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After allowing for the claims “spikes” between 2001 and 2004, the claims frequency and claims cost per practitioner 

appears to have returned to the levels of the mid to late 1990’s, based on recent industry analysis.   

The August 2006 MIIAA-ISA Claims and Premiums Trends report,  prepared by Insurance Statistics Australia from the 

data provided by the MIIAA member organisations (MDAV, MIGA, MDA National and UNITED) provides  details of 

claims trends since 1995/96.

Claim frequency
Between 1995 and 2000, claim frequency per 1,000 practitioners was between 44 and 49. The 2001/02 to 2003/04 years show a 

frequency of between 56 and 62 claims per 1,000 practitioners.  These fi gures are distorted by the “law reform” claims spikes in 

New South Wales, Queensland and Victoria.  In 2004/05 claim frequency is reported at 46, a return to the mid 1990’s level. 

See Figure 1.

Figure 1 – Claim frequency by year

Cost of claims-cost per practitioner
The average annual cost per indemnifi ed practitioner for all claims notifi ed in 1995-1996 was about $4,000 and this 

increased by 81 per cent to $7,300 per practitioner by 2003-2004.  Of particular signifi cance was the increase by up to 

$900 per practitioner in the second half of the 1990’s. The projected average undiscounted cost per member has reduced 

from a peak of $6,200 in 2002-2003 to $4,800 in 2004-2005.  Figure 2 below shows the cost of claims per practitioner.

Dr Jonathan Burdon (pictured) was elected unopposed 

as the Chairman of the MIIAA at the Annual General 

Meeting on 6 October 2006.  

Dr Burdon is a Respiratory Physician, and was Director of 

the Department of Respiratory Medicine at St Vincent’s 

Hospital from 1990 to 2000.  He has an active private 

practice in respiratory medicine.  Dr Burdon joined the 

Council of the Medical Defence Association of Victoria 

in 1997 and was elected as its President in 2001.  His 

particular interest has been the promotion of clinical risk 

management as a core part of medical practice. Dr Burdon 

was the deputy Chairman of the MIIAA from June 2005.  

‘I look forward to the challenge of being the Chairman of 

the industry association for the forthcoming 12 months.  

I will be working with all the medical indemnity insurers 

to present a unifi ed approach on medical indemnity 

insurance matters, risk management and claims reduction’ 

said Dr Burdon.  

‘Medical indemnity has stabilised in recent years, with 

many of the issues of the past having been addressed.  

There are, however, still opportunities for the insurers 

to provide a united front on issues which affect doctors, 

patients and the community.

‘I wish to thank Dr Andrew Miller, the inaugural MIIAA 

Chairman who provided leadership to the organisation 

during its challenging conception.  Dr Miller remains on 

the MIIAA Board, and will continue to make considerable 

contributions to the future of the industry’ Dr Burdon 

said.

Mr Malcolm Irving, Chair of Australasian Medical 

Indemnity Limited, was re-elected as Treasurer of the 

MIIAA.

MIIAA ELECTS NEW CHAIRMAN

The MIIAA released its third Medical Indemnity Report 

on 21 August 2006 demonstrating MIIAA’s ongoing 

commitment to the collection and analysis of claims and 

premium data

During 2005, the MIIAA members agreed on a more 

extensive range of data to be collected and analysed.  

The analysis will be across the industry and, where 

statistically relevant, at a specialty level.  

The new data will allow the MIIAA to provide more 

detailed information to all interested parties via the 

annual report and the analysis undertaken by the 

MIIAA will be made available to the profession and 

Government to support risk management initiatives 

already underway.  

The MIIAA members have agreed to work with the 

Australian Institute of Health and Welfare (AIHW), 

other medical indemnity insurers and the public sector 

medical indemnity agencies to prepare a national 

medical indemnity report across the public sector and a 

large portion of the private medical indemnity market.

The data collected to support these initiatives includes 

detailed assessment of the underlying cause of loss 

of claims, information on the body structure and 

function affected, severity of loss, patient and doctor 

demographic information, litigation status, level of legal 

representation and claim fi nalisation information. 

