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Mr. Murphy.  Good morning.  The subcommittee convenes this 35 

hearing today to examine Medicaid Personal 36 

Care Services, a critical lifeline for our nation's most 37 

vulnerable populations. 38 

Medicaid is the largest provider of long-term care services 39 

for disabled and elderly individuals.  Lately, long-term care has 40 

shifted from nursing homes and institutional settings to services 41 

provided to beneficiaries in their homes. 42 

Personal care services, or PCS, provides essential services 43 

to Medicaid beneficiaries with significant needs so that they can 44 

stay in their homes.  As they enter this ever 45 

more vulnerable stage of life, most elderly persons prefer to live 46 

in familiar surroundings. 47 

These are not health services, but rather they assist 48 

beneficiaries with daily activities they can no longer do without 49 

assistance such as meal preparation, laundry, and transportation 50 

so that they can continue to live in their communities. 51 

PCS now makes up a large component of home- and 52 

community-based care and continues to grow rapidly.  In  2015, 53 

federal and state expenditures for PCS amounted to $15 billion, 54 

up from $12.7 billion in 2011.  The actual figure is 55 

probably significantly higher because this number only reflects 56 

fee-for-service claims, and does not include managed care.  57 

The U.S. Department of Labor projected that employment of 58 

personal and home health aides will grow by 46 percent between 59 
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2008 and 2018, which far exceeds the average growth of 10 percent 60 

for all occupations. 61 

While the move toward home care has undoubtedly improved the 62 

lives of Medicaid beneficiaries by allowing them to stay at home 63 

and saves money for taxpayers, we cannot turn a blind eye to waste, 64 

fraud, and abuse in the Personal Care Services program.  65 

More than 29 reports by the HHS Office of Inspector General 66 

have uncovered systemic fraud in PCS.  The OIG has uncovered 67 

schemes between PCS attendants and Medicaid beneficiaries to 68 

submit claims for services that were not provided.  This type of 69 

fraud is difficult to detect because attendants can often be a 70 

beneficiary's spouse, child or friend. 71 

Even more troubling is the abuse that HHS OIG's 72 

investigations found.  Stories like that of a beneficiary in my 73 

home state of Pennsylvania dying of exposure to the 74 

cold while under the care of a PCS attendant.  This beneficiary 75 

had autism and a history of running away, but the attendant left 76 

her alone in a crowded shopping mall and waited an hour to call 77 

authorities. 78 

In Maryland, a disabled woman was left alone in a locked car 79 

on a hot and sunny day, while her attendant went shopping with 80 

a friend.  This woman was unable to open the car door.  A 81 

concerned citizen noticed her in distress and called the police. 82 

In Vermont, an attendant stole the opioid painkillers 83 

prescribed for the beneficiary, even though the beneficiary was 84 
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in significant discomfort and pain.  This same attendant was on 85 

probation for drug possession at the time. 86 

These are just some of the many stories of abuse uncovered 87 

by the OIG and other authorities.  We will discuss them more 88 

today. 89 

We talk about program integrity and high improper payments 90 

a lot on this subcommittee.  We are used to getting into the weeds 91 

on error rates, methodology, and data collection.  92 

To help curb fraud in PCS and protect vulnerable 93 

beneficiaries, Congress acted in the Helping Families in Mental 94 

Health Crisis Act of 2016 to require the use of an 95 

electronic visit verification system for Medicaid-provided PCS 96 

and home health services.  This became law as part of 21st Century 97 

Cures, and when implemented, will help ensure that information 98 

regarding the services provided are verified. 99 

Having verified data that will help identify waste, fraud, 100 

and abuse is important because there are real people at risk.  101 

Those who use the PCS program include our friends and neighbors, 102 

who may not have the resources or ability to speak up when they 103 

encounter abuse.  This subcommittee and this Congress will not 104 

tolerate these abuses. 105 

While it is undoubtedly good policy to keep beneficiaries 106 

in their homes, it also raises difficult questions which must be 107 

addressed. 108 

How do we protect vulnerable people from abuse in their 109 
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homes, when no one else is around to assess an attendant's 110 

performance? 111 

What changes can we make, by both Congress and CMS, to improve 112 

the program while maintaining access for Medicaid beneficiaries 113 

who need these services? 114 

Both the HHS OIG and the Government Accountability Office 115 

have done excellent work to highlight the problems within PCS.  116 

These offices have also suggested ways to solve these problems, 117 

such as additional beneficiary safeguards, higher standards for 118 

attendants, and pre-payment controls. 119 

I am grateful for your work and look forward to hearing more 120 

about your findings. 121 

I understand that CMS has already acted to address some of 122 

these, but not all, these findings, and we will discuss what CMS 123 

is doing to address our concerns. 124 

So thank you to all of our witnesses today for your dedication 125 

and great work to protect Medicaid beneficiaries and root out 126 

waste, fraud and abuse.  I look forward to a 127 

productive discussion today. 128 

I'll recognize Ms. DeGette for 5 minutes.  Our main clock 129 

is not working, so as a reminder, I will just tap this when you 130 

reach 5 minutes.  Thank you. 131 

Ms. DeGette.  Thanks, Mr. Chairman.  Today, thanks to 132 

Medicaid, 74 million vulnerable Americans including seniors, 133 

children, adults, and people with disabilities have access to 134 
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quality healthcare.  And despite what we often hear from our 135 

colleagues on the other side of the aisle, the Medicaid program 136 

delivers this care efficiently and effectively.  In fact, not 137 

only are Medicaid's costs for beneficiaries substantially lower 138 

than that of private insurance, but they have also been growing 139 

more slowly per beneficiary.  What is more, we know that the 140 

Medicaid program literally saves lives. 141 

Last year, more than 12 million low-income adults had 142 

healthcare coverage because of the Affordable Care Act Medicaid 143 

expansion, something I think is an astonishing achievement.  144 

Coupled with other important provisions of the ACA, the Medicaid 145 

expansion has helped drive the uninsured rate to the lowest level 146 

in our nation's history. 147 

One of the key components of Medicaid is the Personal Care 148 

Services program.  Personal care services which include 149 

assistance with activities like bathing, dressing, and meal 150 

preparation are an important part of long-term care that Medicaid 151 

offers to beneficiaries.  This allows beneficiaries to hold on 152 

to their independence longer and to stay in their homes with 153 

dignity.  Furthermore, personal care services can save the 154 

Government money because they can be cheaper than enrolling 155 

patients in a nursing home, a lot cheaper. 156 

However, just like other home healthcare services, personal 157 

care services can be susceptible to improper payment or even to 158 

fraud.  Fraud, abuse, and mismanagement happen wherever large 159 
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amounts of money are spent, both in the public sector and in the 160 

private sector and we need to always look for ways to address this.  161 

But that doesn't mean the program is ill-conceived or should be 162 

drastically cut.  Instead what it means is we need to focus our 163 

efforts on ensuring that the program receives more effective 164 

oversight and that we prevent and address these issues. 165 

As I pointed out before, the ACA provided the Department of 166 

Health and Human Services and its Office of Inspector General with 167 

a wide range of new tools and authorities to fight fraud.  For 168 

example, the ACA provided nearly $350 million in new funds for 169 

fraud control efforts, as well as new means for screening 170 

potential providers and suppliers.  It also provided the HHS and 171 

OIG with new authorities to impose stronger penalties on those 172 

who commit fraud and gave the Centers for Medicare and Medicaid 173 

Services the ability to temporarily halt payments to those 174 

suspected of fraud.  These new tools allow program administrators 175 

to better protect tax dollars and to move away from the 176 

pay-and-chase model by preventing bad providers from ever 177 

entering the program.  These are positive developments.   178 

But today, we are going to hear from the agencies that there 179 

are still vulnerabilities related to the PCS program, as well as 180 

additional actions that CMS should better take to oversee this 181 

program.  For example, an October 2016 investigative advisory 182 

from HSS OIG detailed some disturbing cases of PCS fraud and 183 

beneficiary neglect.  These bad actors not only defraud the 184 
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program, they harmed the patients they were supposed to serve.  185 

That advisory follows other HHS OIG reports highlighting PCS 186 

program vulnerabilities that contributed to questionable care 187 

services and improper payments.   The OIG continues to 188 

recommend that CMS use its authorities more effectively to oversee 189 

PCS programs across all states to improve program integrity and 190 

help the risk of beneficiary harm. 191 

Similarly, GAO has also found areas for improvement in the 192 

PCS program.  Specifically, the state-reported data that CMS 193 

relies on for oversight lacks key investigation and there are 194 

variations in the program requirements across different states.  195 

This is an important point because states are ultimately 196 

responsible for overseeing their programs. 197 

Along these lines, the GAO is also going to testify that some 198 

states continue to provide inaccurate or untimely data to CMS.  199 

We need to explore the challenges that states are facing in 200 

collecting this data and determine why states don't have 201 

additional resources to better oversee the program.  We need to 202 

make sure the program is fully resourced and that includes 203 

sufficient money to collect and analyze data.  Given that the 204 

states are on the front lines of running this important program, 205 

I think we need to hear from the states about what they are doing.   206 

And finally, Mr. Chairman, as we talk about waste, fraud, 207 

and abuse, we should be mindful that the President's budget 208 

blueprint threatens agencies like HHS OIG to oversee these 209 
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programs.  The OIG said on average it has one full-time employee 210 

to oversee more than $680 million a year.  So I think we need to 211 

remedy that if we want to stop waste, fraud, and abuse. 212 

So anyway, in conclusion, thanks for having this hearing.  213 

I think we are all against waste, fraud, and abuse and we all need 214 

to work together to make sure that it ends.  I yield back. 215 

Mr. Murphy.  I thank the gentlelady.  She yields back.  I 216 

now recognize the chairman of the full committee. 217 

The Chairman.  I thank the gentleman for holding this 218 

hearing and for our witnesses' good work and good testimony.  We 219 

are here today to talk about this program which serves our nation's 220 

most vulnerable individuals.  Through Medicaid, personal care 221 

services provide essential care to millions of elderly people, 222 

disabled children and adults, and those who need long-term care 223 

to cope with crippling diseases.  It used to be that many of these 224 

people ended up having to be institutionalized or cared for in 225 

a nursing home.  Instead, personal care services provide an 226 

attendant to help people do the things like shop for groceries, 227 

do the laundry, make sure that they are taking their medications 228 

right on the schedule. 229 

Without personal care services and home healthcare at large, 230 

these folks would not be able to live at home in their communities.  231 

Personal care services are quite literally a life saver for many. 232 

I truly believe in programs like personal home services and 233 

home healthcare.  Oregon experimented in these types of programs 234 



 11 
 

11 
 

 

a long time ago.  The vast majority of personal care workers are 235 

really solid people who work hard and take care of people and they 236 

care, especially they care for these vulnerable populations.  237 

They make their lives better, healthier, brighter, and easier. 238 

That is why it is so disturbing when the Office of Inspector 239 

General reported these instances of fraud, abuse, and 240 

mismanagement in this very essential program.  Stories of 241 

attendants stealing pain meds, abandoning mentally ill 242 

beneficiaries in public places, leaving elderly folks alone for 243 

weeks at a time.  This is outrageous and it is unacceptable. 244 

What's worse is that OIG has made clear that these are not 245 

just some isolated individual bad actors.  The OIG investigations 246 

have uncovered more than 200 cases of fraud and abuse in the 247 

program just since 2012.  And as we learned from witnesses earlier 248 

this year, the Government Accountability Office has Medicaid 249 

designated as a high-risk program since 2003.  So we have an 250 

obligation to get to the bottom of this for the taxpayers and for 251 

patients alike. 252 

Late last year, GAO released a report on the need to harmonize 253 

requirements for personal care services across various states.  254 

GAO reviewed the policies and procedures in my home State of Oregon 255 

and three other states while performing this work.  While I was 256 

heartened to learn that the safeguards Oregon has in place to 257 

prevent this fraud, the audit made clear there is more work to 258 

be done. 259 
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More recently, GAO released a second report on the need for 260 

better data on PCS.  The most recent data at the time of the audit 261 

released in 2017 was from 2012.  That was 5 years ago.  And the 262 

data GAO did release was incomplete.  Without complete and 263 

up-to-date data, those who are tasked with rooting out waste, 264 

fraud, and abuse in this program are frankly hamstrung. 265 

So both the OIG and GAO sounded the alarm for years.  This 266 

fraud and abuse is happening because the states and the federal 267 

government failed to put in safeguards to protect these 268 

beneficiaries.  It is sickening to see hard-earned tax dollars 269 

going to people who take advantage and mistreat the elderly and 270 

disabled in their own homes.  And these beneficiaries are 271 

particularly suspect to harm because they are often lack the 272 

physical or mental ability to speak up.  Many times a personal 273 

care worker is the only person a beneficiary may see for weeks 274 

at a time, so they go along with the fraud or abuse because they 275 

are so dependent on that person for help. 276 

We can do better for them.  Our citizens deserve to know the 277 

attendant they allow into their home, the attendant paid by state 278 

and federal tax payers, will take good care of them and have their 279 

best interests at heart.  And while most do, and most do, it is 280 

clear we have a serious problem in the program. 281 

Today, we are here to talk about the steps we're going to 282 

take to correct the problems identified for us by the good work 283 

by the Office of Inspector General and the GAO.   284 
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I would like to thank Ms. Grimm from the OIG, and Ms. Iritani 285 

