
HEALTHCARE FRAUD AND ABUSE

Johns Hopkins HealthCare (JHHC) wants to find and stop health care fraud and abuse. It is estimated that billions of
dollars are lost annually due to health care.

Implementation of fraud and abuse education and training programs may be facilitated through establishing
corporate or staff coding committees to create standards and protocols e. Educational and training programs
focused on CPT codes should emphasize the importance of documentation to support time spent examining
the patient. For a Level 3 code , the presenting problems are low to moderate in severity, and the history and
examination is more detailed; however, the medical decision making is likely to be of low complexity. This is
particularly true of systems designed to detect fraud and abuse, where an adversary is actively seeking to
evade detection. The examination of these rules brings us to the policy question. In Figure 5 , we examine the
likelihood of fraud if a patient changes physicians but only has a single inpatient and two outpatient visits.
Here the physician would typically spend approximately 30 minutes face-to-face with the patient. It includes
any act that constitutes fraud under applicable Federal or State law. Penalties for violating the Criminal Health
Care Fraud Statute may include fines, imprisonment, or both. Do I have the appropriate data elements, and do
I have enough resources to collect additional elements if I need them? Unbundling: By unbundling services
provided, they can commit healthcare fraud and abuse by billing every aspect of a medical procedure as if it
were a separate procedure. In Figure 3 , we input evidence into our network to understand its impact on the
posterior probabilities of other features in our network. If, however, they want to ensure the government
actively investigates the alleged fraud, they are encouraged to contact legal counsel from an experienced firm
that specializes in qui tam litigation under the False Claims Act. Figure 6 shows a receiver operating
characteristic ROC curve for our fraud model. Chamber of Commerce Report places it at 15 percent. Connect
with Us. This may mean taking advantage of the FCA whistleblower laws to identify fraudulent claims to the
appropriate federal authorities. This committee would consist of a compliance officer, health information
management HIM staff, physicians, nurses, and financial administrators. How do I go about cleaning entry
errors? Building upon a health information technology platform, certified CAC software provides coding that
is based upon standard coding principles and guidelines. Criminal penalties for violating the Anti-Kickback
Statute may include fines, imprisonment, or both. Typically, for a Level 1 code, the physician would spend
approximately 10 minutes face-to-face with the patient. Many methods can be used to develop an algorithm or
set of rules for detecting fraud and abuse: Bayesian belief networks, neural networks, fuzzy logic, genetic
algorithms, logistic regression, and others. Billing for duplicate payments. The network in Figure 1 represents
our example data set. Abuse is defined as practices that are inconsistent with accepted sound fiscal, business,
or medical practices, and result in an unnecessary cost or in reimbursement for services that are not medically
necessary or that fail to meet professionally recognized standards for health care. This is a blunt instrument: a
great deal of fraud and abuse cases are too small to trigger these thresholds, many legitimate claims that are
simply large are reviewed unnecessarily, and most fraud occurs over long time periods. Data modeling and
mining techniques can be used to identify both consumer fraud and provider fraud. If a patient or health care
provider believes they have witnessed Health Care Fraud, they are encouraged to contact the FBI via either
their local office, telephone, or the online tips form. Different types of algorithms are suited to different types
of problems. John S. These include identifying source data for study and structuring data for analysis, as well
as data cleaning and normalization. As a result, only a small portion of fraud is actually detected 3 to 5 percent
, and it is typically detected late in the cycle, resulting in only a small recovery and wasted resources that
could have been used to provide care. You need to ensure that the method and technology you select can scale
to the amount of data you will be examining. They conduct unnecessary surgeries so that they can make extra
money. This allows us to be efficient and only use those pieces of information that are most useful in solving
the problem at hand. Conclusion In order to adequately address issues of fraud and abuse, responsibility,
ownership, and consequences for actions must cross the continuum at the individual physician, healthcare
provider, organizational, and federal levels. However, the BBN is a nonlinear model, meaning it can represent
complex relationships that may have multiple solutions. To use and trust one of these complex technologies,
you must have a basic understanding of it. Rather than a single claim being filed twice, the same service is
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billed two times in an attempt to be paid twice. The FCA imposes civil liability on any person who knowingly
submits, or causes to be submitted, a false or fraudulent claim to the Federal Government. For example, a
hospital lab might perform a panel of blood tests for a patient. Of these millions of claims, a small percentage
of them are fraudulent, but that small percentage costs all Americans and the government an estimated tens of
billions of dollars annually, leading to higher premiums and other out-of-pocket expenses. One of the greatest
challenges in curating data for data mining is semantic normalization. Providing services that are not
medically necessary.


