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Abstract 

In the United States, a significant challenge confronting the healthcare system is healthcare fraud and abuse. Not 
surprisingly, there is a critical interrelationship between healthcare fraud and health disparities. Disparities in 
healthcare are exacerbated as fraudulent practices routinely target vulnerable and medically underserved beneficiaries. 
Consequently, this perpetuates a cycle of inequality, where minority and underserved communities are continuously 
disadvantaged, reinforcing the systemic barriers they face in accessing quality healthcare.  

This study employed the PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) systematic 
review approach to assess the impact of healthcare fraud on racial disparities in health Outcomes in the United States. 
A thematic analysis of seven research studies published from 2016 to date was done after filtering out 94 initial studies. 

The review revealed that healthcare fraud exacerbates disparities through resource diversion, trust erosion, quality 
degradation, and access barriers. It targets vulnerable populations, causing financial exploitation and heightened health 
disparities, while negatively impacting chronic disease management, preventive care, mental health, and overall 
mortality and morbidity among racial minorities. It was therefore concluded that healthcare fraud not only imposes a 
significant financial burden but also profoundly impacts the quality and accessibility of care for racial minorities, 
thereby exacerbating existing health disparities. Addressing these fraudulent practices is crucial for promoting health 
equity and ensuring that all populations receive the necessary, high-quality medical care they deserve. Effective 
interventions to combat healthcare fraud and mitigate its effects on racial disparities are essential for improving health 
outcomes and fostering a more equitable healthcare system in the United States. 
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1. Introduction

The health sector is a dynamic system composed of complex interactions between patients, providers, payers, suppliers, 
and policymakers. While essential for comprehensive healthcare delivery, this complexity also renders the system 
particularly vulnerable to fraudulent activities (Glynn, 2022; Liji, 2022). Federal Bureau of Investigation (FBI) describes 
healthcare fraud as an illegal act committed by medical providers, patients or others who intentionally deceive the 
healthcare system to receive unlawful benefits or payments(Federal Bureau of Investigation, n.d.). It encompasses not 
only illegal actions but also those that are unethical. These corrupt practices, whether overtly criminal or subtly 
unethical, weaken the integrity of health systems and foster widespread distrust among stakeholders (Davies et al., 
2024). Fraud appears to plague countries regardless of their income status. In the United States, for example, where 
significant resources are devoted to health care and automated payments are typically made to reimburse various types 
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of insurance, fraud is well documented in the case of the national Medicaid and Medicare programs(National Academies 
of Sciences et al., 2018). Commonly, healthcare fraud involves deceptive practices such as billing for non-existent 
services, unnecessary treatments, and falsification of patient records (Liji, 2022). Such fraudulent activities have far-
reaching implications, especially for racial minorities who already face systemic inequities in healthcare access and 
outcomes.  

A significant challenge confronting the healthcare system in the United States is the substantial prevalence of healthcare 
fraud and abuse. The National Health Care Anti-Fraud Association (NHCAA) indicates that losses due to healthcare fraud 
are estimated to be in the tens of billions of dollars annually, accounting for approximately 3%-10% of annual U.S. 
healthcare expenditures(Lavelle & Helms, 2022). With the Centers for Medicare and Medicaid Services projecting 
national healthcare expenditures to reach $4.5 trillion in 2022, this translates to an estimated loss of taxpayer dollars 
ranging from $135 billion to $450 billion in a single year(Centers for Medicare & Medicaid Services, 2023).  

Beyond the financial implications, victims of healthcare fraud and abuse also endure significant non-monetary 
repercussions. Nicholas et al. (2020) revealed that 46% of physicians excluded from federal healthcare insurance 
programs were excluded primarily for actions that compromised patient health or safety. These fraudulent activities 
often include billing Medicare for unnecessary or unsanctioned services, directly jeopardising patient well-
being(Herland et al., 2020). For instance, some fraud cases have had dire consequences, including patient deaths due to 
untrained workers misreading radiographs and failing to detect lethal conditions. Other egregious instances involve the 
illicit distribution of opioids and the provision of unsafe or counterfeit medications, both of which pose severe risks to 
patients. Additionally, some healthcare providers have performed lucrative but medically contraindicated procedures, 
prioritising financial gain over patient safety(Thaifur et al., 2021). These practices endanger individuals' immediate 
health and contribute to a broader erosion of trust in the healthcare system. When patients cannot trust that medical 
necessity rather than financial incentives guide their care, they may be less likely to seek timely and necessary medical 
attention. This erosion of trust is particularly harmful in underserved communities, where access to reliable healthcare 
is already limited. 

