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Special Investigations Unit 
The Special Investigations Unit (SIU) of CareFirst BlueCross BlueShield and CareFirst BlueChoice, Inc. 
(CareFirst), and its affiliates and subsidiaries, is the in-house, dedicated unit responsible for coordinating 
the detection, investigation, referral and prevention of suspected fraud, waste and abuse (FWA). The 
resolution of these issues is consistent with CareFirst’s mission: to provide affordable and accessible 
healthcare to its members. 

The SIU strives to protect CareFirst members, providers, vendors, and assets from FWA-caused harm. To 
accomplish its goals, the SIU may pursue a wide array of strategies, which may range from educational 
activities to financial recovery of improperly paid Company funds to termination of network providers. In 
certain instances, the SIU may engage, work with, and support local or federal law enforcement. 

The SIU’s anti-fraud activities are both proactive and reactive. Cases are derived from a variety of internal 
and external sources, such as tips, calls to the anonymous anti-fraud hotline, referrals from internal 
departments or external agencies, and leads generated from profile analysis of data stored in internal 
operating and claims processing systems. Case resolution results in education opportunities, changes in 
internal policies, processes, practices, or procedures, recovered savings, referrals to law enforcement for 
criminal investigations and/or civil recovery of assets, termination of providers from CareFirst networks, 
and/or administrative referrals to applicable professional boards.  

Fraud, Waste and Abuse 
Our members and providers play an important role in helping us identify and combat fraud, waste and 
abuse. CareFirst’s definitions of fraud, waste and abuse include: 

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 

The expenditure, consumption, mismanagement, use of resources, practice of inefficient or ineffective 
procedures, systems and/or controls to the detriment or potential detriment of entities. Waste is 
generally not considered to be caused by deliberate misconduct but rather by the misuse of resources. 

Abuse 

Actions that may, directly or indirectly, result in unnecessary costs, improper payment, payment for 
services that fail to meet professionally recognized standards of care, or services that are medically 
unnecessary, without knowingly and/or intentionally misrepresenting facts to obtain payment. Deliberate 
ignorance or reckless disregard of rules and procedures may be considered fraud.  

If you suspect fraud, waste and/or abuse, call our hotline at 800-336-4522. You may also email us at 
SIU@carefirst.com. 

Claims Reviews 

mailto:SIU@carefirst.com
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CareFirst’s SIU is comprised of experienced healthcare professionals with expertise in clinical, financial, 
revenue cycle, health information management and coding specializations, and the unit works with 
various other functions within CareFirst to coordinate a comprehensive approach to the claims review 
process.  

 Flagged claims review: CareFirst may review claims flagged as at risk for fraud, waste and abuse
prior to payment. We look for easily identifiable errors and services claimed for payment that are
not covered in a customer’s benefit package.

 Pre-payment review: As a result of a post-payment audit or investigation, a provider may be
required to submit all or selected claims with supporting clinical records for review before claims
are paid. This review is to determine appropriateness of services billed and/or the medical
necessity of the services reported.

 Post-payment review: The SIU may perform a review after claims are paid to determine
appropriateness of claim coding, services billed and medical necessity.

During the review process, CareFirst examines clinical records to ensure they appropriately support the 
services billed on the claim. Documentation and services must meet contractual and individual provider 
licensing requirements, as well as be medically necessary, appropriate and covered by the member’s 
benefit plan. This includes, but is not limited to, compliance with the Medical Record Documentation 
Standards Policy and compliance with national coding and billing standards (CPT®, HCPCS, CDT, ICD-10). 
Records that contain cloned documentation, conflicting information or other such irregularities may be 
disallowed for reimbursement. 

Post-Payment Investigations and Audits 
When a potential fraud, waste and abuse problem is identified or reported, CareFirst’s SIU performs an 
investigation which may include obtaining clinical records for review against provider claim submissions, 
performing an onsite visit at the provider’s office, a facility or other locations where clinical records are 
stored, and interviews of members, providers and their staff. Once complete, CareFirst notifies the 
provider of the findings. The provider may then be asked to perform a self-audit of clinical records and 
claims not previously subject to review.  

Additionally, CareFirst’s SIU educates the provider on proper coding and billing practices and expects the 
provider to adhere to such practices on any future billings. CareFirst may also require the provider to 
comply with pre-payment claims review until appropriate billing practices are demonstrated.  

If potential fraud is detected, CareFirst’s SIU refers the issue to the appropriate law enforcement and/or 
regulatory agency. If necessary, the SIU will work with CareFirst’s Provider Contracting department to 
terminate providers from the CareFirst networks.  

Retroactive Denials and Overpayment Recovery 
CareFirst’s SIU will, to the extent allowed by law and the provider contract, deny claims and collect 
overpayments through a future offset of payments when appropriate. Situations giving rise to such 
denials, recoveries and/or offsets may include a provider’s failure to supply requested records, 
identification of improperly coded or billed claims or other identified fraud, waste and abuse. Providers 
will be notified in advance of the SIU’s intent to conduct such recovery and will be provided an 
opportunity to provide supplemental information regarding the underlying claims related to the SIUs 
decision.  

https://provider.carefirst.com/carefirst-resources/provider/pdf/medical-record-documentation-standards-bok5129.pdf
https://provider.carefirst.com/carefirst-resources/provider/pdf/medical-record-documentation-standards-bok5129.pdf
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