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Executive Summary

Overview

This submission will address the Ontario Psychaalghssociation’s ideas on how to
ensure a robust and effective auto insurance systahmeets patient needs for
restoration of health and functioning while at #aene time controlling costs and
maintaining affordability. In doing so, we are atemdful of the larger picture of the
interconnectedness of the auto insurance systdrntharpublic health and welfare
systems.

Structure of this submission

Bob Christie, Chief Executive Officer and Supenrttent of Financial Services
announced on June 3, 2008, the Ontario Auto Inser&ive Year Review. In our
submission, we address each of the terms presbwptill. Christie, starting with
affordability, availability, and consumer protectiooncerns. In each section, we provide
recommendations for possible changes to the SABRImpute resolution processes that
we believe will improve affordability, availabilitgf rehab benefits, and consumer
protection. The review also invites us to examitiepissues of concern, and we do so at
the end of our document.

In an attempt to identify issues and concerns ridhg and to provide suggestions, we
conducted a survey of psychologists engaged iasakects of service delivery in the auto
insurance system. We use data from this survewgjimaut our submission to speak to
the issues of cost controls, consumer protectipegific SABS provisions, dispute
resolution, and other issues, as identified inténms of reference for the Review.

Putting patients first

We believe that the key to maintaining affordajlavailability of benefits, and
consumer protection is remembering to always ptiepneeds first. In this way,
treatment and rehabilitation efforts are maximiaad accident benefit dollars are spent
effectively to produce the desired result. We ssgtfeat maintaining a focus on patient
needs first will also help to inform any potenthlanges to the SABS or dispute
resolution processes, so that the needs of thesggtem and the larger public system for
cost control are both served by maximizing accessrtely, effective intervention.

Our Recommendations

In our submission, we provide detailed recommendatior addressing the issues and
concerns suggested by Mr. Christie for this revide following are highlights of these
recommendations:

1. Encourage earlier referrals to psychologists;

2. Use WSIB screener for psychological factors tolitate early identification and
referral to psychologists;

3. Require copies of OCF-22s and 18s be sent to patrdmen they are submitted to
the insurer;



4. Separate types of “assessments” in any futuretddia collected, so that

stakeholders are able to determine which type sfsssnents are truly driving

COSts;

Do not impose caps on OCF-22s;

Require that a health professional of the samelise as the proposed

assessment completes the OCF-22;

7. Require that the health professional gather inféionarom the patient to be
assessed in order to complete the OCF-22;

8. Require documentation of this contact, and a sigedtom the health
professional proposing the assessment;

9. Require that simultaneous OCF-22s from the samktydme combined into a
single, multi-purpose application;

10.Require that the various health professional dis@p in a multi-disciplinary
application each have documented contact with #tieqt in order to obtain
information required to complete the application;

11.Require confirmation of patient contact for the GZFwith signature of each
health discipline;

12.Require adjusters to call proposers of assessmentr@atment plan proposals
when there are concerns, and make this a billattieity;

13.Require adjusters to include a rationale when ppt@ing an assessment or
treatment plan proposal;

14.Consider extending insurer time for consideratibassessment and treatment
plan proposals, if rationales and time for commation with proposers are
required, as recommended,;

15.Require that Insurer Examiners experience workiitgimwthe MVA sector;

16.Require that Insurer Examiners are from the saraéithdiscipline as the
proposer of the assessment or treatment plan bedtaeal for review;

17.Require Insurer Examiners to indicate that theyetaelinical/consultation
treatment practice in the area that they are atkesliiew for both assessment
and treatment plan proposals;

18.Require Insurer Examiners to call proposers ofssaent and treatment plan
proposals when there are concerns, and make Hilislale activity;

19.Improve dispute resolution processes after theektsibn;

20.Require insurers to consider and respond to rdlretparts and provide rationale
if denial is maintained;

21.Develop a “Fast Track” mechanism for dispute retsoi

22.Include a “help line” or other support for claimsnt

23.Encourage all health professionals (proposers evidwers) to use existing
guidelines and standards for practice;

24.Encourage adjusters to familiarize themselves piittiession specific guidelines
for assessment and treatment such as the OPA @aislédbr assessment and
treatment in auto insurance claims;

25.Partnerships of colleges and health professiorsalciations to provide ongoing
multidisciplinary educational opportunities regaigirehabilitation of motor
vehicle injuries;

oo



26.Develop a mechanism for use of the UDAPs and irclntbrmation on the
FSCO website;

27.Encourage colleges and health professional assmwsab partner with existing
organizations, such as the Canadian Health CareFaid Association to reduce
fraud within the auto sector;

28. Consistent with our scope of practice, include psyagists in the regulations to
adduce evidence for psychological and mental impets;

29.Ensure that psychological impairments are not oiisnated against and are
included equally in whole person impairment ratif@scatastrophic
determination;

30.Resume regular multidisciplinary stakeholder cotagigdns on an ongoing basis,
so that communication is maintained, data are sharel concerns about issues
are resolved more effectively.

31.Re-activate HCAI with appropriate modificationshi® discussed in stakeholder
consultations. We believe that this will be a digant contribution to collecting
sound, accessible data on the functioning of the @surance system. We also
see this as a step toward using electronic prose¢eseduce transaction costs.

In addition, we also encourage adoption of themeuendations made by the
Coalition Representing Health Professionals in Audbile Insurance Reform in their
submission.



