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In an insurance industry where pressure on both the top line and the 
bottom line are driven simultaneously, it is essential to understand 
the consequences of only focusing on pushing the top line.  Unlike a 
physical goods business which presumably makes a margin on each 
sale, indiscriminately pushing the top line in insurance – e.g. selling more 
policies at cut prices, with lax underwriting discipline – will lead to disaster 
for the bottom line, as the resulting claims losses and expenses outweigh 
the insufficient premiums. On the other hand, as long as customer 
service levels are maintained, reducing costs to boost the bottom line 
generally leaves the top line unscathed. However, tinkering with the two 
variable claims costs (expenses and claims losses) can be like running 
back-and-forth on a seesaw; one month you are squeezing down claims 
leakages by increasing the level of scrutiny, and the next you are trying to 
reduce the headcount and time required to process a single claim. It can 
seem despairingly like a zero-sum game: either your claims ratio is down 
but your expense ratio is high, or vice versa. Now that the Indian general 
insurance industry has endured several years of “land grabbing,” there 
is much to do to create efficiencies within claims processes before the 
weight of inadequate underwriting results comes crashing down.
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In this article, the concept of using claims triage is presented as a way for insurers to use 
existing resources more effectively to reduce claims losses. By achieving higher efficiencies, 
insurers should be able to reduce both their claims losses and expenses simultaneously.

Origins of Triage
The word triage (pronounced tree-AHJ) stems from the French verb trier, meaning to sort. It was first used by French 
doctors in World War I and refers to a system of prioritising medical patients in order to achieve optimal overall 
outcomes given resource constraints. For example, in a situation involving a high number of casualties such as a train 
wreck, the availability of vital resources such as time, doctors, life-support devices and transportation to hospital may 
be overwhelmed by the sheer number of casualties that require treatment. A system of triage can be used to sort the 
casualties and assign resources to treating them in order to maximise the overall outcomes, with the side benefit of 
organising the treatment effort into a structure resembling a project plan.

Like any system that prioritises some things over others, there are winners and losers – some casualties will 
be assigned treatment by the best burns specialist, put on the ventilation machine, sent to hospital in the first 
ambulance, etc. while others are left untreated until those same resources are freed up. However morbidly unfair that 
may seem, the fact is that when resources are constrained, it can be impossible to treat all of the individual casualties 
being faced simultaneously. In these sorts of situations, any approach would result in an implicit prioritisation of some 
casualties over others.

Evolution of Medical Triage
A triage team – usually a team of paramedics – makes sorting assessments based on both the current status of the 
casualty (e.g. non-life-threatening injuries, life-threatening injuries or deceased) and a prediction of the incremental 
benefit of treatment (i.e. how much is prompt treatment likely to help in improving the outlook). Each component 
presents very clear limitations. 

Firstly, the triage needs to be performed quickly and systematically to direct immediate aid to casualties – implicitly, 
there is little time to gather data and perform a complete diagnosis on each casualty. Over time and repeated triage 
efforts, medical triage systems have evolved standardised diagnostic processes that paramedics can perform on 
each casualty in less than 60 seconds to collect an informative set of data on which to base triage decisions. The 
key is to collect the relevant data – typically, medical signs such as blood pressure, pulse rate, respiratory signs and 
sources of bleeding – no more and no less.

Secondly, triage involves a prediction of future outcomes – these predictions can never be 100 percent accurate. 
Historically, these predictions were very subjective in nature. Some guesswork was required from paramedics who 
may or may not have had substantive relevant experience. For example, even an experienced paramedic may find 
it difficult to differentiate between a chest wound that is repairable and one that is beyond help. An inexperienced 
paramedic will have even more trouble differentiating. This guesswork often led to sub-optimal results: some 
casualties that would really benefit from immediate treatment are left waiting, others that are beyond help are fast-
tracked to hospital, and others still with only minor injuries are assigned scarce resources unnecessarily. To improve 
the accuracy of the sorting process, medical triage systems have recently started using quantitative, empirical results 
to inform sorting decisions and reduce the amount of guesswork required. Modern medical triage systems enable 
even less-skilled and less-experienced paramedics to make assessments backed by all of the available data and 
experience, not just their own.
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Applying Triage to Insurance Claims
To reduce the impact of claims costs to the bottom line (both losses and 
handling), an insurer needs to reduce the cost of the trade-off required 
between handling expenses and claims losses. That is, for the same 
amount of spending on handling expenses, how can an insurer reduce 
claims losses; or, how can insurer reduce the amount of spending on 
handling expenses required to achieve the same level of claims leakages 
(e.g. fraudulent claims, inflated claims, claims on perils not covered)?

