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USMM Compliance Overview

� This overview is presented by USMM, a 
medical management company servicing:
– Visiting Physicians Association
– Pinnacle Senior Care
– Phoenix Home Health
– Grace Hospice
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USMM Corporate Compliance

FAIR + APPROPRIATE Behavior = Compliance

USMM’s goal is that you  understand this 
“equation!”

Let’s briefly discuss: Governmental efforts
Fraud and Abuse
USMM’s Commitment



Government Compliance Efforts

Healthcare fraud is the #2 priority of the 
Department of Justice , second only to terrorism 
and violent crime.

Compliance guidance has been issued for all 
health care industry sectors by the Office of the 
Inspector General (OIG).

Recent legislation has enhanced the 
government’s ability to prosecute healthcare 
fraud 
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Fighting Fraud and Abuse

The Department of Health and Human Services has launched various 
programs and initiatives to combat fraud, abuse and waste in the
Medicare and Medicaid programs including:

� Operation Restore Trust

•Fraud and Abuse Hotline, 1-800-HHS-TIPS

� Expanded Office of the Inspector General (OIG)

� Hiring Special Program Integrity Contractors

•RAC’s launched in 2006 in 3 states and had such success 
they will be expanded to all 50 states by 2010



� Conducting investigations of specific providers 
suspected of fraud, waste or abuse for 
purposes of determining whether criminal, civil, 
or administrative remedies are warranted

� Conducting audits, special analyses and 
reviews for purposes of discovering and 
documenting Medicare and Medicaid policy 
and procedural weaknesses contributing to 
fraud, waste or abuse, and making 
recommendations for corrections

Office of Inspector General (OIG)
The primary responsibility of the OIG is to detect and prevent 
waste, fraud and abuse within the numerous HHS prog rams.  
OIG concentrates its efforts in the following areas :



7

OIG Annual Plan

� Updated annually and usually made public 
around October for the next calendar year

� Lists audit and investigation results

� Lists the “target” or risk areas for the next 
calendar year

� Available on-line 
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Risk Areas of OIG Concern

� Billing for services not 
rendered or not 
documented

� Billing for services 
rendered but not 
covered

� Errors in 
coding/reimbursement

� Unbundling

� Duplicate or erroneous 
billing

� False cost reports
� Patient’s freedom of 

choice
� Providing medically 

unnecessary services
� Patient “dumping”

These problems can be caused 
by intentional or unintentional 
behavior
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What is Fraud and Abuse?

Making false statements, claims or representations of material 
facts in order to obtain some benefit or payment for which no 
entitlement would otherwise exist

In other words, any practice that, either directly or indirectly, 
results in unnecessary costs to the Medicare program

In order to prove that fraud has been committed against the 
government, it is NOT necessary to prove that fraudulent acts 
were performed knowingly, willfully, and intentionally
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What is Fraud and Abuse?

Fraud is an intentional deception or misrepresentat ion

Kickbacks
Falsifying records
Filing inappropriate cost reports
Misrepresentation of services – upcoding, miscoding, 

unbundling
Billing for services not medically necessary or not rendered

Abuse – Lacks intent (“Error”)
Recording diagnosis codes improperly
Recording dates of services provided incorrectly



11

What happens in a Fraud and 
Abuse Investigation?



Anatomy of a Healthcare Fraud Investigation

OIG US Postal State Medicaid Agency
FBI Treasury Competitor
DEA Lawyers Employee
IRS Patient Neighbor
Carrier Ex-Spouse Whistleblower

1-800-HHS-TIPS

OIG US Postal State Medicaid Agency
FBI Treasury Competitor
DEA Lawyers Employee
IRS Patient Neighbor
Carrier Ex-Spouse Whistleblower