Introduction

Consumer protection, restoration of health and funton, AND cost control for
product affordability

It is contrary to our social contract to jeopardize health of Ontario citizens to
accomplish cost controls. At the same time, we rhase affordable auto insurance.
There are a number of measures available whichdiioatease claimant, health
professional, and insurer accountability and prevadst savings without creating
unreasonable barriers to injured accident victigeksg the benefits necessary to restore
their health. When examining stakeholder propoaiisost savings, consideration must
be given to potential unintended negative consetpgeaf poor health outcomes and
increased disability. Further, implementation ahgosuggestions for cost savings might
ultimately increase costs to auto insurers and @sate more immediate burdens on the
public health and welfare systems for treatmentrahdbilitation and costs.

When patient needs are met within the auto ins@r&uwcident Benefit (AB) system, the
needs of the larger public health and welfare sysiee also met. Productivity and
efficiency are maintained by rehabilitating patgeanhd restoring function as a whole
person after an MVA. An auto insurance system fih@aises on cost control at the
expense of meeting patient needs sends unaddresskdcare problems to the already
over-burdened public system.

We are committed to ensuring that the AB systenetions to address the needs of
injured people so that they return to active, pobre lives. Although this is the mandate
of treatment and rehabilitation benefits underab insurance system, it is not always
effective in achieving this goal. It is our hopatichanges to the auto insurance product
will make it more effective and efficient in meagipatient needs. In this way, consumers
of auto insurance will be protected, patient negdlde addressed, and costs will be
minimized for both the auto insurance sector aeddliger public health and welfare
systems.

Maintaining affordability and availability of autasurance is an important goal of the
government and our association. One approach ieathis is improving the quality of
benefit applications and reducing those that aredulent, wasteful, and do not serve the
restorative purposes of the SABS. However, affaitdgland reduction of wasteful
services must be coupled with an emphasis on cosispratection and ensuring that cost
controls do not interfere with achieving the fundstal goal of the auto insurance
accident benefits system: to provide compensatnohsarvices to restore health and
personal, social and vocational function to thogared and traumatized in accidents.
Mechanisms to address inappropriate or excessivavimurs of a tiny minority of
participants in this system must not interfere vaithieving this important goal of
restoring health and function for the majority aft@rio citizens affected by MVAs.

This submission will address the Ontario Psychalalghssociation’s ideas on how to
maintain a healthy and effective auto insurancéesyshat addresses the needs of the



whole person and avoids offloading costly probléothe larger public health system. In
doing so, we will address issues of affordabilitglaccessibility of benefits for injured
people, consumer protection, and cost efficiency.

Before we address these pressing matters, we rengalers of what psychologists do,
who we are, and how we function within the largealth system.

Role of psychologists

The Ontario Psychological Association is the preif@sal association representing
registered psychologists in the province of Ontdtibas 1400 members. Approximately
200 provide psychological assessment to patientsauto accident injuries. In 1989, the
OPA formed an Auto Insurance Task Force, whichideses continuously involved since
that time in advocating for access of patients \gkichological impairments to
psychological services.

Psychologists play an important role in Ontaricéslth care system. Psychological
factors are central to the health and health problef Canadians. Consequently, it is
essential that psychological factors are acknovdddaind addressed, and are done so by
the professionals in our society that are best béssess and treat them.

Authorized acts and scope of practice:

Psychologists are uniquely qualified among the lsggd health professions in Ontario to
assess and diagnose mental, emotional, cognitiebahavioural impairments.

Current legislation describes the practice of psiady as, “the assessment of
behavioural and mental conditions; the diagnosisenfropsychological disorders and
dysfunctions; the diagnosis of psychotic, neuratid personality disorders and
dysfunctions; the prevention and treatment of b&hasl and mental disorders and
dysfunctions; and, the maintenance and enhancewhehiysical, intellectual, emotional,
social and interpersonal functioning®gychology A¢t1991, c. 38, s. 3).

Psychologists are uniquely qualified to diagnosséhdisorders. As noted in current
legislation, “In the course of engaging in the piccof psychology, a member is
authorized, subject to the terms, conditions amétdtions imposed on his or her
certificate of registration, to communicate a diags identifying, as the cause of a
person’s symptoms, a neuropsychological disordermsychologically based psychotic,
neurotic or personality disorderP$§ychology A¢tl991, c. 38, s. 4).

The role of members of the College of Psycholog$®ntario in providing diagnosis of
impairments and disorders is well established ith lagcident benefits and tort claims
under thdnsurance ActThe following are illustrative:

The SABS states: “impairment” means a loss or ghabity of a psychological,
physiological or anatomical structure or function;



Regulation O. reg 461/96 as amended by O. reg 38xvides a “definition of
permanent serious impairment of an important laysmental, or psychological
function.”

The SABS also includes psychologists as healthtipaeers. The SABS states, “health
practitioner, in respect of a particular impairmeneans... a psychologist, if the
impairment is one that a psychologist is authorizgtaw to treat”.

Thus, the concept of psychological impairment®i e component in the definitions of
impairments that qualify for AB applications or thght to sue for non-pecuniary loss
and future care.

The development and delivery of effective and edfic treatment depends upon accurate
diagnosis of the psychological components of iknasd injury. Psychologists are the
healthcare professionals best trained to assegmake and treat psychological factors
affecting health.

Despite the crucial role of psychologists in tregtMVA survivors, psychologists do not
see the vast majority of these survivors. In fdata from FSCO over several years
indicates that psychological services historichbye represented only a small percent of
overall costs (2-4%) of clinical assessment, treamnand rehabilitation under auto
insurance.