Not surprisingly, there is a critical interrelationship between healthcare fraud and health disparities(Dyer, 2024; Lavelle 
& Helms, 2022; Nicholas et al., 2020). Disparities in healthcare are exacerbated as vulnerable and medically underserved 
beneficiaries are routinely targeted by fraudulent practices, leading to substandard, medically unnecessary, and even 
harmful care (Lavelle & Helms, 2022). The Johns Hopkins Bloomberg School of Public Health analyzed providers 
excluded from Medicare for fraud and abuse and found that the patients they treated before being banned were 
disproportionately minorities, disabled individuals, and those dually enrolled in Medicaid for supplementary financial 
assistance in healthcare(Johns Hopkins Bloomberg School of Public Health, 2019). This targeting of already 
marginalized groups means that these individuals are more likely to receive inadequate and unsafe medical 
interventions, further entrenching health disparities. Healthcare fraud not only strips vital resources from legitimate 
care but also subjects these vulnerable populations to unethical medical practices that can worsen their health outcomes 
(Ajayi O.O et al., 2024). Consequently, this perpetuates a cycle of inequality, where minority and underserved 
communities are continuously disadvantaged, reinforcing the systemic barriers they face in accessing quality 
healthcare.  

Against this backdrop, this study aimed to assess the impact of healthcare fraud on racial disparities in health outcomes 
in the United States using a systematic review approach. 

2. Common Types of Health Care Fraud 

Fraudulent practices come in different forms – some relate to actions taken by a patient, doctors, physicians, and other 
medical specialists, and others could be incidents where health providers and related entities commit fraud or partake 
in corruption to draw more profit(Federal Bureau of Investigation, n.d.).  

2.1. Fraud Committed by Medical Providers 

Healthcare fraud by medical providers encompasses several deceptive practices that significantly strain the healthcare 
system and exacerbate existing disparities. Double billing, one prevalent form of fraud, involves submitting multiple 
claims for the same service. This not only inflates healthcare costs but also diverts essential resources away from 
necessary patient care, disproportionately impacting already underserved communities. According to a report by the 
U.S. Department of Health and Human Services (HHS), double billing can lead to financial losses amounting to billions 
of dollars annually, reducing the funds available for legitimate healthcare services. This financial strain particularly 
affects minority populations who rely heavily on public healthcare programs that are vulnerable to such fraudulent 
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activities. As a result, double billing not only increases healthcare expenditures but also limits access to quality care for 
disadvantaged groups. 

Phantom billing, another common fraudulent practice, involves billing for services, visits, or supplies that the patient 
never received. This type of fraud is especially insidious as it involves outright fabrication, leading to significant financial 
losses without providing any actual medical benefit. Studies indicate that phantom billing is a widespread issue, with 
estimates suggesting it accounts for a substantial portion of the overall fraud detected in healthcare systems(Leap, 
2011). Unbundling and upcoding are also significant issues, with unbundling referring to the practice of submitting 
multiple bills for a single service and upcoding involving billing for more expensive services than those provided. Both 
practices artificially inflate medical costs and can result in patients being overcharged or receiving unnecessary 
treatments. Coustasse et al. (2021) found that upcoding is particularly prevalent in procedures that are difficult to verify, 
such as consultations and diagnostic tests. Collectively, these fraudulent activities not only undermine the financial 
integrity of healthcare systems but also exacerbate health inequities by disproportionately affecting vulnerable 
populations who are more likely to be targeted by such unethical practices. Addressing these forms of fraud is crucial 
for ensuring equitable access to healthcare and maintaining the integrity of medical billing practices. 

2.2. Fraud Committed by Patients and Other Individuals 

Bogus marketing in healthcare fraud typically involves deceptive practices where individuals are persuaded to divulge 
their health insurance identification and other personal details under the guise of enrolling in non-existent health 
benefits or services(Federal Bureau of Investigation, n.d.). This form of deceit not only leads to billing for services that 
are never rendered but also facilitates identity theft and the creation of fraudulent accounts. Such practices can have 
far-reaching consequences, including significant financial losses for both insurers and patients and can undermine the 
integrity of health systems. A prevalent consequence of bogus marketing is the erosion of trust between patients and 
legitimate healthcare providers and insurers. This breach of trust makes patients wary of sharing necessary personal 
information, which can hinder their access to timely and appropriate medical care. 

Identity theft and identity swapping in healthcare involve using another person's health insurance details or allowing 
another person to use one's insurance. This type of fraud can lead to incorrect medical records, which in turn can result 
in improper treatment, endangering patients' health. For instance, if a medical record is corrupted with inaccurate 
health data, it can lead to misdiagnoses and inappropriate medical decisions. Similarly, impersonating a healthcare 
professional poses significant risks as unlicensed individuals providing or billing for medical services likely lack the 
necessary qualifications and oversight. This not only results in substandard care but also increases the risk of medical 
errors. These forms of healthcare fraud underscore the critical need for rigorous verification processes within 
healthcare systems to safeguard personal and medical information, ensuring that healthcare services are provided by 
qualified professionals and billed appropriately. Addressing these issues is crucial for maintaining the integrity of 
medical records and ensuring patient safety. 

