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Advanced Certificate in Healthcare Fraud Case Studies

Healthcare Fraud Schemes

Advanced Certificate in Healthcare Fraud Case Studies: A professional certification program that provides
in-depth knowledge and analysis of various healthcare fraud schemes, investigative techniques, and legal
frameworks.

Billing Fraud: A type of healthcare fraud that involves submitting false or inflated claims to healthcare
insurance programs for services or items that were not provided, were not medically necessary, or were
more expensive than the actual cost.

Claim: A request for payment submitted by a healthcare provider to a healthcare insurance program for
services or items provided to a patient.

Cost Report: A document submitted by healthcare providers to Medicare and Medicaid that details their
costs, charges, and reimbursements for a specific period.

Durable Medical Equipment (DME): Medical devices that are used for a prolonged period, typically more
than 12 weeks, and are medically necessary for a patient's treatment or mobility.

False Claims Act: A federal law that prohibits submitting false or fraudulent claims to the government,
including healthcare insurance programs like Medicare and Medicaid.

Fraudulent Prescribing: A type of healthcare fraud that involves writing prescriptions for unnecessary or
excessive medications, often for financial gain or to facilitate drug diversion.

Healthcare Fraud: The intentional deception or misrepresentation of healthcare services, items, or
information for financial gain or to manipulate healthcare systems.

Identity Theft: The unauthorized use of someone else's personal information, such as their name, Social
Security number, or healthcare insurance information, to commit fraud or other crimes.

Kickbacks: The exchange of anything of value, such as money, gifts, or services, to influence the referral of
healthcare services or items.

Medicaid: A joint federal-state health insurance program that provides coverage for low-income individuals
and families.

Medicare: A federal health insurance program that provides coverage for individuals aged 65 and older, as
well as certain younger individuals with disabilities.

Phantom Billing: A type of healthcare fraud that involves billing for services or items that were not provided
or were unnecessary.
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Stark Law: A federal law that prohibits healthcare providers from making referrals for certain designated
health services to entities with which they have a financial relationship, unless an exception applies.

Upcoding: A type of healthcare fraud that involves billing for a more expensive service or item than was
actually provided, often by using a billing code that corresponds to a more costly procedure or device.

Upcoding (Continued): Upcoding can also involve billing for a more complex or severe condition than the
patient actually has, in order to receive higher reimbursement rates.

Waiving Co-Payments: The practice of healthcare providers waiving or reducing co-payments or deductibles
for patients, often as an inducement to receive services or to encourage patient loyalty. Waiving co-
payments can be legal under certain circumstances, but it can also be considered fraudulent if done to
improperly influence patient behavior or to manipulate healthcare systems.

ZPIC (Zone Program Integrity Contractor): A private contractor that is responsible for detecting and
preventing healthcare fraud, waste, and abuse in specific geographic zones for Medicare and Medicaid.
ZPICs investigate suspicious activities, conduct audits, and make recommendations for enforcement actions.

Clinical Laboratory Fraud: A type of healthcare fraud that involves the misrepresentation or falsification of
clinical laboratory tests, results, or procedures for financial gain or to manipulate healthcare systems.

Coding Errors: Mistakes in the assignment of billing codes to healthcare services or items, which can result
in overpayments or underpayments by healthcare insurance programs.

Criminal Healthcare Fraud: Healthcare fraud that is committed with the intent to defraud or deceive
healthcare insurance programs, and that violates federal or state criminal laws.

Data Mining: The use of advanced analytical techniques to identify patterns, trends, or anomalies in large
datasets, such as healthcare claims data, in order to detect potential fraud, waste, or abuse.

Diagnostic Related Groups (DRGs): A system used by Medicare and other healthcare payers to classify
hospital services based on the patient's diagnosis and the resources required to treat the condition.

Fraudulent Referrals: The practice of healthcare providers making referrals for services or items that are not
medically necessary, are more expensive than necessary, or are provided by entities with which they have a
financial relationship.

Healthcare Fraud Audits: Reviews of healthcare claims, billing records, or other documentation to identify
potential errors, inconsistencies, or fraudulent activities.

Healthcare Fraud Investigations: In-depth examinations of suspected healthcare fraud schemes, often
involving multiple agencies, stakeholders, and data sources.

Healthcare Insurance Programs: Government-sponsored or private health insurance plans that provide
coverage for medical services, supplies, or equipment.
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Medical Necessity: A requirement that healthcare services or items must meet in order to be covered by
healthcare insurance programs, based on established clinical guidelines, professional standards, or
regulatory requirements.

Overbilling: The practice of healthcare providers billing for more services or items than were actually
provided, often using inflated or inappropriate billing codes.

Pharmacy Fraud: A type of healthcare fraud that involves the misrepresentation or falsification of
prescription medications, dispensing practices, or reimbursement claims.

Prepayment Review: A process used by healthcare insurance programs to review healthcare claims before
they are paid, in order to identify potential errors, inconsistencies, or fraudulent activities.

Provider Enrollment Fraud: A type of healthcare fraud that involves the misrepresentation or falsification of
information provided during the enrollment process for healthcare providers, such as their credentials,
qualifications, or practice locations.

Recidivism: The tendency of individuals or entities to engage in repeated instances of healthcare fraud,
often due to inadequate enforcement, ineffective penalties, or insufficient deterrents.

Recovery Audit Contractors (RACs): Private contractors that are responsible for identifying and recovering
overpayments made by Medicare and Medicaid to healthcare providers or suppliers.

Stark Law Exceptions: Specific circumstances under which healthcare providers are allowed to make referrals
for designated health services to entities with which they have a financial relationship, despite the general
prohibition under the Stark Law.

Telehealth Fraud: A type of healthcare fraud that involves the misuse or abuse of telehealth services, such as
providing unnecessary or inappropriate services, billing for services not provided, or using unqualified or
fraudulent providers.

Unbundling: The practice of healthcare providers billing for individual components or services of a
healthcare procedure or treatment separately, rather than using a single bundled billing code that reflects
the global or comprehensive cost of the service.

Utilization Review: A process used by healthcare insurance programs to evaluate the medical necessity,
appropriateness, or efficiency of healthcare services, in order to ensure that they are reasonable and
necessary for the patient's treatment or condition.

Whistleblower: An individual who reports suspected instances of healthcare fraud, waste, or abuse to
appropriate authorities, often under the protection of federal or state whistleblower laws.
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