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A consultative forum, convened by HFA on the 6th June addressed two key issues facing the industry, viz., using big data and analytics to prevent medical scheme fraud; and, BUSA’s plans around presenting its approach to NHI at NEDLAC.
Lerato Mosiah, HFA CEO introduced the forum and highlighted HFA’s commitment to thought leadership within the industry, adding that the experts at this forum would help to chart the way forward for HFA.  
In introducing the topic of fraud, Mosiah stated that it is HFA’s intention to initiate an industry approach to collecting and sharing information relating to fraud.
Using BIG DATA for BIG GAINS in preventing MEDICAL SCHEME FRAUD 
Marius Smit, Discovery’s Head of Group Forensic agreed that a collective approach to fraud is the most effective way of investigation and prevention and added that combatting fraud should not be perceived as a competitive issue but rather as a collaborative issue.
Smit went on to explain that the world of fraud management has changed, with big data and AI being the technologies of the day, adding that the fraudsters were becoming more sophisticated and therefore the traditional approach to managing fraud was often no longer effective.
Although there can be no ‘one size fits all’ approach, Smit said that where previously 60%-70% of Discovery’s cases were because of tip-offs and profiling, 80% of their current cases are because of analytics.  He added that while there were many tools available, it is how these tools are used that counts.   
While the types of fraud committed were well known to everyone, Smit cautioned against focussing only on the ‘low hanging fruit’ stressing that the more complex types of fraud also needed to be addressed.  He also cautioned against viewing fraud in a one-dimensional way, saying that if a claim was being examined, i.e. quantity; tariff code; nappi code; provider, etc., it should be looked at not only from the member data set, but also the doctor data set and the hospital data set for instance.  He said that including analysis from unconventional data sets, like social media, could assist in the investigation, adding that Discovery’s research showed that people who are very active on social media platforms such as Twitter are four times more likely to perpetrate some form of fraud.  
Smit said that the figures being reported in the press relating to the extent of fraud were a ‘thumb-suck’ as nobody knows the actual extent of the fraud as it encompasses all types of fraud, wastage and abuse of the system, which includes systemic issues, like over-servicing by providers of healthcare.  

Smit said, however, that from Discovery Health’s point of view, the fraud that they had found had increased from R351 million in 2015 to R570 million in 2017, and in addition, a further R3.7 billion had been saved due to the ‘halo effect’, i.e.  providers knowing that they were being tracked.  He added that if fraud was being managed at an industry level, the halo effect would be exponential and therefore the entire industry would benefit.
Smit reminded the audience that the impact of fraud on contributions is significant and added that an analysis on the impact of Discovery Health not making the recoveries it has, would have resulted in Discovery Health Medical Scheme’s solvency levels dropping to 16% and that premiums would have had to increase by 14% in order to prevent the decrease in solvency.
Smit said that while there some good forensic management assets in the industry, these were being used in a fractured way and added that an evaluation on these various assets should be conducted to build a collective approach adding that Discovery Health had developed several tools which could be used by any scheme or administrator.  This include a case management system, which contains a database of 85 000 investigations.  Another risk rating tool is one which deals with individual practices and which uses 25 metrics for every practice.   The dataset contains all practitioners which all are analysed against these metrics on the risk posed to the scheme/administrator.  When an investigation is instigated, this analysis accompanies it to provide a background and a report to work with.  
Smit also highlighted the advantages of having datasets from different industries, adding that where a person was defrauding their medical aid, the likelihood that that they may also be defrauding their short-term and long-term insurance providers was very high.
Discovery Health also have tools to identify fraud in the allied health and dental fraud, which is a high fraud environment.  
Hospital fraud, he said, is a more complex environment which needs analytics and access to detail to successfully investigate and prevent fraud.
The advantage of the ‘big data’ model is that it opens a new world in terms of questions to ask and ways to investigate.  It also enables geographical information to be brought into claims data analysis. For instance, big data can show all members linked to a particular practitioner or group of practitioners, which would never be the case when looking at an individual set of data.  Google maps also enables us to see where members are situated and even verify that the address in question does in fact belong to the treating practice/facility.
Smit said that Discovery Health and Medscheme were already working together on certain aspects of fraud investigation and prevention and cited numerous examples where combined analyses identified fraud which may not have been picked up when analysing the practice individually. Examples of this include a dietician who claimed for more than 50 hours per day.
Smit commented that intelligence at the benefit design level could also assist in preventing fraud adding that fraudulent providers defrauded benefit options in different ways, depending on the design.
Smit commented that the requirement by schemes to take back a member expelled for defrauding the scheme does not help the situation and that it is an issue which should be taken up as a collective. 
On hospital cash plan fraud, Smit said that a collaboration between Discovery Health and insurance providers offering these products found that the average admission rate for cash plan members is up to five times higher than the average scheme member and that hospital stays are 40-60% longer.  This type of fraud impacts the medical scheme, the insurance provider as well as the employer.  He added that this was an area where the industry could effortlessly collaborate effectively.
On the way forward, Smit believes that as an industry we could easily come up with a mechanism to identify five or six big cases each year and work as an industry to make sure these cases are taken to the criminal justice system. In this way, costs would be shared, and industry processes could be developed.  He suggested that high profile cases should be chosen and publicised as an industry adding that after a few years there would be a pipeline of cases having gone through the courts and the criticism that schemes don’t deal with fraud harshly enough would abated.
Smit also suggested that while evaluation of a practice is not legally the responsibility of a scheme, it is a moral responsibility to ensure the quality of the practice/facility which members were accessing.  He suggested that the capacity to evaluate practices could be built into the industry as a collective. 
CASE STUDIES:
Smit highlighted several case studies which identified some of the ways in which schemes were being defrauded:
1. A tip-off led to an analysis to identify template billing (same combination of codes for each patient) and unbundling within a practice. The ICD codes billed did not correlate with the procedure undertaken.  The doctor in question repaid R2.8m.  Smit commented that many providers claimed for PMBs through ICD10 codes even when they were not PMBs, adding that the advantage of having a proper repository of information meant that there is a history and thus billing errors can’t be blamed for fraud.  The learning from this case was to produce benchmarks and spike reports on ICD 10 codes.