from the GAO, for your extraordinary work that exposed this fraud, 286 

abuse, and mismanagement in the program.  You have done a good 287 

job.  Your decades of work culminated in some common-sense 288 

recommendations for CMS that will better protect beneficiaries 289 

and taxpayers.  So I look forward to discussing those 290 

recommendations today and also learning about how Congress can 291 

do its part to solve these problems.   292 

Mr. Hill, I especially appreciate your testimony today, too.  293 

I understand CMS has taken steps to implement some of the 294 

recommendations and is working to make other improvements in the 295 

program.  That is encouraging.  I look forward to hearing more 296 

about your work as well. 297 

With that, Mr. Chairman, and with apologies to our witnesses, 298 

we have a couple of subcommittees going on at the same time and 299 

my duties as Full Committee Chairman drag me between the two.  So 300 

thank you for your good work.  I have your testimony.  It is most 301 

helpful.  And I return the balance of my time. 302 

Mr. Murphy.  The Chairman returns the balance of his time 303 

and yields back.  I now recognize the gentleman from New Jersey, 304 

Mr. Pallone, for 5 minutes. 305 

Mr. Pallone.  Thank you, Mr. Chairman.  This committee has 306 

a long-standing history of examining fraud and abuse in Medicaid 307 

and we should continue to find ways to improve the vital programs, 308 

including the Personal Care Services program.  But it is 309 
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important to keep these issues in context.  Medicaid is a critical 310 

program that provides essential healthcare to more than 74 million 311 

Americans, including seniors, children, pregnant women, and 312 

people with disabilities.  Now with the expansion of Medicaid 313 

under the Affordable Care Act, more than 12 million people gained 314 

health insurance coverage last year.  Additional achievements 315 

under the ACA have helped improve the quality, accessibility, and 316 

affordability of healthcare for millions of Americans. 317 

We have made historic gains and we must not roll back this 318 

progress by cutting essential health programs such as Medicaid.  319 

The Republican Trumpcare bill which the Republican leadership is 320 

still trying to convince members to support, drastically cuts and 321 

caps the Medicaid program.  It rations care for millions in order 322 

to give giant tax breaks to the wealthy and corporations.  By 323 

allowing a state to arbitrarily cap coverage or provide a block 324 

grant for certain enrollees, Trumpcare would result in mass 325 

rationing of care for seniors in nursing homes, pregnant women, 326 

working parents, and people living with disabilities.   327 

Instead, it is imperative that we make every effort to ensure 328 

federal and state dollars are spent effectively.  While Medicaid 329 

is already an incredibly lean program that has among the lowest 330 

improper payment rates of any federal health program, we should 331 

always be looking at ways to prevent any fraud, waste, or abuse 332 

in any federal program.  The HHS Office of Inspector General has 333 

reported on improper payments, questionable care quality, and 334 
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fraud in the PCS program and I am particularly concerned by OIG's 335 

investigative advisory that highlighted stories of vulnerable 336 

patients who were neglected and even harmed by the PCS providers 337 

entrusted with their care. 338 

So I am committed to working with my colleagues to address 339 

these issues and the root causes of fraud, waste, and abuse.  340 

However, any solution we consider to address the problems in the 341 

PCS program should be designed primarily to serve one 342 

constituency, and that is vulnerable Medicaid patients.  We must 343 

root out fraud and abuse, but we should not use potential fraud 344 

and abuse as an excuse to harm the people these programs are 345 

intended to serve.  In other words, the answer to Medicaid fraud 346 

is not to cut coverage or reduce benefits.  The answer to 347 

beneficiary harm and neglect is not to institute work requirements 348 

and the answer to abusive providers is not to drug test low-income 349 

beneficiaries.  Instead, we should be strengthening oversight so 350 

that bad actors are not allowed into the program, all 351 

beneficiaries get the care they need, and the American tax dollars 352 

are protected. 353 

The PCS program is a great example of the type of crucial 354 

services that we should be protecting and strengthening.  PCS 355 

attendants help patients with daily activities such as bathing 356 

and dressing which gives Medicaid patients more freedom and 357 

dignity by allowing them to stay in their homes.  Medicaid is the 358 

majority payer of long term care services and supports for seniors 359 
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and individuals with disabilities and personal care services are 360 

a critical benefit for these populations. 361 

The HHS OIG has done important work on this issue that has 362 

benefitted the committee's past bipartisan work and no doubt will 363 

continue to benefit this committee if given the proper resources 364 

and that is one of the many reasons why I'm so concerned about 365 

President Trump's budget blueprint which threatens to undermine 366 

the important work of agencies like the HHS OIG. 367 

We will also hear from GAO about the challenges posed by 368 

various PCS program requirements across different states and how 369 

the states have not provided accurate data on the PCS program.  370 

Because Medicaid is a federal-state partnership, we need both CMS 371 

and the states to do their part in conducting oversight. 372 

And finally, Mr. Chairman, I would like to thank the 373 

witnesses today for their commitment to strengthening the 374 

Medicaid program and serving its beneficiaries.  Instead of 375 

rolling back the progress we've made, we must continue to find 376 

ways to improve oversight of these vital programs and I don't think 377 

anybody else wants my time, so I will yield back, Mr. Chairman. 378 

Mr. Murphy.  The gentleman yields back.  So let's begin.  I 379 

ask unanimous consent that the members' written opening 380 

statements be introduced into the record and without objection, 381 

the documents will be entered into the record. 382 

I now would look to introduce our panel of federal witnesses 383 

for today's hearing.  First, we welcome Ms. Christi Grimm,  Chief 384 
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of Staff of the Department of Health and Human Services, Office 385 

of Inspector General.  With nearly 2 decades of leadership and 386 

expertise in HHS programs, Ms. Grimm manages the operation and 387 

resources of the immediate Office of Inspector General and is 388 

responsible for effective execution of OIG priority initiatives 389 

advising on a wide variety of policy and operational matters. 390 

Next, we welcome Ms. Katherine Iritani.  Have I said that 391 

right?  Good.  Director of Healthcare Issues at the U.S. 392 

Government Accountability Office.  In her 36-year career with 393 

GAO, Ms. Iritani has helped lead a wide variety of programs and 394 

evaluation assignments for Congress.  In recent years, she has 395 

overseen Medicaid financing, payment, access, and long term care 396 

issues including program oversight issues contributing to 397 

Medicaid being designated as a high-risk program. 398 

And last, we would like to welcome Mr. Timothy Hill, Deputy 399 

Director, for the Center for Medicaid and CHIP Services, CMCS, 400 

and then the Centers for Medicaid and Medicare Services at HHS.  401 

As Deputy Director at CMCS, Mr. Hill leads activities related to 402 

national Medicaid and CHIP policy and program operations and works 403 

closely with states in the implementation of their Medicaid and 404 

CHIP programs. 405 

So I thank all the witnesses for being here today and 406 

providing testimony.  We look forward to productive discussion 407 

on how we can strengthen and combat waste, fraud, and abuse reform 408 

in the PCS program. 409 
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As you are aware, the committee is holding an investigative 410 

hearing and when doing so has the practice has the practice of 411 

taking testimony under oath.  Do any of you have objection to 412 

testifying under oath?   413 

Seeing no objections, the chair then advises you that under 414 

the rules of the House and the rules of the committee, you are 415 

entitled to be advised by counsel.  Do any of you desire to be 416 

advised by counsel during testimony today?  And seeing none 417 

there, then will you please rise and raise your right hand.  I 418 

will swear you in. 419 

Do you swear the testimony you are about the give is the 420 

truth, the whole truth, and nothing but the truth? 421 

[Witnesses sworn.] 422 

Thank you, all of you are now sworn in under oath and subject 423 

to the penalties set forth in Title 18 Section 1001 of the United 424 

States Code.   425 

We will have you each give a 5-minute summary of your written 426 

statement and we'll begin with Ms. Grimm, you are recognized. 427 



 19 
 

19 
 

 

STATEMENT OF CHRISTI GRIMM, CHIEF OF STAFF, OFFICE OF INSPECTOR 428 

GENERAL, DEPARTMENT OF HEALTH AND HUMAN SERVICES; KATHERINE 429 

IRITANI, DIRECTOR, HEALTH CARE, GOVERNMENT ACCOUNTABILITY 430 

OFFICE; AND TIMOTHY HILL, DEPUTY DIRECTOR, MEDICAID AND CHIP 431 

SERVICES, CENTERS FOR MEDICARE AND MEDICAID SERVICES 432 

 433 

STATEMENT OF CHRISTI GRIMM 434 

Ms. Grimm.  Good morning, Chairman Murphy, Ranking Member 435 

DeGette, and other distinguished members of the subcommittee.  I 436 

am Christi Grimm, Chief of Staff of the Office of Inspector General 437 

for the U.S. Department of Health and Human Services. 438 

Thank you for the opportunity to appear before you to discuss 439 

the importance of protecting Medicaid personal care services from 440 

fraud, waste, and abuse and protecting beneficiaries from abuse 441 

and neglect.  The Personal Care program has been one of OIG's top 442 

management concerns for the past 8 years.  My testimony today will 443 

highlight our work overseeing the Personal Care program and 444 

progress the Department has made in implementing our 445 

recommendations. 446 

In the last 5 years, often with our state partners, OIG has 447 

opened more than 200 investigations involving fraud and patient 448 

harm in the Personal Care program.  For example, as the chairman 449 

pointed out in his opening, in Pennsylvania, a personal care 450 

attendant who was hired to provide close supervision to a 451 

beneficiary lost her while shopping in a department store.  The 452 
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attendant waited an hour before notifying the authorities.  The 453 

beneficiary was found the next day dead from exposure to the cold.  454 

This harm is something no one should ever have to experience.  455 

Systemic problems must be rectified so that the federal and state 456 

governments can prevent similar tragedies. 457 

In the past decade, OIG has issued more than 30 reports 458 

pertaining the Personal Care which recommended the recovery of 459 

almost $700 million.  OIG's November 2012 Personal Care portfolio 460 

summarized the findings of OIG's body of work which found that 461 

Personal Care payments were often improper because the services 462 

did not comply with basic requirements. 463 

OIG's October 2016 Investigative Advisory documented common 464 

fraud schemes including payments for services that were 465 

unnecessary or not provided and resulted in death, 466 

hospitalization, and less degrees of beneficiary harm.  467 

Collectively, our work demonstrates the persistent 468 

vulnerabilities in personal care that contribute to high improper 469 

payments, significant fraud, and that place vulnerable 470 

beneficiaries at risk.  Bad actors are exploiting policy 471 

vulnerabilities and diverting Personal Care resources. 472 

OIG's long history of oversight and enforcement has 473 

consistently demonstrated that basic pillars of program integrity 474 

prevention, detection, and enforcement are lacking in the 475 

Personal Care program.  We must prevent bad actors from 476 

participating in our program; detect potential fraud, waste, and 477 
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abuse and beneficiary harm; and enforce the laws through federal 478 

and state investigations and prosecutions. 479 

When these basic safeguards are in place, they have a 480 

dramatic effect on our ability to identify and stop fraud, waste, 481 

and abuse.  For example, Alaska implemented a requirement that 482 

all Personal Care attendants enroll with the State Medicaid 483 

Agency.  Attendant enrollment data helped Alaska detect 484 

potential patterns of fraud and help strengthen cases for 485 

prosecution.  In 2 short years, that data helped Alaska to 486 

investigate and obtain 108 criminal convictions and recover $5.6 487 

million. 488 

CMS has concurred with our top recommendations for improving 489 

the Personal Care program. In 2016, CMS issued a request for 490 

information, guidance, and provided training to states and 491 

providers resulting in improvements to the Personal Care program.  492 

Notwithstanding this progress, much remains to be done.  As of 493 

today, four OIG recommendations from the 2012 portfolio remain 494 

unimplemented. 495 

First, CMS should establish minimum federal qualifications 496 

and screening standards for all personal care attendants.   497 

Second, CMS should require states to enroll or register all 498 

personal care attendants and assign them unique identification 499 

numbers. 500 

Third, CMS should require that Personal Care claims identify 501 

the dates of services and who provided those services. 502 
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Finally, CMS should consider whether additional controls are 503 

needed to ensure that Personal Care Services are allowed under 504 

program rules and are provided. 505 

OIG work has demonstrated that Personal Care is subject to 506 

persistent fraud and beneficiary harm.  CMS, in partnership with 507 

states, must implement basic safeguards to protect this critical 508 

benefit that allows millions of beneficiaries to remain in their 509 

homes and communities.  Combating fraud and patient harm in 510 

Personal Care not only protects beneficiaries and programs, but 511 

also elevates the many honest, professional, and dedicated care 512 

attendants that enable beneficiaries to live independently. 513 

Again, thank you for the opportunity to testify this morning.  514 

I am happy to answer any questions you have. 515 

[The prepared statement of Ms. Grimm follows:] 516 

 517 

**********INSERT 1********** 518 
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Mr. Murphy.  Thank you, Ms. Grimm. 519 

