


























12 Health service setting

Defined as: Health service provider setting in which the incident giving rise to the claim
occurred.

Classification code: 1 Public hospital/day surgery centre (includes public psychiatric
hospital)

2 Private hospital/day surgery centre (includes private psychiatric
hospital)

Public community health centre

Private community health centre

Public residential aged care service
Private residential aged care service
Private medical practitioner rooms/surgery

0 N O Ok~ W

Other public health service provider setting
9 Other private health service provider setting
10 Other (includes patient’s home)
11 Not yet known

Guide for use:

¢ A health service provider setting is public if it is operated by or on behalf of a
Commonwealth, State or local government agency.

o Hospital/day surgery centre — An establishment that provides at least minimal medical,
surgical or obstetric services and/or care, and that provides comprehensive qualified
nursing service as well as other necessary professional services. Must be licensed by
State, Territory or Commonwealth health department, or controlled by government
departments. Includes psychiatric hospitals, and hospitals that specialise in dental,
ophthalmic aids, and other specialised medical or surgical care. Includes free-standing
day surgery centres.

o Community health centre — An establishment that provides a range of non-residential
health services, or which provides for the coordination of health services elsewhere in the
community.

e Residential aged care service — An establishment that provides long-term residential
care, involving regular basic nursing care, primarily to older people who are frail or have
disabilities. Must be approved by the Commonwealth Department of Health and Ageing
and/or licensed by the State, or controlled by government departments.

o Private medical practitioner rooms/surgery — Private medical clinics providing
investigation and treatment for acute conditions on a non-residential, day-only basis.
Includes 24-hour medical clinics and general practitioner surgeries.

e Other health service provider setting — Includes hospices, and alcohol and drug treatment
centres.

e Other — mainly covers services provided in the patient's home (e.g. domiciliary nursing
services).
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e Not yet known — this code should be used only when the information is not currently
available, but is expected to become available as the claim progresses. Once the
information is available ‘Not yet known’ should be replaced by the correct code.

e Where the incident that gave rise to the claim involved a series of events that occurred in
different health service settings, the code recorded for this item should reflect the health
service setting in which the event coded in Item 6a (Primary incident/allegation type)
occurred.

¢ Where a missed diagnosis was the main, dominant or primary cause giving rise to the
claim, the code recorded for this item should reflect the health service setting where the
diagnosis should first have been made, but was not (e.g. code 7 for GP’s surgery).

Why is this data item collected?

This item will be important for looking at where risk lies, in terms of the health service
provider settings in which claims of different type and size originate. This information could
inform CRM strategies by indicating what issues need to be addressed in which health
service settings, in order to minimise the occurrence of adverse events that give rise to
claims.

Development history and relationship to national standards

This data item was developed with reference to the following data elements in the NHDD
VV10: Establishment type; Hospital; Type and sector of employment establishment.
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13 Claim subject’s status

Defined as: Whether the claim subject (i.e. the patient) was a public or private, resident
or non-admitted patient at the time of the incident.

Classification code: 1 Public admitted hospital patient
2 Private admitted hospital patient
3 Resident

4 Other

5 Not yet known

Guide for use:

o Public admitted hospital patient — a person, eligible for Medicare who, on admission to a
recognised hospital or soon after, receives, or elects to receive a public hospital service
free of charge. This includes patients for whom treatment is contracted to a private
hospital. It does not include Department of Veterans’ Affairs patients and compensable
patients.

e Private admitted hospital patient — a person who, on admission to a recognised hospital
or soon after:

- elects to be a private patient treated by a medical practitioner of his or her choice; or

- elects to occupy a bed in a single room (where such an election is made, the patient
is responsible for meeting certain hospital charges as well as the professional charges
raised by an treating medical or dental practitioner); or

- aperson, eligible for Medicare, who chooses to be admitted to a private hospital
(where such a choice is made, the patient is responsible for meeting all hospital
charges as well as the professional charges raised by any treating medical or dental
practitioner).