2.3. Fraud Involving Prescriptions 

Prescription fraud remains a critical area of concern due to its widespread implications on patient safety and healthcare 
costs(Liji, 2022).. Prescription fraud can take several forms, each presenting unique challenges to the healthcare system. 
One prevalent method is forgery, which involves using forged prescriptions to acquire medications illegitimately. This 
type of fraud not only leads to financial losses for healthcare providers but also poses severe risks to public health, as 
individuals may consume medications without proper medical supervision or for non-medical reasons. 

Another significant aspect of prescription fraud is diversion, where legally prescribed medications are diverted for 
illegal uses, such as selling or misuse(Liji, 2022). This practice not only depletes healthcare resources but also 
contributes to the opioid crisis by increasing the availability of controlled substances in the community. Additionally, 
the tactic of doctor shopping involves patients visiting multiple providers to obtain prescriptions for controlled 
substances, often without the knowledge of the healthcare providers. This is frequently associated with medical offices 
that engage in unethical practices, thereby compounding the challenges in combating this form of fraud. Addressing 
these issues requires robust regulatory frameworks, thorough monitoring systems, and increased awareness among 
healthcare providers to ensure prescriptions are dispensed and used appropriately, safeguarding both individual and 
public health. 

3. Method 

This study aims to provide a comprehensive overview of the impact of healthcare fraud on racial disparities in health 
outcomes in the United States. The current review applied the Preferred Reporting Items for Systematic Reviews and 
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Meta-Analyses (PRISMA) framework to achieve this aim. PRISMA supports comprehensive, transparent, and complete 
reporting of systematic reviews, facilitating effective decision-making (PRISMA prisma-statement.org). The PRISMA 
2020 guidelines include detailed reporting on the abstract, introduction, method, results, and conclusion. The following 
outlines the adapted PRISMA guideline for this current review: 

3.1. Stage 1: Planning Stage 

In this phase, the research objectives were formulated to address the specific question of how healthcare fraud impacts 
racial disparities in health outcomes in the United States. Keywords and inclusion/exclusion criteria were defined to 
identify relevant literature. The primary keywords included "healthcare fraud," "racial disparities," "health outcomes," 
"United States," and "systemic barriers" Inclusion criteria were set to include studies focusing on healthcare fraud's 
impact on minority groups within the U.S. healthcare system, while exclusion criteria ruled out studies that did not 
directly address these impacts or were conducted outside the U.S. 

3.2. Stage 2: Conducting the Review Stage 

The review was conducted in May 2024. A thorough literature search revealed 94 initial results, which were narrowed 
down to 61 after removing duplicates, as highlighted in Figure 1. The sources were identified from peer-reviewed 
publications, conference papers, and academic journals. Searches for relevant articles were conducted using search 
boxes in  PubMed, Google Scholar and Science direct. Using a carefully curated set of keywords, the search focused on 
retrieving relevant articles with terms such as: "healthcare fraud" OR "medical fraud" AND ("racial disparities" OR 
"racial inequities" OR "racial inequalities") AND ("health outcomes" OR "patient outcomes") AND "United States" AND 
("resource diversion" OR "trust erosion" OR "quality of care degradation" OR "access barriers" OR "systemic barriers"). 

To maintain relevance and focus, articles were filtered to include only those published between January 2016 and May 
2024, resulting in 41 articles. These articles were then assessed against predefined category formulation criteria, 
reducing the number of relevant articles to 19. Further screening of titles, abstracts, and keywords against exclusion 
criteria narrowed the selection to six articles. These final articles provided a focused and detailed understanding of how 
healthcare fraud exacerbates racial disparities in health outcomes in the United States. 

 

Figure 1 PRISMA 2020 protocol adapted for this study 
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Stage 3 (Reporting): The concluding phase of this study meticulously examines six selected articles, employing 
descriptive techniques such as explanation building and pattern matching. The primary focus is on categorizing the 
literature into specific themes pertinent to how healthcare fraud exacerbates racial disparities in health outcomes in 
the United States. This involves a systematic four-step process: identifying the mechanisms by which healthcare fraud 
impacts racial disparities (such as resource diversion, trust erosion, quality of care degradation, and access barriers), 
thematically categorizing these findings, cross-referencing with existing review studies for consistency, and refining the 
themes. This synthesis provides a nuanced understanding of the relationship between healthcare fraud and racial 
disparities, highlighting the disproportionate impact on vulnerable populations and contributing valuable insights into 
areas requiring intervention to combat fraud and promote health equity. Table 1 presents a summary of the PRISMA 
checklist, ensuring transparency and adherence to rigorous review methodology. 