Ms. Iritani, you are recognized for 5 minutes. 520 



 24 
 

24 
 

 

STATEMENT OF KATHERINE M. IRITANI 521 

 522 

Ms. Iritani.  Chairman Murphy, Ranking Member DeGette, and 523 

members of the subcommittee, I am pleased to be here to discuss 524 

GAO's work on Medicaid for self-care services.  The number of 525 

people receiving these services is significant and growing.  526 

Medicaid is the nation's primary payer of long-term services and 527 

support including those provided in homes and community settings. 528 

Personal care services are critical to helping people age 529 

in place, maintain independence, and participate in community 530 

life to the fullest extent possible.  These services are not 531 

without risk, both for beneficiary safety and for improper 532 

payments.  Regarding safety, beneficiaries receiving these 533 

services include older adults and individuals with disabilities, 534 

some of whom could be vulnerable. 535 

Regarding improper payments, personal care services are 536 

among the higher types of risk of being improper.  When known, 537 

concern is with Medicaid being billed for care that was never 538 

provided to the beneficiary. 539 

My testimony today is based on two recent GAO reports that 540 

examined federal requirements for programs providing personal 541 

care services and data available for oversight.   542 

Now typically, I would start my statement with some key facts 543 

about these services such as the federal requirements in place 544 

to protect beneficiaries from harm and to ensure that services 545 
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billed to Medicaid were actually provided, and basic facts about 546 

these important services such as the number of beneficiaries 547 

receiving them in states and at what cost. 548 

But as you'll hear today, these key points of fact are not easily 549 

laid out.   550 

I have three key observations from our work.  First, there 551 

are multiple different program authorities under which states can 552 

provide personal care services and Medicaid.  Since the program's 553 

inception in 1965, states have been required to cover 554 

institutional, but not home and community-based care.  Since 555 

1975, several different options to provide home and community 556 

services have been provided to states.  All states have adopted 557 

one or more different programs to varying degrees.  How states 558 

screen, train, and monitor attendants and ensure billed services 559 

are provided varies, not only between states, but even within 560 

states by program. 561 

A second key finding in our work, the federal requirements 562 

CMS has in place for oversight of beneficiaries' safety and 563 

provision of services vary significantly between the different 564 

types of programs.  Approaches for measuring quality assurance, 565 

defining and monitoring critical incidents, screening attendants 566 

to ensure they are not bad actors and then ensuring billed services 567 

are provided can and do vary significantly between programs.  568 

These differing requirements result in uneven safeguards for 569 

beneficiaries, depending on the program they are enrolled in and 570 
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even assurances regarding oversight of billed services and 571 

complexities for states and others administering and overseeing 572 

services. 573 

A third key finding of our work relates to the data CMS needs 574 

for oversight.  Our work found that data available to CMS on the 575 

provision of and spending on personal care services are not always 576 

timely, complete, consistent, or accurate.  For example, data 577 

lags caused by late submissions from states and other problems 578 

can mean CMS lacks good data for years on the services states have 579 

provided.   580 

At the time of our work conducted in 2016 largely, the best 581 

available data were for 2012 and only available for 35 states that 582 

provided these services.  For those 35 states where we had data, 583 

15 percent amounting to nearly $5 billion in claims lacked 584 

provider identification numbers; 34 percent amounting to over $5 585 

billion in claims lacked information on the quantity of services 586 

provided; and more than 400 different procedure codes were used 587 

by states to identify personal care services. 588 

Without good data, CMS cannot effectively perform key 589 

management functions such as ensuring state claims are 590 

appropriate, ensuring appropriate federal matching, identifying 591 

program risks, and monitoring access and spending trends.   592 

In recent years, Congress has directed HHS to improve 593 

coordination of home and community-based programs and Medicaid.  594 

CMS has taken steps to do so and more can be done.  In view of 595 
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the growth and the demand for it and the cost of Medicaid home 596 

and community-based services and the importance of these services 597 

to the beneficiaries who rely on them, federal leadership to 598 

improve data and better harmonize requirements among different 599 

types of programs is needed. 600 

Mr. Chairman, this concludes my statement.  I'm happy to 601 

answer any questions. 602 

[The prepared statement of Ms. Iritani follows:] 603 

 604 

**********INSERT 2********** 605 
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Mr. Murphy.  Thank you, Ms. Iritani. 606 

Mr. Hill, you're recognized for 5 minutes. 607 
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STATEMENT OF TIMOTHY HILL 608 

 609 

Mr. Hill.  Thank you. Good morning, Chairman Murphy, Ranking 610 

Member DeGette, and members of the subcommittee.  Thank you for 611 

the invitation and the opportunity to discuss personal care 612 

services in Medicaid.   613 

Speaking as a career executive with over 25 years of 614 

experience to Medicare and Medicaid service, to Medicare and 615 

Medicaid beneficiaries, I can state with confidence that CMS 616 

shares your commitment to protecting beneficiaries and ensuring 617 

the taxpayer dollars are spent on legitimate items and services.  618 

This fiduciary commitment is the forefront of all of our 619 

activities.  In that regard, we greatly appreciate the ongoing 620 

work done by the IG and the GAO to highlight potential 621 

vulnerabilities in these important programs and we rely on their 622 

recommendations to inform our program improvement activities 623 

across all our programs. 624 

As you know, states are primarily responsible for day-to-day 625 

operation of the Medicaid program and for designing programs that 626 

best serve the needs of the beneficiaries in any particular state.  627 

While we at CMS have an important role to play in terms of providing 628 

overall guidance and direction, states are in charge of 629 

administering the Medicaid programs and have significant 630 

flexibility to choose options that enable them to deliver high 631 

quality, cost effective care for their residents. 632 
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Perhaps nowhere in the Medicaid program is that flexibility 633 

more important than in designing and administering home and 634 

community-based service programs including the provision of 635 

personal care services.  Personal care services provide vital, 636 

person-centered care that allows individuals to remain in their 637 

homes or community instead of a nursing facility or other 638 

institution.  In Medicaid, coverage of these important services 639 

is generally optional for states.  However, because states see 640 

the value in these services, nearly all 50 states provide some 641 

level of coverage.   642 

It's hard to overstate the ways in which maintaining home 643 

and community based service programs benefits both the 644 

communities and the beneficiaries they serve.  These programs 645 

cost less for both states and beneficiaries.  They empower 646 

patients to have more control over their daily lives and the 647 

management of their health and they provide essential and 648 

culturally appropriate support to patients and their families. 649 

It's precisely because of the importance of these programs 650 

to Medicaid that it's paramount that we do all we can to protect 651 

these programs from fraud, waste, and abuse.  Not solely to 652 

protect against financial losses, but as we've heard this morning, 653 

but more importantly to protect against abuse or neglect of 654 

vulnerable beneficiaries, many of whom are elderly or individuals 655 

with disabilities and may have no other practical alternative to 656 

institutionalization. 657 
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Even one case of fraud, abuse or neglect is too many.  In 658 

our efforts to protect these programs and the beneficiaries they 659 

serve, we pursue a balanced approach that recognizes the unique 660 

needs of every state while preserving their flexibility to design 661 

programs that will best serve their residents, while at the same 662 

time analyzing when and where to use national standards or 663 

guidance. 664 

We take a number of actions and we'll continue to help states 665 

safeguard their Medicaid beneficiaries and program resources by 666 

providing them with the tools they need to be successful.  For 667 

example, to help states better understand requirements and share 668 

best practices, we publish guidance that highlights suggested 669 

approaches to strengthening and stabilizing the Medicaid home 670 

care workforce and other options to strengthen program integrity 671 

in Medicaid Personal Care Services programs. 672 

We've provided training for state officials and other 673 

stakeholders creating space for them to collaborate, share best 674 

practices, while staff is simultaneously staying up to date on 675 

emerging program vulnerabilities. 676 

CMS also uses focused program integrity reviews, assessing 677 

state program integrity effectiveness related to their 678 

administration of personal care services, providing states with 679 

feedback on vulnerabilities and possible corrective actions. 680 

 This year, we plan to conduct focused reviews on PCS in five 681 

additional states. 682 
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We also use our Medicaid Integrity Resources to work 683 

collaborative with states to identify improper payments through 684 

review of claims.  Using these resources, we've conducted over 685 

40 audits on personal care services in 8 states.  In one recent 686 

audit of PCS services in one state resulted in over $500,000 being 687 

returned to the Treasury. 688 

Even as we continue to work with states to help them implement 689 

their programs, we are interested in understanding what changes 690 

need to be made at the federal level.  That is why last November, 691 

we published a request for information to gather stakeholder 692 

feedback on a provision of HCBS services.  We are particularly 693 

interested in the benefits and consequences of implementing 694 

standard federal requirements for personal care services and what 695 

these standards could include and how they could be developed. 696 

We're reviewing the comments we received to inform our 697 

approach to supporting states and their program integrity efforts 698 

in a way that maximizes state flexibility while protecting 699 

personal care service programs and beneficiaries from fraud, 700 

waste, and abuse.  701 

As we continue our efforts for PCS, we must also work to 702 

ensure that any additional oversight requirements do not create 703 

administrative burden, increase costs or impact beneficiary 704 

choice or control.  The successful delivery of PCS in Medicaid 705 

ensure that both individual needs and preferences are met and that 706 

the program has adequate safeguards in place. 707 



 33 
 

33 
 

 

We look forward to continuing our work with states, our 708 

oversight partners, and other stakeholders.  This concludes my 709 

statement.  I'm happy to take any questions. 710 

[The prepared statement of Mr. Hill follows:] 711 

 712 

**********INSERT 3********** 713 
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Mr. Murphy.  Thank you, Mr. Hill.  I'll recognize myself for 714 

5 minutes.  First of all, Ms. Grimm, Ms. Iritani, I want to commend 715 

you and your offices.  It doesn't happen a lot in Congress, but 716 

in terms of a branch of the Federal Government that do their job, 717 

we thank you for doing that.  We are absolutely indebted to you 718 

for these discoveries and there's a real trust we have in this 719 

committee for the work you do.  So please pass that compliment 720 

on to your other workers as well. 721 

That being the case, it bothers us about the stories you're 722 

telling us, the fraud and abuse and how it really hurts the 723 

beneficiaries, the elderly and disabled individuals.   724 

And there's certain elements of this, Ms. Grimm, that you 725 

talked about, the PCS that make it more susceptible to fraud for 726 

the vulnerable.  You mentioned in some of your testimony some of 727 

the stories that beneficiaries often feel reliant on -- or loyal 728 

to their attendant.  It sort of reminds you of the Stockholm 729 

Syndrome here.  But even if that attendant is committing fraud 730 

or abuse and harm, so why is that and what is in the system inherent 731 

in that that leads to that and of course, how do we change it? 732 

Ms. Grimm.  Thank you for your question.  I think inherent 733 

to personal care services is sort of the intimate nature of those 734 

services, going into beneficiaries' homes and providing services 735 

like bathing, dressing, light housekeeping, food preparation.  736 

And in many of those instances, as you point out, the beneficiary 737 

becomes very reliant on those services and in their mind, 738 
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services, even if they're sub-optimal are better than no services 739 

and we have found apprehension on having fraud and abuse reported 740 

by beneficiaries.  Often referrals come to us from families or 741 

loved ones that are witnessing neglect. 742 

Mr. Murphy.  Are there threats made, subtle threats in terms 743 

of that sometimes occurs under these circumstances? 744 

Ms. Grimm.  I'm not aware of a specific instance where the 745 

beneficiary was told they could not report, but we certainly have 746 

plenty of examples of harm that's resulted from fraud. 747 

Mr. Murphy.  And I'm wondering in these cases, too, at times 748 

maybe a family puts up a hidden camera in the home, too, and also 749 

records events.  Have those occurred?  Have you seen anything 750 

like that? 751 

Ms. Grimm.  Hidden cameras in beneficiaries --  752 

Mr. Murphy.  Families many times do that with their 753 

babysitters, too, that may actually record some instances where 754 

a PCS worker was causing some problems.  Have you seen any 755 

instances of that yet? 756 

Ms. Grimm.  I don't have any instances of that, but we do 757 

have examples of family members that are perpetrating the harm 758 

and neglect with the beneficiary, so even in those scenarios where 759 

it's self-directed PCS, we are still seeing instances of family 760 

members committing that harm. 761 

Mr. Murphy.  So given all of these stories and the 762 

heart-breaking nature of them, if you could choose a 763 
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recommendation you think would make the biggest impact, what would 764 

