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Introduction
The Fraud, Waste and Abuse Program (FWA) pertains to and  
provides guidance to all affiliated entities: Summa Insurance  
Company (SIC), SummaCare (SC), Summa Integrated Services 
Organization (SISO), Summa Management Services Organization  
(SMSO) and Apex Health Solutions, hereinafter individually and 
collectively referred to as the “Company.”

The Company is committed to conducting its business operations  
in compliance with ethical standards; internal policies and procedures; 
contractual obligations; and all applicable federal and state statutes, 
regulations and rules.

The FWA Program applies to all lines of business in which the Company 
is involved. The Company’s commitment to guard against fraud, waste 
and abuse extends to its own internal business operations, as well as  
its oversight and monitoring responsibilities related to the vendors of  
its contracted entities.

All of the Company’s workforce and vendors are obligated to report  
any suspicion of fraud, waste and abuse in a timely manner.
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Mission and Goals

The mission of the Company’s FWA Program is to protect the integrity of the Company, 
along with federal and state healthcare programs, by actively detecting, preventing, 
investigating and reporting suspected cases of fraud, waste and/or abuse.

The goals of the Company’s FWA Program are to:
• Detect, prevent, investigate and report incidents of fraud, waste and abuse
• Implement internal policies and procedures to accomplish the mission and to mitigate 

the risk for recurrence
• Report instances of fraud, waste or abuse to the appropriate government agencies  

and/or law enforcement, when appropriate
• Develop and enhance new internal controls to assure compliance with all regulatory 

and internal guidelines
• Cooperate fully with all investigations of fraud, waste or abuse conducted by  

government agencies and/or law enforcement
• Recover payments lost due to fraudulent, wasteful and/or abusive billing practices
• Provide education and promote awareness regarding fraud, waste and abuse, how  

to recognize it and how to report it

FWA Committee
As part of our efforts to improve the healthcare system, the FWA Committee has an 
ongoing commitment to detecting, correcting and preventing fraud, waste and abuse. 
The Chief Compliance Officer, Health Plan Operations oversee the FWA committee and 
program. The Committee also consists of members from key operational areas such as 
Claims, Pharmacy, Clinical Management, Member Services, Appeals and Grievances and 
Compliance.
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Prevention
The Company seeks to prevent FWA by educating stakeholders on the behaviors that 
may constitute fraud, waste and/or abuse by implementing appropriate claim edits and 
utilization management tools.

Education

Employees
• All employees are required to complete computer-based training on FWA within 90 days 

of hire and annually thereafter. The Compliance Department documents participation 
and testing results. 

• Code of Ethical Conduct training is provided to all employees within 90 days of hire  
and annually thereafter. Employees receive a copy of the Code of Ethical Conduct, 
which includes information on how to report suspected FWA.

• The FWA Committee issues periodic communications via email and/or on the  
Compliance SharePoint site to all members of the workforce. Topics include  
FWA awareness, prevention, detection and reporting measures. When possible,  
company-specific examples are used.

• FWA informational flyers are posted in common areas throughout the organization  
and include the internal hotline number.

• A Compliance SharePoint site is available to employees. The site contains information 
on the FWA Committee and houses the Compliance/FWA blogs, chats and flyers.

Providers
• FWA information is included in the Company’s Provider Manual.
• The SummaCare website (summacare.com) contains a link for reporting FWA  

(“Report an Issue”) via the “Legal & Privacy” link at the bottom of the homepage.

Members
• The Medicare Annual Updates publication (Medicare members only) contains  

information on how to report FWA to SummaCare.
• New Member Handbooks (for both Medicare and Commercial members) contain  

information on how to report FWA.
• The SummaCare Medicare website (https://www.summacare.com/medicare) contains  

a link for reporting FWA (“Report an Issue”) via the “Compliance” link at the bottom  
of the homepage. 