Table 1 Summary of PRISMA Checklist  

Methods Approach 

Eligibility 
criteria 

 "healthcare fraud" OR "medical fraud" AND ("racial disparities" OR "racial inequities" OR "racial 
inequalities") AND ("health outcomes" OR "patient outcomes") AND "United States" AND ("resource 
diversion" OR "trust erosion" OR "quality of care degradation" OR "access barriers" OR "systemic 
barriers") 

Information 
sources 

Google Scholar, Taylor & Francis Online, Elsevier, Emerald and ResearchGate.  

Search 
strategy 

Exclusion criteria: include peer review articles, conference papers, academic papers in the English 
language and a search time frame of 2014– 2024 

Selection 
process 

Two reviewers screened the outcomes of the publications retrieved. The abstracts of the retrieved 
articles were reviewed manually. They worked independently and combined their findings 

Data 
collection 
process 

Data from the publications were collected by manually reviewing the publications spreadsheet for 
the research strategy, methods, keywords, and themes on communication practices or strategy. 

Data items A list of all outcomes for which data were sought was recorded in a table in terms of communication 
strategy or practices in the construction industry.  

Study risk of 
bias 
assessment 

Two (2) reviewers reviewed the outcomes of the study and worked independently before combining 
and contrasting the outcomes of the findings. This process was used to eliminate bias 

Synthesis 
methods 

 Themes obtained were generated for discussion. 
 

Certainty 
assessment 

The assessment certainty was measured through comparatives with previous studies in the field and 
contribution to knowledge 

Source; Authors Construct  

4. Results  

Table 2 Overview of Included Studies 

Themes Related Concepts Sources 

Mechanisms Through Which 
Healthcare Fraud Causes 
Disparity 

Resource Diversion, Trust Erosion, Quality of 
Care Degradation and Access Barriers 

Copeland (2023) , Mahajan et al. 
(2021) 

Impact of Healthcare Fraud on 
Racial Minorities 

Targeting of Vulnerable Populations, Financial 
Exploitation and Increased Health Disparities 

Miller-Kleinhenz et al. (2021), 
Rozenbaum et al. (2021), Wiltshire 
et al. (2016) 
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Health Outcomes Affected by 
Healthcare Fraud 

Chronic Disease Management, Preventive 
Care, Mental Health and Overall Mortality and 
Morbidity 

Kim et al. (2018) , Splan et al. ( 
2021) 

5. Discussion 

5.1.  Mechanisms Through Which Healthcare Fraud Causes Disparity 

Healthcare fraud significantly exacerbates racial disparities in health outcomes in the United States. These disparities, 
already deeply rooted in historical and systemic inequities, are further widened through various fraud mechanisms.  
One of the primary ways healthcare fraud exacerbates disparities is through the diversion of resources. When 
fraudulent claims are made, whether for non-existent services or inflated costs, funds that should have been allocated 
to legitimate healthcare services are misappropriated. This misallocation disproportionately affects minority 
communities, which often already face underfunded healthcare systems. For instance, a National Academies of Sciences, 
Engineering, and Medicine (2018) highlighted that medical fraud siphons off substantial financial resources, leading to 
reduced availability of necessary medical services, particularly in marginalised communities. In urban areas with 
significant minority populations, healthcare providers may engage in fraudulent billing to compensate for the lower 
reimbursement rates and higher uninsured rates. This practice results in fewer funds for essential services, such as 
preventive care and chronic disease management, which are critical for these communities. Consequently, the overall 
quality of care diminishes, leading to poorer health outcomes for racial minorities. The diversion of resources away 
from legitimate healthcare needs perpetuates a cycle of inadequate care and worsening health conditions in these 
vulnerable populations. 

Another profound mechanism where healthcare fraud can lead to racial disparities is by eroding trust.  Trust is a 
cornerstone of effective healthcare delivery, and its erosion due to healthcare fraud has profound implications for racial 
inequality. Minority communities often exhibit higher levels of mistrust towards the healthcare system due to historical 
injustices and ongoing discrimination. Fraudulent practices, such as billing for services not rendered or unnecessary 
medical procedures, exacerbate this mistrust. Copeland (2023) suggested that patients who perceive that they have 
been subjected to fraudulent practices are less likely to trust healthcare providers, leading to decreased engagement 
with the healthcare system. This mistrust can result in delayed care, non-adherence to medical advice, and avoidance 
of healthcare services altogether. For example, African American and Hispanic patients, who already face barriers to 
accessing healthcare, may become even more reluctant to seek medical help if they believe they could be exploited. This 
avoidance of care contributes to the progression of untreated illnesses, exacerbating health disparities. Thus, the 
erosion of trust caused by healthcare fraud directly impacts the willingness of minority populations to engage with 
healthcare services, leading to poorer health outcomes. 

