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Introduction
Around the world, healthcare has been constantly faced with various threats of abuse and fraud. Over 450 billion dollars is lost annually in healthcare expenses due to fraud and abuse. Fraud and abuse in the healthcare systems have been blamed for the increased inefficiencies in worldwide health. Fraud and abuse in healthcare have led to a lower quality of patient care with higher costs on premiums. Fraud and abuse in healthcare are characterized by unethical practices in the healthcare system that do not primarily conform to the outlined medical practices subsequently diverting money from the intended treatment purposes; these practices are carried out with criminal intentions of deceit for the sole purpose of collecting undue benefits.
Major categories of health care fraud and abuse
Billing for services and items that not provided
Healthcare providers have carried out this intentional act of billing for services that were never offered. Providers in some situations have billed for patient appointments that never happened. In some circumstances, funds have been diverted to pay for healthcare devices that were never supplied at all. These actions divert the funds away from treatments for others' gains. Healthcare materials provider  
Upcoding
Upcoding refers to the situation where providers for healthcare materials and services have provided bills for products and services that have surpassed the quality of products and services offered by them. Upcoding involves inappropriate billing for healthcare services; making them expensive than they ought to be.  
 At times this is usually not planned however when a provider intentionally provides incorrect bills, then the action is considered as fraudulent. In 2014, a company had been found guilty of upcoding whereby it advised surgeons to provide incorrect codes for surgical devices that what was provided. 
Providing unnecessary services and devices
 States have a criterion to determine the medical necessity of the services and the devices they may require. Providers, therefore, have the mandate of ensuring that their services and devices meet the minimum medical necessity. Under the provision of unnecessary services, providers have performed medical procedures on patients who do not need such services. Performing chemotherapy on patients who do not have cancer may be considered an ethical practice that amounts to fraud and abuse. Some medical providers have as well gone ahead to bill for unnecessary items to obtain financial gains from such shady deals. 
Discuss 5 healthcare Fraud and abuse laws
Research has indicated the amounts that fraud and abuse divert from the healthcare system. In addition to some other unethical medical practices such as doctor shopping that have consequently left thousands of people died due to drug overuse, the government has set up certain healthcare regulations to help curb the menace. Considering this, there are various laws against fraud and abuse as indicated below;
The false claims act
This is a federal act that illegalizes the action of any person or an organization that willfully makes a false record or any false claim concerning the federal health programs. Morrison and Morison (2001) argue that the false claims act virtually makes it a crime to recklessly disregard actual prior knowledge about medical knowledge and to provide false information to benefit from the same. In addition to this federal law, other states such as Michigan have adopted similar law provisions under the Michigan Medicaid False Claims Act aimed at preventing fraudulent activities and conspiracies in the healthcare system. 
The False Claims Act encompasses the acts of upcoding and making of false statements to obtain financial benefits. The law provides for varied penalties and fines for offenders. The law as well prohibits employers from demoting, suspending or threatening whist blowers who have made false claims known, in any way.
Federal Anti-Kickback Statute
This is primarily a healthcare fraud and abuse statute that prohibits the exchange of remuneration for healthcare services that are catered for by the federal government. The law has made it illegal for healthcare providers to willfully receive or accept bribes or any other form of payments for the services such as Medicare, and or with inclusion to all other healthcare programs under the federal government. Violations of this statute may result in criminal proceedings which may lead to imprisonment of up to 5 years and a fine of about 25 thousand dollars for each violation.
Federal self-referral policy
This is a federal law that prohibits medical doctors and other providers from referring patients to receive ‘designated and specific’ healthcare services that are catered for by the federal government from institutions where the doctor or the medical service provider has a financial relationship. The financial relationship covers either ownership of the institution or financial investment. The designated and specific healthcare services outlined within the provisions of this law include; clinical laboratory services, physical therapy and outpatient services, radiology and imaging services, home health services and inpatient drug prescription among others. The law requires that a medical practitioner may not refer patients to the institutions and facilities in which they have financial interests or may rather not bill for the referred services. Violation of this law may attract fines and even subsequent exclusion from the practice of healthcare in the US. (Phillips &Hillman, 2001)
Exclusion statute
This law requires the exclusion of medical practitioners from participation in the healthcare system after the conviction of healthcare-related criminal offenses. Some of the offenses outlined under this act include; Medicare fraud, patient abuse, and theft and other associated misconduct in the health system. The law also includes the exclusion of medical supply institutions that engage in the unlawful manufacture and distribution of controlled substances through the revocation of licenses on grounds of professional incompetence. Excluded practitioners are further barred from billing directly for treating Medicare patients. (Morrison & Morrison, 2001)