• The SummaCare website (summacare.com) contains a link for reporting FWA  
(“Report an Issue”) via the “Legal & Privacy” link at the bottom of the homepage.

Vendors
• The SummaCare website (summacare.com) contains a link for reporting FWA  

(“Report an Issue”) via the “Compliance” link at the bottom of the home page.
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Claim Edits and Prior Authorization
The Company employs the following tools to help prevent inappropriate payments:

• Utilization management – prior authorization is used to help ensure the medical  
necessity and appropriateness of care.

• Claims editing software – for rebundling, mutually exclusive, incidental,  
pre/post-operative care, multi-channel labs, duplicates, assistant surgeon charges, etc.

• Amisys claims processing system – reviews claims history for duplicates.

Exclusion Screenings

Sanction Screening:
Prior to hire and monthly thereafter, SummaCare (in conjunction with Summa Health) 
screens all employees, vendors, and brokers against the Office of Inspector General’s 
(OIG) List of Excluded Individuals and Entities (LEIE) and the Government Services  
Administration (GSA) Excluded Parties. SummaCare maintains evidence of all screening 
activities and results, and does not employ or contract with individuals or entities  
found to be excluded from federal programs.

For Providers, SummaCare conducts initial exclusion screening checks prior to  
contracting with a health care provider or entity to provide medical services. Monthly 
checks are also performed to ensure appropriate claim payment.

Preclusion Screening:
The “preclusion list” is a public listing of providers and prescribers who are precluded 
from receiving payment for Medicare Advantage (MA) items and services or Part D drugs 
furnished or prescribed to Medicare beneficiaries.

SummaCare conducts initial screenings against the most recent preclusion listings  
(they are published monthly) prior to contracting with a health care provider to ensure 
appropriate entry into the network.
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To ensure proper claim payment, SummaCare references the most recent preclusion lists 
to verify that providers and/or prescribers have not been added.

Detection

Audits
• Internal audits, including plan benefit audits, are conducted throughout the year. Input 

from the Chief Compliance Officer, Health Plan Operations, senior management, and 
department managers is used to determine the type and frequency of audits.

• External audits, including financial statement audits, are performed by an outside firm.
• A Statement on Standards for Attestation audit (SSAE 18 Audit) is completed twice a 

year for the self-funded, MEWA and Medicare product lines. This audit tests the internal 
controls of service organizations.

Data Mining Activities
• SummaCare utilizes Healthcare Fraud Shield web-based software to further support the 

FWA program. Healthcare Fraud Shield offers a fully integrated, user-friendly interface 
that highlights cases with a higher risk of potentially fraudulent activity for further 
investigation. It also provides tools to aid in analysis of suspicious claims and billing 
patterns.

• All suspected FWA issues reported by plan employees, members, and/or providers  
are researched and investigated by the FWA Committee.

• All suspected FWA investigations steps may include (depending on the situation  
and allegation) the following:
• Consulting all applicable departments to pull available, relevant and related 

documentation
• Contacting all relevant parties to gather information as needed
• Requesting supporting records from medical providers to validate services.

• FWA trends and concerns reported by local news and/or law enforcement are also 
reviewed and analyzed by the committee to determine if there is any plan impact and 
cause for official investigation. 

• SummaCare commits staff and resources to the organization’s Claims Payment  
Recovery Process. This is the process to ensure the recovery and adjustment of claims 
that have been processed as a result of an FWA complaint.

Alerts
• The FWA Committee researches all applicable fraud alerts issued by regulatory agencies 

to determine plan impact. Agencies include, but are not limited to:
• CMS, OIG, ODM or the Ohio Attorney General 
• NBI MEDIC
• HMPS Memos
• Healthcare Fraud Prevention Partnership (HFPP)
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Correction
When an investigation results in a substantiated instance of FWA, the committee will:

• Implement corrective actions (including member remediation) that remedy the harm 
caused by fraud, waste, abuse or misconduct.