Psychologists rarely see those who have been inrmatidents (that is, those in which
no medical attention was sought for injuries susdiin the accident). However, we
would suggest that we often see the most vulneralileiduals with serious injury and
trauma. Our patients are often those who have thst complicated combination of
physical and mental impairments, thus making theemtost challenging to rehabilitate.
They often come to the MVA and the accident besefystem with vulnerabilities that
cause them to experience unanticipated difficuliésr an MVA. They also can be
difficult interpersonally. These are often the vpgople who are least likely and least
able to speak up for themselves, and most likelyetdropped or overlooked by many
other health providers. When this happens withenatito sector, our patients and their
unmet needs are sent to the public system for nesmeigt, and the true cost of their
impairments is addressed by OHIP and Ontario Wiorksrms of disability, lost
productivity, and greater demands for services tiveiperson’s lifetime.

The scientific literature that is fast growing img area indicates that the small subgroup
patients with co-morbid medical conditions and gigant psychological impairments
can result in a large drain on any system in wkiy are subscribers. The data are also
clear in indicating that psychological serviceseffthe cost of this drain by reducing
impairments and returning people to more produdiies.

A comprehensive psychological assessment can assehedying this drain on the
system by: identifying those at risk for developswgh impairments, conveying this
information to others in order to prescribe aneclimppropriate interventions, and
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serving as an indispensable communication tookplagning a given patient’s progress
in their rehabilitation. Psychologists also proviceatment that prevents and reduces
disability, returns patients to work, improves pats’ quality of life, and provides
substantial cost savings to payor systems.

Psychology has a unique role to play in puttinggrditneeds first when addressing the
whole person and restoring health and functioniAg.such, psychologists are also
uniquely positioned to ensure cost-effectivenegseldbilitation provided in the private
auto sector, and reduce off-loading to the pubdialtin system.

We are pleased to be submitting our ideas for limprove the auto insurance product
so that it meets the needs of all Ontarians bdtteyur submission, we demonstrate how
psychologists can improve the functioning of theoansurance system, reduce costs to
insurers by restoring function, and avoid offloggdoomplicated, difficult client needs to
the public system.

Terms of the Review

Bob Christie, Chief Executive Officer and Supenmttent of Financial Services,
announced on June 3, 2008, the Ontario Auto Inser&ive Year Review. The
following topics were suggested for comment:

Affordability and Availability

Improvements to the auto insurance system thattaiaiaffordability and
availability for consumers.

Consumer Protection

Further measures that may enhance consumer protettipurchasing auto
insurance and accessing compensation and senatiesving an accident.
Statutory Accident Benefits Schedule

Possible changes and improvements to the Statdmeigent Benefits Schedule
in particular to reduce complexity and enhance chiamge.

Dispute Resolution at FSCO

Possible changes that could improve the Disput@lBgsn process at FSCO.
Other Issues

Any other issue related to auto insurance that onps fairness and can improve
the efficiency and operation of the auto insurasggtem including regulatory
burden reduction proposals

We believe that the key to maintaining affordajlavailability of benefits, and
consumer protection is remembering to always ptiepneeds first. In this way,
treatment and rehabilitation efforts are maximiaad accident benefit dollars are spent
effectively to produce the desired result. We ssgtfeat maintaining a focus on patient
needs first will also help to inform any potenthlanges to the SABS or dispute
resolution processes, so that the needs of thesggtem and the larger public system are
both served by maximizing access to early, effedinervention.
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We address each of the terms presented by Mr. t@hssarting with affordability,
availability, and consumer protection concernsdoh section, we provide
recommendations for possible changes to the SABSImpute resolution processes that
we believe will improve affordability, availabilitgf treatment and rehabilitation benefits,
and consumer protection. Other issues of concexaifsgally to psychologists are
addressed at the end of the document.

Addressing patient needs: OPA survey data

In its announcement of the review of Auto Insurai€®CO’s statement indicated that,
“[interested parties are asked to identify issaled concerns and to provide suggestions
that will improve Ontario’s automobile insurance®m”. In an attempt to more fully
identify issues, concerns and provide suggestiam the perspective of those who
provide clinical assessments and treatments asaswétisurer Examinations regarding
proposals for patients with psychological impairtsemwe have conducted a specific
survey.

We present data here from the first 100 respondénssour understanding that this
represents about half of all the psychologisthegrovince working with patients
injured in auto accidents. As such, it should besadered a robust sample of these
experiences. We believe that this data providespedimg information on the
functioning of the system for the most vulnerablients who are seen by our members.
We will be using this data to speak to the issdeost controls, consumer protection,
specific SABS provisions, dispute resolution, atlfteoissues, as identified in the terms
of reference for the review.

Patient experience with the auto insurance system

First, in terms of patient care, psychologists reggbin overwhelming agreement that
their patients are either experiencing difficulby (6%) or extreme difficulty (29.3%)
with the accident benefits system. Many reported platients expressed extreme
frustration regarding challenges they face to rexbenefits they required to recover
from their injuries.