MIIAA members have committed a signifi cant level of 

resources to back code claims data and develop their 

systems to capture and report this additional data and 

as a result the MIIAA is already considering the reporting 

specifi cations for the next Medical Indemnity Report 

which will be prepared on data to 30 June 2006. 

As the MIIAA, the profession and the Government 

increase their combined understanding of the cause of 

claims against doctors and the resulting outcome of 

those claims, positive steps can continue to be taken to 

reduce claims frequency and claims costs over time.  If 

the industry can achieve these outcomes, the positive 

impact on patients, doctors and ultimately medical 

indemnity premiums will be realised.

Natalie Simmons

Chairman 

Technical and Insurance Committee

HAS TORT LAW REFORM MADE A DIFFERENCE?

CLAIMS DATA AND ANALYSIS – THE POSITIVE IMPACTS

As the MIIAA, the profession and the Government increase their combined 

understanding of the cause of claims against doctors and the resulting 

outcome of those claims, positive steps can continue to be taken to reduce 

claims frequency and claims costs over time. 

Greater emphasis on improved communication, 

interaction, consent and documentation must have 

improved the way medical practitioners practise, and 

reduced their risk.

However at this stage our faith is based more on 

anecdotal information and intuition rather than hard 

evidence. Actuaries predict that claims frequency will 

increase, as the impact of law reform subsides. It is hoped 

that the risk management ‘culture” will circumvent this.

Conclusion
The claims and premiums analyses available seem to 

suggest that tort reform has had a positive impact on 

the cost and frequency of claims.  When combined 

with risk management systems supported by MIIs, the 

trend appears to be heading in the right direction.  It is 

important, however, to continue our risk management 

endeavours and to monitor the progress of the reforms. 

The long tail nature of medical indemnity means that the 

true impact cannot be determined for some time yet.

Allan Hunter

UNITED Medical Protection

HAS TORT LAW REFORM MADE A DIFFERENCE?   
Continued from page 4
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Subscriptions and premiums paid
The August 2006 MIIAA-ISA report shows between 1995/6 

and 2005/06 average premiums increased by 228 per cent, 

or 13 per cent per annum.  In 2002/03 there was an increase 

of 50 per cent.    

Since 2003/04 premiums have reduced by 12 per cent on 

average.  These  premiums have included the necessary 

capital loadings to ensure the continued viability of the 

industry and do not therefore reduce in proportion to the 

reduction in claim costs.

The ACCC Third Medical Indemnity 

Insurance Report, December 2005
The ACCC report, which was released in December 2005, 

reports on the industry position since 1999 but does not 

examine trends prior to that time. However, the ultimate 

claim numbers and claim frequency trends detailed in chart 

4.21  of the ACCC report show that 2004/05 levels trend 

below 1999/00 levels.

In 2001 Trowbridge Consulting reviewed the claims data of 

the same group of Medical Defence Organisations (MDO’s) 

- MDAV, MIGA, MDA National and UNITED. 

Trowbridge, inter alia, concluded:

1.  Claims frequency increased dramatically over the early 

1990s and continued to increase over the late 1990s 

but at a lower rate.  Overall, claims frequency increased 

between two and fi ve times over the decade.

2.  Claim payments increased three fold in the last ten years 

(1991-2001) but increased by over 50 per cent since 1995-

1996.  

Large claims
A key aspect in claims cost is the cost of large claims.  The 

August 2006 MIIAA-ISA report detailed that claims in excess 

of $500,000 represent 50 per cent of the total cost of known 

claims over the ten years but make up only 3 per cent of all 

reported claims.  One in two hundred claims is greater than 

$2 million (0.5%).  These claims contribute 25 per cent of the 

total cost of known claims.  Obstetrics is the speciality most 

exposed to large claims.  One in twelve claims (8%) is greater 

than $500,000 and these represent 80 per cent of the total 

cost of claims against obstetricians.

The increase in cost of major claims was very signifi cant in 

the 1990’s. The table below notes the benchmark (highest) 

verdict or settlement sum in a medical negligence or 

comparable personal injury claim at the relevant date.

