
Group insurance 
fraud and abuse
C O N S E Q U E N C E S  A N D  S O L U T I O N S



$3 billion 
That’s what 

healthcare fraud  
and abuse  

cost insurers  
every year* 

* Canadian Life and Health Insurance Association
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F R A U D ,  A B U S E  A N D  W A S T E : 
W H A T ’ S  T H E  D I F F E R E N C E ?

•	 Waste is normally unintentional—often the 
result of an administrative error or missing 
documentation. It isn’t illegal or unethical,  
but it is time consuming and it makes the  
claims process much longer. 
Example: A plan member submits a claim for  
orthotics but the dates on the invoice show that 
they were made after the plan member got them.

•	 Abuse is more difficult to identify and often  
stems from a sense of entitlement rather than 
criminal intent. It’s usually not illegal but it is 
highly unethical. 
Example: A plan member submits a claim for  
six pairs of compression stockings every year just 
because their group insurance plan covers them  
—not because they really need them.

•	 Fraud is deliberate deception for financial gain  
at the expense of a group insurance plan.  
It is illegal. 
Example: A plan member knowingly falsifies a claim,  
or a healthcare provider lies about services or  
products provided.

Financial  
losses  
caused  
by fraud  
and abuse  
raise group 
insurance  
plan costs

That’s why it’s in everyone’s best 
interests to fight these harmful 
practices together.

Waste

Low
 $

High
 $

Administrative 
errors

Falsification of 
documents

Accident Entitlement Criminal act

Abuse Fraud

Unnecessary 
products or 
services
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F R A U D  C O M M I T T E D  
B Y  T H E  P L A N  M E M B E R

During a random audit of an online claim, we asked  
a plan member to send us the receipt for fees  
she had claimed. Instead of sending us the receipt,  
she sent us a cheque for the amount she had been 
reimbursed. Upon further investigation, we found 
that she had submitted a similar online claim for  
her son. We contacted the healthcare professional, 
who confirmed that they had not provided the 
service to either of them. 

F R A U D  C O M M I T T E D  
B Y  T H E  H E A LT H C A R E  P R O V I D E R 
A N D  P L A N  M E M B E R

Our team received an anonymous tip that a clinic 
was working with several plan members to defraud 
their group insurance plan. The healthcare provider 
encouraged plan members to choose items from 
a selection of new clothes, shoes and designer bags. 
The healthcare provider then issued receipts for 
products that were covered by the plan members’ 
plan but never provided. When the plan members 
got their reimbursements, they went back to the 
clinic and used the money to pay for the items  
the clinic had set aside for them. 

Fraud is a  
criminal act — 
Real case studies 
There are three types of healthcare 
fraud. Here are real life examples 
of each type:

F R A U D  C O M M I T T E D  
B Y  A  H E A LT H C A R E  P R O V I D E R 

While conducting an audit, we discovered that a plan 
member had submitted claims for drugs prescribed 
by several different doctors. We contacted each 
doctor, and they all confirmed that they had not 
prescribed the drugs for the plan member. The plan 
member, who was a practicing pharmacist, had been 
submitting false electronic claims using the doctors’ 
identification numbers.
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Our team monitors all claims for red flags 
and randomly audits online claims. A red flag 
is a sign that there might be a problem.  
Here are some examples:

•	 An invoice with a modified date

•	 All family members claiming the same  
products or services

•	 A history of frequent or high-value claims

•	 Many plan members in one group using  
the same healthcare provider or trends

•	 A plan member consulting multiple healthcare 
providers or buying drugs at numerous 
pharmacies

•	 Vague answers to questions from plan  
members and/or healthcare providers

What we’re  
doing to protect  
your group  
insurance plan
We’re committed to fighting fraud and abuse.  
We carefully assess each claim before issuing  
a reimbursement. We then follow up to look  
for suspicious trends and behaviours.  
We make sure that:

•	 Your group insurance plan only pays for  
services and products actually provided

•	 The healthcare provider who provided  
them is authorized to do so

•	 The plan member is eligible for the coverage

•	 The price paid was reasonable

•	 The products or services were  
medically necessary

O U R  P R O C E S S  F O R  P R E V E N T I N G  
A N D   D E T E C T I N G  F R A U D  A N D  A B U S E

Diagram showing the verification process followed when claims are submitted. We see the 5 
different ways claims can be submitted – by payment card, a paper form, online, by mobile 
app and via an authorized healthcare provider. A text box shows the audit process that takes 
place before payments are made:

•	 Drug/product utilization review

•	 Audits on claims with red flags

•	 Check against our provider watch list and delisted providers

Then we see the verification process carried out through our claim payment systems:

•	 Report analysis, especially for specific drugs and dental care

•	 Next-day audits for drugs and dental care

•	 Profiling and on-site pharmacy audits

•	 Analysis of consumer reports

•	 Random and targeted online claims submitted through the provider or mobile app