Private admitted hospital patient also includes:

- Department of Veterans’ Affairs patients — eligible people whose charges for their
hospital admission are met by the Department of Veterans’ Affairs; and

- Compensable patients — a person who is entitled to receive or has received a
compensation payment with respect to an injury or disease. A compensable patient is
a person who:

- is entitled to claim damages under Motor Vehicle Third Party insurance; or
- is entitled to claim damages under worker’'s compensation; or
- has an entitlement to claim under public liability or common law damages.

e Code 1 ‘Public admitted hospital patient’ and code 2 ‘Private admitted hospital patient’
should only be recorded for this item where ltem 12 (Health service setting) is coded 1
(Public hospital/day surgery centre) or 2 (Private hospital/day surgery centre) and the
claim subject was an admitted patient at the time of the incident.

o Whether a patient is an admitted patient will depend on administrative practices within
particular jurisdictions. If the claim subject was considered to be an admitted patient by
the relevant health service provider at the time of the incident then code 1 or 2 should be
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recorded (as appropriate). Code 1 or 2 should also be used for patients receiving long-
term nursing or respite care in a hospital, if they are considered admitted hospital
patients.

o ‘Resident — should be recorded where, at the time of the incident, the claim subject was a
resident in a residential aged care or mental health care establishment, or in a similar
residential health care setting. Code 3 should not be recorded where Item 11 (Health
service setting) is coded 1 or 2. It is recognised that some hospitals (particularly in rural
areas) use hospital beds to provide long-term nursing or respite care. However, where
patients receiving such care are admitted hospital patients this code should not be
recorded.

e Code 4 ‘other’ should be recorded where, at the time of the incident, the claim subject
was attending an outpatient clinic, GP surgery, Accident and Emergency ward, or similar
non-admitted, non-residential service.

o Where, at the time of the incident, the claim subject was a patient admitted to a public
hospital as a private patient, record code 2 ‘Private admitted hospital patient’.

o Where, at the time of the incident, the claim subject was a patient admitted to a private
hospital as a public patient, record code 1 ‘Public admitted hospital patient’.

* Where the incident that gave rise to the claim involved a series of events, the code
recorded for this item should reflect the claim subject’s status when the event coded in
Iltem 6a (Primary incident/allegation type) occurred.

¢ Not yet known — this code should be used only when the information is not currently
available, but is expected to become available as the claim progresses. Once the
information is available ‘Not yet known’ should be replaced by the correct code.

Why is the data item collected?

In some jurisdictions, claims against the public sector may arise out of incidents involving
private patients, for example, where private specialists have been brought under public
sector insurance arrangements as a measure to protect service provision in remote areas. It
will be useful to be able to distinguish claims arising out of incidents involving private
patients, and establish the proportion of total costs accounted for by these claims.

Information on numbers of claims involving public and private admitted hospital patients can
be viewed in the context of relevant denominator data on numbers of episodes of hospital
care provided to these two classes of patient (e.g. from the National Hospital Morbidity
Database). This type of analysis could provide some insight into whether public or private
patients are over-represented in claims data.

Development history and relationship to national standards

The coding category definitions have been developed with reference to the following data
items in the NHDD V10 (AIHW 2001): Admitted patient election status; Compensable status;
Funding source for hospital patient; Medicare eligibility status.

During development of this data item it was decided to distinguish only between public and
private admitted patients. It is difficult to develop guidance to clearly distinguish between
public and private non-admitted patients, and the relevant NHDD data elements all apply to
hospital patients only. Also, as mentioned above, national data on numbers of hospital
separations for public and private patients are available, whereas similar denominator data
are not readily available for non-admitted patients.
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14 Specialties of clinicians closely involved in incident

Defined as: Clinical specialties of the health care providers who played the most
prominent roles in the incident that gave rise to the claim

