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In the past 2 weeks, I have been asked three separate times what my 
opinion is on the measurement of fraud. The short answer for those 
reading this while multitasking on Zoom, is that measurement is 
inconsistent and in need of calibration. For the longer version, feel 
free to read further! The inconsistent measurement of fraud is seen 
as one of the biggest opportunities for improvement across the entire 
insurance SIU industry. I have been employed by two insurance 
companies during my SIU career and both measured fraud in a 
completely different manner. I have directly seen the disparity 
between measurement approaches. I embarked on investigating this 
as part of my PhD dissertation and even devoted an entire section 
of my book to this topic. This personal exploration also confirmed 
that the inconsistent measurement of fraud is one of the major 
challenges the SIU community faces today.  

In order to accurately measure fraud, it is logical that we start with the 
definition of this unique crime. Insurance fraud is broadly referred to 
within the industry as the filing of a false or inflated claim. The legal 
definition of insurance fraud varies greatly, but at its core, it refers to an 
act that a person or entity, individually, or jointly, willfully commits to 
obtain monetary gain from an insurer by knowingly presenting false 
evidence of economic loss. Current academic literature confirms that 
many agencies and insurance companies have different methods of 
measuring insurance fraud, which leads to inconsistent data on the 
fraud problem. The Coalition Against Insurance Fraud also argues that 
this lack of common definition and measurement leads to an inability 
for companies to accurately grasp the issue and focus anti-fraud efforts. 

A significant study performed by Tennyson (2008) helped to clarify 
this measurement issue. In this study, four reviewers were asked to 
audit the same claim files. Each reviewer identified 5 to 10 % of the 
claims as suspicious, yet there was not one specific claim that was 
deemed fraudulent by all 4 auditors. In other words, they agreed 
that 5–10% of the claims were questionable, yet, there was no 
consistency in which claims they flagged. Other researchers argue 
that many companies and agencies invest low levels of detection and 
commitment to fraud measurement, which results in lower levels of 
detection and a seemingly false sense of the problem. 

The lack of centralized fraud reporting is another significant 
challenge facing our industry. There is no single agency or 
organization that collects fraud data. Instead, each insurance 
company and state and federal agency must devise their own 
reporting information, which is inconsistent and often inconclusive. 

There is no doubt that this large void in data collection hinders the 
knowledge base and causes increased challenges for fraud fighters. 

This reporting issue was such a major challenge seen by the 
interview sample in my dissertation research that it became one of 
the major themes of my study. An overwhelming majority of the 15 
interviewees felt that one of the largest barriers to fraud prevention 
was the fact that fraud is such a nebulous crime. It is difficult to 
quantify the actual depth of the issue. As stated by one interviewee, 

“There is absolutely no rhyme or reason to fraud reporting. If you 
were to ask 10 different fraud fighters, you would get 10 different 
answers on how they measure fraud. Fraud is not black and white. 
If you run a red light, you know what the violation is; you know the 
cost and what the charge will be. Fraud is not like that, you never 
know what you’re dealing with, what the costs are.” 

After extensively researching potential fraud measurement 
metrics, I proposed several options in my book, and recommend 
an approach of Line of Business, Foundation, and Formula. First, 
choose the specific Line of Business or policy type for measurement 
(auto theft, disability etc.). Then choose the Foundation (claims, 
features or monetary measurement), and Formula (red flag rate, 
detection rate, conversion rate, prosecution rate etc.). 

In conclusion, there is no simple answer to the challenge of fraud 
measurement, but I would argue that some movement is better 
than none. As soon as each carrier begins to be consistent with 
measurement, this is absolutely a step in the right direction! 

Have a safe day. 