•	 Recovery of overpayments

•	 Collections and legal proceedings

•	 Investigation service

Audit before payment

•	 Drug/product utilization review

•	 Auditing claims (red flags)

•	 Lists of questionable (watch list)  
and delisted providers

Audit after payment

•	 Report analysis, especially for specific 
drugs and dental care categories

•	 Next-day audits (drugs and dental care)

•	 Profiling and on-site pharmacy audits

•	 Analysis of consumer reports

•	 Random and targeted online claims 
submitted through the provider  
or mobile app

•	 Recovery of overpayments

•	 Collections and legal proceedings

•	 Investigation service

Claim 
payment 
systems

Payment card

Paper form

Online 
(plan members)

Mobile  
application

Online  
(providers)
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What you can do  
to help
Combatting fraud and abuse is 
a team effort and you play a key 
role. While we’re closely monitoring  
claims, you can encourage plan 
members to be more vigilant.  
Here are some ideas.

A D A P T  Y O U R  G R O U P  
I N S U R A N C E  P L A N

You can incorporate no-cost features into your 
group insurance plan to reduce the likelihood  
of fraud and abuse: 

R A I S E  A W A R E N E S S  A N D 
E N C O U R A G E  P L A N  M E M B E R S  
T O  W O R K  T O G E T H E R

Most people know that fraud is illegal. But not 
everyone knows that healthcare providers can  
commit fraud—or how they do it. And there are 
different opinions about abuse. Many plan members 
don’t understand the financial consequences 
of claiming all their yearly allotted benefits for 
non‑medically necessary services or products. 

That’s why it’s important to raise awareness about 
fraud and abuse. If plan members know about 
the negative effects, they’ll be more likely to help. 

Health Spending Account (HSA) 
Plan members can use the amount allocated to them  
as they see fit. Flexibility for them; cost containment  
for you.

Deductibles and co-payments 
Plan members share the costs, encouraging them  
to control their spending.

Active pharmacy* 
Controls expenses by encouraging the use of equally 
effective, lower-cost drugs.

* Not available in Quebec

Create an anti-fraud/abuse culture and 
let plan members know how they can help 
protect their group insurance plan.  
Remind them that they have to:

•	 Protect their personal information  
(e.g., plan booklet and certificate number)

•	 Only submit claims AFTER they’ve  
received and paid for the service  
or product

•	 Check their bills and group insurance 
statements to make sure they’re accurate

•	 Make sure they understand what their 
group insurance plan covers and what  
it does not

•	 Learn more about recommended services 
and products, and make sure they’re 
medically necessary

•	 Report fraud

For more information,  
plan members can visit  
desjardinslifeinsurance.com/fraud

http://desjardinslifeinsurance.com/fraud


Two ways to report fraud anonymously

•	 Write to anti-fraud@dfs.ca

•	 Call us toll-free at 1-866-692-7227

http://anti-fraud@dfs.ca
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Desjardins Insurance refers to Desjardins  
Financial Security Life Assurance Company. 
200, rue des Commandeurs 
Lévis (QC) G6V 6R2 / 1-866-647-5013

TM �The heart and / Icon on its own and the heart 
and / Icon followed by another icon or words are 
trademarks of the Heart and Stroke Foundation 
of Canada used under license.

�Vancouver 
604-718-4410 
1-800-667-6267

�Winnipeg 
204-989-4350 
1-888-942-3383

�Montreal 
514-285-7880 
1-800-363-3072

�Halifax 
902-466-8881 
1-800-567-8881

�Calgary 
403-216-5800 
1-800-661-8666

�Toronto 
416-926-2662 
1-800-263-9641

�Quebec City 
418-838-7800 
1-877-828-7800

�St. John’s 
1-800-567-8881

�Edmonton 
780-822-2293 

�Ottawa 
613-224-3121 
1-888-428-2485

Look to the future with confidence
Choose Desjardins Insurance
Choose the strength and stability of a company specialized in life and health 
insurance and retirement savings that over five million Canadians count on each 
day to ensure their financial security. Backed by over a century of experience, 
it is also one of the country’s leading life insurers.

Choose Desjardins Group, the leading cooperative financial group in Canada and 
one of the country’s best capitalized financial institutions. Desjardins Group enjoys 
excellent credit ratings comparable to those of several major Canadian and international 
banks and is recognized as one of the most solid financial institutions in the world.

Choose an organization that encourages its members and clients to make 
healthy lifestyle choices for good physical, mental and financial health. 
Desjardins Group promotes these values through partnerships with groups 
such as the Heart & Stroke Foundation and the Canadian Cancer Society. 

desjardinslifeinsurance.com

http://desjardinslifeinsurance.com