Classification code: 1 Anaesthetics-general

2 Anaesthetics-intensive care
3 Cardiology

4 Cardio-thoracic surgery

5 Chiropractics

6 Clinical genetics

7 Clinical haematology

8 Clinical immunology

9 Clinical pharmacology

10 Colorectal surgery

11 Cosmetic surgery

12 Dentistry—oral surgery

13 Dentistry—other

14 Dermatology

15 Diagnostic radiology

16 Ear, nose and throat (ENT)
17 Emergency Medicine

18 Endocrinology

19 Endoscopy

20 Facio-maxillary surgery

21 Gastroenterology

22 General and internal medicine
23 General Practice—non-procedural
24 General Practice—procedural
25 General surgery

26 Geriatrics

27 Gynaecology only

28 Infectious diseases

29 Intensive care

30 Medical Oncology

31 Midwifery

32 Neurology

33 Neurosurgery

34 Neonatology
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35 Nuclear medicine

36 Nursing—general

37 Nursing—nurse practitioner

38 Nutrition

39 Obstetrics & Gynaecology

40 Obstetrics only

41 Occupational medicine

42 Ophthalmology

43 Oral surgery - medical

44 Orthopaedic surgery

45 Osteopathy

46 Paediatric medicine

47 Paediatric surgery

48 Paramedical and ambulance staff
49 Pathology

50 Pharmacy

51 Physiotherapy

52 Plastic surgery

53 Podiatry

54 Psychiatry

55 Psychology

56 Public health/preventive medicine
57 Rehabilitation medicine

58 Renal medicine

59 Respiratory medicine

60 Rheumatology

61 Spinal surgery

62 Sports medicine

63 Therapeutic radiology

64 Thoracic medicine

65 Urology

66 Vascular surgery

67 Other allied health (including alternative medicine)
68 Other hospital-based medical practitioner
69 Not applicable

70 Not yet known

Guide for use:
e Up to four codes may be selected for this item.

e This data item should be used to record the specialties of the clinicians who played
prominent roles in the incident that gave rise to the claim; that is, the individuals whose
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actions/omissions are directly implicated in ‘what went wrong’. However, recording the
specialty of an individual clinician at this item does not imply that the individual was ‘at
fault’. These individuals may or may not be defendants in the claim.

e For a particular clinician, the specialty recorded should be the main clinical area:

» in which that clinician has formal qualifications (or, in the case of a specialist-in
training, is working towards gaining formal qualifications), and/or

» in which that clinician primarily practices.

o The specialty recorded may not be the area in which the clinician was working at the
time of the incident. For example, if a clinician involved in the incident was a general
surgeon, but was working in emergency when the incident occurred, code 2 ‘General
surgery’ should be recorded for this item. Thus, the specialty recorded at this item may
not ‘match’ the clinical service context recorded at item 7.

e Other hospital-based medical practitioners — includes junior doctors, resident doctors,
house officers and other clinicians who do not have a specialty.

¢ Nursing—general — includes enrolled and registered nurses
¢ Nursing—nurse practitioner — includes registered nurse practitioners only

¢ Midwifery — includes registered midwives only
¢ General and internal medicine — includes physicians.

e Where it is known a clinician specialises solely in Gynaecology, code 27 should be
recorded. Where it is known a clinician specialises solely in Obstetrics, code 40 should
be recorded. Code 39 should be recorded where it is known a clinician specialises in
both Obstetrics and Gyneaecology, or where it is known that a clinician specialises in
either Obstetrics or Gyneaecology or both, but there is no further information.

 Where a registrar was closely involved in the incident, the specialty for which the
registrar was training at the time of the incident should be recorded.

e Where no clinical staff were involved in the incident (e.g. where the claim relates to
actions of hospital administrative staff) code 68 ‘Not applicable’ should be recorded.

e This item should be completed on the basis of available information about the specialty
of clinicians closely involved in the incident; specialty should not be assumed based on
other information. For example, if the incident occurred in the course of a bowel
operation code 10 ’colorectal surgery’ should only be recorded where there is information
to confirm that a colorectal surgeon was among the clinicians involved.

e Where a private doctor was closely involved in the incident, the specialty of the private
doctor should be recorded.

Not yet known — this code should be used only when the information is not currently
available, but is expected to become available as the claim progresses. Once the
information is available ‘Not yet known’ should be replaced by the correct code.

Why is this data item collected?

Information on clinical specialty is important both for financial management (e.g. for looking at
cross-subsidisation between specialties) and clinical risk management.

In the private sector, clinical speciality is a key factor in determining premiums, as different
specialties are recognised to carry different levels of liability risk. This has had implications
for the public sector — in some jurisdictions, private specialists have been brought under

public sector insurance arrangements in order to protect the provision of services that have
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been threatened by large increases in the cost of premiums for certain specialists. In order to
monitor the implications of these types of arrangements, it is important for information on
specialty to be included in the MINC.

From a CRM perspective, information on specialty may indicate quality of care issues — for
example, the proportion of claims associated with a procedure performed by a consultant not
within the appropriate specialty (e.g. a breast operation performed by an orthopaedic
surgeon).

This data item will enable questions such as the following to be answered:

e In what clinical specialties do most claims arise?