1. According to what patients have told you, how well does the system work for them?

Response Response
Percent Count

Very well 0.0% 0
well [ 4.0% 4
Satisfactorily [ ] 10.1% 10

With difficulty | 57.6% a7

With extreme difficulty | 29.3% 23

Can you provide examples of what patients have told you? | J view ‘ 73

answered question 93

skipped question 1
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This is very troubling, since it means that our masnerable patients are struggling with
the system that is meant to be serving their nédds.may represent a small number of
the patients who are accessing accident benefitsrihe SABS, but they are also likely
to be the most vulnerable, and most likely to dsapdue to frustration arttierefore

need to be picked up by the public system. Inwag, consumers and Ontarians as a
whole are not being protected by a system thatesdaarriers for its most vulnerable
members. In order for benefits to truly be avagdior those who need them, they must
be accessible easily when needed; currently, omevable patients are indicating to their
psychologists that they are not finding the acdidemefits system to be available to
meet their needs, or fair given the investment teaye made in the Accident Benefit
system to provide for their rehabilitation.

We also requested comments as part of this suhvegrms of patient experiences with
the system, a number of common themes emergedtiefidrustration and unreasonable
delays and blocks in being able to access treatam&hteceive income replacement and
other benefits. Psychologists indicated that thatrents frequently report difficulty with
paper work and feel excessively challenged andinmteeated by their insurers. Many
of these comments suggest that patients reportaiteegot being treated in a manner
consistent with the expectations described in thtoAnsurance Consumer’s Bill of
Rights, published by the Financial Services Comimisef Ontario, which include the
following consumer rights and responsibilities:
- You have the right to be treated fairly by youirsce company.

You have the right to prompt and fair handlinglafims.

You have the right to receive information aboutident benefits.

You have the right to dispute your insurance corgjzarefusal to pay

benefits.

You have the right to choose your health care glewi

If you receive accident benefits from your insuyen) must participate in

treatment and rehabilitation, and try to get baokatork.
(See Appendix A for the full Bill of Rights).

We believe that the aspirations of this Bill of Rig are appropriate when contemplating
the provision of treatment and rehabilitation seegiwithin a health care system.
Unfortunately, the data indicate that the realityhis system is very different for our
patients and the system is not meeting this goal.

This report of patient experiences must inform @amtemplation of any changes to the
accident benefit system. While it may be timelgéek ways to create greater cost
efficiencies and controls, these controls cannadigeved at the expense of those who
are injured and rely on fairness in the workinghef insurance system to provide benefits
and payment for services to facilitate their retiarpre-accident health and function.

Affordability and availability of treatment and reh abilitation benefits: Timely and
efficient psychological care

Clinical research indicates the value of timelyniigcation of referring a patient for
psychological assessment and treatment. Howeveaube psychological impairments
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tend to be under-identified and psychological metions under-utilized, and
particularly in relation to auto accident injuri¢isis value is often not realized. Failure or
delays in identifying and addressing the psychaalgaspect of a person’s injuries often
results in increased impairment and disabilityagletl recovery, and increased personal
and social costs. (See discussion in CompaniomumDeat to: Ontario Psychological
Association Guidelines for Assessment and TreatmmeAtto Insurance Claims, January
10, 2005 -Appendix C)

Present Pattern:

In order to ensure the efficiency of an effecti@éprdable, and accessible auto insurance
system that meets the needs of its consumers uiidvw@ our desire to see a movement
toward earlier referral for psychological assesdnieat is consistent with the scientific
literature; however, there is no indication thas ik happening?sychologists report
general stability in the timing of initiation of ssssment and treatment over the past two
years.

3. Please describe any change you see over the past two years in the timing of and pr

Response Response
Percent Count

No change | 56.6% 43

Earlier in the rehabilitation process [ 22.4% 17
Later in the rehabilitation process [ ] 21.1% 16

Additional comments ‘ 2 view | 18

answered guestion 76

skipped question 24

More specifically psychologists report none to very few patients sed¢he immediate
post MVA period (0-6 weeks), slightly more in wedk4?2, the largest group of patients
in the 12 month to two year period post motor vieheccident, and fewer patients first
seen more than two years post motor vehicle actiden

_ Modal % of  Estimated  Most psychologists estimate receiving no
Time psychologists  referrals  referrals within the first 6 weeks after an

Trsé Weet 5:1‘?0/ ng MVA; very few are estimated to be referred
- O Weeks . (1 0 YR :

within the first 12 week months).
6-12 weeks 32.40% 1-5% enrs eeks (3 months)
12 - 24 weeks 32.40% 10 - 25% Close to 100% of estimated referrals are
24 -52 weeks  39.70% 10-25%  between 3 months (12 weeks) and 2 years.
1-2years 34.70% 25 - 50%
2 - 3 years 27.30% 1-5%  very few are estimated to be referred after 2
> 3 years 46.90% 1-5%

years or more post-MVA.

Because the duration criteria for diagnosing cloedhiSD and persistent mild TBI
symptoms is more than three months, this refeatiepn may make sense for some



14

conditions. However, a large proportion of injupebple have vulnerabilities toward, or
actually had, depression or anxiety that existéat po the accident, that put them at risk
for experiencing increased difficulties as a resfithe MVA and the changes in their
lives that it precipitates. These injured peopf@esent a significant proportion of those
whose injuries do not resolve as expected (see paickdata), and who require earlier
referral for psychological services.

We are also reminded that current definitions fmoaic pain use 6 weeks as the point at
which one determines chronicity. Given that thithis case, early referral in order to
avoid chronicity should be occurring earlier thaa turrent 3 months — 2 years that is
identified in the data. In addition, problems witlle changes due to physical limitations
may begin immediately after the injured persorstt@resume usual activities post-
MVA. Given that people with vulnerabilities shoudd referred as early as possible,
referrals of these patients should be made befareeks to prevent chronicity of pain.
Late referral should probably be the exception,thetrule, if we want to meet patient
needs and maximize the efficiency, effectivenegailability and affordability of

benefits for consumers.