2. A false claim submitted by an Ocularist identified that all patients were from a different area and were miners, with the cost per encounter of R15 500 as opposed to a national average of R2 700.  In this instance the members received some money but the practitioner got most of it.  Through routine health checks conducted at the mines, Discovery Health could ascertain that these miners did not have false eyes. A similar situation occurred with hearing aids which found 18 members who had received cash.  An AOD was signed for R350 000 and the 18 employers were dismissed after disciplinary hearing.  These cases served as an example for the rest of the employees.

3. A billing company for a Clinical technologist was found to be billing at 200% for PMB cases.  Discovery Health identified 4 practices whose billing companies were the same. The practitioners in question did not know that their billing company was billing for inflated claims. Discovery Health recovered R6.3m on these four practices.  Smit said that billing companies are un-regulated, and it is not always easy to identify whether claims are coming from the same billing company adding that this type of investigation could also be done as an industry.
Smit concluded by stating that it was important to discuss these issues with regulators and others as fraud negatively affected the entire industry.
Lerato Mosiah said that HFA was willing and able to coordinate the industry platform and that the HFA would craft and communicate a plan of action so that the industry could demonstrate its collective commitment to fraud prevention by October 2018 when there is an HFA Summit on Fraud, Waste and Abuse planned.
HFA and BUSA:  STRATEGIC IMPERATIVES for the FUTURE of the PRIVATE HEALTH FUNDING SECTOR
The second item on the Consultative Forum agenda dealt with HFA/BUSA’s engagement on the NHI White Paper.
Dr Laurraine Lotter, who heads up the business engagement on the NHI project, said that the BUSA White Paper submission would be tabled at NEDLAC which had an NHI Task Team that would present to Cabinet on the issue. 
HFA’s involvement in the process stems from its membership and partnership with BUSA. HFA is represented on the BUSA’s NHI Working Group which is tasked with providing input on the NHI White Paper into the NEDLAC NHI Task Team.
Dr Lotter explained that NEDLAC has four constituencies, i.e. government; labour (unions excluding SAFTU; community (youth, environmental, women’s groups etc); and, business (through BUSA).
She said that in the case of something like NHI there is interest from community constituency as well as the other three constituencies. The Community constituency have strong ideas on what NHI should look like and there are synergies with the business constituency but added that labour had a different approach to NHI.
Lotter stated that although there was already a White Paper, there were many aspects like, principles; financing; provision; governance; and, regulation that needed to be addressed. 
She added that the DoH had established seven committees made up of individuals with technical expertise, but that labour had opposed that approach as they wanted the committees to be representative in nature. As a result, these committees are not yet operational. 
Lotter continued, saying that the outcome of BUSA’s work in NEDLAC will be fed into those committees.  
On the Medical Schemes Amendment Bill, Lotter suggested that, since this Bill was being twinned with the NHI Bill, it should also be brought to NEDLAC so that it can be dealt with in the same way as the NHI Bill. 
Lotter went on to highlight some of the principles within the White Paper which BUSA was concerned about. One of these was the issue of the Constitutional right to healthcare.  Lotter suggested that, although the right to health was enshrined in the Bill of Rights, it didn’t follow that it had to be free and that it had to be provided by the public sector, adding that healthcare is not a public good in the same way as water is. The state is the custodian of all the water in the country as with mining rights, fisheries, etc., but healthcare cannot be put in the same class as these types of goods.  She said that BUSA believes in UHC but cannot support that the state alone provides this.
On the issue of costs, Lotter stated that without knowing what is included in NHI, it is impossible to do a costing.  She said that the premise of the white paper seems to be that if the total sum of money in the system is combined then that would be sufficient.  She added, however, that much of the money does not belong to the State.  Taking subsidies away, for example, would equate to expropriation of employee rights without consultation.  Part of BUSA’s task, she said, was to make these points clear to Labour.  
Lotter said that the amendments to the Acts such as the Occupational Diseases Act; Injury on Duty Act; UIF; and, RAF are problematic as these protect people’s future liabilities.
By way of demonstrating BUSA’s concerns, Lotter cited the example of the time it takes for new drugs to be registered, saying that this hampers the ability to have an export market.  She added that government should not be involved in prescribing technology but should rather prescribe outcomes so that innovation can thrive.
In conclusion, Lotter suggested that Government should partner with BUSA in ushering in UHC and said the private sector could demonstrate its abilities by partnering with the public sector where there were gaps, such as the oncology crisis in KZN.  
She added that BUSA would be requesting for an anti-corruption initiative such as the proposed industry fraud initiative, once the BUSA anti-corruption pledge had been signed as part of the job summit later this year.

Ends.






HFA Consultative Forum – 6 June 2018

image1.jpeg
HEALTH FUNDERS