Thirdly, medical fraud degrades the quality of care which often involves the provision of substandard care, which 
disproportionately affects racial minorities. Fraudulent practices such as performing unnecessary procedures, over-
prescribing medications, or using unqualified personnel can significantly degrade the quality of care received. The 
National Health Care Anti-Fraud Association notes that fraud defrauds the system and compromises patient safety and 
care quality. Minority patients are more likely to receive care from providers who may be engaging in fraudulent 
activities due to systemic inequities that limit their access to high-quality healthcare providers. This results in minority 
communities receiving a disproportionate share of low-quality and unsafe healthcare services. The degradation in care 
quality due to fraud can lead to adverse health outcomes, including complications from unnecessary procedures, 
incorrect treatments, and increased morbidity and mortality rates. 

Mahajan et al. (2021) stated that access to healthcare becomes heightened as fraud contributes to barriers to accessing 
care, particularly for racial minorities who already face significant obstacles in the healthcare system. Fraudulent 
activities, such as phantom billing and kickbacks, often inflate healthcare costs, making it even more difficult for 
minority populations to afford necessary medical services. The increased financial burden can deter individuals from 
seeking care, exacerbating existing health disparities. Healthcare providers implicated in fraudulent activities may face 
legal actions that disrupt service provision. Clinics may be shut down, and providers may lose their licenses, resulting 
in a sudden loss of access to care for their patients. This is particularly detrimental in underserved areas where 
alternative healthcare options are limited. As a result, minority communities, who often rely on these providers, are left 
without essential medical services, further widening the gap in health outcomes. 
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5.2. Impact of Healthcare Fraud on Racial Minorities 

Healthcare fraud imposes a significant financial burden on racial minorities, who often face economic disadvantages 
compared to their white counterparts. Fraudulent practices, such as billing for unnecessary services or overcharging 
for treatments, disproportionately affect minorities who are more likely to be uninsured or underinsured. According to 
the National Health Care Anti-Fraud Association  (n.d.), healthcare fraud inevitably translates into higher premiums, 
out-of-pocket expenses for consumers, and reduced benefits or coverage, further entrenching economic disparities. 
Wiltshire et al. (2016) found that minority communities, particularly African Americans and Hispanics, are more likely 
to incur debt or forgo necessary medical care due to these fraudulent financial practices, perpetuating a cycle of poor 
health outcomes. 

Healthcare fraud also impacts racial minorities by limiting their access to quality care. Fraudulent activities can divert 
critical resources away from legitimate healthcare services, reducing the availability and quality of care that minorities 
receive. For example, when healthcare providers engage in fraudulent billing for services not rendered, they effectively 
reduce the pool of resources available for actual patient care. This practice disproportionately affects minority 
communities that already face barriers to accessing healthcare. As a result, minorities are more likely to experience 
delays in receiving care, misdiagnoses, and inadequate treatment, contributing to poorer health outcomes (Miller-
Kleinhenz et al., 2021; Rozenbaum et al., 2021) 

The psychological impact of healthcare fraud also plays a significant role in exacerbating disparities. The stress and 
anxiety associated with being a victim of fraud can have long-term health implications. Minority populations, who are 
more likely to be targeted by fraudulent schemes due to socio-economic vulnerabilities, may experience heightened 
levels of stress, which can negatively impact both mental and physical health. Chronic stress is linked to a range of health 
issues, including hypertension, diabetes, and cardiovascular diseases, conditions that are already prevalent in minority 
communities. The psychological toll of healthcare fraud, combined with the physical consequences of inadequate care, 
creates a compounded effect that exacerbates health disparities. Minority patients, burdened with the dual impact of 
fraud and existing inequities, face significant challenges in achieving and maintaining good health. 

Fraudulent schemes often target racial minorities due to their perceived vulnerability. These schemes can include 
marketing fake treatments, exploiting language barriers, and taking advantage of low health literacy rates among 
minority populations. Immigrant communities, in particular, are vulnerable to such fraud due to unfamiliarity with the 
U.S. healthcare system and limited English proficiency. The Office of Inspector General indicates there has been an 
increase in fraudulent activities targeting minority populations, reflecting the systemic exploitation of their 
vulnerabilities (U.S. Agency for International Development, 2020). These targeted schemes not only drain financial 
resources but also lead to negative health consequences due to delayed or inappropriate treatment.  

Lavelle and Helms (2022) indicate that overuse and misuse of medical services, often driven by fraudulent billing, 
contribute to higher healthcare costs and poorer health outcomes for minorities. This overuse includes unnecessary 
tests and procedures that not only fail to address the actual health needs of minority patients but also expose them to 
additional health risks. Mahajan et al. (2021) revealed that racial minority patients were more likely to experience 
adverse health outcomes as a result of these fraudulent practices, underscoring the severe impact on their overall well-
being. 