Barriers to availability of rehabilitation benefits

Given the desire to ensure availability of bendbtejured people in need, the OPA
decided that it was especially important to askronambers about any perceived barriers
to accessing assessment and treatment serviceshadilitation. Unfortunately, the vast
majority of psychologists (97.6%) reported thatitipatients (either always, frequently,
or sometimes) encounter barriers in the identifbcabdf psychological impairments or
psychological factors relevant to their rehabildat very few suggested that their
patients either “rarely” or “ never” experienceaBarriers to accessing needed
services.

5. In your experience do patients encounter barriers andior delays in the identification of psychological impairments or psychological factors relevant to their rehabllitation?

Response Response
Percent Count

61.7% 50

Sometimes 32.1% 26

Always [ ] 37% 3
[
[
_

Rarely
Never 0.0% 0
Don'tknow [ 1.2%

answered question a1

skipped question 19

Again, this is troubling, since it means that therds who are most likely to give up due
to psychological vulnerabilities are experiencirgngicant barriers to accessing the very
treatment that might help them make better usevaifable services (including
reductions in use of future services).

The barriers described included many that may lleesded by changes of practices, for
example: lack of awareness by physical treatmentigers of potential funding for
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psychological services for persons with auto agtidguries; too much paper work and
too many complicated forms; insurer and insuren@rar excessive/inappropriate denial
of psychological assessments required to plannreatt delays built into the application,
review, and dispute resolution processes. Sevéthese issues may be resolved by
education, reduction of administrative burden fatignts, and new expectations and
guidelines for the application, review, and dispnétgolution processes.

Other factors identified as barriers include a latkwareness of psychological factors;
stigma and cultural barriers to identifying psyawgtal impairments; physical treatment
providers focus on specific areas of injury; amgliistic and cultural issues and a lack of
psychologists who can respond to these populatrotigir language with knowledge of
the culture. Several of these issues may be diffiouto address in this review, since
they touch on more general concerns that fall datéie SABS.

Recommendations

In order to address some of these barriers anégrobnsumers by improving the
availability of treatment and rehabilitation betgfwe recommend partnering with other
stakeholder organizations to create ongoing edutatiopportunities for multi-
disciplinary education regarding treatment and loéhation of patients with motor
vehicle injuries that may help physical treatmenivjders to make more timely
identification of psychological factors.

In order to address lack of awareness and ideatifio of psychological factors by other
providers, we also suggest that consideration engio utilization of an instrument
similar to the one available in the WSIB prograrhsare to assist in the identification of
when a consultation regarding “psychological fagtonay be indicated. Greater
awareness and use of such an instrument earlgiprticess by physical treatment
providers may facilitate more timely identificatiand referral for psychological
consultation. Implementation of this screeningrinsitent will require further inter-
professional education (see Appendix D).

We also recommend reducing the administrative buosteinjured people where

possible, and keeping them informed of the procggbput requiring additional work by
them in order to access benefits. Improving thdityuaf OCF-22 and 18 applications,
communication between adjusters and proposerssetasient and treatment plans, and
the dispute resolution process will also help asiltbe other barriers noted by our
members as special challenges for our patientan@lke some specific recommendations
regarding each of these later in this paper.

Remember that our members are responding to sempic@ided to only 2-4% of all
people injured in automobile accidents. Our dagas@owing that these most vulnerable
people are overburdened, dissatisfied, and chatkbyg the system that is meant to
return them to function. When barriers to availi&pidf services are removed,
affordability and cost-effectiveness are improwedulting in a more effective
rehabilitation system. Such a system meets thesngfetthe most vulnerable injured
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people and does not offload chronic and more difficases in the long term to the
public system.

Applications for Approval of Assessment (OCF 22s)

Affordability, availability, and consumer protection concerns regarding
Applications for Approval of Assessments

Too many assessments

Part of the difficulty in recommending earlier idiéication and treatment of
psychological factors involves the fact that thi§ generally also mean earlier and
perhaps more OCF-22 applications for assessmesbfoe patients. Although this may
not sound like a problem in and of itself if it addses patient need better and reduces
impairments, disability, and associated costs écsifstem, we understand that there has
been a great deal of concern expressed regardogwge” of inappropriate and
excessive Applications for Approval of AssessméOSF 22s). Clearly this is not what
we are proposing, and consistent with our overgdioncept of putting patient needs
first, we also want to find ways to reduce any agapions that are inappropriate and
excessive, since this creates a drain on the ssriiat are needed, reducing the
availability and affordability of benefits and vating consumer protection.

This issue is causing significant concern, as wasntly reported in the Toronto Star
(James Daw, “Medical assessment costs “frightemsgrers”, July 5, 2008). The
following is an excerpt from his article:
Medical assessments are gobbling more of your sustarance premiums.
So insurers point to the cost as an enemy of sfalelmium rates in Ontario,
while lawyers see a possible source of funds feogent accident victims.
The assessment cost is not large in proportiomédd8.1 billion in premiums
Ontario motorists paid last year, but it has risapidly from $201 million in
2004 to $313 million last year. "If our goal is ¢ontrol costs, we have to ask
why," says Don Forgeron, Ontario vice-presidenthaf Insurance Bureau of
Canada, who supplied the figures.