• Provide recommendations for new and/or revised policies/procedures that will help  
prevent future occurrences.

• Report cases to external regulatory authorities, when indicated.

Reporting

Internal Reporting
There are a number of ways to report suspected instances of Fraud, Waste and/or Abuse:

• In Person: The Chief Compliance Officer or any member of the compliance staff.
• Phone: The SummaCare Compliance Hotline (confidential) 330.996.8821 or 

800.361.3908.
• Email: compliance@summacare.com
• Mail:  

SummaCare, Inc.,  
Chief Compliance Officer  
P. O. Box 3620 
Akron, Ohio 44309-3620

• Online: summacare.com/legal-and-privacy. Click on “Report an Issue” to complete  
and submit the confidential form.

External Reporting
The Company follows criteria to drive the escalation and external reporting when  
sufficient grounds exist to consider an investigated activity as being fraudulent, wasteful 
or abusive. These include but are not limited to:

• Suspected, detected or reported criminal, civil, or administrative law violations
• Substantiated evidence of misconduct related to payment or delivery of items or  

services under the Company’s Medicare provider and/or vendor contract
• Allegations that extend beyond the Parts C and D plans, involving multiple health plans, 

multiple states or widespread schemes
• Allegations involving known and substantiated (or discovered/reported) patterns  

of fraud
• Schemes with large financial risks to members/beneficiaries
• Suspected insurance fraud involving a claim greater than or equal to $1,000.00
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Appendix
Definitions

Fraud: Knowingly and willfully executing,  
or attempting to execute, a scheme or 
artifice to defraud any healthcare benefit 
program or to obtain (by means of false  
or fraudulent pretenses, representations  
or promises) any of the money or property 
owned by, or under the custody or control 
of, any healthcare benefit program.

Waste: Overutilization of services or other 
practices that, directly or indirectly, result 
in unnecessary costs to any healthcare 
benefit program. Waste involves a misuse 
of resources.

Abuse: Includes actions that may, directly 
or indirectly, result in: unnecessary costs to 
any healthcare benefit program, improper 
payment, payment for services that fail to 
meet professionally recognized standards 
of care or services that are medically  
unnecessary. Abuse involves payment for 
items or services when there is no legal  
entitlement to that payment and the  
provider has not knowingly and/or  
intentionally misrepresented facts to  
obtain payment. Abuse cannot be  
differentiated categorically from fraud,  
because the distinction between “fraud” 
and “abuse” depends on specific facts  
and circumstances, intent and prior  
knowledge and available evidence,  
among other factors.

CMS: The Centers for Medicare and  
Medicaid Services is the federal agency 
under the Department of Health and  
Human Services responsible for  
administering Medicare and Medicaid  
programs.

FCA: The False Claims Act is a federal  
law that imposes liability on persons and 
companies who defraud governmental 
programs. It is the federal government’s 
primary tool in combating fraud against 
the government.

Healthcare Fraud Shield: Software  
platform designed to assist in the detection 
of suspected FWA billed services, including 
inappropriately billed claims and the  
development of claim edit rules for claim 
processing systems.

HPMS: The Centers for Medicare &  
Medicaid Services’ (CMS) Health Plan  
Management System (HPMS) is a  
web-enabled information system that 
serves a critical role in the ongoing  
operations of the Medicare Advantage  
(MA) and Part D programs.

HFPP: Healthcare Fraud Prevention  
Partnership is a voluntary, public-private 
partnership between the Federal  
Government, state and local government 
agencies, law enforcement, private health 
insurance plans, employer organizations, 
and anti-fraud organizations that seeks  
to identify and reduce fraud, waste, and 
abuse across the healthcare sector.

GSA: The Government Services  
Administration is an independent agency 
of the United States government,  
established to help manage and support 
the basic functioning of federal agencies.