Like medical practitioners in medical triage situations, a claims 
department sees many problems simultaneously and has limited 
resources to solve them. Large claims and small claims, own damage 
and third party claims, own administered and third party administered 
claims, reimbursement and cashless claims. Given the limited resources 
available, a claims triage process can optimise the effort in resolving all 
of the claims in the same way triage can maximise outcomes in medical 
treatment scenarios.

Even if the term ‘triage’ is new to the vocabulary, most claims departments 
already have simple forms of triage instituted in terms of coarse business 
rules such as:

•   If a claim is for Rs 5,000 or less, simply pay it

•   If a motor claim is more than Rs 30,000, it must be reviewed by an in-
house surveyor

•   If a claim is made within 2 weeks of policy initiation and there is a break in 
coverage, send it to the special investigation unit (SIU)

However, like simple forms of medical triage, business rules like these 
have limitations based on the coarseness of the rule. It is easy to see the 
inefficiencies that remain, or are even created by these sorts of business 
rules: perhaps there are a huge number of Rs 5,000 claims on perils not 
covered; or perhaps the referral threshold of Rs 30,000 is too low and 
leads to excessive workloads for in-house surveyors; and if only 1% of 
break-in-coverage claims are repudiated then 99% of the time the SIU 
is not doing productive work. Whilst claims triage cannot necessarily 
help a special investigation unit (SIU) do a better job of identifying and 
uncovering evidence of fraud, it can certainly reduce the number of 
specious claims that are referred to it, which also relieves the workload 
and enables investigators to spend more time on each case or look into 
other suspicious cases.

Additionally, it is probable that the rules were originally created based on 
high-level, general observations and almost never updated. Again, like 
medical triage, insurance claims triage of today can be improved by  
basing the sorting criteria on a scientific, objective model backed by 
empirical data.

Example of Medical 
Triage
A simple system of triage
in a train wreck situation
might involve attending to
each casualty as quickly as
possible and sorting them
into one of four groups:

Simple triage categories
Green: Casualty is likely 
to survive without prompt 
treatment, e.g. a person with 
minor cuts and bruises

Yellow: Casualty is likely to die 
without prompt treatment, 
e.g. a person with serious 
bleeding or internal injuries

Red: Casualty is likely to die 
despite prompt treatment, 
e.g. a person with severe head 
trauma

Black: Casualty is already 
deceased

Each casualty can be 
tagged with a coloured 
patch to identify the group 
quickly, then treated in 
priority order based on 
tag colour - for example, 
Yellow then Green then 
Red (obviously too late 
for casualties tagged with 
Black).

This system is a simple 
example; real-world 
systems will have varied 
grouping and criteria. The 
key is that a system of 
triage allows resourcing 
decisions to be made 
that are consistent with 
achieving the best overall 
outcome.
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Better Triage for Insurance Claims
A true improvement to the status quo of existing claims triage systems would:

1.   Increase the detail of the sorting to improve accuracy using more data and 
more sophisticated analytics

2.   Base the sorting on an evolving blend of empirical data and general 
experience

3.   Cost less to implement than the incremental benefits

These improvements are agnostic and could apply to claims triage in any  
line of insurance, but to illustrate, below we discuss what an advanced  
claims triage system for a hypothetical healthcare claims department  
might look like.

Increase Detail
The more detail that is considered by a triage process, the finer and more 
accurate the triage can be, leading to more appropriate treatment being 
applied and improving efficiency. In an advanced claims triage process, the 
sorting would be based on many more factors than just the size of the claim 
and whether there was a break in coverage. 

Some other factors to consider might include:
•   Was the treatment conducted in an “in-network” hospital? Were the 

“preferred” rates charged or are they inflated?
•   How many claims per month are received involving treatment by this 

doctor? Is this number suspiciously high?
•   What is the probability that the diagnosis will lead to more claims in the 

future? Does the reserve need to be adjusted?