it be? 765 

Ms. Grimm.  We want to know who we're doing business with 766 

at the attendant level.  So the number one recommendation that 767 

I would put forward is that you enroll and register attendants 768 

and make sure that those identifiers are on claim.  769 

Mr. Murphy.  And background checks, full background checks 770 

on them, too? 771 

Ms. Grimm.  We do recommend background checks.  Many of the 772 

instances that we included in our investigative advisory would 773 

have revealed a history of criminal conduct including drug 774 

diversion. 775 

Mr. Murphy.  And what other kinds of backgrounds would be 776 

in this besides drugs?  Felonies, burglaries? 777 

Ms. Grimm.  We do have another example of a case in Illinois 778 

where a nurse had lost her licensure because she was stealing drugs 779 

from her employer.  And in that instance, she was excluded from 780 

all federal healthcare programs and a check, like we recommend 781 

for other programs and looking at the exclusions list, would have 782 

revealed that. 783 

Mr. Murphy.  Okay, thank you.  Ms. Iritani, what impact does 784 

CMS have?  How is it, in fact, not getting data on time?  You made 785 

references to this data.  How does this affect the oversight 786 

ability for CMS on PCS workers? 787 

Ms. Iritani.  Data is critically important to really 788 
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overseeing the program.  CMS needs data to ensure that payments 789 

are appropriate and to assess trends and to ensure that the federal 790 

matching is appropriate for what states are claiming from the 791 

federal government in terms of provided services. 792 

Mr. Murphy.  Thank you.  And Mr. Hill, given the kind of 793 

things here, what steps do you see moving forward that you could 794 

use to improve this whole process? 795 

Mr. Hill.  So I think I would focus on two areas that have 796 

been highlighted.  First, on the policy side and the 797 

recommendations with respect to standards.  We've talked to the 798 

IG.  We issued our RFI last year.  For us, it's a balance, right, 799 

so every state is a little different.  The requirements in one 800 

state may not be the requirements we want to have in every state, 801 

so we're anxious to continue our analysis there to determine 802 

whether or not we should be putting more requirements on states 803 

that internally have their own set of standards or whether we 804 

should be doing that nationally at the federal level. 805 

Second, and I couldn't agree more, I think, with our 806 

colleague from the GAO that the dearth of data in the Medicaid 807 

program is a problem.  We've done a lot over the last year to get 808 

data in in a much more timely way in a way that will let us do 809 

analysis, not only for our own selves, but also to give information 810 

back to the states about how their programs are operating and so 811 

continuing our effort to get data in to make that data timely and 812 

accurate I think is very important. 813 
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Mr. Murphy.  Thank you.  I'm out of time.  Ms. DeGette, 814 

you're recognized for 5 minutes. 815 

Ms. DeGette.  Thank you, Mr. Chairman.  I'm gratified to 816 

hear that members on both sides of the aisle recognize the 817 

importance of the Personal Care Services program to Medicaid 818 

beneficiaries and also the potential cost savings that we can get.  819 

But I do think that we can work together to address where controls 820 

need to be improved.   821 

A little note, one of the many little known provisions in 822 

21st Century Cures which, of course, this entire committee worked 823 

together on, required an electronic visit verification system for 824 

personal healthcare services and home healthcare services under 825 

Medicaid.  What this requirement said is by 2019 all personal care 826 

visits have to be electronically verifiable and that standard 827 

background information would be collected on every claim which 828 

I think would help. That would be a help. 829 

I just want to ask the panel some of the questions about the 830 

scope of the Personal Care Services program and what we can do.   831 

Mr. Hill, you heard Ms. Grimm talk about some of these 832 

services, particularly to the elderly who can stay in their homes.  833 

I think we all agree this program can be very beneficial to people 834 

like that, is that right? 835 

Mr. Hill.  It's incredibly beneficial.  For every example 836 

and every conversation we have with the IG about abuse and the 837 

horrible things that are going on, I think there's also as 838 
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unreported sort of hundreds of examples of folks who are now living 839 

in their home, in their community with attendants and workers who 840 

make their lives fulfilling in a way that would not be if they 841 

were in an institution, people who have suffered broken limbs, 842 

broken back or where they have intellectual disabilities or any 843 

number of medical conditions that normally keep them in an 844 

institution are keeping them in their communities. 845 

Ms. DeGette.  And not only that, but it also is more cost 846 

effective than putting them in nursing homes, is that correct? 847 

Mr. Hill.  Absolutely, even as the GAO has noted, the highest 848 

spending state for PCS is close to $30,000 per beneficiary.  849 

Nursing homes are easily three to four times that amount. 850 

Ms. DeGette.  Thank you.  Now Ms. Iritani, I think you 851 

testified to this, your January 2017 audit found that the CMS data 852 

is of limited value for oversight purposes because it's often not 853 

timely and it's inconsistent across state lines and has errors.  854 

Is that correct? 855 

  Ms. Iritani.  That's correct. 856 

Ms. DeGette.  And also, this is important.  Although there 857 

are problems with the quality of data, it doesn't necessarily mean 858 

there's widespread fraud in the program, is that right? 859 

Ms. Iritani.  That's correct. 860 

Ms. DeGette.  And so why do you think the states are having 861 

such a hard time providing accurate and timely data to the CMS? 862 

Ms. Iritani.  There are a host of different reasons and we 863 
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didn't look at that specifically.  We have on-going work actually 864 

looking at challenges that states are having with implementing 865 

T-MSIS, the utilization claims system.  More work needs to be 866 

done.  But some of the things that we are aware of in terms of 867 

some reasons states haven't submitted is related to new systems 868 

that they're putting in, maybe to comply with T-MSIS and other 869 

reasons. 870 

Ms. DeGette.  Don't you think it would be a good idea to work 871 

with the states so that we can get the data that we need because 872 

we can't really even begin to get our arms around the extent of 873 

the problem until we have that data? 874 

Ms. Iritani.  Yes. 875 

Ms. DeGette.  Can anybody testify what efforts we're making 876 

to standardize and to get that data?  Mr. Hill? 877 

Mr. Hill.  I'll speak briefly on where we are with the data 878 

collection.  As GAO has pointed out, historically, the Medicaid 879 

data that we've gotten into CMCS has not been timely.  It's not 880 

been accurate.  Beginning 4 years ago, we began implementing a 881 

transformed system, a new system to collect use data, utilization 882 

data, claims data from states in a much more timely and standard 883 

format.  We now have requirements in terms of what data the states 884 

have to submit, how it has to be submitted and the timeliness of 885 

that.   886 

We now have 35 states representing more than 60 percent of 887 

the beneficiaries and expenditures in the country reporting data 888 
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into that system.  We're beginning to share that data with our 889 

partners to do quality assessment and be sure that it's useable 890 

and it has fixed a lot of the vulnerabilities that have been 891 

identified by the GAO and are hoping, we, CMS, will be ready to 892 

accept data from all states by the end of the summer. 893 

Ms. DeGette.  Great.  Let me stop you there because I'm out 894 

of time. 895 

Mr. Hill.  Yes. 896 

Ms. DeGette.  Let me just say I think this would be a perfect 897 

hearing for the fall, Mr. Chairman, to bring the states in to talk 898 

about are they complying with that deadline of this summer and 899 

to see what else they need. 900 

Mr. Murphy.  Right, and we also had that briefing before that 901 

most states are not even getting data. 902 

Ms. DeGette.  Right. 903 

Mr. Murphy.  So we're kind of flying blind.  So appreciate 904 

it. 905 

Ms. DeGette.  Okay, thanks.  I yield back. 906 

Mr. Murphy.  I recognize the chairman of the committee for 907 

5 minutes. 908 

The Chairman.  Thank you, Mr. Chairman.  Ms. Iritani, in 909 

your report on PCS data, you were only able to analyze 35 states 910 

because 15 had not reported the data yet, as you all are having 911 

this discussion from 2012.  So you conducted this audit from July 912 

2015 to January of 2017 and as of then, 35 of 50 states had enough 913 
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data from 2012 to analyze, correct? 914 

Ms. Iritani.  Correct. 915 

The Chairman.   Why were the data so late?  Is this a common 916 

problem?  Once it gets there, it just seems like it can take 917 

several years for CMS to process it and why is that? 918 

Ms. Iritani.  And I think there are two issues.  One is that 919 

states submit data late and it could be because they are largely 920 

managed care and managed care plans may submit data late or it 921 

may not submit data at all. 922 

The other problem is that when the data comes in, it is not 923 

good and so CMS needs to go through a lengthy validation process 924 

which is part of why we only had data for 35 states several years 925 

later is that the data had not been validated for those other 926 

states. 927 

The Chairman.   Makes is it pretty hard to do appropriate 928 

oversight and reconciliation and everything else then? 929 

Ms. Iritani.  Yes. 930 

The Chairman.  Mr. Hill, GAO's January 2017 report raised 931 

concerns about these processing times.  What's the average time 932 

it takes to process 1 year's worth of data if there is such a thing 933 

as an average time? 934 

Mr. Hill.  Right, so as identified, the data that the GAO 935 

looked at in the system that they were looking at was the system 936 

that is prior to the one we're using now.  So for a state, for 937 

example, that's what we call live, submitting data into our 938 
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system.  For the 35 that I've identified that are processing, we 939 

have up-to-date data within a month current to the year, right, 940 

so if it's March and they submitted the data on the 1st of -- from 941 

January and it's consistent, current for January. 942 

The Chairman.  All right. 943 

Mr. Hill.  Now as I said, we've built in a lot of the 944 

front-end control to be sure that we don't have to take as long 945 

as we were taking in the prior system to do the quality check.  946 

Those quality checks are built in upfront.  So we're confident 947 

and hopeful, I should say, and confident that this new system will 948 

both provide data much more timely, much more consistently, and 949 

in a way that will allow us to do the analysis and the oversight 950 

in a way that we could not. 951 

The Chairman.  Okay.  Ms. Iritani, a question back to your 952 

comment about the managed care plans, could the states or the 953 

Federal Government make a condition of the contract with the 954 

managed care plans that they have to submit data on a regular basis 955 

in a format that works for the expedited review and do we do that? 956 

Ms. Iritani.  Yes, they are required to.  It's more a 957 

question of enforcement. 958 

The Chairman.  What's the penalty if they don't? 959 

Ms. Iritani.  I think that will depend on the contract that 960 

the states have put in place with the managed care organization. 961 

The Chairman.  And we could probably weigh in on that 962 

contract requirement since we're a partner in this process? 963 
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Ms. Iritani.  That would be a policy decision. 964 

The Chairman.  Yes.  Okay.  Ms. Grimm, I understand a 965 

beneficiary in Pennsylvania died of exposure to the cold while 966 

under the care of a PCS attendant according to some of the reports.  967 

In another case, a hot July day, a PCS attendant in Maryland left 968 

a beneficiary with developmental disabilities in a locked car 969 

while shopping with a companion. 970 

What's the most important thing CMS can do to prevent 971 

beneficiaries from being subject to neglect and abuse by PCS 972 

attendants? 973 

Ms. Grimm.  Move to require states to enroll or register a 974 

care attendant so that we're able to keep track of what's happening 975 

at that attendant level. 976 

The Chairman.  Okay, and what reaction, if you get any, from 977 

the states when this is suggested? 978 

Ms. Grimm.  We have a report coming out at the end of the 979 

summer that provides survey data from the Medicaid Fraud Control 980 

Unit Directors on the recommendations that we have put forward, 981 

also fraud trends related to personal care.  We know that that 982 

group very much endorses the recommendation that we've put forward 983 

related to enrollment and registry.  And the report will also have 984 

some other solutions states have explored. 985 

The Chairman.  Okay, perfect.  How do you investigate fraud 986 

when it involves beneficiaries' family members because we 987 

understand that's a problem, too? 988 
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Ms. Grimm.  One thing that I think this committee could also 989 

do is to give our Medicaid Fraud Control Units the authority to 990 

investigate stand-alone harm in patients' homes.  They currently 991 

only have the authority to investigate when it's associated with 992 

billing fraud.  So it does become challenging to investigate harm 993 

when it is not linked to some of those other billing issues. 994 

The Chairman.  My time has expired.  Thank you again for the 995 

good work that you are doing and your counsel to us.  We appreciate 996 

it. 997 

Mr. Chairman, I yield back. 998 

Mr. Murphy.  All right, I now recognize Mr. Tonko for 5 999 

minutes. 1000 

Ms. Iritani.   1001 

Mr. Tonko.  Thank you, Mr. Chair.  It's good to see CMS here 1002 

today to talk about improvements that CMS can make and should make 1003 

to this program.  But let's not forget that the Medicaid program 1004 

and PCS, in particular, is a partnership between the Federal 1005 

Government and the states.  States are given flexibility to 1006 

design their given programs to fit the needs of their populations, 1007 

but in exchange they have to do their part to ensure the integrity 1008 

of the programs. 1009 

States are the first line of defense in protecting federal 1010 

and state Medicaid dollars.  So with that being said, Mr. Hill, 1011 

in your testimony you stated and I quote, "Both the Federal 1012 

Government and states have key roles as stewards of the program." 1013 
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So is it accurate to state that CMS cannot perform effective 1014 

oversight without cooperative state partnerships? 1015 

Mr. Hill.  I think oversight is always more effective when 1016 

there's cooperation between us and the states.  We have our role.  1017 

The state has their role.  Sometimes there will be tension, right, 1018 

between what we view as a direction the state needs to be or whether 1019 

or not they're in compliance with federal rules.  But we always 1020 

prefer to be working particularly on issues beneficiary harm and 1021 

abuse, working hand in glove to make sure that we mitigate those. 1022 

Mr. Tonko.  So what does CMS need from the states to improve 1023 

this whole outcome? 1024 

Mr. Hill.  As I've indicated earlier I think in any oversight 1025 

context, the more data we have and the better data we have with 1026 

states and states being up to date with submitting that data is 1027 

going to give everybody a leg up in terms of understanding what 1028 

our problems are and how we meet those gaps.  Beyond that, I think 1029 

states as identified by the IG, each have their own requirements 1030 

for how they oversee and maintain the integrity, in particular, 1031 

of personal care attendants and how those services are being 1032 

delivered.  And we need to make sure that states are following 1033 

through and enforcing those individual state compliance, right?   1034 

We don't have the resources, nor is it our job, to on a 1035 

day-to-day basis be monitoring claims and understanding how the 1036 

benefits are being delivered in any particular state.  So the 1037 

state really needs to be in a position to step up and be doing 1038 
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that work on behalf of those beneficiaries. 1039 