¢ In what clinical specialties do most high cost claims arise?

Development history and relationship to national standards

There is currently no complete, nationally recognised list of clinical specialties in Australia.
There are two data elements related to clinical specialty in the NHDD V10 (‘Principal area of
clinical practice’ and ‘Surgical specialty’), but neither covers the full spectrum of specialties
needed in a medical indemnity collection. Some Health Authorities have developed lists of
clinical specialties, of varying length and detail, for use in their medical indemnity data
collections. There is also a list of specialties used by the Commonwealth Department of
Health and Ageing to manage Medicare billing.

The coding categories for this data item were developed with reference to all these lists; the
aim was to include all categories that might be of relevance to medical indemnity claims.
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15 Date reserve first placed against claim

Defined as: Calendar month and year in which a reserve was first placed against the
claim.

Classification code: mmyyyy

Guide for use:
e This item must be completed for all claims on the MINC database.

e This item should always be recorded as a 6-digit date comprising month and year. Year
should always be recorded in its full 4-digit format.

e ‘Date reserve first placed against claim’ must be a date that is the same as or after ‘Date
incident occurred’ (Item 10).

Why is this data item collected?

Date information will be crucial for analysis of temporal patterns in the national data
collection. This item will enable all claims against which a reserve was placed in a particular
period (e.g. financial year) to be identified and analysed as a group. Also, data on when a
reserve is placed against a claim in relation to when the incident occurred can be used to
predict the number of incurred but not reported claims at a particular point in time.

‘Potential claims’ are matters that are considered by the relevant ‘responsible expert’ to have
the potential to materialise into actual claims. The ‘expert’ may be someone in the health
administration, with or without a further layer of advice from an insurance, risk or fund
manager or legal adviser. This expert places, or arranges to have placed, a reserve in
respect of the matter, and it is at this point that the matter is considered to be a ‘medical
indemnity claim’ within the scope of the MINC.

While a potential claim may have come to the attention of the relevant body some time
before, the date a reserve was placed against it is used to represent the date at which the
matter came to be considered as one likely to materialise into a claim.

Development history and relationship to national standards

During the development of the collection, this item was initially proposed as ‘when claim
reported’. However, as the process for reporting claims varies between Health Authorities,
sometimes involving a series of steps, MIDWG agreed that ‘when reserve placed against
claim’ would provide more nationally consistent data. This date is of particular significance in
the context of the MINC, as the placing of a reserve against a matter is the trigger for
including the matter as a potential claim within the scope of the MINC.
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16 Reserve range

Defined as: The estimated size of the claim, recorded in broad dollar ranges.

Classification code: 1 less than $10,000

2 $10,000 - <$30,000

3 $30,000 — <$50,000

4 $50,000 — <$100,000
5 $100,000 — <$250,000
6 $250,000 —<$500,000
7 $500,000 — <$1 million
8 $1 million— <$2 million
9 $2 million— <$5 million
10 $5 million or more

Guide for use:
e This item must be completed for all claims on the MINC database.

¢ ‘Reserve’ is defined as the dollar amount that is the best current estimate of the likely
cost of the claim when closed. This amount will normally include claimant and defence
legal costs but exclude internal claim management costs and any anticipated
contributions from third parties (e.g. Medical Defence Organisations (MDOs).

e The amount recorded should reflect the current reserve against the claim at the end of
the six-month period to which the data relate. That is, if the reserve is revised during the
life of the claim the most recent estimate should be recorded in the database, over-writing
any previous estimate. When a claim is closed the most recent reserve estimate should
be reported; the reserve should not be deleted or altered when a claim is closed.

e The National Data Custodian will keep a record of previous reserve amounts reported to
it for ongoing claims (as at the end of each reporting period).

Why is this data item collected?

Information on the estimated size of open claims is important for estimating potential future
liability, being aware of emerging trends and, together with information on the final cost of
claims, assessing the adequacy of current reserving practices.

While data on the size of closed claims provides information on past trends, information on
reserves placed against claims currently ‘on the books’ provides a more accurate indication
of current and future liabilities.