Specialty Case type Award 
Settlement/
trial

1990 Anaesthesia Hypoxic 

brain injury, child

$1.5M Settlement

1990 Quadriplegia $3.8M Verdict *

1994 Anaesthesia Hypoxic 

brain injury, child

$2.2M Verdict

1994  MVA $6.9M Verdict *

1996 Anaesthesia Hypoxic 

brain injury, child 

$6.3M Settlement

1997 GP Hypoxic

brain injury, child

$7.2M Verdict

1999 O&G Cerebral palsy $7.5M Settlement

2001 O&G Cerebral palsy $14.2m Verdict 

reduced on 

appeal to 

$11m

* identifi es other personal injury claims.

In 1999, only 18 months before the Diamond v Simpson trial, 

UNITED and the Medical Defence Union settled for $7.5M 

plus costs, a case involving a 12 year old with cerebral palsy 

whose disabilities, life expectancy and care requirements were 

similar to Calandre Simpson.  In Diamond v Simpson the 

verdict was nearly double at $14.2m (on appeal reduced to 

$11m). 

The diffi culty in drawing defi nite conclusions from the data 

is that large claims are extremely volatile, and one or two can 

have a major impact. 

Trowbridge commented:

“The number and cost of large claims is very volatile from 

year to year.  We estimate there are currently around 45 to 

55 claims that exceed $500,000 in any one year...  The total 

cost of these claims represents between one-third and one-

half of the total annual subscription income for the industry.  

These types of claims are concentrated to a small number of 

specialty groups, particularly obstetrics”.  

Has risk management impacted on 

claims?
There is unquestionably a greater awareness across the 

profession of the need for risk management.

MDOs have signifi cantly increased their risk management 

activities over the last 10 years, through research and 

education and individual risk management.

Medical Indemnity Insurers (alone or collectively) have 

successfully worked with a number of the Colleges and 

Associations to further enhance the understanding of risk 

management issues. 

Examples include:

•  The collaboration with the Royal Australian College of 

General Practice on Implanon guidelines.

•  The input provided to the Royal Australian College of 

General Practice in the development of the Standards 

Third Edition.

•  The UNITED Medical Protection collaboration with 

the Royal Australian and New Zealand College of 

Obstetricians and Gynaecologists on Obstetrics and 

the later Gynaecological Claims. 

Most Medical Indemnity Insurers have developed a 

range of risk tools to support practitioners, including 

information systems, checklists and guidelines to 

incorporate risk management into everyday practice. The 

majority of MIIAA members provide paper based and/or 

online structured questionnaires that assist practitioners 

to identify and manage their risks.

It is estimated by MIIAA that collectively some 6,000 

practitioners have attended Medical Indemnity Insurer 

provided risk education in the last twelve months.  Some 

MIIAA members provide premium discounts to members 

who can provide evidence of substantial participation in 

appropriate risk management education and other risk 

related activities. 

There are practitioners who require active risk 

management to address defi ciencies that give rise to 

unacceptable (relevant to their area of practice and peers) 

patient complaint and claim outcomes. 

Sometimes it is necessary for insurers to impose insurance 

solutions such as loadings, claim deductibles and 

restrictions of cover.  Medical Indemnity Insurers work 

with these members to remediate their practices.   Clinical 

remediation is beyond the remit and capability of the 

Medical Indemnity Insurers.

UNITED Medical Protection reported in its 2000-2001 

Annual Report that less than 1% of members accounted 

for over 25% of claims over the previous 6 years. In its 

spring 2003 Journal UNITED reported on the effectiveness 

of risk management intervention between 1998 and 2000 

with 48 high risk members.  It reported a 90% reduction in 

claim frequency, indicating a strong relationship between 

active risk management and reducing claims experience in 

high risk members.  All MDOs have similar programmes 

which have reduced the “high risk member” claims. 

All these activities have identifi ed and encouraged 

behaviours that can minimise and eliminate claims.  

Continues on page 5
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Figure 2 – Undiscounted average costs of claims per indemnifi ed practitioner

Figure 3 – Average increases in cost of indemnity cover to practitioners
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Figure 1 – Claim frequency by year

Cost of claims-cost per practitioner
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medical indemnity report across the public sector and a 

large portion of the private medical indemnity market.