Mr. Tonko.  Thank you.  And Ms. Iritani, would you agree 1040 

that the responsibility for program integrity falls on both CMS 1041 

and the state Medicaid programs? 1042 

Ms. Iritani.  Yes. 1043 

Mr. Tonko.  So the OIG has done a lot of excellent work 1044 

looking at different state programs and pointing out 1045 

vulnerabilities and short comings. I understand that OIG's audits 1046 

of some states have found problems with PCS claims such as 1047 

providers claiming more hours than were recorded.   And 1048 

again, that being said, Ms. Grimm, it seems clear that states need 1049 

to make improvements.  Do you believe that the provision passed 1050 

by the last Congress which does require states to ensure PCS visits 1051 

are electronically verified will help address some of the issues 1052 

that have been raised by the OIG? 1053 

Ms. Grimm.  Thank you for that question.  We very much 1054 

appreciate some of the protections and collection of data that's 1055 

offered by that provision in 21st Century Cures.  We know that 1056 

that does not currently include managed care and with the high 1057 

percentage of services in Medicaid being provided through a 1058 

managed care model it definitely does not serve, wrap around those 1059 

services, but it is a terrific step forward and it does collect 1060 

some of the information that would allow our criminal 1061 

investigators to detect potential patterns of fraud.  Yes. 1062 

Mr. Tonko.  Thank you.  And what additional resources do 1063 
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states need in order to conduct better oversight of the PCS 1064 

programs? 1065 

Ms. Grimm.  I think having uniformity in the kinds of 1066 

standards that are required, the qualifications, some for 1067 

requirements for the care attendants upon which states can build 1068 

and customize according to the special needs of those states.  I 1069 

think that would better put states in a good position to make sure 1070 

care being rendered to their beneficiaries is of a high quality. 1071 

Mr. Tonko.  Thank you.  And Mr. Hill, what steps is CMS 1072 

taking to encourage or require states to do more in this area? 1073 

Mr. Hill.  So we've taken a number of steps in terms of 1074 

working with states on education, giving them best practices and 1075 

feedback about program integrity, methods and standards, be it 1076 

through review of claims, how to put edits in place to review 1077 

claims for high dollar or unsubstantiated services, helping them 1078 

think about putting together registries or enrollments for PCS 1079 

attendants.  But beyond that, we're also working with states to 1080 

provide direct training.  We have a facility where we can bring 1081 

states in and bring our law enforcement partners in to do hands-on 1082 

work to understand better how to do investigations around PCS 1083 

types of work and what kind of policies to put in place to prevent 1084 

those types of abuses from occurring. 1085 

And finally, we're doing our own work to understand whether 1086 

or not more federal requirements are needed beyond just requiring 1087 

states to have their own internal policies, particularly around 1088 
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enrollment of attendants should there be a federal standard, 1089 

should we have nationwide standards for how these attendants ought 1090 

to be monitored and overseen. 1091 

Mr. Tonko.  And that training is up and running now? 1092 

Mr. Hill.  Yes, we had training back in February.  We had 1093 

36 states, a number of our partners from law enforcement and the 1094 

oversight community, and we'll continue to do that. 1095 

Mr. Tonko.  Thank you very much, Mr. Chair.  I yield back. 1096 

Mr. Murphy.  Thank you, Vice Chairman, Mr. Griffith is 1097 

recognized for 5 minutes. 1098 

Mr. Griffith.  Thank you very much.  Ms. Iritani, it's my 1099 

understanding that states can receive more federal money in the 1100 

form of a higher match for some activities related to collection 1101 

and compliance with federal reporting requirements.  Am I correct 1102 

in that? 1103 

Ms. Iritani.  Yes, that's correct. 1104 

Mr. Griffith.  And so you're having difficulty getting 1105 

states to get some of the reporting and so forth.  And I'm going 1106 

to switch gears in a minute on that.  But do you have a stick?  1107 

You've got the carrot.  Do you have a stick that they might receive 1108 

a lower match if you they're not collecting some of the data that 1109 

you want? 1110 

Ms. Iritani.  CMS does have authority to reduce the federal 1111 

matching for system areas that are experiencing problems from a 1112 

75 match to a 50 percent match. 1113 
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Mr. Griffith.  Now let me switch gears a little bit because 1114 

I am worried about the states and I think that some of the 1115 

resistance from the states may come from a fear that they'll chase 1116 

some folks out of this industry, particularly when you're dealing 1117 

with family members and we all want to stop the abuse, but when 1118 

you're talking about family members I heard, I believe it was you 1119 

who earlier said that some state had 400 different codes and so 1120 

it was hard to get the coding straight.  And I can see a family 1121 

member who is trying to take care of their loved one is receiving 1122 

some monies for bathing or doing some daily activity where the 1123 

mom or the dad of theirs needs help and then they're faced with 1124 

having to learn 400 codes.  So I think if we're going to do 1125 

something, we have to make it simple.  Would you not agree? 1126 

Ms. Iritani.  Yes, we would agree with the harmonization of 1127 

requirements.  The 400 codes was actually at the federal level 1128 

in terms of how PCS was coming in in terms of the coding. 1129 

Mr. Griffith.  So if we're going to require electronic 1130 

verification which I think is fine as long as it can be done on 1131 

the phone because most people will have their electronic phones 1132 

with them, their little gaskets, and this is where tele stuff can 1133 

be of great help, technology can be of great help to us, but it 1134 

needs to be simplified because you're going to have a hard time 1135 

-- if you're just a 50 some or 60 some year old child trying to 1136 

do the best you can for your parents because Mr. Hill, you did 1137 

point out earlier, we see in the news all the horror cases.  What 1138 
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we don't see are the thousands of people, whether they be the 1139 

professionals who are coming in or the agencies that are sending 1140 

people in or whether it's a family member, where that person's 1141 

life is greatly enhanced by having a PCS individual helping them 1142 

out through one of these programs and I get that. 1143 

It also raises some concerns for me that not only do we have 1144 

to simplify it, but we have to be careful because there's a 1145 

difference between somebody who's working for an agency that sends 1146 

in folks and that family member.  Because while we want family 1147 

members monitored to a certain degree, I'm not sure we want to 1148 

create a whole new bureaucracy to monitor them.  We have the 1149 

Department of Social Services, at least in the Commonwealth of 1150 

Virginia that already is aware of that and if something is going 1151 

on a neighbor can report and they go out just like they would with 1152 

a child, for child abuse, and look for that. 1153 

Then we also have this whole thing where everybody is like 1154 

let's do background checks.  The question is if we're going to 1155 

do background checks and I'm not against that, but we need to make 1156 

sure that we're not throwing the baby out with the bath water.  1157 

Because absolutely, if you've got a history of child abuse or 1158 

spousal abuse or abuse of a parent, even if you're a family member, 1159 

you ought not be involved.  But a theft -- I was a criminal defense 1160 

attorney, by the way, for 28 years -- so a theft of four tires 1161 

off of an automobile when you're 18, it's a theft, Mr. Chairman 1162 

raised that issue and he was right to do so.  It's a theft.  It 1163 



 52 
 

52 
 

 

may want to be something that you take a look at, but I'd had to 1164 

see a son who's now in his 40s or 50s being precluded because he 1165 

came back with a felony conviction 20 some years ago on stealing 1166 

tires or doing something that when you look at the facts it's a 1167 

whole different case than just running it through.   1168 

And the problem is when government gets a hold of a criminal 1169 

background check, oftentimes they come up with hard and fast 1170 

rules.  If you've been convicted of X, you can't be involved.  And 1171 

I think we need to set that bar fairly high.  I'm not sure it 1172 

shouldn't be our responsibility.  What do you all have to say 1173 

about that?   1174 

Go ahead, Ms. Grimm.  I think you're the right person to 1175 

start on that. 1176 

Ms. Grimm.  Okay, I very much appreciate the question and 1177 

that context absolutely matters.  We believe that those 1178 

background checks can reveal information that consumers can use 1179 

and their family members can use to make informed decisions about 1180 

the care that's provided. 1181 

Mr. Griffith.  Okay, so you would look for if we were going 1182 

to craft some language along those lines to say have the background 1183 

check done, but then it would be the family members who would 1184 

decide or it would be forwarded to Department of Social Services, 1185 

something along those lines?  Would that be your proposal? 1186 

Ms. Grimm.  I think we would want there to be guidance to 1187 

be accompanying the types of convictions and histories that are 1188 
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revealed through those background checks, but we have not gone 1189 

forward with a recommendation that says this specific kind of 1190 

crime should preclude them from providing personal care.  CMS can 1191 

provide some exemptions and we've had those conversations with 1192 

CMS. 1193 

Mr. Griffith.  And if you all decide to go with guidance, 1194 

I'm happy to assist in any way I can to have you come up with ways 1195 

that you may be able to ferret out the bad actors without throwing 1196 

out the folks who might have made a mistake at one point in time.  1197 

Likewise, maybe you all can help us come up with the proper 1198 

guidelines to put into the legislation that would give you that 1199 

authority.   1200 

With that, Mr. Chairman, I yield back. 1201 

Mr. Murphy.  I recognize the gentleman from California, Dr. 1202 

Ruiz, for 5 minutes. 1203 

Mr. Ruiz.  Thank you very much, Mr. Chairman.  I think 1204 

everyone can agree that we must do all that we can to maintain 1205 

program integrity in the Medicaid Personal Care Services program 1206 

and continue to work to eliminate fraud and abuse and we must 1207 

continue to identify common sense improvements to this program 1208 

such as better data collection and federal baseline standards, 1209 

but we must do so by maintaining patient access to this critical 1210 

program that allows individuals to remain at home and live 1211 

independently when they might otherwise be forced to move to a 1212 

nursing home or assistive living facility.   1213 
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Data collection is integral in evidence-based policy 1214 

development.  And I think many of you had mentioned that there 1215 

are some exciting opportunities here and if we don't use data, 1216 

then we're at the whims of ideological partisanship that then kind 1217 

of makes the wrong decision, contrary to what's best for the 1218 

patient and for the American people. 1219 

One of the problems we've seen regarding this program 1220 

integrity in the Personal Care Services program is inadequate 1221 

data. A GAO report stated that CMS is developing an enhanced 1222 

Medicaid claims data system known as the Transformed Medicaid 1223 

Statistical Information System pronounced as T-MSIS, right?  1224 

Under T-MSIS, states will be expected to report claims data that 1225 

are more timely and more complete.   1226 

Mr. Hill, it's clear that T-MSIS is a critical tool to ensure 1227 

timely, accurate, and complete data from states and it is my 1228 

understanding states have been working for years to implement the 1229 

new system.  What steps has CMS taken to complete T-MSIS this 1230 

year? 1231 

Mr. Hill.  So this year, we've actually had a good year this 1232 

year.  As I mentioned earlier, we've now got 35 states reporting 1233 

and I think most of them are current with their data reporting.  1234 

We're working with the remainder of the states to meet them where 1235 

they are, to make sure that they have everything they need in place 1236 

to begin reporting and will be ready to take their data by the 1237 

end of the summer.  Whether they can meet that deadline or not 1238 
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is something we'll continue to work with them on. 1239 