1-800-HHS-TIPS

HHS                     
OIG

HHS                     
OIG

Civil Monetary 
Penalties

Civil Monetary 
Penalties

Permissive 
Exclusion
Permissive 
Exclusion

U.S. Attorney’s  
Office

U.S. Attorney’s  
Office

Civil Investigative 
Demands

Civil Investigative 
Demands

Judgment/SettlementJudgment/Settlement

Health Care Fraud 
Task Force

Health Care Fraud 
Task Force

Grand JuryGrand Jury

IndictmentIndictment

ConvictionConviction

Mandatory ExclusionMandatory Exclusion

File False Claims 
Act Complaint

File False Claims 
Act Complaint

Criminal

Investigation
Civil

Investigation

Referred for     Prosecution

SOURCES
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Investigations: Gathering the Data

Computer Cross-Matching: “Data-Mining”
– By NPI, Provider, or Group number
– Date of Death (billing after for services after death)
– E&M Levels (too high or too low)
– Service Billed/Patient Condition (detects frequency, 

levels billed and diagnoses)
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Mandatory exclusion , for a minimum of five 
years, of individuals or entities convicted of one 
of the following: 

� Criminal Offense related to abuse of a patient

� Criminal Offense related to an item or service under the 
Medicare or Medicaid regulations

� Conviction for a felony related to unlawful manufacturing 
or dispensing of a controlled substance

Exclusion of Certain Individuals and Entities from 
Participation in Medicare and other Federal Health 
Care Programs (42U.S.C.1320a-7)
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What rights do I have if contacted 
by an investigator?

� You should always notify your supervisor

� You have the right to speak to the person 
inquiring and you have the right to wait for legal 
counsel/representation (as long as this delay 
won’t interfere with their investigation) 
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What should I NOT do if contacted?

� Interfere or Obstruct any investigation

� Fail to disclose information
� Provide false statements
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Obstruction of Criminal Investigations of 
Health Care Offenses  (18 U.S.C. 1518)

Knowingly and willfully prevent or attempt to mislead or delay 
communication of records relating to a Federal health care 
offense to a criminal investigator.
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False Statements 
Related to Healthcare Matters 
(18 U.S.C. 1035)

Knowingly and willfully falsify or conceal a 
material fact or statement regarding the 
delivery of, or payment for, health care items 
or services
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Laws

False Claims Act (FCA) – (31U.S.C.3729-3733)

A false claim is a claim for payment of services that 
were not provided specifically as presented, or for 

which the provider is otherwise not entitled to payment



To violate the False Claims Act, a provider 
must have demonstrated: 

• Knowledge
• Deliberate ignorance
• Reckless disregard

Penalty for violation of the FCA:
• $5,500 to $11,000 for each false claim
• Possible triple damages
• Possible criminal charges
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Examples of Possible Violations of 
the FCA:

� Claims for services never provided or not 
documented

� Altering diagnoses for payment purposes.

� Claims for higher/lower levels of service than 
documented   

� Claims for services provided by unlicensed 
individuals
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False Claims Act judgments and 
settlements have totaled over $12 

billion . Reaching over $2 billion/year

FCA Recoveries
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FCA Recoveries:

� Most large fines are to DME, Pharmaceutical 
Manufacturers and hospitals.

� More group practices and home health 
agencies are being investigated 

� Below are some of the top breaking FCA fines:



HCA -- $731,400,000 
In December 2000, HCA The Healthcare Company (formerly 
known as Columbia HCA), the largest for-profit hospital chain in 
the United States, pled guilty to criminal conduct and agreed to 
pay more than $840 million in criminal fines, civil penalties and 
damages for unlawful billing practices. Of this amount, 
$731,400,000 was recovered under the False Claims Act.

HCA -- $631,000,000 
In June 2003, HCA Inc. agreed to pay the United States $631 
million in civil penalties and damages arising from false claims 
submitted to Medicare and other federal health programs. This 
settlement resolves HCA's civil liability for false claims including 
cost report fraud and the payment of kickbacks to physicians.