The cost of assessments is about 60 per cent afimgwrers spent on treatments,
points out Robin Spencer, president of Aviva Carlada"That is a frightening
figure,” he says.... Toronto lawyer Richard Halpeshair of the Ontario Bar
Association's auto insurance reform group, agrehb imsurers that
"assessments are a gargantuan drain in the insweaystem." ...Insurers must
pay for a medical assessment before they can decwyt off a benefit for income
replacement, physical rehabilitation, housekeem@rgenses, home renovation or
other benefits. They must also pay for assessrttentsjured person may
arrange to contest the denial of benefits. Thisesyf duelling assessments
replaced the former system of independent Designassessment Centres in
2004. It is one of many items up for discussioa five-year review of the highly
regulated auto insurance product.

(See Appendix E)
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Unfortunately, confusion results when the costallbhssessments are considered as a
single entity as in the James Daw article. To faté finding solutions to the concern
regarding the “costs of assessments”, there ratneed to distinguish between the
various types and purposes of assessments. Theassgssments initiated by the
patient’s treating health professionals to diagnogsirments and plan treatment and
complete other benefit applications. There are ats@ssments initiated by the insurer,
for utilization review. These Insurer Examinati@re obtained when the insurer wishes
their own opinion if they are considering deniabof Application for Approval of an
Assessment, a Treatment Plan, or other applicdtlafortunately, present data does not
allow us to distinguish between these various tygessessments in order to determine
with any certainty what is driving either the costhe concern.

Caps and restrictions: a solution?

In order to address these concerns, various stiaisdiave suggested absolute controls,
caps, and restrictions on assessments for injugedlp. Such suggestions have included
for example, imposing a limit of a single assesdroeollar amount for all assessments,
either in total, or in a certain time period fockanjured persorSome have proposed
caps on assessment for patients with “minor” igsirior excluding only patients who are
determined to have a catastrophic impairment frapsc

We would suggest th&@tpplications for Approval of Assessments (OCF 22%) the
subsequent assessments to prepare Treatment PI@Rsl@s) are an integral part of the
treatment/rehabilitation process, and not realfiifamenable to the kinds of caps and
restrictions that have been proposed.

Simultaneous and sequential applications

Keeping the needs of injured patients first in oumds, multiple simultaneous as well as
sequential assessments may be necessary for d stipaéents for a number of very
valid reasons. The kind of patients with compled difficult needs who are referred to
psychologists often require several assessmentgioweto determine which
impairments resulted from the MVA, how they areeafing the functioning of the whole
person, to prepare plans for treatment, to detexinaow specific impairments are
changing over course of recovery from accidentd,applications for other benefits. It is
always our hope that as our patients improve,ishisflected in their assessment results
over time, and their assessmentsditrer benefits change as a result.

There are various patient situations wherein siamgous Applications for Approval of
Assessment (OCF 22) from separate health profeasitecilities are indicated. We
include examples of simultaneous and sequentidicapipns for approval of assessment.

1. Simultaneous separate Applications for Approvahssessments (OCF 22s)
The patient presents to their family physician vagimptoms that suggest post traumatic

stress, anxiety and depression indicating a neecbiosultation regarding a
psychological assessment, as well as, continuiggiphl impairment suggesting a need



18

for assessment to plan treatment by a physiotrsrdgollowing appropriate
determination whether an assessment is reasoredplyred, separate Applications for
Approval of Assessment (OCF22) are simultaneoudbyrstted by a psychologist and a
physiotherapist.

It is important to note, that in each of these (26 the health professional proposing
the OCF 22 indicates information regarding the odssessments and treatments being
provided to the patient. The assessment proposahisa include consultation and
coordination with the other health professionala @mponent of the assessment
process. However, it is not reasonable to reqhimethese separate Applications for
Approval of Assessments be submitted as a singlg-tisciplinary proposal. Our health
care system includes many single health profeskanthsingle discipline treatment
facilities. These facilities have no financial irgst in the operation of the facilities
operated by health professionals of other disagslinn fact, for psychologists in Ontario,
the requirements for Health Profession Corporatspecify that all of the share holders
of the corporation must be members of the Colldgesgchologists.

Patient choice and the referring health professimaility to select the specific health
professional(s) who are most appropriate to responide individual patient’s situation
are optimized through the selection of individuadfpssional(s)/facility(ies). In addition,
working with different health professionals/facésg may increase patient accessibility
and treatment efficiency/effectiveness in thatghgent is not limited to receiving
services from only large multi-disciplinary faciis.

By simultaneously assessing and addressing thegathysd psychological aspects of the
patient’s treatment and rehabilitation needs, thraluined treatment is most likely to be
efficient and effective. This multifocal approashim the best interest of the injured
person for restoring the health. It also is cofative in that the patient would be less
likely to benefit from either intervention in isdilan if the other aspect of their problems
was not also addressed. In addition, more effe¢cteegment and rehabilitation will
reduce costs associated with prolonged disability.

In contrast, it may be reasonable for simultanefudications for Approval of
Assessments submitted by a multi-disciplinary factb be submitted as a single multi-
disciplinary application.

2. Regarding sequential Applications for Approval afskssment by the same
health professional or health discipline

A patient may have received psychological and mitgsrapy assessments and
subsequent treatment. They may have benefited thhese interventions to the extent
that they are ready to return to work. Howevegréhmay be a new need for
psychological assessment regarding vocational ssudurther vocational rehabilitation
planning if the patient’s continuing physical impaents preclude returning to the type
of jobs for which they had previously been quatifi€onsider for example, a patient
with limited English language literacy and compiatatskills who had consistently
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worked in a job requiring specific and demandinggital capacities. Their physical and
psychological functioning may be sufficiently restd to perform activities of daily
living and most homemaking tasks but they can ngéo perform heavy, repetitive,
overhead work, which their job required and no rfiediwork is available. They may no
longer require housekeeping assistance or physestiments, however they are
continuing to depend on Income Replacement Benefits

In this situation, an application for Approval oggessment for a transferrable job skills
assessment may be indicated. If this assessmesindbéead to identification of
alternative employment, a further Application fopgkoval of Assessment from a
psychologist for a psychological assessment reggnebbcational issues to aid in
development of a plan to return to alternative eyplent may be reasonably required.