Mr. Ruiz.  How many states?  What's the percentage?  And 1240 

what year do you think we'll have everybody on board? 1241 

Mr. Hill.  I'm hopeful that by the end of this year we can 1242 

have all states in.  Now again, that all depends on whether states 1243 

are going to be able to internally meet their own deadlines.  As 1244 

you know, Medicaid is incredibly complex at the state level and 1245 

they're integrating state data from many state systems.  And so 1246 

it's a challenge for them to be able to put it into a common core. 1247 

Mr. Ruiz.  So what additional claims information will be 1248 

included under T-MSIS and how will this improve the integrity of 1249 

the Medicaid claims data? 1250 

Mr. Hill.  I think the single biggest piece of information 1251 

that we'll have out of -- and this is where -- it's hard to know 1252 

when you're supposed to correct a congressman, but it's T-MSIS. 1253 

Mr. Ruiz.  T-MSIS. 1254 

Mr. Hill.  When we have the T-MSIS data in, particularly data 1255 

around providers, right, so there's just a statutory requirement 1256 

now to be providing, referring, and ordering information on a 1257 

claim so we'll know who referred, who ordered a service and we'll 1258 

know more information about the providers that are submitting 1259 

claims.  Under the old prior information, we didn't have that 1260 

enrollment information and we didn't have the ordering and 1261 

referring information from providers. 1262 

Mr. Ruiz.  Ms. Iritani, how will any further delay impact 1263 
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the integrity of the Medicaid claims data in the near future? 1264 

Ms. Iritani.  Significantly.  Reliable data is really 1265 

important for overseeing improper payments and other functions 1266 

and we have recommendations to CMS on personal care services in 1267 

particular that CMS should issue guidance that is standard on 1268 

reporting of personal care services.   1269 

And with regard to T-MSIS, should really prioritize the data 1270 

that CMS needs for oversight. 1271 

Mr. Ruiz.  So I understand that while there are reported 1272 

benefits of implementing T-MSIS, it is not a cure all, correct? 1273 

Ms. Iritani.  Correct. 1274 

Mr. Ruiz.  For example, in your report, you stated that CMS 1275 

will need to develop plans for how it can be used for oversight.  1276 

Can you give me some examples of how that can be used for oversight? 1277 

Ms. Iritani.  Well, ensuring, for example, that the federal 1278 

matching for what states are claiming as expenditures is 1279 

appropriate.  Our work found, for example, that 17 percent of the 1280 

expenditure line reporting for personal care services was 1281 

incorrect. 1282 

Mr. Ruiz.  Would you say this is the number one most 1283 

impactful way to start providing oversight for potential fraud 1284 

and abuse is if we were to focus on one thing would it be the data 1285 

collection system, Mr. Hill? 1286 

Mr. Hill.  For me, I mean we are focusing on it now and it 1287 

continues to be a priority.  You can't run a program of the size 1288 
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and scope of Medicaid without good, accurate data. 1289 

Mr. Ruiz.  So what do you need to finish this in a timely 1290 

manner? 1291 

Mr. Hill.  We need the continued cooperation of states to 1292 

get their data in and to do the work they need to do to get the 1293 

data in a timely way and we have that and we'll continue to work 1294 

with them. 1295 

Mr. Ruiz.  Thank you very much. 1296 

Mr. Murphy.  Mr. Collins, you're recognized for 5 minutes. 1297 

Mr. Collins.  Thank you, Mr. Chairman. I want to thank the 1298 

witnesses also.   1299 

Now I'm a private-sector guy.  I spent 30 years in the 1300 

private sector and at one point I also was the county executive 1301 

of the largest upstate county in New York.  It was bankrupt.  I'm 1302 

a Lean Six Sigma guy.  I brought Lean Six Sigma into a large 1303 

municipal government for the first time in the United States about 1304 

8 years ago.  And it worked.  But we also had a program called 1305 

Just Do It.  We would put together a team of a lot of different 1306 

commissioners and we'd deep dive some issue that touched on a lot 1307 

of different departments and it would take us 6 months.  And then 1308 

every once in a while we'd come up with what we'd called the Just 1309 

Do It.  It was so obvious, so direct.  We knew the problem.  We 1310 

really knew 90 percent of the solution.  We said why are we going 1311 

to waste our time with this 6 months' program.  Let's just do it. 1312 

And kind of sort of what I'm hearing today is a lot of just 1313 
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do it.  So what am I missing here?  The Federal Government sends 1314 

money out to the states.  In the case of New York, our program 1315 

is $60 billion a year.  So with 6 percent of the nation's 1316 

population, we spend 12 percent of the nation's Medicaid money 1317 

and it just keeps flowing. 1318 

In the private sector, if I have a vendor and he sends me 1319 

an invoice and he doesn't have the proper numbers on it, I don't 1320 

pay it.  If he sends me an invoice and whatever requirements that 1321 

I've had aren't there, I don't pay it.  So here's my just do it.   1322 

Now no disrespect intended, but why are we wasting our time 1323 

analyzing 2012 data?  It's worthless.  Completely, utterly 1324 

worthless.  There's nothing to compare 2012 to 2017.  If we've 1325 

got a bunch of people crunching 2012 data, if I'm Tom Price or 1326 

Seema Verma, I'd go what?  Are you joking me?   1327 

So if we've got the power of the purse strings, why don't 1328 

we just stop paying people, sending money to states who don't 1329 

adhere by our responsibilities?  The requirements.  Why don't 1330 

we?  Why don't we?   1331 

Okay, there's my just do it.  I call you and I say we're just 1332 

going to do it.  No money goes out without the data in a timely 1333 

fashion.  Thirty-five states, well, 15 states just wouldn't be 1334 

getting any more money.  If  you start cutting off the flow of 1335 

cash, you will get their attention and you will get your data.  1336 

You'll get your data in a timely fashion.  And if you have -- I'm 1337 

just somewhat dumbfounded by this.  The solution is staring us 1338 
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in the face and we're sitting here talking about something.  I 1339 

don't get it.  What am I missing? 1340 

Ms. Iritani.  Well, we agree that CMS needs to take immediate 1341 

steps to --  1342 

Mr. Collins.  So why don't we do it?  Do it today.  Is there 1343 

a reason?  We can do it today. 1344 

Ms. Iritani.  To improve the data, yes. 1345 

Mr. Collins.  Today. 1346 

Ms. Iritani.  And to issue guidance to states on standard 1347 

elements that they should be reporting. 1348 

Mr. Collins.  Require that the attendants register.  And if 1349 

there's not a number, they don't get their money. 1350 

Ms. Iritani.  There has been a longstanding and also 1351 

interest in making sure that there is access to services. 1352 

Mr. Collins.  We do.  But money talks. 1353 

Ms. Iritani.  Yes. 1354 

Mr. Collins.  The minute you cut off the funds, I mean that's 1355 

what I find.  When we talk about waste, fraud, and abuse and we 1356 

find that the Federal Government is sending this money out and 1357 

then we're finding out after the fact through data that's 5 years 1358 

old when in the case of 15 states they don't submit data, you know 1359 

where the problem lies, in CMS, for sending the money out, for 1360 

approving the voucher.  Don't we have to approve payments? 1361 

Mr. Hill.  So a couple of issues to unpack there and I think 1362 

it's a fair comment and it's a true comment that the money speaks.  1363 
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Right?  And if we withhold funds, states are definitely going to 1364 

get somebody's attention much quicker than other corrective 1365 

actions.  I think for us to consider, as we talk to states and 1366 

try to -- particularly on their compliance issues, not so much 1367 

now talking about program abuse of providers, billing 1368 

inappropriate.   1369 

Let's talk about states meeting our requirements, for 1370 

example, for submitting data.  We try very hard, recognizing it's 1371 

a complex system to get states to get into compliance in a way 1372 

short of having to withhold the funds.  It's sort of nuclear, 1373 

right, to say we're immediately going to go to withholding funds 1374 

from the State of New York or any other particular state without 1375 

first going through as much as we can with the state to be sure 1376 

they've got all the TA, all the information they need, all the 1377 

help they can get from us to get into compliance.  If after that, 1378 

they still are unwilling or unable to come into compliance, then 1379 

the purse strings is definitely the place that we go to sort of 1380 

make sure that we have their attention. 1381 

Mr. Collins.  And I do agree.  You want to give somebody at 1382 

least a glide path, 3 months, even 6 months, but to hear that we're 1383 

analyzing 2012 data, I mean what a tragic waste of time.  2012 1384 

doesn't tell you anything about 2016, '17.  I mean truly not to 1385 

be insulting here, I think we could get there very quickly.  I'm 1386 

certainly hoping that Tom Price and Seema Verma get there quickly 1387 

and this has been kind of eye opening again in a frustrating way. 1388 
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Thank you, Mr. Chairman.  I yield back. 1389 

Mr. Murphy.  Thank you.  I now recognize the gentlewoman 1390 

from Illinois, Ms. Schakowsky from Illinois. 1391 

Ms. Schakowsky.  I want to thank all of our witnesses.  1392 

First of all, care services are incredibly important and I really 1393 

want to emphasize that, even as we try and make it better, I hope 1394 

all of us are really committed to making sure that those services 1395 

are provided. 1396 

In Illinois, we have the Community Care program which is one 1397 

of the home and community-based care services provided by the 1398 

Medicaid benefit, to Medicaid beneficiaries and provides services 1399 

to about 84,000 individuals. 1400 

We also know that these are the very programs that often are 1401 

slated for huge cuts.  In Illinois, unfortunately, we haven't had 1402 

a budget for 2 years and Governor Bruce Rauner proposed cutting 1403 

$200 million from the Community Care Program in his budget 1404 

proposal which is one of the many reasons Illinois hasn't had a 1405 

budget. 1406 

In addition to funding for those programs, a high quality 1407 

personal care workforce is absolutely critical to ensuring that 1408 

beneficiaries have access to the services they need.  As GAO has 1409 

reported, many of the personal care service programs differ from 1410 

state to state.  We know that.  And that includes the training 1411 

or lack thereof that service agencies provide to the workforce.  1412 

In some states, training is offered or required, either for new 1413 
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entrants into the workforce or for continuing education of 1414 

existing workers.  In other states, there's actually little or 1415 

no guidance on training or continuing education for those workers. 1416 

Mr. Hill, let me ask you, have you investigated what 1417 

percentage of agencies providing personal care services in 1418 

Medicaid have orientation or training programs that are in place? 1419 

Mr. Hill.  So as I sit here, I couldn't give you statistics 1420 

by state where those requirements lie, which states require that 1421 

and which particular agency. 1422 

Ms. Schakowsky.  Let me ask Ms. Iritani, do you know that 1423 

or either one of you know that? 1424 

Ms. Iritani.  We know that it varies, yes. 1425 

Ms. Schakowsky.  Okay.  But you don't know. 1426 

Ms. Iritani.  No. 1427 

Ms. Grimm.  An analysis that we did in 2010, we did find 301 1428 

sets of qualifications across states. 1429 

Ms. Schakowsky.  Okay, and that would include the kind of 1430 

orientation and training programs? 1431 

Ms. Grimm.   It would include that in the qualifications. 1432 

Ms. Schakowsky.  Back to Mr. Hill.  Do you know what 1433 

percentage, or any of you, know what percentage of those 1434 

specifically educate their employees and what constitutes waste, 1435 

fraud, or program abuse? 1436 

Mr. Hill.  What we -- as I indicated earlier in response to 1437 

a question, we have issued guidance to states on best practices.  1438 
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While I can't say which states require it as I sit here, I could 1439 

not tell you which states require that level of training.  We have 1440 

identified for states that training particularly around 1441 

compliance issues is the best practice for attendees.  And we 1442 

would expect that states would require that of particularly the 1443 

attendant agencies to be sure that the folks that are coming into 1444 

those agencies are properly trained, not just for patient 1445 

safeguards, but also on the compliance side. 1446 

Ms. Schakowsky.  Well, what it seems to me is that the word 1447 

has gone out that this would be important, but nothing has been 1448 

done really to enforce that or to even survey that to find out 1449 

who's doing exactly what when it comes to worker training. 1450 

Finally, I just want to note that when a worker comes forward 1451 

to report cases of waste, fraud, or neglect on behalf of the 1452 

personal care agency they work for, I really think that it's 1453 

critical that they are provided whistleblower protections. 1454 

And again, to any of you, I'm just wondering if whistleblower 1455 

protections are built in. 1456 

Mr. Hill.  I mean I would -- speaking for CMS and I'm sure 1457 

the IG and others would have it, we review tips, whistleblower 1458 

complaints as valuable sources of information as we conduct 1459 

investigations in concert with our law enforcement partners.  I 1460 

think the whistleblower protections vary by state in state law 1461 

and that's something that we value those sorts of activities 1462 

highly and it's something that we would encourage states to 1463 
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continue to support. 1464 