Civil monetary penalties law
If a physician has committed any among the various forms of fraud, the provisions under this law allow for the exclusion from Medicare and Medicaid programs. Some of the provisions under this law that can attract exclusion include; knowingly presenting to any person a request for payment which violates Medicaid terms, willfully providing false information that may influence the decision of when to discharge inpatient or an individual from the hospital.
The reason why I chose the above laws is because having fully understood the operational guidelines of the US healthcare systems and the subsequent understanding that it mostly relies on the third-party payers, I, therefore, believe that the outlined laws have the required measures designed to regulate the financial loss from the federal government through the fraudulent and shady deals.
Upcoding and the law
Upcoding revolves around inappropriate billing especially in situations where medical practitioners submit codes indicating more expensive diagnoses than the ones that were performed. Upcoding robs Medicare of billions of dollars annually. In other situations, inappropriate bills have been provided for items that do not match the indicated costs. If providers have up coded the medical bills, then they have defrauded all the American taxpayers.

The defrauding act requires a law that can act to ensure that the federal programs including Medicare, Medicaid, and Tricare are safe from the fraudulent acts. The False Claims Act is an example of the laws that have been put in place by the federal government to try and stop this intended violation of the professional code of ethics for healthcare providers. The provisions of the law (FCA) make it illegal for anyone to submit false claims for payments by the federal health programs. Besides, the law allows individuals with vital information concerning upcoding to initiate legal proceedings against those individuals on behalf of the government to help recover the fraudulently obtained funds. 
Buppert, (2001) argues that professionalism in the medical field requires physicians to operate and practice within the provisions of a unique code of medical ethics. These guiding principles revolve around professional care for patients and the maintenance of ethical standards in the day to day medical participation. Providing correct codes and correct billing are examples of the professional code of ethics that practitioners need to follow and adhere to.  The False Claims act ensures healthcare providers are in line with these provisions by shunning away from upcoding.
Individuals and institutions found guilty of upcoding are usually liable to imprisonments and fines respectively. Providers who willfully bills Medicare for upcoded services are said to have acted in breach of the provisions under FCA and may subsequently face exclusion from practice. A physician in Florida was found guilty of upcoding and was subsequently sentenced to 24 months in prison with an additional order to pay 727,000 dollars’ cash payments in restitution for the blank prescriptions he had signed and the issuance of certificates of medical necessities for patients that he never attended to. 
In another almost similar incident, a dermatologist in Florida had been sentenced to 22 years in prison with an additional order to pay 25, 000 dollars fine for performing 3,086 nonexistent surgeries on Medicare patients. (Davies, 2016)
Identify and address upcoding in Healthcare
 In addressing the issue regarding upcoding, the office of the inspector general is legally required to exclude from participation in all healthcare operations within the US all individuals and institutions that have been listed for crimes of upcoding. Under the exclusion act, upcoding constitutes a criminal offense (Medicare fraud). This financial misconduct depicts a lack of financial integrity thus leading to the submission of false information to the federal health programs; the OIG, therefore, has the legal mandate to exclude such individuals and revocation of the licenses of operations of the companies involved.
The OIG has further stated that excluded physicians are not capable of billing patients directly through federal programs such as Medicare or Medicaid. In addition to this, their services cannot be billed indirectly either through a group of practitioners or through an employer as well. These recommendations that have been put into practice by the OIG have one single aim of curtailing upcoding in the healthcare system. Besides this, any form of a prescription issued by the excluded physicians does not have any reimbursements by the federal healthcare programs.


Regarding the identification of upcoding, the OIG under the False Claims Act has introduced stipends as a way of motivation to the whistleblowers to ensure anyone with viable information concerning upcoding promptly follows the legal procedures. In conclusion, the OIG has provided a list of all excluded individuals and entities to ensure that employers whose institutions are beneficiaries of the federal healthcare programs do not employ or engage in any medical deal with them respectively. The above measures put across by the OIG I believe would ensure that the loss of close 1billion dollars annually by the federal government through upcoding is put to check.
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