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Challenge

Miami health insurer processing 450,000 annual medical claims faced $18.7M in fraudulent
medical billing, complex healthcare fraud schemes involving provider collusion, 22% of
guestionable claims requiring manual review, difficulty detecting billing pattern anomalies across
thousands of healthcare providers, and regulatory pressure to improve fraud detection capabilities

while maintaining provider relationships.
Al Consulting Approach

- Medical Billing Analysis: Al consultants analyzed medical coding patterns, provider billing
histories, and confirmed fraud cases to identify detection opportunities using healthcare-specific

machine learning models and anomaly detection techniques.

- Comprehensive Fraud Modeling: Advanced algorithms processing medical codes, billing
frequencies, provider networks, and patient patterns to detect sophisticated healthcare fraud

schemes.

Al Solution

- Medical Billing Anomaly Detection: Al system analyzing billing patterns, procedure
combinations, and frequency variations to identify unusual provider billing behaviors and
potential fraud schemes

- Provider Risk Profiling: Machine learning models evaluating provider billing patterns, patient
demographics, and peer comparisons to generate risk scores for ongoing monitoring

- Claims Cross-Referencing: Advanced analytics detecting duplicate billing, unbundling schemes,
and coordinated fraud across multiple providers and patient records



- Regulatory Compliance Monitoring: Intelligent system flagging potential violations of healthcare
fraud regulations and generating documentation for regulatory reporting

Implementation (28 weeks total)

- Healthcare Data Analysis (7 weeks)
- Fraud Model Development (10 weeks)
- Provider Integration (8 weeks)

- Testing Compliance (3 weeks)

Key Results

Fraud Prevention:
- $11.2M prevented fraudulent medical billing, 12% questionable claims rate (vs. 22%), identification
of 3 major provider fraud schemes, improved detection of complex billing anomalies

Regulatory Compliance:
- Enhanced fraud reporting capabilities, improved relationship with regulatory agencies, 90%
reduction in manual fraud investigation time for routine cases

Business Impact:
- $13.8M annual value creation, strengthened healthcare network integrity, 315% consulting RO,
improved medical cost management and member protection

Technologies:

- Healthcare-specific machine learning models
- medical coding analysis

- provider monitoring systems

- regulatory compliance automation

- anomaly detection algorithms
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