Caps: effects on patient care and availability ehbfits

Any numerical cap on assessments would be arbignagdyunrealistic, not reflecting the
needs of patients and addressing them appropriatelider to ensure effective
rehabilitation. A low cap would discriminate agdittsose claimants with needs above
the cap, even a high cap might continue to farthtet the needs of some and would be
excessive for many. We also note that becausesgessment application is the first step
in determining eligibility for assessment for batefit is essentially impossible to place
controls on assessments without creating a de-tha@l of treatment and other
benefits. As a result, it is our opinion that aisg wf caps must be rejected as contrary to
the restorative purposes of the SABS accordingemeeds of the individual patient, and
an unrealistic way to try to meet the needs ofraguypeople.

We understand that there have also been suggestidanisig in a time-based cap or
additional limitation that assessments could omybnducted within a specific time
frame post MVA. Any such suggestion must also lpected. It is clinically necessary to
be able to assess changes in the injured persamisidning over time in order to plan
treatment and rehabilitation over the course aof tledabilitation. While there is some
ability to predict the rehabilitation trajectoryrfgroups of patients, these trajectories
cannot be used to plan treatment for the indivighadient. Restriction on assessments to
a certain time period which is shorter than thedfiehmits would de-facto preclude the
ability to apply for treatment or other benefitskimg the availability of these benefits
meaningless. The consumer’s ability to continugetek treatment and rehabilitation that
is reasonably required must be protected. In amitf access to assessments ended early
in the benefit period and interfered with accessdatment and other benefits, the burden
and costs of care for these patients would befteenesl to OHIP and the public system.

Recommendation: Improved control through increasechealth professional
accountability

Standards of professional practice and the SABSirements preclude health
professionals from providing treatment withouttfassessing the patient to determine if
the impairments presented are due the MVA, theispeature of the impairments, the
specific situation of the patient, the goals of tteatment, and the most appropriate
interventions for this patient, as well as sevether factorsThese clinical assessments,
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in and of themselves, are of therapeutic benetiiégoatient as the assessment helps the
patient to gain an understanding of their presigmatson and a sense of control through a
plan for engagement in their treatment and rehtabon. (See Appendix F). Keeping
patient needs first in order to improve the effemtiess of the system, we do not see a
realistic way to limit this process and still maétthe regulatory and professional
requirements for this kind assessment prior to @sog or providing treatment.

We do have some suggestions that appear to beatlinsound and increase health
professional accountability, which, would improwe tquality of the Applications for
Approval of Assessments without discriminating agathose with more complex
presentations or increasing the burden on thergatieadditional steps to increase health
professional accountability that strengthened ph@ieation were taken, fewer
“inappropriate” applications would be submitted kg the system more efficienthis
approach would provide consumer protection to acoegsonably required assessments
for restoration of health and at the same time ipeost controls.

Psychologists’ responses to our survey on thisigsticated that they felt present
practice for Applications for Approval of Assessrtsecould be improved. First, with
regard to who is submitting the applications, fulo thirds of psychologists indicated
that a health professional of another discipline aon-health professional sometimes
obtains the information from the patient and pdt@msent for the assessment, despite
the fact that it is a proposal for psychologicaessment.

7. In your experience who is responsible for documenting the patient information and consent on the Application for Approval of Assessment (OCF 22)7

Always Frequently Sometimes Never Don't know Posppes
Count
The health professional proposing
the assessment (or a health
professional of the same discipline
as the proposed assessment)

53.8% (43) 33.8% (27) 10.0% (8) 0.0% (D) 2.5%(2) BO

Health professional of anath
SACTRITRIREA S enn R 0.0% (0) 5.3% (3) 57.9% (33) 26.3% (15) 105% (8) 57
discipline anly
Clerical or administrative personnel
b 3.6% (2) 10.7% (6) 32.1% (18) 39.3% (22) 14.3% (8) 56

answered question B1

skipped question 19

However, when asked about what they felt wouldlmest practice”an overwhelming
90% indicated strong agreement that the healtrepsadnal completing and documenting
the information and consent from the patient shatil@ast be from the same discipline
as the proposed assessment.
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B. In your opinion what would be the “best” practice(s) for completion and documentation of the information and consent from the patient on the Application for Approval of Assessment
(OCF 22)7
R
Strongly Agree Agree Disagree Strongly Disagree Don't know e::::e
The health professional proposing
the assessment (or a health
B9.9% (71 10.1% (B 0.0% (0 0.0% (0 0.0% (0 79
professional of the same discipline (1) %(8) (] (0 (0}
as the proposed assessment)
Health profi | of ith
Edith professional ofanother 3.4% (2) 15.5% (9) 25.9% (15) 43.1% (25) 124% (7) 58
discipline only
Cl | ith lated
At 34% (2} 8.6% (5) 19.0% (1) 56.6% (34] 10.3% (6) 58
supervised personnel only
answered question B1
skipped question 19

Psychologists also were uniform in their agreentieait it is reasonable to require more
specific documentation of the health professionabstact with the patient on the OCF
22 Application:

9. Do you believe thatitis to require the on the for Approval of Assessment: - The name(s) and title(s) of the person(s) obtaining the Information - The
date(s} and time(s) of the conversation{s) with the patient, and - The signature{s) of the person{s) who obtained the information and consent?
Response Response
Percent Count
Strongly Agree | 53.1% 43
Agree | 39.5% 32
Disagree [ | 4.9% 4
Strongly disagree  [] 2.5% 2
Don't know 0.0% 0
answered question B1
skipped question 19

Given the importance of confirming patient cons&amd ensuring that patients are fully
aware of all proposals submitted on their behafcpologists also indicated agreement
that patients should receive a copy of the OCFt2Beasame time that it is sent to the
insurer.

