in the fall and spring of each state fiscal year. If the MDS 
score assigned by the facility does not match the auditor’s assessment, the 
facility’s rate is adjusted up or down accordingly. 

• Advanced Data Analytics: The ODM program integrity team conducts data 
analytics to identify providers to audit. There are several aspects of provider 
billing that trigger an audit/review including comparing billing across peers to 
identify high payments, reviewing new providers, and billing for recipients who 
may not be eligible for the service at the time of services. 

• Recurring & Specialized Staff Trainings: Select ODM staff receive dedicated 
program integrity support training on topics such as EVV, managed care 
program integrity group (MCPIG), and PIGRx, the program integrity workgroup 
specific to pharmacies. 

Recent Work to Address FWA 

ODM continues evaluating the program top-to-bottom to see where improvement 
opportunities exist, and how we can move further upstream to eliminate the risk for 
FWA as early as possible. Over 60 program components are being examined to see 
where changes are needed or improvements can be made. 

• Enrollment & Eligibility System Changes: Updates to certain eligibility and 
enrollment processes began in late 2025 and finished in early 2026. These 
include a zero-income verification update that triggers a manual review process 
by a caseworker instead of being completed through ex parte, and increased 
verifications of data points for individuals across households when they may 
impact the member under review. Additionally, new federal requirements via 
H.R.1 continue to focus on eliminating duplicate enrollment across states. Ohio 
was already underway with strengthening supports in this space prior to the 
passage of H.R.1. 

• Additional Program Reviews of High-Risk Areas: Certain provider types and 
program populations possess higher levels of inherent risk to the program than 
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others. These include institutionalized or highly acute populations, individuals 
in nontraditional healthcare settings, and the providers that serve them. ODM is 
reviewing changes to rules and program components to eliminate program 
integrity risks. Additionally, longstanding program policies that may pose risks 
of abuse are being reviewed to ensure adequate oversight, compliance, and 
clarity is present to prevent opportunities for exploitation. 

Closing 

ODM is committed to ensuring Ohioans receive needed health care and that dollars 
allocated by the Legislature for this work are properly spent and in accordance with 
law. Chair Gross, Vice Chair Romanchuk, Ranking Member Liston, and members of 
the House and Senate Medicaid Committees, thank you for this opportunity to review 
our current efforts to combat fraud, waste and abuse in the Ohio Medicaid program. 
We look forward to a continued dialogue with you and other members of the 
Legislature to ensure Ohio’s Medicaid program continues to operate a best-in-class 
Medicaid program that assures Ohioans receive needed health care services and 
providers are appropriately compensated for their efforts, and I am happy to answer 
any questions you may have. 