Monitoring: Regular reviews performed  
as part of normal operations to confirm 
ongoing compliance and to ensure that 
corrective actions are undertaken and  
effective.
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NBI MEDIC: National Benefit Integrity 
Medicare Drug Integrity Contractor is an 
organization that CMS has contracted  
with to perform specific program integrity  
functions for Parts C and D and MMPs  
under the Medicare Integrity Program.  
The NBI MEDIC’s primary role is to identify 
potential FWA in Medicare Parts C and D.

Non-Compliance: Failure or refusal to 
act in accordance with the organization’s 
Compliance Program, or other standards 
or procedures or with federal or state laws 
and/or regulations.

Ohio Department of Insurance (ODI):  
Provides consumer protection through  
education and regulation for Ohio’s  
insurers.

OIG: The Office of the Inspector General  
is responsible for audits, evaluations,  
investigations and law enforcement efforts 
relating to DHHS programs and operations, 
including the Medicare program.

Workforce: All full-time and part-time  
staff, temporary employees, board of  
directors, consultants and volunteers.

Vendors: Providers, contracted entities, 
delegated entities and First-tier,  
Downstream and Related Entities (FDRs).

First-tier Entities: Any party that enters 
into a written arrangement, acceptable  
to CMS, with a Medicare Advantage  
Organization or Part D plan sponsor  
or applicant to provide administrative  
services or healthcare services to  
a Medicare-eligible individual under  
the Medicare Advantage program or  
Part D program.

Downstream Entities: Any party that  
enters into a written arrangement,  
acceptable to CMS, with persons or  
entities involved with the Medicare  
Advantage benefit or Part D benefit, below 
the level of the arrangement between  
a Medicare Advantage Organization  
or applicant or a Part D plan sponsor or  
applicant and a First-tier Entity. These  
written arrangements continue down to 
the level of the ultimate provider of both 
health and administrative services.

Related Entities: Any entity that is related 
to a Medicare Advantage Organization  
or Part D sponsor by common ownership 
or control and:
1. Performs some of the Medicare  

Advantage organization or Part D plan 
sponsor’s management functions under 
contract or delegation;

2. Furnishes services to Medicare enrollees 
under an oral or written agreement; or

3. Leases real property or sells materials to 
the Medicare Advantage organization  
or Part D plan sponsor at a cost of more 
than $2,500 during a contract period.

Delegated Entities: Any party, including  
an agent or broker, that enters into an 
agreement with the Qualified Health Plan 
(QHP) issuer to provide administrative 
services or healthcare services to qualified 
individuals, qualified employers or qualified 
employees and their dependents.
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Fraud, Waste  
& Abuse Examples
By Members:
• Allowing someone else to use his/her health insurance/membership identification card 

to receive medical care, medications, supplies or equipment, etc.
• Agreeing to let a healthcare provider bill the plan for services he/she never received
• Misrepresenting a medical condition to obtain services
• Knowingly providing false information (wrong date of birth, address, etc.) on  

enrollment forms

By Providers:
• Billing for medically unnecessary services/procedures
• Not billing according to the American Medical Association (AMA), American Association 

of Professional Coders (AAPC) and/or The Centers for Medicare and Medicaid Services 
(CMS)
• Billing for services not rendered
• Upcoding (using procedure or diagnosis codes that pay at a higher rate) 
• Unbundling of claims
• Routinely submitting duplicate claims

• Receiving kickbacks for referrals

By Workforce Members:
• Misrepresenting facts in order to deny or approve benefits
• Obtaining kickbacks for referrals
• Creating a fictitious provider in order to pay false claims
• Forging a member’s signature for enrollment purposes
• Misrepresenting benefits
• Impersonating a government employee

By Pharmacies:
• Inappropriately billing

• Billing multiple payers for the same prescription 
• Billing for non-existent prescriptions
• Billing for brand drugs when generics are dispensed 
• Billing for an item not dispensed

• Shorting prescription drugs
• Dispensing expired prescription drugs
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