—Dr. Fraud 
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BACKGROUND
Of all the injury claims that trigger suspicions in SIU investigators 
and defense counsel, slip-and-falls at businesses may be in a 
class by themselves. The facts vary from claim to claim but 
the dubious patterns are well established: unwitnessed falls on 
almost non-existent imperfections in flooring, patrons who 
trip over seemingly nothing and simply drop to the ground 
and sprawl before calling out for help, and alleged victims who 
despite their supposed injuries seem far more eager to lead 
staff to the precise condition on which they slipped and fell. 
Sometimes closed-circuit video proves beyond doubt that the 
claim is a set-up. Other times, dogged claim investigations 
including witness interviews and consultations with experts 
reveal the fiction. When we know the patterns of suspicious 
premises claims before they even land on our desk, we are already 
well along the path to a successful investigation. 

A recent federal indictment in New York provides an intriguing 
case study of just how dedicated and regimented fraud rings can 
be in perpetrating commercial slip-and-fall claims at scale. The 
case peels the lid off a scheme that has all the hallmarks of modern 
conspiracies to commit injury claim fraud: mass recruitment of 
specifically targeted injury claimants, personal injury attorneys 
who direct medical care, participating physicians who go so far as 
to perform unnecessary surgeries in furtherance of the scheme, or 
even an appearance by a litigation funding business. Probably no 
large city is immune from elaborate insurance fraud conspiracies, 
so this case has much to teach us. 

U.S.A. V. GEORGE CONSTANTINE, MARC 
ELEFANT, ANDREW DOWD, SADY RIBEIRO AND 
ADRIAN ALEXANDER (21 CRIM 530 U.S. DIST. CT. 
SOUTHERN DIST. N.Y.)
On October 20, 2021, the United States Attorney for the 
Southern District of New York announced an indictment 
charging Adrian Alexander with conspiracy to commit mail 
and wire fraud, mail fraud, and wire fraud in connection 

with a scheme to obtain insurance settlements and other 
compensation for fraudulent trip-and-fall injury claims. A 
prior indictment in the case charged New York lawyers George 
Constantine and Marc Elefant and New York doctors Sady 
Ribeiro and Andrew Dowd for their participation in the fraud 
scheme. Constantine and Elefant are New York personal injury 
attorneys. Dowd and Ribeiro are New York doctors. Alexander 
is New York litigation financier who funded the fraud scheme. 
He also owns an MRI facility. 

OVERVIEW OF THE FRAUD SCHEME 
Between 2013 and 2018, the defendants allegedly recruited 
over 400 financially destitute and even homeless New 
Yorkers to stage trip-and-falls in area businesses. Claimants 
would either lie and say they suffered unwitnessed falls 
at establishments or actually go through the motions of 
intentionally falling to the ground in the presence of others 
for dramatic effect. Doing so would create witnesses, and 
ensure that ambulances would transport the claimants 
to local emergency rooms, leading to the preparation of 
medical records that would provide the slip and fall injury 
claims more credibility. The scheme prioritized claims of 
serious injuries to knees, shoulders and backs, as the charges 
for treatment and rehabilitation of these body parts can 
become exorbitant in New York. The same is generally true 
in just about every major metropolitan area. In Chicagoland, 
for example, there are over forty Level I and II trauma 
hospitals. A patient who receives medical attention at one 
of these facilities for any sort of trauma will soon have 
sizeable medical bills even if she sees no other physicians 
after discharge. 

The claimants, through attorneys Constantine and Elefant, 
presented injury claims to businesses and insurers, and filed 
lawsuits. At the core of their injury claims was fraudulent billing 
by Dr. Dowd, an orthopedic surgeon, and Dr. Ribeiro, a pain 
management specialist, for medical treatment including surgeries 

“I’ve Fallen, and I Can’t Get Up  
(Just As We Planned)!”

Federal Indictment of Slip-and-Fall Conspiracy Provides Window 
into the Planning and Execution of Organized Insurance Fraud
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that either never occurred, or did occur, but were not medically 
necessary. Constantine and Elefant filed hundreds of these 
personal injury lawsuits between 2013 and 2018. The Government 
alleges that the defendants attempted to defraud their victims of 
more than $31 million. 