5.3. Health Outcomes Affected by Healthcare Fraud 

Healthcare fraud has significant ramifications for health outcomes, particularly among vulnerable populations. These 
communities often experience higher rates of chronic conditions and have less access to preventive care (Kim et al., 
2018; Splan et al., 2021). When fraud diverts resources away from genuine healthcare needs, these groups are more 
likely to suffer adverse health outcomes. Chronic diseases, such as diabetes, hypertension, and cardiovascular 
conditions, require consistent and accurate medical attention for effective management. Healthcare fraud disrupts this 
continuum of care in several ways. For instance, fraudulent billing practices often involve billing for services not 
rendered or upcoding, which means charging for more expensive services than those provided. These practices 
misallocate healthcare funds and deprive patients of necessary care. Patients with chronic conditions are particularly 
vulnerable as they depend on regular and reliable medical services. Fraudulent activities can lead to misdiagnosis or 
delayed diagnosis, exacerbating chronic conditions. When healthcare providers engage in fraudulent practices such as 
falsifying patient records or conducting unnecessary procedures, they divert attention from genuine patient needs. This 
misallocation of resources can result in inadequate monitoring and treatment adjustments for chronic disease patients, 
ultimately worsening their health outcomes. 
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Preventive care, including vaccinations, screenings, and wellness visits, is essential for maintaining public health and 
preventing the onset of severe health conditions. Healthcare fraud significantly undermines these preventive measures. 
For example, fraudulent practices can lead to the provision of unnecessary services, while neglecting essential 
preventive care. Providers engaging in fraud may focus on high-reimbursement procedures rather than cost-effective 
preventive measures, thus reducing the overall availability and quality of preventive care services. 

Mental health services are another area significantly impacted by healthcare fraud. Mental health care often involves 
long-term, ongoing treatment plans that require consistent and ethical provider behaviour. Fraudulent practices, such 
as billing for sessions that never occurred or providing substandard care to maximize profit, can severely disrupt mental 
health treatment continuity. 

Patients with mental health conditions may receive incorrect treatment plans due to fraudulent diagnoses or 
inappropriate medication prescriptions. These fraudulent actions not only jeopardise patient safety but also diminish 
trust in mental health services, discouraging patients from seeking necessary help in the future. Consequently, 
untreated or improperly managed mental health conditions can lead to worsened patient outcomes and increased 
healthcare costs due to complications and emergency interventions. 

6. Summary and Conclusion 

This study underscores the multifaceted ways in which healthcare fraud exacerbates racial disparities in health 
outcomes in the United States. Fraudulent activities such as resource diversion, trust erosion, and provision of 
substandard care significantly impact minority communities, perpetuating a cycle of inadequate care and worsening 
health conditions. Financial exploitation and the targeting of vulnerable populations by fraudulent schemes further 
deepen economic and health disparities, leading to higher medical bills, increased debt, and reluctance to seek necessary 
medical care. The systemic inequities that limit access to high-quality healthcare for minorities are compounded by 
fraudulent practices, resulting in delayed diagnoses, inappropriate treatments, and poorer health outcomes. 

Moreover, healthcare fraud's impact on chronic disease management, preventive care, and mental health services 
highlights its broad and detrimental effects on patient health. Fraudulent billing and misallocation of resources disrupt 
the continuum of care for chronic disease patients, leading to exacerbated conditions and increased morbidity. The 
undermining of preventive care measures through fraudulent activities reduces the availability and quality of essential 
services, contributing to higher incidence rates of preventable diseases. Additionally, the disruption of mental health 
treatment continuity due to fraudulent practices jeopardizes patient safety and diminishes trust in healthcare services, 
discouraging future engagement with the system. 

In conclusion, healthcare fraud not only imposes a significant financial burden but also profoundly impacts the quality 
and accessibility of care for racial minorities, thereby exacerbating existing health disparities. Addressing these 
fraudulent practices is crucial for promoting health equity and ensuring that all populations receive the necessary, high-
quality medical care they deserve. Effective interventions to combat healthcare fraud and mitigate its effects on racial 
disparities are essential for improving health outcomes and fostering a more equitable healthcare system in the United 
States. 

