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Professional Certificate in Healthcare Fraud Investigation

* Healthcare Fraud Investigation Process

Healthcare Fraud Investigation Process: Key Terms and Vocabulary

Healthcare fraud is a serious issue that costs the United States billions of dollars each year. The Professional
Certificate in Healthcare Fraud Investigation covers the essential knowledge and skills required to identify,
investigate, and prevent healthcare fraud. In this explanation, we will discuss key terms and vocabulary
related to the healthcare fraud investigation process.

1. Healthcare Fraud

Healthcare fraud is a deliberate misrepresentation of healthcare facts to obtain unauthorized benefits,
services, or payments. It includes various activities such as billing for services not provided, upcoding,
unbundling, and providing kickbacks.

2. Billing for Services Not Provided

Billing for services not provided is the most common type of healthcare fraud. It involves submitting claims
for services, tests, or procedures that were never performed. This type of fraud can occur in various
healthcare settings, including hospitals, clinics, and physician offices.

3. Upcoding

Upcoding is the practice of billing for a more expensive service than the one actually provided. For example,
a healthcare provider may bill for a complex procedure when a simple procedure was performed. Upcoding
is illegal and can result in significant fines and penalties.

4. Unbundling

Unbundling is the practice of billing for individual components of a procedure or service instead of billing
for the complete package. This practice can result in higher reimbursement rates than if the components
were billed together as a single procedure or service.

5. Kickbacks

Kickbacks are illegal payments made to healthcare providers in exchange for referrals or the use of specific
products or services. Kickbacks can take many forms, including cash, gifts, or free services.

6. False Claims Act

The False Claims Act is a federal law that makes it illegal to knowingly submit false or fraudulent claims to
the government. The Act also allows private citizens to file lawsuits on behalf of the government and share
in any recovery.

7. Whistleblowers

Whistleblowers are individuals who report fraudulent or illegal activity within their organization.
Whistleblowers can file lawsuits under the False Claims Act and may be eligible for a reward if the
government recovers funds as a result of the lawsuit.

8. Data Analytics

Data analytics is the process of examining and interpreting large datasets to identify trends, patterns, and
anomalies. Data analytics is a crucial tool in healthcare fraud investigation, as it can help identify suspicious
billing patterns and potential fraud.
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9. Audits

Audits are systematic reviews of healthcare claims and billing practices. Audits can be performed by
healthcare organizations, insurance companies, or government agencies. Audits can help identify errors,
inconsistencies, and potential fraud.

10. Investigations

Investigations are formal inquiries into allegations of healthcare fraud. Investigations can be conducted by
healthcare organizations, insurance companies, or government agencies. Investigations may involve
interviews, document reviews, and data analysis.

11. Civil and Criminal Penalties

Healthcare fraud can result in both civil and criminal penalties. Civil penalties may include fines, damages,
and exclusion from federal healthcare programs. Criminal penalties may include fines, imprisonment, and
exclusion from federal healthcare programs.

12. Compliance Programs

Compliance programs are formal policies and procedures designed to prevent and detect healthcare fraud.
Compliance programs may include training, audits, and reporting mechanisms. Compliance programs are
required for participation in federal healthcare programs.

13. Corporate Integrity Agreements

Corporate Integrity Agreements (CIAs) are settlement agreements between healthcare organizations and
the government. CIAs require healthcare organizations to implement compliance programs and submit to
regular monitoring and reporting.

14. Medicare Fraud Strike Force

The Medicare Fraud Strike Force is a joint initiative between the Department of Justice and the Department
of Health and Human Services. The Strike Force targets healthcare fraud in hot spots around the country.
15. Special Fraud Alerts

Special Fraud Alerts are issued by the Office of Inspector General (OIG) to alert healthcare providers to
potential fraud schemes. Special Fraud Alerts provide guidance on how to avoid participating in fraudulent
activities.

16. Exclusion List

The Exclusion List is a database of healthcare providers and suppliers who are excluded from participating in
federal healthcare programs. Exclusion can result from fraud convictions, patient abuse, or other criminal
activity.

17. Coding and Billing

Coding and billing are the processes of assigning codes to healthcare services and submitting claims for
reimbursement. Proper coding and billing are essential for accurate payment and compliance with
healthcare regulations.

18. Medical Necessity

Medical necessity is the requirement that healthcare services be reasonable and necessary for the diagnosis
or treatment of a medical condition. Medical necessity is a key factor in determining whether a healthcare
claim is valid.

19. Overpayment

Overpayment is the receipt of payment for healthcare services that exceed the amount legally owed.
Overpayments can result from errors, fraud, or other causes. Healthcare providers are required to report
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and return overpayments promptly.

20. Self-Disclosure

Self-disclosure is the voluntary reporting of potential healthcare fraud by a healthcare provider. Self-
disclosure can result in reduced penalties and is encouraged by the OIG as a way to promote compliance.

Challenge:

Identify a real-world example of healthcare fraud and describe the type of fraud, the impact on patients and
healthcare systems, and the outcome of the investigation.

Example:

In 2019, a Florida healthcare executive was sentenced to 15 years in prison for his role in a $1.3 billion
Medicare fraud scheme. The executive owned and operated several healthcare clinics that submitted false
claims for expensive cancer treatments that were never provided. The scheme resulted in the payment of
millions of dollars in fraudulent claims and the harm of hundreds of patients who received unnecessary or
harmful treatments. The investigation involved multiple federal agencies, including the FBI and the
Department of Health and Human Services. The executive was ultimately convicted of healthcare fraud,
conspiracy, and money laundering.

This example highlights the impact of healthcare fraud on patients and healthcare systems. The fraudulent
scheme not only resulted in the payment of millions of dollars in fraudulent claims but also caused harm to
hundreds of patients who received unnecessary or harmful treatments. The investigation involved multiple
federal agencies and resulted in a significant prison sentence for the executive involved. Self-disclosure and
compliance programs can help prevent healthcare fraud and protect patients and healthcare systems.
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