THE TARGET INJURY CLAIMANTS WERE  
FINANCIALLY DISADVANTAGED
The scheme organizers recruited prospective injury claimants 
they knew to be extremely poor, thus making their participation 
likely. Many of the claimants asked for meals when they met 
with the lawyers for intake meetings. Others asked for shoes 
and warm clothing during the winter. Others were drug addicts 
and residents of homeless shelters. The organizers recruited 
the financially destitute with little bargaining power to serve 
as injury claimants because doing so enabled them to pay the 
claimants very little from eventual settlements. Probably none 
of these individuals had any sense of the significant settlement 
values their claims eventually might attain. They just wanted 
food, clothing and a few bucks. 

MEDICALLY UNNECESSARY ARTHROSCOPIES  
AND SPINAL FUSIONS 
The injury claimants frequently underwent unnecessary MRIs 
at an MRI facility Adrian Alexander owned. Treatment regimens 
included lengthy courses of unnecessary chiropractic care 
and physical therapy. Dr. Dowd and Dr. Ribeiro frequently 
recommended that the claimants undergo surgeries ranging 
from epidural steroid injections and arthroscopic knee and 
shoulder repairs to spinal fusions. As financial incentive, scheme 
organizers offered the claimants $1,000 - $2,000 loans in exchange 
for each surgery, and at least two surgeries became the preferred 
treatment protocol. The indictment alleges that one injury 
claimant nearly died during one of the procedures. The purpose 
of all of this treatment, including the surgeries, was not the repair 
of actual injuries but the generation of considerable medical bills 
to support settlement demands. Dr. Dowd and Dr. Ribeiro even 
engaged in email exchanges with scheme participants in which 
they acknowledged that their treatment recommendations were 
not medically necessary. 

LITIGATION FUNDING WITH PREDATORY LOANS
The defendants, and especially Alexander, did not allow the 
claimants’ lack of personal vehicles or money to be barriers 
to executing the scheme. Organizers frequently drove 
carloads of claimants to medical clinics for their unnecessary 
appointments. Alexander paid for many of the surgeries, as 
well as the costs of the lawsuits, with a litigation funding 
company he owned. He did so even when claimants had 

healthcare coverage through private insurance or government 
programs. His litigation funding company loaned money 
to claimants for their medical bills at interest rates as 
high as 100%, a predatory rate that ensured the claimants 
would receive almost no money from eventual settlements. 
Alexander’s litigation funding business thrived; he boasted 
to investors of annual returns in excess of 30%. 

CONCLUSION
It is unclear just how the United States obtained the evidence 
to support the indictments, but the government definitely owes 
gratitude to Dr. Dowd and Dr. Ribeiro, who were each brash 
enough to send emails making clear that they were engaged 
in the conspiracy. Each defendant faces charges of federal 
conspiracy to commit mail and wire fraud, as well as mail fraud 
and wire fraud. The charges carry potential sentences of 20 years, 
as well as orders of financial restitution. It is also plausible that 
the attorneys and doctors will lose their professional licenses. As 
of this writing, there have been no plea agreements and the case 
does not have a trial date. 

This case warrants monitoring through the eventual plea 
agreements. It is likely that additional indictments against other 
members of the conspiracy will be forthcoming. In the meantime, 
SIU professionals and defense counsel should view this case as 
a stark reminder of just how brazen and well-funded organized 
medical fraud rings can be. Inoculation against these conspiracies, 
as always, comes from constant training. The training should 
call upon both internal claims department resources as well as 
the wisdom of experienced defense counsel who are well-versed 
in current litigation trends surrounding these schemes. Federal 
prosecutions are always nice to see, but the claims industry will 
continue to shoulder most of the burden in this fight. 
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Last year many state legislatures dramatically shortened their 
legislative calendars as the pandemic raged. This year state 
houses did their best to adopt social distancing measures, virtual 
hearings, and many other measures to allow elected officials 
to meet and pass legislation. The return to some semblance of 
normalcy presented the Coalition an opportunity to continue its 
success in the Advocacy space pushing tougher fraud laws and 
consumer protections.