It is recognised that reserving practices, and methods of estimation, vary between Health
Authorities. In general, however, the reserve amount will include claimant and defence legal
costs but exclude internal claim management costs and any anticipated contributions from
third parties (e.g. MDOs). An adjustment for the probability that the claimant will be
successful may also be made.
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Development history and relationship to national standards

During the development of the collection there was discussion among members of the
MIDWG concerning whether specific dollar amounts could be recorded for this data item.
While this would provide more detailed information and allow greater flexibility of analysis,
providing detailed cost information was not acceptable to some MIDWG members, for
confidentiality reasons.
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17 Date claim commenced

Defined as: Calendar month and year in which the claim commenced, as signalled by
the issue of a letter of demand, issue of writ, an offer made by defendant, or
other trigger.

Classification code: mmyyyy

Guide for use:
e This item should always be recorded as a 6-digit date comprising month and year. Year
should always be recorded in its full 4-digit format.

e Events that signal claim commencement (triggers) can include the issuing of a letter of
demand or a writ, an offer made by the defendant to the claimant, or some other event
that clearly signals claim commencement.

e Triggers for commencement are not limited to triggers of formal legal proceedings.

e The date recorded should be the date of the first ‘trigger’. For example, if a letter of
demand is received and, subsequently, a writ is issued, the date recorded for this item
should be the date of the letter of demand.

e This item may remain blank if the claim has not yet commenced. However, once the
claim has commenced the correct date should be entered.

Why is this data item collected?

Date information will be crucial for analysis of temporal patterns in the national data
collection. This item will allow an important change in claim status to be recorded —i.e. the
point at which a process was put in train with a view to ultimately concluding the matter.
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18 Date claim finalised

Defined as: Calendar month and year in which the claim was settled, or a final court
decision was delivered, or the claim file was closed (whichever occurred
first).

Classification code: mmyyyy

Guide for use:

e This item should always be recorded as a 6-digit date comprising month and year. Year
should always be recorded in its full 4-digit format.

e ‘Date claim finalised’ must be a date that is the same as or after ‘Date claim commenced’
(Item 17).

e This item must remain blank if the claim has not yet been finalised, or where Item 21
(Status of claim) is coded ‘Claim previously closed now reopened’ (40). However, once
the claim has been finalised the correct date should be entered.

e Itis understood that, in some cases, the final size of the claim may not be known for
some time after the claim has been finalised, and the claim file may remain open for
some time after the claim has been finalised. However, this item should be completed as
soon as the claim has been finalised, in accordance with the definition given above.

Why is this data item collected?

This item will enable all claims finalised in a particular period (e.g. financial year) to be
identified and analysed as a group. It is important for analysis of ‘stocks and flows’, e.qg.
average time between when a reserve is placed against a claim and finalisation, and how this
varies for different types of claims. Date information will be crucial for analysis of temporal
patterns in the national data collection.

Item 19 ‘Mode of claim finalisation’ will provide important information for the interpretation of
‘date claim finalised’, by indicating whether the matter was settled, the claim discontinued,
etc.

Development history and relationship to national standards

During the development of the collection, this item was initially defined as ‘“The date on which
the file for the claim was closed’. However, there was concern from some members of the
MIDWG that this definition would create problems in cases where a file stays open long after
a final agreement has been reached, e.g. because of staged payments. From an analysis
perspective, it seems logical that as soon as any of the processes listed under in Item 19
‘Mode of claim finalisation’ can be said to have concluded, the claim should be considered
closed.
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19 Mode of claim finalisation

Defined as: Description of the process by which the claim was closed.

Classification code: 1 Settled through State/Territory-based complaints processes

2 Settled through court-based alternative dispute resolution
processes

3 Settled through statutorily mandated compulsory conference
process

Settled—other
Court decision
Discontinued

~N o o b

Not yet known

Guide for use:

o Settled through State/Territory-based complaints processes, includes proceedings
conducted in State/Territory health rights and health complaints bodies, e.g. Health
Rights Commission (Qld), Health Complaints Commission (Tas).

e Settled through court-based alternative dispute resolution processes includes mediation,
arbitration, and case appraisal provided for under civil procedure rules.

e Settled through statutorily mandated compulsory conference process includes settlement
conferences required by statute as part of a pre-court process.

e Settled — other includes instances where a claim is settled part way through a trial.

e Discontinued includes claims that have been closed due to withdrawal by claimant, or
operation of statute of limitations, or where the claim manager decides to close the claim
file because there has been a long period of inactivity on the matter. Discontinued also
includes instances where a claim is discontinued part way through a trial.