Even if these factors seem obvious, they must be combined in an appropriate 
manner to be helpful – otherwise, too much labour will be allocated to 
perform claim edits, any doctor being too hardworking will be treated as a 
fraudster, and solvency requirements will be sent sky-high with excessive 
reserves. Most doctors involved frequently in claims are not trying to defraud 
the insurer – the goal is to sort the ones that are from the ones that are not, 
using more information than just a single attribute (i.e. the number of recent 
claims). The key is to take an overall view of the attributes of the claim in 
combination to determine how to process it.

Triage Accuracy

The more detail that is 
considered by a triage 
process, the finer and 
more accurate the triage 
can be, leading to more 
appropriate treatment 
being applied and 
improving efficiency.  
The key is to take 
an overall view of 
the attributes of the 
claim in combination 
to determine how to 
process it
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Using Scoring Models to Assimilate More Detail
One way to do this is to create scoring models that add or subtract points 
based on the attributes of the claim (see the appendix for an example). All 
statistical predictive modelling techniques – including regression modelling, 
classification trees, neural nets and nearest neighbour clustering – eventually 
boil down to a scoring model, but the ease of use, sophistication, accuracy 
and amount of subjective human input required to perform the analysis will 
vary. Scoring models can be created to rate any aspect of interest of a claim, 
but some likely ones are:
•  Likelihood that a claim is fraudulent
•   Likelihood that the best thing the insurer can do is to pay this claim 

immediately
•   Likelihood that a claim will significantly increase in severity (or lead to more 

claims)
•  Deviation from an established benchmark for a claim of this type
•   Estimated benefit of handling internally versus assigning to a third party 

administrator

For example, a high score on the fraud model could indicate that there is a 
high likelihood that a claim is fraudulent. Some claims may score highly on 
multiple models, such as an excessive claim that is also likely to be fraudulent.
The process workflow for a claim can be influenced or even completely 
determined by the scores given to the claim, depending on the appetite 
and requirement for human oversight. Claims that score highly on the 
fraud model should be referred to the SIU. Claims that score highly on the 
“pay immediately” model should be fast-tracked for payment. This sorting 
process for claims based on scores is directly analogous to the sorting done 
in medical triage that determines whether a patient should be treated now or 
later, and what resources to assign to treating him or her.

Base Decisions on Both Empirical Data and General 
Experience 
Traditional claims triaging efforts are unstructured and generally based solely 
on the experiences of a handful of operations managers making decisions 
that can be improved by increasing the level of detail – if a manager sees 
a trend of inflated claims from out-of-network hospitals, a too-common 
response would be to apply additional scrutiny to all out-of-network hospital 
claims. For the most part, this is a grouping error that is solved by sorting with 
increased detail, but the whole effort can still be left unstructured and likely 
to either stagnate into irrelevance (the managers who set the rules move on 
to other roles) or fluctuate wildly (the rule setters react to every new event). 
Systematically incorporating empirical data into decision-making can help 
regulate the effort to maintain an effective claims triage process.

Data-Driven Triage

Traditional claims triaging 
efforts are unstructured 
and generally based 
solely on the experiences 
of a handful of operations 
managers. Systematically 
incorporating empirical 
data into decision-
making can help regulate 
the effort to maintain an 
effective claims triage 
process.
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Fast Track Model
Recall the scoring models introduced previously. How should the relevant factors and the assigned scores for each 
model be determined? Take the example of a fast-track model: it would be possible for an experienced claims 
manager to list a handful of attributes that would indicate claims which should be fast-tracked, such as low claim 
amount or where complete supporting documents were submitted at intimation. However, can the claims manager 
be sure that all the relevant factors are accounted for? Are some factors actually less relevant than they may seem? 
Finally, what weighting or what score should each factor be assigned in the model? The robust way to answer these 
questions is to be informed with empirical data – observations of objective facts attributed to relevant claims.

The use of medical triage is still evolving throughout the world

Below are some links to a handful of interesting websites regarding medical triage:

•   http://indiatoday.intoday.in/site/Story/107313/its-an-emergency,-doctor.html  
An India Today (July 2010) article contrasts the response to the Mumbai bombings in 2003 (“there was a glaring absence of 
formalised triage”) to the Mumbai terrorist attacks in 2008 (“the triage saved time and we managed to save most lives”). 