So far in 2021 39 new anti-fraud laws were enacted in America. 
Some laws, like Indiana’s elimination of specific insurance fraud 
laws in favor of a single fraud statute, we opposed. But overall we 
saw considerable progress on a number of fronts as we leveraged 
our deep network of anti-fraud contacts in law enforcement, 
government, consumer advocacy, academics, and insurance to 
make change. 

STAGED CRASHES AND TOWING FRAUD
We’ve worked all year to strengthen staged crash and towing 
fraud measures in states and jurisdictions around the country. 
In March Kentucky Gov. Andy Beshear signed SB 71, a new law 
requiring towing companies to be requested to respond to a 
scene. It also requires responding tow trucks to document any 
vehicle damage before towing, and disclose its towing rates and 
fees upfront. 

We teamed up with the American Trucking Associations and 
APCIA to successfully advocate work begun by NICB for towing 
fraud reforms in the City of Chicago in May. In Louisiana 
where the federal prosecution of a sprawling staged crash ring 
dominated the headlines all year — the state legislature passed 
a law making it a crime (punishable by up to 5 years in prison) 
to participate in a staged motor vehicle accident. Gov. John Bel 
Edwards signed HB 15 into law in June.

COUNTERFEIT AIRBAG 50-STATE POLICY PUSH
Delaware and Colorado enacted counterfeit airbag legislation 
making it a crime to manufacture, market or install a 
counterfeit airbag in any vehicle. These new laws are part 
of a years-long campaign alongside American Honda Motor 
Company to pass these vital consumer protections in all 50 
states. The Delaware and Colorado statutes means that 30 
states –– 60% of America –– have adopted some form of 
consumer counterfeit airbag protections.

STATES ADOPT NEW DATA PROTECTION 
REGULATIONS
Three states adopted new laws regulating consumer data 
privacy, and three states passed data security measures. 
Colorado’s SB 169 prevents insurers from using machine 
learning tools, consumer data, or other information not 
directly related to the risk of injury. If an insurer is suspected 
of using such prohibited data, the insurer must prove that it 
is not biased or discriminatory. 

The Iowa and Tennessee legislatures created new reporting 
requirements for data breaches once discovered. In Tennessee HB 
766 established new data security protocols and cybersecurity 
event investigation standards. Iowa’s HF 719 requires prompt 
investigations of cybersecurity events and a three day window 
to notify both the state insurance commissioner and consumers 
impacted by the breach.

Texas passed a data privacy law restricting public access to 
and release of personal information by the Texas Department 
of Motor Vehicles, Department of Public Safety and Texas 
Department of Transportation. SB 15 also bans the sale of 
personal data from motor vehicle reports. While these added 
consumer protections are noteworthy, the Coalition remains 
concerned that stripping insurance investigators’ access to these 
records will negatively impact the fraud fight in Texas.

Hawaii Gov. David Ige signed SB 1100 into law in June. Hawaii’s 
new data security statutes were drafted using the NAIC’s 
Insurance Data Security Model Law. In Virginia, Gov. Ralph 
Northam signed sweeping data privacy reforms in March. The 
law gives consumers the power to request companies delete or 
correct their personal data. SB 1392 also allows consumers to 
prohibit personal information being used for targeted advertising 
or being sold, and empowers the Attorney General to prosecute 
violations.

TELEHEALTH IS 2021’S HOT TOPIC
The pandemic ushered in a new era of safe and effective socially 
distanced care. This year several state legislatures sought to pass 
new laws to strengthen their telehealth legal frameworks –– 
given the sudden and explosive adoption of telemedicine. The 
Coalition tracked 10 bills: one federal and nine state-specific 
proposals this year. Three of those bills were enacted, one failed, 
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