Fraud, Waste and Abuse

CareMore’s Program for Prevention, Detection and Response
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This course will cover FWA in the Medicare Advantage and Prescription Drug Benefit program, including information on:
» the increased scrutiny of the government on Medicare managed care fraud and abuse;

« specific areas of high risk for non-compliance in Medicare Advantage plan and government and regulatory perspective
on those areas;

»  kickbacks, referrals, inducements, and laws governing these areas of concern including: the Anti-Kickback Act, Stark
Law, and the Beneficiary Inducement Statute; and

« CareMore’s compliance program design, including mechanisms for reporting suspected FWA or non-compliance.

Prevention, Detection, Response

CareMore’s approach to FWA and Compliance risk management encompasses controls that have three objectives:
« Prevent. Reduce the risk of fraud and misconduct from occurring.

*  Detect. Discover fraud and misconduct when it occurs.

» Respond. Take corrective action and remedy the harm caused by fraud , waste, abuse or misconduct. Corrective
action must also include implementing procedures to prevent future recurrences.

Program Design
CareMore has developed a comprehensive program to:

»  Understand all of the various control frameworks and criteria that apply to CareMore and the CMS regulatory
environment;

» Categorize risk assessments, codes of conduct, and whistleblower mechanisms into corporate objectives; and
» Create a broad ranging program that manages and integrates FWA prevention, detection, and response efforts.




Healthcare fraud enforcement is a top priority for the current administration. On May 20, 2009, the President signed the
Fraud Enforcement and Recovery Act (FERA) into law. FERA introduced significant changes to the False Claims Act and
provided hundreds of millions of dollars for enforcement.

Also on May 20, 2009, the United States Attorney General and the Health and Human Services Secretary announced a new
and aggressive interagency task force called the Health Care Fraud Prevention and Enforcement Action Team (HEAT) to
combat Medicare and Medicaid fraud. Health plans are already seeing a number of HEAT initiatives that directly impact
their operations. The HEAT task force will increase program integrity activities to monitor and ensure Medicare health
plans’ compliance and enforcement.

On March 23, 2010, President Obama signed into law the Patient Protection and Affordable Care Act (the Affordable Care
Act), which contains numerous provisions intended to allow CMS to take several new and aggressive steps to combat waste,
fraud, and abuse in the health care system. The Affordable Care Act provided CMS with $350 million in new resources to
boost anti-fraud activities. In addition, the law gave CMS new flexibility in how anti-fraud resources may be used.




Relevant Laws
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Medicare Advantage (MA) plans are required to implement compliance programs that include mechanisms to prevent,
detect, and correct fraud, waste and abuse (FWA) when entering into a contract with the Centers for Medicare & Medicaid
Services (CMS). This session will provide an overview of fraud risk management fundamentals, identify new regulatory
mandates, and spotlight key CareMore practices utilized in effectively building and maintaining a culture of compliance in
the current environment.

The Administration and CMS maintain that instances of Medicare fraud and misconduct remain a constant threat to public
trust and confidence, therefore an increased area of scrutiny and oversight. CareMore strives to achieve and maintain
compliance with an array of practices focusing on efforts to:

*  Understand the fraud and misconduct risks that can undermine business objectives;

¢ Determine whether CareMore’s antifraud programs and controls are actually effective in reducing instances of fraud
and misconduct;

* Gaininsight on better ways to design and evaluate controls to prevent, detect, and respond appropriatelyto fraud,
waste, abuse or misconduct;

» Reduce exposure to corporate liability, sanctions, and litigation that may arise from violations of law or market
expectations;

»  Derive practical value from compliance investments by creating a sustainable process for managing riskand improving
performance; and

»  Achieve the highestlevels of business integrity through sound corporate governance, internal control, and transparency.




CareMore’s compliance program provides the organization, including its employees, contracted first tier and downstream
providers, and related entities with tools to manage risk in a manner consistent with regulatory requirements as well as
CareMore’s business needs and expectations, utilizing the following approach:

Assess Risks. [dentify the scope of the analysis and key stakeholders, profile the current state, set targets for
improvement, and define steps necessaryto close the gaps when identified.

Design. Develop a broad ranging program that encompasses controls to prevent, detect, and respond to incidents of fraud
or misconduct.

Implement. Deploy a strategy and process for implementing the new controls throughout the organization and assign
ownership responsibility for leading the overall effort to the appropriate CareMore executive.

Evaluate. Assess existing controls compared with legal and regulatory frameworks as well as leading practices, such as
internal investigation protocols or due diligence practices.

Maintain Audit Readiness. Intoday’s regulatoryenvironment, CareMore must be prepared on an ongoing basis for
both focused and routine audits of the Plan.




What 1s FWA?

The government is concerned that Medicare Advantage plans are vulnerable to both known and as-of-yet unknown
practices that resultin fraud, waste, and abuse (FWA). To this end, MA plans are required to implement compliance
programs that include a program to prevent, detect, and correct FWA before entering into a contract with CMS. CareMore
fulfillsits compliance and program integrity obligations before it contracts with CMS, and maintains a robust compliance
and FWA detection and prevention program.
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Fraud is a broad legal concept that generally refers to an intentional act committed to secure an unfair or unlawful gain.

CMS defines Waste as the extravagant, careless or needless expenditure of health care benefits or services that results from
deficient practices or decisions.

Abuse usuallyinvolves payment for items or services where there was no explicit intent to deceive or misrepresent, but the
outcome of poor, inefficient methods results in unnecessary costs to the Medicare Program.

Misconduct, or non-compliance, is also a broad concept, generally referringto violations of laws, regulations, internal
policies, and market expectations of ethical business conduct.

There are several areas perceived by the government to be prone to a higher level of risk for fraud and abuse in Medicare
managed care, including:
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Benefit Design

Enrollment and Post-enrollment Risk
Marketing Activities

Claims Processing

Under-utilization

Data Collection and Submission/Reporting
Formulary Development

Drug Pricing and Rebates

Third Party Activities




The Core Elements

CMS Required Core Elements

for an
MAPD Compliance Program

Written Policies and Procedures and
Standards of Conduct

Designation of a Health Plan
Compliance Officer and
implementation of a Compliance
Committee

Training and Education, including
BoD, all employees, first tier and
downstream contractors, and related
entities

Effective Lines of Communication

Enforcement of Standards through
well publicized disciplinary
guidelines

Monitoring and Auditing

Corrective Action Procedures

Comprehensive fraud and abuse
plan, including procedures for self-
reporting potential fraud or
misconduct

Board Compliance and Audit Committee Oversight

Fraud and misconductrisk  Hotlines and Internal
assessment Reporting investigation
Mechanisms protocols
Compliance Officer and Auditing and Enforcement
Compliance Committee monitoring and
due diligence accountability
protocols
Effective Communication Proactive data  Disclosure
and Training analysis protocols
CareMore’s Written Policies and Remedial Action
. Procedures — Electronic Protocols
Compliance P&P Library
Program

Compliance Plan, Code of
Conduct and related
standards

Senior Management
due diligence

Employee due diligence

First tier, downstream and
related entity due diligence

Process-specific FWA risk
controls — PBM due
diligence
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FWA and Misconduct

Proprietary to CareMore. Copyright protected.