¢ Not yet known — this code should be used for claims that have not yet been finalised (i.e.
where Item 18 ‘Date claim finalised’ is blank), including claims for which Item 21 ‘Status
of claim’ is coded ‘Claim previously closed now reopened’ (40).

Why is this data item collected?

This information is particularly important because of the relationship between mode of claim
finalisation and the administrative and legal costs associated with claim settlement. Data on
mode of finalisation, together with information on characteristics of claims (e.g. ltem 18 ‘Total
claim size (finalised)’, Iltem 13 ‘Specialties of clinicians closely involved in incident’), could
usefully inform strategies aimed at streamlining the management of claims and reducing the
costs associated with court settlements.
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20

Classification code:

Total claim size

Defined as: The amount agreed to be paid to the claimant in total settlement of the

claim, plus defence legal costs, recorded in broad dollar ranges.

1 less than $10,000

2 $10,000 - <$30,000

3 $30,000 — <$50,000

4 $50,000 — <$100,000
5 $100,000 — <$250,000
6 $250,000 — <$500,000
7 $500,000 — <$1 million
8 $1 million— <$2 million
9  $2 million— <$5 million
10 $5 million or more

11 No payment made

12 Not yet known

Guide for use:

This item should only be completed if a date has been recorded for ‘Date claim finalised’
(Item 18).

The total claim size is the total amount paid to the claimant in settlement of the matter,
including any interim payments and claimant legal costs, plus defence legal costs. The
amount should not include internal claim management costs. Total claim size should
reflect costs paid (or agreed to be paid) by the Health Authority only; any third party
contributions (e.g. payments from MDOs) should be excluded.

Code 11 ‘No payment made’ should only be used where the claim has been closed and
no payment has been or is to be made to the claimant and there have been no claimant
or defence legal costs. If no payment was made to the claimant but legal costs were
incurred then the appropriate dollar range should be selected to report this.

Where ltem 21 (‘Status of claim’) is coded 33 ‘Finalised—Structured settlement with total
dollar value open’, the total claim size recorded at this item should reflect the total paid to
date (i.e. at the time of transmission to the National Data Custodian).

Not yet known — this code should be used for claims that have not yet been finalised (i.e.
where Item 18 ‘Date claim finalised’ is blank), including claims for which ltem 21 ‘Status
of claim’ is coded ‘Claim previously closed now reopened’ (40). It may also be used for
finalised claims when information on total claim size is not yet available. Once this
information is available ‘Not yet known’ should be replaced by the correct code.

Why is this data item collected?

This item is crucial for tracking trends over time in claim size, and in numbers of claims of
different sizes. Being able to examine the characteristics of claims of different sizes will aid in
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understanding the drivers behind trends in the cost of claims, and may inform strategies
aimed at managing and containing costs.

As claimant and defence legal costs are included in the total claim size it will not be possible
to analyse the data to look at damages awards per se. However, it is considered important
that the data include the total amounts paid out to plaintiffs, and the costs of defending
claims, to provide a more realistic reflection of Health Authorities’ liabilities.

Development history and relationship to national standards

During the development of the collection there was discussion among members of the
MIDWG concerning whether specific dollar amounts could be recorded for this data item.
While this would provide more detailed information and allow greater flexibility of analysis,
providing detailed cost information was not acceptable to some MIDWG members, for
confidentiality reasons.
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21 Status of claim

Defined as: Status of the claim in terms of the stage it has reached in the process from
a reserve being set to file closure.
Classification code: 10 Not yet commenced
20 Commenced (not yet finalised)
30 Finalised—claim file closed
31 Finalised—awaiting determination of total size
32 Finalised—structured settlement with total dollar value decided
33 Finalised—structured settlement with total dollar value open
40 Claim previously closed now reopened

Guide for use:
e This item must be completed for all claims on the MINC database.

e Not yet commenced — indicates that a reserve has been set for the claim but none of the
events signalling claim commencement (see Item17 ‘Date claim commenced’) have yet
occurred.

e Commenced (not vet finalised) — indicates that the claim has commenced (i.e. a date has
been entered at ltem17 ‘Date claim commenced’) but has not yet been finalised (i.e. no
date is yet entered at Iltem 18 ‘Date claim finalised’).