•   http://www.start-triage.com  
The START (Simple Triage And Rapid Treatment) triage system was designed in California, USA in 1983 and updated in 1994, 
and was used in two well-known terrorist bombings in the USA.

•   http://www.westnet.com/~ds/wtc.html  
A first-hand account of the triage effort at the World Trade Center terrorist attacks in New York in 2001.

Fraud Model
For claims triage, one useful form of empirical data is a dataset of historical claims describing the attributes of each 
claim (e.g. policy details, treating hospital and doctor, diagnosis, treatment, claim amount, etc.) matched with the 
outcome of interest. For example, for a fraud model, the attributes of each claim should be matched with whether 
or not the claim was found to be fraudulent. Running a statistical modelling analysis on this data can then highlight 
which factors are relevant to detecting fraud, and to what extent. The output of the analysis on the historical data is 
a predictive statistical model – a scoring model where the factors and scores are “trained” to the historical patterns. 
When this scoring model is applied to new claims, the resulting scores will represent the statistically best prediction of 
whether a claim is fraudulent. In other words, the model extrapolates the historical patterns into the future, setting an 
expectation of events to come.

If a statistical analysis exercise is regularly conducted using “fresh” historical data – for example, an analysis every six 
months on the latest two years of data – then models can kept up-to-date without overreacting to fads. Building a 
claims triage process around objective scoring models that are updated regularly will institutionalise accurate triaging 
and keep the claims handling process running efficiently.
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Caveats of Statistical Analysis
Whilst statistical analysis and predictive modelling represent a scientific gold 
standard, there are some caveats that should be kept in mind. Statistical 
analysis is not a silver bullet that can describe the future with 100% certainty 
and in general, people are not particularly adept at understanding and 
acting on probabilistic future outcomes. An everyday example is when we 
curse the weather bureau for making us pack our umbrellas and raincoats 
because they announced a 90% chance of rain, even though the day turns 
out to be beautifully sunny – on average, this will happen 1 in 10 times! In this 
case, packing an umbrella still represents a logical decision, but the mind has 
“rounded up” the expectation of rain to 100% without justification.

Another caveat that affects all forms of statistical analysis is that models 
based on historical data can only discover “more of the same.” That is, they 
can only predict future events if similar events were detected in the past. 
For example, if an insurer has never identified any claims that presented 
opportunity for subrogation, then statistical analysis on historical data will 
not be able to predict future subrogation opportunities. Statistical predictive 
modelling can only extrapolate the known patterns of the past into the future. 
As a consequence, even if a claims triage process were to be informed by 
statistical analysis, there is still a need for human inspection to identify novel 
trends that fall outside the historical experience.

The pitfalls of incorporating empirical data into claims triage can be mitigated 
by understanding the limitations of what statistical analysis can and cannot 
do. Experienced managers are still critical for claims triage, but the nature 
of their roles changes from being the traffic controllers to maintaining and 
optimising the traffic lights.

Reduce Overall Cost
The point of a triage process is to assign resources efficiently and to 
organise the process. Assuming that financial cost is a consideration of the 
claims handling process, then the cost of actually performing triage must 
be factored into any decisions aimed at reducing the overall cost of claims. 
Thus, it is important to consider how to manage the cost of claims triage so 
that a net benefit can be gained. Like medical triage, the sorting process for 
claims triage needs to be fast and not resource intensive. Unlike medical 
triage, which generally deals with limited data (basically restricted to what 
a paramedic can diagnose and measure within 60 seconds or so), the 
significantly larger timescales and reduced urgency of claims handling means 
that much more complete data can be collected and considered, and more 
data can be generated or collected over the course of the handling process 
– patient reports, claim histories, benchmark comparisons, etc. The greater 
amount of detail in the data implies a higher processing cost – how can this 
be managed?

Triage Process

The point of a triage process 
is to assign resources 
efficiently and to organise 
the process... it is important 
to consider how to manage 
the cost of claims triage so 
that a net benefit can be 
gained.



9

 Using Triage to Achieve Claims Handling Efficiency

Greater Detail, Greater Processing Cost?
A trained triage paramedic arriving at the scene of a building fire has a lot of information to digest at once – the 
number and status of casualties, the safety of the situation, the resources available for administering treatment.  
The training that a triage paramedic has undergone helps him or her filter and process the information in a systematic 
manner. For example, which medical signs should be assess first, and in what order? How do the indications combine 
to sort a casualty into a triage group? Should first aid be administered before moving on to triage the next casualty? 
The more questions like these that the paramedic needs to consider, the more detailed and accurate the triaging will 
be, but at the cost of a more complex and intensive process, implying more training required for triagers, more time 
required to triage and greater opportunity for error.