Ms. Schakowsky.  Well, again, are they protected by law if 1465 

they were to come forward? 1466 

Mr. Hill.  On the whistleblower side, I think it's a 1467 

state-by-state determination as to how the state whistleblower 1468 

laws apply. 1469 

Ms. Schakowsky.  Well, then let me just say I think we need 1470 

to standardize that because one of the ways that I think that we 1471 

can make the program operate effectively without waste, fraud, 1472 

and abuse is to protect the out front, the upfront workers that 1473 

are doing it because they are the most likely to see it. 1474 

In my experience with those home care workers is that these 1475 

are really dedicated people who are doing often for very little 1476 

money some of the most important work in our country and I yield 1477 

back. 1478 

Mr. Murphy.  Thank you.  I now recognize Mr. Walberg for 5 1479 

minutes. 1480 

Mr. Walberg.  Thank you, Mr. Chairman.  Thanks to the panel.  1481 

My wife and I were extremely concerned when a personal care worker 1482 

stole a credit card from my mother and that was a deal from that 1483 

point on dealing with the bank and then dealing with the court 1484 

system.  But I was disturbed, as I read the released investigative 1485 

advisory coming from OIG, that there are significant number of 1486 

instances where PCS workers steal painkillers and other 1487 

medications from their beneficiaries.   1488 
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In the case, Ms. Grimm, that you noted in 2016 in Vermont 1489 

specifically, how did OIG discover that? 1490 

Ms. Grimm.  So Vermont, that involved the husband.  It was 1491 

a wife, the beneficiary was a husband and the wife was splitting 1492 

payments with the care attendant and as part of that scenario she 1493 

would get or he would get pain pills as a form of payment.  I don't 1494 

know how that came into our office, but that was the scenario that 1495 

was uncovered.   1496 

Again, going back to some of the recommendations that we've 1497 

offered, had there been a background check in place, it would have 1498 

revealed a pattern of drug abuse. 1499 

Mr. Walberg.  How often is this happening?  Is this a common 1500 

occurrence that you're finding? 1501 

Ms. Grimm.  I think fraud is very common in personal care.  1502 

We've opened 200 investigations since 2012 and our Medicaid Fraud 1503 

Control Units, it comprises one third of their criminal 1504 

convictions and have upward of 8,000 cases that have been opened 1505 

in that time frame. 1506 

Mr. Walberg.  Are the painkillers that are stolen generally 1507 

used by the individual themself or are they selling this? 1508 

Ms. Grimm.  We've seen patterns of both of them using 1509 

painkillers for themselves and then also selling those.  Drug 1510 

diversion is a big issue in the fraud that we see. 1511 

Mr. Walberg.  Yes, and that's a concern when we see about 1512 

the opioid problems, etcetera.  The OIG recommended establishing 1513 
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some minimum federal qualifications and screening standards for 1514 

PCS workers.  What kind of minimum qualifications do you have in 1515 

mind? 1516 

Ms. Grimm.  We have recommended minimum age requirements, 1517 

background checks, and we endorse training.  Just to sort of 1518 

de-mystify things, all of those things right now are voluntary.  1519 

They're not something that's required at the federal level, so 1520 

to the extent that it's happening, it's the state sort of acting 1521 

on it.  It is not currently required at the federal level. 1522 

Mr. Walberg.  With the screening and the background checks, 1523 

it makes sense to prohibit individuals with felony convictions 1524 

for drug-related crimes and social services fraud.  Is that part 1525 

of  your recommendation? 1526 

Ms. Grimm.  We have not specified, but there are guidelines 1527 

in place for care workers that have direct interaction with 1528 

patients in the home health context.  And I think some good 1529 

parameters could be taken from that context. 1530 

Mr. Walberg.  Okay.  It seems like that would make sense. 1531 

Mr. Hill, is CMS able to enact stricter standards? 1532 

Mr. Hill.  We can certainly regulate.  The question is how 1533 

to regulate.  As you know, we issued our request for information 1534 

last fall, asking all the affected stakeholders on these very 1535 

particular issues about whether or not federal standards for 1536 

enrollment or background screening or any number of things that 1537 

the IG has recommended should be put in place.   1538 
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As you know, it's a tension between state flexibility and 1539 

the flexibility of any particular program in terms of who it is 1540 

and how it is they're overseeing those programs and the imposition 1541 

of a federal requirement.  So before we were to implement a 1542 

federal requirement, we want to be sure that it's going to meet 1543 

the needs of all the states, both from a program integrity 1544 

standpoint and also from the service delivery standpoint as well. 1545 

Mr. Walberg.  Well, I appreciate that.  I guess I would echo 1546 

some of Mr. Collins' statements as well that it's time to push.  1547 

And as you indicated as well, the financial push is sometimes the 1548 

best way to get these recommendations dealt with and the states 1549 

to get on board.  Because it's one thing  for an elderly lady with 1550 

dementia to lose her credit card.  That can be fixed.  When you 1551 

get into in this particular area of medications, painkillers, 1552 

getting out and misused, it impacts lives and maybe get a good 1553 

handle on that. 1554 

Thank you.  I yield back. 1555 

Mr. Murphy.  Thank you.  I now recognize Ms. Clarke for 5 1556 

minutes. 1557 

Ms. Clarke.  Thank you, Mr. Chairman.  Mr. Chairman, I'm 1558 

glad that we've had the opportunity to talk about the Medicaid 1559 

program and how many people it helps across the country.  Roughly 1560 

74 million Americans depend on Medicaid for healthcare coverage 1561 

and the program is a lifeline to these individuals. 1562 

The Affordable Care Act authorized states to expand Medicaid 1563 



 68 
 

68 
 

 

for low-income adults, helping to fill a major gap in insurance 1564 

coverage.  As a result, more than 12 million low-income adults 1565 

were able to gain coverage last year.   1566 

As Republicans are contemplating repealing the Affordable 1567 

Care Act's Medicaid expansion and making sweeping changes to 1568 

Medicare, I'd like to put this program in context.  Mr. 1569 

Hill, CMS has reported that the ACA's Medicaid expansion has 1570 

helped reduce the rate of uninsured to its lowest level in our 1571 

nation's history.  Is that correct? 1572 

Mr. Hill.  That's correct. 1573 

Ms. Clarke.  And in a report this past January, CMS stated 1574 

and I quote, "Medicaid is the most efficient healthcare program 1575 

we have, covering people at lower costs than commercial insurance 1576 

coverage or even Medicare.  And at the same time Medicaid has that 1577 

proven track record of enabling access to care, improving health, 1578 

and helping children succeed in life." 1579 

Mr. Hill, do you agree that Medicaid is an efficient program 1580 

and that is covers people at lower costs than Medicare and 1581 

commercial coverage? 1582 

Mr. Hill.  My judgement is that Medicaid is an important 1583 

program doing a lot of good for the 74 million people that we cover. 1584 

Ms. Clarke.  In CMS' January report, the Agency stated, 1585 

"Research has shown that Medicaid expansion has helped improve 1586 

quality, access, and affordability of care." 1587 

Mr. Hill, can you briefly explain how the Medicaid expansion 1588 
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has improved the healthcare coverage of its beneficiaries? 1589 

Mr. Hill.  Without speaking directly to the January report, 1590 

let me just say that as a general proposition somebody who is 1591 

covered, whether they're covered through the marketplace or 1592 

whether they're covered by their employer, they have coverage 1593 

through Medicaid.  If you have health insurance coverage, you 1594 

generally are going to be in a better place vis-a-vis be uninsured, 1595 

particularly if you get sick. 1596 

Ms. Clarke.  So in addition to expanding Medicaid coverage 1597 

to millions, the ACA also created the Community First Choice 1598 

program. This program encourages more states to offer personal 1599 

care services by providing an additional six percent federal 1600 

matching payment to these services.  Unfortunately, in addition 1601 

to gutting the entire Medicaid program, one provision of Trumpcare 1602 

would actually repeal this option. 1603 

Ms. Iritani, I understand from your report that states have 1604 

begun to participate in the Community First Choice program, is 1605 

that correct? 1606 

Ms. Iritani.  That's correct. 1607 

Ms. Clarke.  Can you tell me more about states' 1608 

participation in this program? 1609 

Ms. Iritani.  Well, we know from our work that eight states, 1610 

as of the time of our report, were participating in the Community 1611 

First Choice program.  And one of the concerns we have leading 1612 

to our recommendation about harmonizing requirements is making 1613 
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sure that for those people who are in that program who require 1614 

institutional level of care that the safeguards are in place to 1615 

ensure beneficiaries' safety are similar to other programs that 1616 

have served similar 1617 

beneficiaries because many states are moving their beneficiaries 1618 

from waiver programs that have really strong or stronger 1619 

safeguards into the Community First Choice program. 1620 

Ms. Clarke.  So you're saying that the Community First 1621 

Choice program doesn't have strong safeguards? 1622 

Ms. Iritani.  I think that it doesn't have the same level 1623 

of safeguards as others, other programs' authorities. 1624 

Ms. Clarke.  Are you saying that you believe that that may 1625 

put some of its participants at risk? 1626 

Ms. Iritani.  We recommend that CMS actually needs to 1627 

harmonize the requirements in place between programs to ensure 1628 

that common risks for beneficiaries, depending on their level of 1629 

need, are addressed in common ways across the programs. 1630 

Ms. Clarke.  And the Community First Choice program, do you 1631 

believe that their services are less than traditional? 1632 

Ms. Iritani.  No, we did not do that work, no. 1633 

Ms. Clarke.  Okay.  Mr. Chairman, I hope my colleagues 1634 

recognize the importance of this program, how many people rely 1635 

on Medicaid for their insurance.  Trumpcare proposes to dismantle 1636 

the Medicaid program as we know it, capping coverage for children, 1637 

pregnant women, individuals with disabilities, and of course, 1638 
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those who have gained coverage from the Medicaid expansion, not 1639 

to mention Medicaid is the primary insurer of long term care 1640 

services and support in this country. 1641 

I hope my colleagues will reflect on that point and the 1642 

immense responsibility we have to strengthen Medicaid and not tear 1643 

it down.  And I yield back. 1644 

Mr. Murphy.  Thank you.  I now recognize Mr. Costello for 1645 

5 minutes. 1646 

Mr. Costello.  Thank you, Mr. Chairman.  Ms. Grimm, Mr. 1647 

Hill, between 2014 and 2015, the improper payment for personal 1648 

support services which includes PCS, as you know, nearly doubled 1649 

from 6.3 percent in 2014 to 12.1 percent in 2015.  That's a lot.  1650 

Why did the error rate increase at such a level in your opinion? 1651 

Mr. Hill.  So some of it will have to do with measurement, 1652 

right.  That's not necessarily a statistically significant way 1653 

to measure those services.  I'm not discounting the fact that 1654 

there's an error rate meaning to worry about it, but just as a 1655 

technical matter, it's hard to make comparisons year to year the 1656 

way the PERM rate is put together. 1657 

I also think that the roll out of requirements around 1658 

requiring ordering and referring physicians on claims began to 1659 

get implemented over that time period.  And so while in PCS that 1660 

may not be an issue that category of services you had identified, 1661 

there are claims in there that require ordering the referring 1662 

physician to be on the claim.  And I know states have had a 1663 
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struggle coming into compliance with that requirement. 1664 

Ms. Grimm.  I missed it, did you say Ms. Iritani or Ms. Grimm?  1665 

I'm sorry. 1666 

Mr. Costello.  Ms. Grimm. 1667 

Ms. Grimm.  So the work that we've done so we've looked at 1668 

error rates in personal care services across eight states and we 1669 

have consistently found very high error rates in personal care 1670 

services.   1671 

Looking at recent information, Missouri, upwards of 47.8 1672 

percent in error rate; New Jersey, 30.9 percent; New York City, 1673 

18 percent.  And this is consistent across states.  So I think 1674 

the core point there is that we do find high error rates in personal 1675 

care services, so it's unsurprising that the error rate in PERM 1676 

is what it is for personal care. 1677 

Mr. Costello.  Thank you.  The electronic visitation 1678 

verification piece of the Cures Act I think holds great promise 1679 

and I would ask you to share for those watching, the EVV captures 1680 

exactly time, date, location and duration of each visit. 1681 

The question, and there are several, so I'm just going to 1682 

go through them and then open up to all three of you, where is 1683 

CMS in the process of implementing that change and how much 1684 

flexibility do states have?  How much flexibility should states 1685 

have in how they choose to use EVV?  What enforcement mechanisms 1686 

will CMS use to ensure state compliance with implementation by 1687 

2019?  Have you see any success stories so far?  And finally, how 1688 
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can Congress be helpful? 1689 