6.1. Implications of Findings 

The findings of this study highlight the urgent need for targeted interventions to address healthcare fraud, particularly 
in ways that consider its disproportionate impact on racial minorities. The systemic diversion of resources due to 
fraudulent activities deprives minority communities of essential healthcare services, thereby exacerbating existing 
health disparities. This misallocation not only leads to poorer health outcomes but also perpetuates a cycle of mistrust 
in the healthcare system, making it more difficult for these communities to engage with healthcare services. 
Policymakers and healthcare administrators must prioritize anti-fraud measures that ensure equitable distribution of 
resources, enhance transparency, and restore trust in the healthcare system. Strengthening regulatory oversight, 
increasing penalties for fraudulent activities, and promoting community-based monitoring could be effective strategies 
in mitigating the adverse effects of healthcare fraud on racial minorities. 

Moreover, the implications of these findings extend to the need for comprehensive healthcare reform that addresses 
the underlying social determinants of health contributing to racial disparities. Healthcare fraud exacerbates the 
economic vulnerabilities of minority populations, further limiting their access to quality care and increasing their 
financial burdens. Therefore, there is a critical need for integrated policy approaches that not only target fraud 
prevention but also aim to improve the overall socioeconomic conditions of minority communities. This includes 
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expanding access to affordable healthcare, enhancing health literacy, and providing support for preventive care 
initiatives. By addressing both the immediate impact of healthcare fraud and the broader systemic inequities, we can 
move towards a more just and effective healthcare system that serves all populations equitably. 

Compliance with ethical standards 

Disclosure of conflict of interest 

No conflict of interest to be disclosed.  

References 

[1] Ajayi, O.O., Wright-Ajayi, B., Mosaku, L.A., Davies, G.K., Moneke, K.C., Adeleke, O.R., Shaba, D.S., & Mudele, O. 
(2024). Application of satellite imagery for vector-borne disease monitoring in sub-Saharan Africa: An 
overview. GSC Advanced Research and Reviews. 

[2] Ajayi OO, Wright-Ajayi B, Mosaku LA, Davies GK, Moneke KC, Adeleke OR, et al. Enhancing Infectious Disease 
Management in Nigeria: The Role of Artificial Intelligence in Diagnosis and Treatment. Clin Case Rep Int. 2024; 8: 
1670. 

[3] Centers for Medicare & Medicaid Services. (2023, December). National Health Expenditures 2022 Highlights. 
https://www.cms.gov/newsroom/fact-sheets/national-health-expenditures-2022-highlights 

[4] Copeland, K. B. (2023). Health Care Fraud and the Erosion of Trust. Northwestern University Law Review, 118, 89. 

[5] Coustasse, A., Layton, W., Nelson, L., & Walker, V. (2021). UPCODING MEDICARE: IS HEALTHCARE FRAUD AND 
ABUSE INCREASING? Perspectives in Health Information Management, 18(4), 1f. 

[6] Dyer, O. (2024). Ethnic minorities receive markedly worse healthcare in every US state, finds Commonwealth 
Fund. BMJ, 385, q928. https://doi.org/10.1136/bmj.q928 

[7] Federal Bureau of Investigation. (n.d.). Health Care Fraud [Page]. Federal Bureau of Investigation. Retrieved June 
2, 2024, from https://www.fbi.gov/investigate/white-collar-crime/health-care-fraud 

[8] Godson Kofi Davies, Oluwole Olakunle Ajayi, Busayo Wright-Ajayi, Lateefat Abiodun Mosaku, Kenechukwu 
Chiadika Moneke, Oluwaseun Regina Adeleke, Damilola Sherifat Shaba, & Oladimeji Mudele. (2024). Unravelling 
the complexity of environmental exposures and health: A novel exposome-centered framework for occupational 
and environmental epidemiology. GSC Advanced Research and Reviews, 19(1), 026–
032. https://doi.org/10.5281/zenodo.13466211 

[9] Glynn, E. H. (2022). Corruption in the health sector: A problem in need of a systems-thinking approach. Frontiers 
in Public Health, 10, 910073. https://doi.org/10.3389/fpubh.2022.910073 

[10] Herland, M., Bauder, R. A., & Khoshgoftaar, T. M. (2020). Approaches for identifying U.S. medicare fraud in 
provider claims data. Health Care Management Science, 23(1), 2–19. https://doi.org/10.1007/s10729-018-
9460-8 

[11] Johns Hopkins Bloomberg School of Public Health. (2019, May 7). Patients of Medicare Providers Committing 
Fraud, Abuse More Likely To Be Poor, Disabled | Johns Hopkins | Bloomberg School of Public Health. 
https://publichealth.jhu.edu/2019/patients-of-medicare-providers-committing-fraud-abuse-more-likely-to-
be-poor-disabled 

[12] Kim, E. J., Kim, T., Conigliaro, J., Liebschutz, J. M., Paasche-Orlow, M. K., & Hanchate, A. D. (2018). Racial and Ethnic 
Disparities in Diagnosis of Chronic Medical Conditions in the USA. Journal of General Internal Medicine, 33(7), 
1116–1123. https://doi.org/10.1007/s11606-018-4471-1 