Over time, medical triage has evolved to a point that balances the accuracy and benefit of the triage and the 
complexity and resource requirements of the process. One relatively recent innovation in medical triage is the use 
of software on handheld devices that performs the triaging based on medical inputs entered by the paramedic. 
The software alleviates the need for the paramedic from having to apply the triaging rules (or scoring model), which 
has several benefits: the scoring model can be significantly more detailed, and the model is consistently applied 
regardless of the experience of the paramedic. This in turn reduces the training required, and allows the paramedic to 
focus on aspects of medical diagnosis and first aid.

A claims triage process is faced with far more data than medical triagers have access to currently. As discussed 
earlier, consideration of more detailed data allows greater accuracy in sorting and leads to more efficient treatment. 
Fortunately, as part of the regular claims handling process, much of the relevant data will be stored in a structured 
manner in a database, and so it is a straightforward extension to design triaging software to do the processing. 

Even in a market like India where the cost of labour is relatively low, only the use of software enables a truly scalable 
claims triage process – hiring staff to triage claims leads to the same problems historically faced by medical triage:

•   Having to trade-off the benefits of an intricate sorting process with the time and training of triagers required to 
administer it

•   Inconsistencies in the accuracy of triage depending on the individual skill of the triager, which would result in 
inefficiencies such as fraudulent claims being fast-tracked or simple claims being sent for intensive editing

Implementing claims triage in software complements the other improvements harmoniously: software easily 
handles greater detail with almost zero marginal cost, applies scoring models consistently and rigorously, can be 
tightly integrated to statistical analysis (which is typically done using software anyway) and models can be updated 
automatically with new data inputs whenever necessary. Like with many other aspects of business, using software in 
claims triage defeats the false compromise between detail and cost.
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Complete View of an Improved Claims Triage Process
The following diagram shows a flowchart depicting a claims triage process that incorporates the advanced 
improvements discussed earlier.
 

Note the salient aspects:
1.   Scoring models that can incorporate a combination of many fine details are used to sort claims into different 

handling processes
2.   Empirical outcomes are fed back into the scoring models via statistical analysis to allow the models to evolve  

and adapt
3.   Software is used to ensure low marginal costs without sacrificing robustness

Conclusion
The concept of triage greatly improved the efficiency and effectiveness of medical care. Prudent and careful 
application of triage techniques can help insurers manage the bottom line without chasing their own tails. The savings 
to the insurer in terms of reduced fraud, limited claim inflation, increased subrogation recovery and better retention 
through improved customer service can simply be pocketed to boost solvency or reinvested to increase volumes. 
A well-designed and well-executed claims triage process ensures that any claims handling team, however resource-
constrained, can achieve maximum performance.

Claims triage process that incorporates the advenced improvements discussed earlier.
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Claim Attribute Score
Medical Provider

The doctor giving the treatment has previously been involved in a repudiated claim for 
suspicion of fraud

+2.0

Treatment was given at an out-of-network hospital +0.5

Treatment

The treatment provided is the same type of treatment provided in a previous claim -0.5

The treatment provided is unusual given the diagnosis that was made +2.5

The treatment is one-off in nature and leaves little evidence that it was provided +2.0

The treatment is major surgery -1.0

Claim Amount

The claimed amount is less than Rs 5,000 -1.0

The claimed amount is more than Rs 1,00,000 +1.5

Total Score 6.0

Appendix
Example of a Scoring Model 
In this very simple hypothetical fraud model, claims are scored so that a higher score represents a higher likelihood 
of fraud. An insurer might use this scorecard and apply it to every claim, then send all claims that score 5+ to the 
SIU for  investigation.

Since the score for this claim is 6.0, this claim would be referred to the SIU. Note that some attributes serve to 
reduce the suspicion of fraud, as indicated by a negative score. The actual attributes to include in the scorecard 
and the scores applied to each attribute need to be determined using a mix of general experience and empirical 
data about referrals to the SIU that resulted in the detection of fraud.
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