For GAO and OIG, do you believe EVV implementation will help 1690 

curb fraud and result in more complete, accurate, and timely data 1691 

and do you care to elaborate on any GAO or OIG recommendations 1692 

to ensure smooth EVV implementation? 1693 

So Mr. Hill and then right on down the line with those 1694 

questions. 1695 

Mr. Hill.  Let me take these in turn.  In terms of state 1696 

flexibility and what we need to do to implement the provision, 1697 

as you know, the effective date is 2019 with respect to the 1698 

financing of EVV.  And so between now and then we'll be regulating 1699 

and as part of that process we'll have to make a determination 1700 

as to how much flexibility, if flexibility is given to states in 1701 

terms of how we implement.  So there's a lot of policy work that 1702 

we need to do in terms of the state flexibility on EVV. 1703 

The enforcement here is withholding FFP.  As you know, the 1704 

statute articulates if the state doesn't have a program, we can 1705 

reduce the federal share.  In terms of success stories, we know 1706 

there are two state, Missouri and Texas already who have begun 1707 

rolling out EVV.  We're working with them and learning all we can 1708 

for how those particular states are rolling this out so that we 1709 

can expand those successes and lessons learned in our oversight 1710 

activity. 1711 

Ms. Iritani.  I can't speak to the implementation of EVV, 1712 

but what I can speak to are the benefits.  We spoke to four states, 1713 
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two have EVV in place.  They spoke of cost savings when they 1714 

implemented it, improved timekeeping, more accurate timekeeping, 1715 

more accurate data, and absolving the beneficiary of the 1716 

responsibility of having to record time charges. 1717 

Additionally, EVV can help ensure that there is a process 1718 

for notifying the agencies if an attendant doesn't show up. 1719 

Mr. Costello.  Have you offered any -- will GAO be offering 1720 

any recommendations as it relates to implementation? 1721 

Ms. Iritani.  We don't have current work on that. 1722 

Ms. Grimm.  Implementation is going to be key.  I think that 1723 

we've heard that just because the requirement exists doesn't 1724 

necessarily mean that the data are going to be collected and that 1725 

they're going to be reported and that there are any usable time 1726 

or usable way to be used.  Reduction in -- so in that enforcement 1727 

mechanism, the reduction in FMAP for EVVS is also going to be 1728 

important.  The enforcement authority, without the willingness 1729 

to act on that enforcement authority I think poses a little bit 1730 

of an issue.  But certainly the idea that EVVs collects that 1731 

verification of services will go a very long way.  A lot of our 1732 

fraud schemes show that they're billing for services that were 1733 

never rendered. 1734 

Mr. Costello.  Have you or will you be sharing your 1735 

recommendations on usability with CMS to make sure that the data 1736 

is in a workable manner for you to be able to audit? 1737 

Ms. Grimm.  We don't have any work specifically devoted to 1738 
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EVVS right now, but we do have a report looking at T-MSIS that 1739 

is very close to completion that will point out -- she's related 1740 

a complete list, accuracy and timeliness. 1741 

Mr. Costello.  Thank you. 1742 

Mr. Murphy.  Thank you.  I now recognize Ms. Brooks for 5 1743 

minutes. 1744 

Ms. Brooks.  Thank you, Mr. Chairman.  It was actually 2012 1745 

to Mr. Collins' point earlier relying on data, but in 2012 it was 1746 

when HHS Office of Inspector General released the portfolio 1747 

highlighting waste, fraud, and abuse in the PCS program and to 1748 

date, CMS has yet to implement four of the recommendations.  And 1749 

I'm not going to list all of them or read through all of them 1750 

because I want to get to the questions, but they include reducing 1751 

significant variation in the state PCS attendant qualifications 1752 

and improving CMS' and states' ability to monitor billing and care 1753 

quality. 1754 

I can go into greater detail if you don't know which four, 1755 

but you know which four.  So rather than spend my time on that 1756 

since it's been nearly 5 years since these recommendations for 1757 

improving PCS were suggested and while I appreciate that CMS has 1758 

adopted some of the recommendations, there are still these four. 1759 

So Mr. Hill, why has CMS not adopted all of the HHS OIG 1760 

recommendations after nearly 5 years?  And do you disagree with 1761 

any of the recommendations? 1762 

Mr. Hill.  So obviously the controls that the 1763 
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recommendations are articulating are controls we'd like to see 1764 

states have in place. 1765 

The question for me is it's not -- so there are four 1766 

recommendations, but overarching all of them is CMS is showing 1767 

a federal standard and regulating here and requiring states and 1768 

holding state accountable to those four standards.  And it's that 1769 

balance that we're trying to strike here as to whether or not we 1770 

should regulate and create a federal standard or whether or not 1771 

we should be allowing states as they are now or requiring states 1772 

to have more stringent standards at the state level.  So it's not 1773 

a disagreement necessarily with the fact that we ought to have 1774 

standards for attendant qualifications.  The question is should 1775 

that be a federal standard or should that be a standard that's 1776 

left to the state with us ensuring that the state is following 1777 

through on that and complying. 1778 

Ms. Brooks.  And while I understand that that's what the 1779 

differences are, it's been 5 years since the recommendation came 1780 

out and so what is the problem?  Is there an internal deadline 1781 

at this point for CMS to adopt these recommendations? 1782 

Mr. Hill.  So we issued a request for information last fall 1783 

after a lot of conversation with the IG to gather more information 1784 

on to the question that I just articulated in terms of federal 1785 

standards are not.  We're going through that information and the 1786 

data that we gathered as part of that RFI and we'll be considering 1787 

that as we move forward in the regulatory agenda for Medicaid 1788 
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generally. 1789 

I should just be very clear, there's not an internal deadline 1790 

for when we have to have a reg out or not.  We're going through 1791 

those comments now. 1792 

Ms. Brooks.  Would you agree that a lot of people work best 1793 

when there are deadlines? 1794 

Mr. Hill.  I do.  I understand the point, yes. 1795 

Ms. Brooks.  So that might be something you might consider 1796 

at this point after 5 years is setting a deadline? 1797 

Mr. Hill.  I will be sure to raise that.  I can't set the 1798 

deadlines.  I'm a deadline follower, but the folks -- I do report 1799 

to the folks who set deadlines. 1800 

Ms. Brooks.  And you talked about the qualification issue, 1801 

what about is that a similar problem with respect to the monitoring 1802 

of the billing and care quality? 1803 

Mr. Hill.  The data and information on claims, all the 1804 

controls that the IG has quite appropriately identified, we have 1805 

to regulate if we were going to have to require a state to implement 1806 

those. 1807 

Ms. Brooks.  Ms. Grimm, and so Mr. Hill has talked about have 1808 

there been conversations between OIG and Mr. Hill and others at 1809 

CMS regarding the length of time that's passed since you've issued 1810 

these recommendations and have there been any reasons as to why 1811 

you believe there's been a delay that we could maybe address in 1812 

implementing the recommendations? 1813 
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Ms. Grimm.  Se have a number of processes in place where all 1814 

of our unimplemented recommendations to follow up on the status 1815 

of those recommendations.  We have met beginning in November 2015 1816 

with CMS leadership in person many times to talk about options 1817 

and possible solutions. 1818 

Ms. Brooks.  So you're following your processes for 1819 

following up on recommendations.  What has been the primary 1820 

reason for delay in moving forward since it's been years and you've 1821 

been following your process since November of '15? 1822 

Ms. Grimm.  We certainly have provided a lot of technical 1823 

assistance to CMS.  I think that's a great question for my 1824 

colleague, Mr. Hill. 1825 

Ms. Brooks.  Mr. Hill, so we'll bring it back to you. 1826 

Mr. Hill.  I fear I will not have a satisfactory answer for 1827 

you to be able to say exactly way a reg hasn't been implemented.  1828 

As you know, we sort of went through sort of a set of conversations 1829 

last year.  We've now had a transition.  We have a new 1830 

administration and we're beginning to think about what that agenda 1831 

looks like.  1832 

Ms. Brooks.  I'll be anxious to see with respect to those 1833 

that you work with at CMS that we've set an internal deadline and 1834 

move forward on many of these recommendations.  With that I yield 1835 

back. 1836 

Mr. Murphy.  The gentlelady yields back.  And I now 1837 

recognize Mr. Carter for 5 minutes. 1838 
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Mr. Carter.  Thank you, Mr. Chairman, and I thank all of you 1839 

for being here.  You know, I think we've established the fact that 1840 

the personal care services are extremely important.  Before I 1841 

became a member of Congress, I was a practicing pharmacist, so 1842 

I had some experience with this, particularly in the way of 1843 

medication management and drug therapy.  I was also a consultant 1844 

pharmacist, as well as being a community pharmacist.  And one of 1845 

the primary reasons that people are admitted to a nursing home 1846 

or to a personal care home is medication management.  It's one 1847 

thing that we have to be careful of. 1848 

Representative Walberg alluded to some of the abuse and 1849 

certainly I have witnessed some of the abuse that can take place 1850 

with that, but I've also witnessed a lot of the benefit that it 1851 

can have.  And the benefit of allowing someone to stay in their 1852 

home and not having to be institutionalized, it's a great benefit 1853 

to them personally and it saves money for a lot of us, but 1854 

obviously, there is a lot of room in that particular scenario for 1855 

abuse and for fraud.  And it's difficult.  I get it. I understand 1856 

it's difficult to identify that and hopefully our healthcare 1857 

professionals such as pharmacists are helping us with that.  And 1858 

whenever they might see a trend or a tendency there where 1859 

medication goes missing or someone is not getting their 1860 

medication, maybe a physician can identify why is your blood 1861 

pressure going up, you know?  Are you getting your blood pressure 1862 

medication or something and why is your pain level going up?  1863 
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Perhaps they're not getting it like they're supposed to.  But 1864 

nevertheless, I agree it is a good program, but it is a program 1865 

that obviously we wouldn't have you here today if we weren't 1866 

looking into the fraud, the waste, and the abuse that exists  in 1867 

the program. 1868 

I want to start by very quickly talking just about the 1869 

self-directed Medicaid service models because as I understand it 1870 

a lot of the fraud that's involving the personal care services 1871 

is conspiracy, if you will, between the PCS and the beneficiary. 1872 

Tell me, Mr. Hill, what has CMS done to combat that?  What 1873 

can you do and what's been beneficial and what's worked? 1874 

Mr. Hill.  So self-direction, I think, particularly for 1875 

those of us, myself included, who have sort of spent a lot of time 1876 

thinking about the medical model and how we do insurance and 1877 

provide services, self-direction is sort of the most out of the 1878 

envelope way to think about how people are getting services.  You 1879 

know, having a beneficiary pick and understand and have a lot more 1880 

control over who's coming into their home and how that service 1881 

is being delivered is a challenge.  Sometimes, as we've 1882 

identified a family member or a friend, so there is a range of 1883 

things that we've done to help, not just beneficiaries, but states 1884 

and agencies who are sometimes involved in that model to build 1885 

in practices and policies to mitigate against abuse.  1886 

We've talked about training.  We've talked about compliance 1887 

work with the folks who are doing the service work.  Some states 1888 



 81 
 

81 
 

 

and many states have requirements for enrollment and background 1889 

checks, all of the things that we've talked about work in 1890 

self-direction as well as they're going to work in agency.  But 1891 

again, because the beneficiary will be at the center of that 1892 

planning, at the center of identifying who is coming into their 1893 

home, the self-directed model is one that provides, presents 1894 

unique challenges. 1895 

Mr. Carter.  Ms. Grimm, let me ask you, it's my understanding 1896 

that most of the fraud is proven through by showing -- most of 1897 

the fraud is by people who have come and actually testified and 1898 

through referrals from individuals who have turned them in, if 1899 

you will.  How can Health and Human Services do a better job with 1900 

that?  Is there anything?  How can we incentivize people to 1901 

report these types of abuse or fraud? 1902 

Ms. Grimm.  I appreciate your question.  I think yes, it is 1903 

true that a lot of the fraud that we see is in self-directed models.  1904 

They shore up a number of different requirements for self-directed 1905 

so that things like the flow of cash isn't as easily sort of shared 1906 

with others.  So CMS has taken steps in that regard.  But it would 1907 

be easier, consistent with our recommendations for us to know who 1908 

we're doing business with.  Right now, we don't know the 1909 

identities and the dates and the types of services being provided 1910 

at the attendant level.  So that's something that I think is 1911 

critically needed for oversight. 1912 

Mr. Carter.  Great.  Well, my time is about up.  But again, 1913 
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I want to stress that I've seen the benefits of this program. The 1914 

benefits are good.  But I hope that we can do something to address 1915 

some of the problems that we have because I've also seen the fraud 1916 

that exists in there and it does exist.  And trying to get those 1917 

bad actors out is difficult, but we need to get them out.  Thank 1918 

you very much and I yield back. 1919 

Mr. Murphy.  The gentleman yields back.  I want to thank our 1920 

panel here.  This has been very enlightening for us and I want 1921 

to follow up on my friend and colleague's recommendation that we 1922 

bring the states in.  We would look forward to hearing from you 1923 

if you have suggestions of what states that might be so we can 1924 

hear about what's working, what's not working.  And in the 1925 

meantime, please let us know if there's other things we need to 1926 

pay attention to. 1927 

I thank all of the witnesses and all the members who 1928 

participated in today's hearing.  I will remind members they have 1929 

10 business days to submit questions for the record and I ask that 1930 

the witnesses give us timely responses to those and respond 1931 

promptly to those questions.  And with that, this subcommittee 1932 

is adjourned. 1933 

[Whereupon, at 12:04 p.m., the subcommittee was adjourned.] 1934 