o Finalised—claim file closed — indicates that the total claim size has been determined, and
the claim file has been closed; excludes finalised claims where payments to the claimant
are made under a structured settlement scheme (codes 32 and 33). After a claim record
with this code has been transmitted to the National Data Custodian once, it should not be
transmitted again; the National Data Custodian will freeze the claim record on the MINC
database. (See also notes on ‘Claim previously closed now reopened’, below.)

e Finalised—awaiting determination of total size — indicates that the claim has been
finalised (and a date has been entered at Item 18 ‘Date claim finalised’) but the total claim
size has yet to be determined; the claim file has not yet been closed. Further
transmissions to the National Data Custodian will take place.

e Finalised—structured settlement with total dollar value decided — should be recorded
where the claim has been finalised and the Health Authority has undertaken to make
payments to the claimant over a period of time under a structured settlement scheme and
the total amount to be paid has been decided. After a claim record with this code has
been transmitted to the National Data Custodian once it should not be transmitted again;
the National Data Custodian will freeze the claim record on the MINC database. (See
also notes on ‘Claim previously closed now reopened’, below.)

e Finalised—structured settlement with total dollar value open — should be recorded where
the claim has been finalised and the Health Authority has undertaken to make payments
to the claimant over a period of time under a structured settlement scheme and the total
amount to be paid is open. For example, the Health Authority may have undertaken to
reimburse the claimant for care costs incurred each year for the rest of the claimant’s life.
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e Claim previously closed now reopened — should be used to record instances where a
claim previously recorded as finalised on the MINC database has been re-opened. In
these cases, the claim identifier (Item 1) should not change (i.e. should be the same as
the original claim identifier for the claim when it was initially entered on the MINC
database), but all other relevant data items may be updated.

» When a claim is initially reopened, Item 18 (Date claim finalised) should be blank, and
Iltems 19 (Mode of claim finalisation) and 20 (Total claim size) should be recorded as
‘Not yet known’, until this information is known (i.e. when the claim is finalised for the
second time).

» For this data ltem, code 40 (Claim previously closed now reopened) should remain
until the claim is finalised for the second time, when the appropriate finalisation code
(30, 31, 32, or 33) should be recorded.

» Code 10 (Not yet commenced) and code 20 (Commenced (not yet finalised)) should
never be recorded for a reopened claim.

e This item should be updated whenever the status of the claim changes.

Why is this data item collected?

This item will indicate the stage in the process (i.e. reserve placed, claim commenced or
claim closed) that a claim has reached at the time that the data are provided to the National
Data Custodian. This item will provide a convenient way to select a subset of claims for
analysis (e.g. all closed claims).

Several sub-categories of ‘finalised’ are included in recognition of the fact that finalisation of a
claim is not always the end of the matter. It may be some time after finalisation before the
size of the final payment to the claimant is determined (hence code 31); or the claimant may
be paid under a structured settlement scheme over a long period of time and the total amount
may or may not be agreed in advance (codes 32 and 33, respectively). The capacity to
identify structured settlements for claims in the MINC database will be particularly important,
in order to monitor the uptake of this method of payment.

Where there is an agreement that the claimant will receive payments over a long period of
time, and the total amount is not agreed in advance, the claim record should continue to be
transmitted to the National Data Custodian every six months, with ‘total claim size’ (Item 20)
adjusted to reflect the total amount paid to date, for as long as payments continue.

In some cases, a claim that has previously been closed may re-open. Recording code 40 for
this item will signal to the National Data Custodian to freeze the information for the original
claim on the MINC database and store new information for the reopened claim as a separate
but linked record.
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Appendix 1

Classification of procedures

Based on Chapter headings of the Australian Classification of Health Interventions,
presented in the ICD-10-AM

Procedures on nervous system

Procedures on endocrine system

Procedures on eye and adnexa

Procedures on ear and mastoid process

Procedures on nose, mouth and pharynx

Dental services

Procedures on respiratory system

Procedures on cardiovascular system

Procedures on blood and blood-forming organs
Procedures on digestive system

Procedures on urinary system

Procedures on male genital organs

Gynaecological procedures

Obstetric procedures

Procedures on musculoskeletal system
Dermatological and plastic procedures

Procedures on breast

Chemotherapeutic and radiation oncology procedures
Non-invasive, cognitive and other interventions, not elsewhere classified
Imaging services
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