[13] Lavelle, A. M., & Helms, T. L. (2022). How Healthcare Fraud and Abuse Perpetuate Health Disparities in the U.S. 
https://www.mitre.org/news-insights/publication/how-healthcare-fraud-and-abuse-perpetuate-health-
disparities-us 

[14] Leap, T. (2011). Phantom Billing, Fake Prescriptions, and the High Cost of Medicine: Health Care Fraud and What 
to Do about It. https://doi.org/10.7591/cornell/9780801449796.001.0001 

[15] Liji, T. (2022, April 13). What is Healthcare Fraud? News-Medical. https://www.news-medical.net/health/What-
is-Health-Care-Fraud.aspx 

https://doi.org/10.5281/zenodo.13466211


GSC Advanced Research and Reviews, 2025, 22(03), 306-314 

314 

[16] Mahajan, S., Caraballo, C., Lu, Y., Valero-Elizondo, J., Massey, D., Annapureddy, A. R., Roy, B., Riley, C., Murugiah, K., 
Onuma, O., Nunez-Smith, M., Forman, H. P., Nasir, K., Herrin, J., & Krumholz, H. M. (2021). Trends in Differences 
in Health Status and Health Care Access and Affordability by Race and Ethnicity in the United States, 1999-2018. 
JAMA, 326(7), 637–648. https://doi.org/10.1001/jama.2021.9907 

[17] Miller-Kleinhenz, J. M., Collin, L. J., Seidel, R., Reddy, A., Nash, R., Switchenko, J. M., & McCullough, L. E. (2021). 
Racial Disparities in Diagnostic Delay Among Women With Breast Cancer. Journal of the American College of 
Radiology, 18(10), 1384–1393. https://doi.org/10.1016/j.jacr.2021.06.019 

[18] National Academies of Sciences, E., Division, H. and M., Services, B. on H. C., Health, B. on G., & Globally, C. on I. the 
Q. of H. C. (2018). The Critical Health Impacts of Corruption. In Crossing the Global Quality Chasm: Improving 
Health Care Worldwide. National Academies Press (US). https://www.ncbi.nlm.nih.gov/books/NBK535646/ 

[19] National Academies of Sciences, Engineering, and Medicine. (2018). The Critical Health Impacts of Corruption. In 
Crossing the Global Quality Chasm: Improving Health Care Worldwide. National Academies Press (US). 
https://www.ncbi.nlm.nih.gov/books/NBK535646/ 

[20] National Health Care Anti-Fraud Association. (n.d.). The Challenge of Health Care Fraud. Retrieved June 2, 2024, 
from https://www.nhcaa.org/tools-insights/about-health-care-fraud/the-challenge-of-health-care-fraud/ 

[21] Nicholas, L. H., Hanson, C., Segal, J. B., & Eisenberg, M. D. (2020). Association Between Treatment by Fraud and 
Abuse Perpetrators and Health Outcomes Among Medicare Beneficiaries. JAMA Internal Medicine, 180(1), 62–69. 
https://doi.org/10.1001/jamainternmed.2019.4771 

[22] Rozenbaum, M. H., Large, S., Bhambri, R., Stewart, M., Whelan, J., van Doornewaard, A., Dasgupta, N., Masri, A., & 
Nativi-Nicolau, J. (2021). Impact of Delayed Diagnosis and Misdiagnosis for Patients with Transthyretin Amyloid 
Cardiomyopathy (ATTR-CM): A Targeted Literature Review. Cardiology and Therapy, 10(1), 141–159. 
https://doi.org/10.1007/s40119-021-00219-5 

[23] Splan, E. D., Magerman, A. B., & Forbes, C. E. (2021). Associations of regional racial attitudes with chronic illness 
in the United States. Social Science & Medicine, 281, 114077. https://doi.org/10.1016/j.socscimed.2021.114077 

[24] Thaifur, A. Y. B. R., Maidin, M. A., Sidin, A. I., & Razak, A. (2021). How to detect healthcare fraud? “A systematic 
review.” Gaceta Sanitaria, 35, S441–S449. https://doi.org/10.1016/j.gaceta.2021.07.022 

[25] U.S. Agency for International Development. (2020). Office of Inspector General Semiannual Report to Congress 
October 1, 2019-March 31, 2020. https://oig.usaid.gov/sites/default/files/2020-
05/USAID%20OIG%20Semiannaul%20Report%20to%20Congress%20April%2030%2C%202020_Final.pdf 

[26] Wiltshire, J. C., Elder, K., Kiefe, C., & Allison, J. J. (2016). Medical Debt and Related Financial Consequences Among 
Older African American and White Adults. American Journal of Public Health, 106(6), 1086. 
https://doi.org/10.2105/AJPH.2016.303137 

 