(Note: Approx. $1.4 Billion Total)

FCA



Civil Monetary Penalties Law (CMPL)
(42 U.S.C. 1320a-7a)

Similar to the FCA – CMPL prohibits presenting a cla im for 
services that a provider knows or should have known were:

– Not actually provided;
– Were performed by unlicensed person who was not 

supervised by a licensed physician; or
– Not medically necessary or covered

Penalty for Violation of CMPL:
– Up to $10,000 per item or service and possible triple 

damages   
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Stark Law : “Self-Referral”

Government regulation which restricts physicians from 
referring their Medicare patients to health 
organizations in which they have a financial interest

*Updated in 2008 (Stark III)

Stark Law has been “relaxed” to allow for internal 
referrals for certain designated health services 
including home health and hospice, provided that all 
caregivers are employees of the larger related 
organizations.
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The Anti-Kickback Statute

Prohibits

• The knowing and willful receipt of anything of value in 
exchange for a referral or which is intended to induce a referral 
for the furnishing of any item or service for which payment is 
made under a federal healthcare program

• The offer or receipt of anything in value in exchange for or 
which is intended to induce the purchase, lease, order or 
arranging for or recommending the purchase, lease or order of 
any good, facility, service or item for which payment may be 
made under a federal healthcare program
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How do these relate to FCA?

� Anti-kickback and Stark violations can, and 
many times do, lead to violations of the False 
Claims Act.

� Theory – By making the referral that is 
contravention of Anti-Kickback or Stark, the 
claim should never have been submitted.

� Basically – Claim based on improper referral = 
false claim.
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“Return on Investment”:

For every $1 spent on “investigating” healthcare 
matters – the government collects $23.

All healthcare sectors are subject to the 
government’s ongoing scrutiny – this is not a fad.
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What is a Compliance Program?

A compliance program is a centralized process to promote honest, 
ethical behavior in the day-to-day operations of an organization, 
which will allow the organization to identify, correct, and prevent 
illegal conduct.

Implemented beyond healthcare industry (DOD, Banking)

Good compliance is good business.

It is a system of: FIND - FIX - PREVENT
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Effective Compliance Program Elements 
(7 OIG Recommendations)

U.S. Federal Sentencing Guidelines and relevant 
Compliance Program Guidelines include the following  
requirements:

– Establishing compliance standards (policies and procedures)
– Assigning senior management oversight responsibility
– Using “due care” when assigning responsibility to an employee 

(I.e., screen employees for past offenses)
– Conducting effective training and education
– Establishing reporting and monitoring mechanisms
– Enforcing standards and disciplining violators
– Responding to violations to prevent future offenses
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USMM’s Commitment to 
Compliance

� Compliance Plan and Code of Conduct
– Should be reviewed upon hire and annually
– Signed Code of Conduct and Compliance Training 

Affirmation must  be sent to Corporate Compliance
– Available on our web-site

� ComplianceLine
– 24/7 anonymous hotline
– No fear of retaliation
– 800-609-9783 
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Compliance Plan

� Implemented voluntarily to ensure internal 
controls and procedures to promote adherence 
to all applicable federal, state and local law, 
rules and policies relating to payment for health 
care services.

� Compliance Plan and Compliance program are 
set up following the OIG’s 7 recommended 
elements 
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Code of Conduct

� The Code governs the conduct of all 
employees of USMM

� All employees are expected to know, 
understand and abide by the guidelines 
outlined in the Code of Conduct

� Guidelines are designed to assist each of us in 
making the right choices when confronted with 
difficult situations
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ComplianceLine

� An ethical workplace is your call!!!!!
� We feel you should be able to voice your 

concerns about matters such as:
– Harassment/discrimination
– Fraudulent billing/coding
– Unethical practices (treatment of patients, drug or 

alcohol use in the workplace, theft, “kick-backs”, 
feeling pressure to do something you feel is 
incorrect, etc)
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ComplianceLine

� Again, if you witness questionable activity in 
the workplace, make the call!!!!!!!

800-609-9783
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USMM’s Goal:
FAIR + APPROPRIATE Behavior = 

Compliance! 
Compliant Behavior = Defense to 

FCA cases and other allegations of 
fraud, waste and abuse.