The data collected to support these initiatives includes 

detailed assessment of the underlying cause of loss 

of claims, information on the body structure and 

function affected, severity of loss, patient and doctor 

demographic information, litigation status, level of legal 

representation and claim fi nalisation information. 

MIIAA members have committed a signifi cant level of 

resources to back code claims data and develop their 

systems to capture and report this additional data and 

as a result the MIIAA is already considering the reporting 

specifi cations for the next Medical Indemnity Report 

which will be prepared on data to 30 June 2006. 

As the MIIAA, the profession and the Government 

increase their combined understanding of the cause of 

claims against doctors and the resulting outcome of 

those claims, positive steps can continue to be taken to 

reduce claims frequency and claims costs over time.  If 

the industry can achieve these outcomes, the positive 

impact on patients, doctors and ultimately medical 

indemnity premiums will be realised.

Natalie Simmons

Chairman 

Technical and Insurance Committee
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As the MIIAA, the profession and the Government increase their combined 

understanding of the cause of claims against doctors and the resulting 

outcome of those claims, positive steps can continue to be taken to reduce 

claims frequency and claims costs over time. 

Greater emphasis on improved communication, 

interaction, consent and documentation must have 

improved the way medical practitioners practise, and 

reduced their risk.

However at this stage our faith is based more on 

anecdotal information and intuition rather than hard 

evidence. Actuaries predict that claims frequency will 

increase, as the impact of law reform subsides. It is hoped 

that the risk management ‘culture” will circumvent this.

Conclusion
The claims and premiums analyses available seem to 

suggest that tort reform has had a positive impact on 

the cost and frequency of claims.  When combined 

with risk management systems supported by MIIs, the 

trend appears to be heading in the right direction.  It is 

important, however, to continue our risk management 

endeavours and to monitor the progress of the reforms. 

The long tail nature of medical indemnity means that the 

true impact cannot be determined for some time yet.

Allan Hunter

UNITED Medical Protection
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After allowing for the claims “spikes” between 2001 and 2004, the claims frequency and claims cost per practitioner 

appears to have returned to the levels of the mid to late 1990’s, based on recent industry analysis.   

The August 2006 MIIAA-ISA Claims and Premiums Trends report,  prepared by Insurance Statistics Australia from the 

data provided by the MIIAA member organisations (MDAV, MIGA, MDA National and UNITED) provides  details of 

claims trends since 1995/96.

Claim frequency
Between 1995 and 2000, claim frequency per 1,000 practitioners was between 44 and 49. The 2001/02 to 2003/04 years show a 

frequency of between 56 and 62 claims per 1,000 practitioners.  These fi gures are distorted by the “law reform” claims spikes in 

New South Wales, Queensland and Victoria.  In 2004/05 claim frequency is reported at 46, a return to the mid 1990’s level. 

See Figure 1.

Figure 1 – Claim frequency by year

Cost of claims-cost per practitioner
The average annual cost per indemnifi ed practitioner for all claims notifi ed in 1995-1996 was about $4,000 and this 

increased by 81 per cent to $7,300 per practitioner by 2003-2004.  Of particular signifi cance was the increase by up to 

$900 per practitioner in the second half of the 1990’s. The projected average undiscounted cost per member has reduced 

from a peak of $6,200 in 2002-2003 to $4,800 in 2004-2005.  Figure 2 below shows the cost of claims per practitioner.

Dr Jonathan Burdon (pictured) was elected unopposed 

as the Chairman of the MIIAA at the Annual General 

Meeting on 6 October 2006.  

Dr Burdon is a Respiratory Physician, and was Director of 

the Department of Respiratory Medicine at St Vincent’s 
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patients and the community.

‘I wish to thank Dr Andrew Miller, the inaugural MIIAA 

Chairman who provided leadership to the organisation 

during its challenging conception.  Dr Miller remains on 

the MIIAA Board, and will continue to make considerable 

contributions to the future of the industry’ Dr Burdon 

said.

Mr Malcolm Irving, Chair of Australasian Medical 

Indemnity Limited, was re-elected as Treasurer of the 

MIIAA.

MIIAA ELECTS NEW CHAIRMAN
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