10. Should the patient receive a copy of the Application for Approval of the Assessment at the same time that it is sent to the insurer for review?

Response Response

Percent Count
Strongly Agree | 50.6% 41
Agree [ 28.4% 23
Disagree [ ] 9.9% &
Strongly disagree 0.0% a
Don'tknow [ ] 11.1% 9
answered question 81
skipped question 19

Adding these requirements (a health professiont#i@tame discipline as the proposed
assessment must submit the proposal; the healthssional obtains information from
the client, documents this fact and signs the ppap@nd, a copy of the proposal is sent
to the client) will improve the quality of assessmapplications, thereby reducing the
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number of inappropriate Applications for ApprovalAssessment without increasing
patient burden. These additional requirements ane mealistic ways to improve the
efficiency of the system that continue to keepeydtneeds first and ensure consumer
protection and availability of benefits.

The prevailing model for provision of assessmeik @@atment of separate proposals
from single discipline assessment and treatmentigiecs/facilities must be maintained to
protect patient choice and accessibility. Howewdrere multi-disciplinary facilities are
submitting simultaneous applications, it is ouroreenendation that proposals should be
submitted as a single integrated application. Tét®@mmendation speaks to a concern
that several simultaneous applications from mu#ciglinary facilities have been
described as problematic for the system.

In the case of these multi-disciplinary facilitieg would suggest that the single
application include all of the assessments to Imelected by various health professionals
in that facility. In addition, it is reasonabledmpect that the various health professional
disciplines each have documented contact with #tieft in order to obtain information
required to complete the application. To confirns {atient contact, the single OCF-22
should be signed by each of the health disciplofébe proposed multidisciplinary
assessment

The insurer would be presented with a single iratgt multi-disciplinary OCF 22 from
the facility. Depending upon the nature of the jmsgal assessments it might be
professionally appropriate for the IE to be caroed by a single assessor with the
appropriate qualifications to address all of theeasments in dispute. In other instances,
carrying out the IE might require a “primary assesand “consultants” regarding
assessments by other professions, or multiple fiempaeviewers.

This integrated approach for OCF 22s from a muéciglinary facility would provide
greater clarity and cost savings over multiple digpe OCF 22 applications from that
facility and separate Insurer Examinations. It a®ald address duplications and
overlaps in the multiple simultaneous OCF 22 prafm&om a multi-disciplinary facility
and reduce redundancy in the IE examination prodéss would improve efficiency and
consumer protection, while providing cost conttolensure availability of benefits for
injured people and not creating further burdenslaarders to care.

The option to use a “primary assessor” and “coastsf’ or multiple assessors in an
integrated Insurer Examination, when indicatedy al®tects insurers against violation of
the UDAPS provision that an insured person notdke@to attend for an examination
under section 42 of theécheduleonducted by a person whom the insurer knows ontoug
to know is not reasonably qualified by trainingesperience to conduct the examination.

Recommendation: Improved control through increasedadjuster accountability
Returning to our survey, psychologists have ind@iddhat adjusters usually do not call
them to discuss an assessment proposal when shemgroblem with the application and
the adjuster is considering referral to an IEh# tnsurer has questions about an OCF 22,
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a call to the proposer might result in clarificatiand approval. Conversely, if the
adjuster had information that the psychologist hatdconsidered, it might result in
withdrawal of the application. Both alternativesulebresolve some situations without
requirement of an Insurer Examination, saving tand costs to the system.

The majority of psychologists also reported thausigrs “rarely” or “never” provide
specific reasons for not approving an applicatiefofe referring to an IE. This leaves
psychologists who are trying to provide reasonablé necessary services to vulnerable
patients without any communication or correctivedigack regarding what might have
been wrong with their proposal and how to fix @,tkat the patient continues to have
access to the needed service. If the adjusterriuespprove the OCF 22 and requires the
Insurer Examination without sound reason, this eausinecessary assessment costs to
the system, reduces efficiency, and delays or ISlpeitient access to services. If specific
reasons were required before referring to an I&seétwould help to guide more informed
consideration of the application as well as thdthgaofessional’s ability to respond to
any concerns, ensuring that costsragsonable and realistic to meet the needs of the
injured person. Again, it is important to bear imchthat none of these recommendations
add to the burden experienced by the patient.
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The comments that were provided as part of thigesuindicate psychologists’ opinions
that some insurer practices seem to be arbitradyuareasonable when it comes to
approvals and denials of assessment proposalartieydar, they noted that the number
of approvals and Insurer Examinations requirednisyiiers seems to vary greatly by
insurance company, regardless of what is in thesassent application:

“Largely it seems arbitrary, as no real reasorves given”,

“Sometimes denials seem arbitrary”;

“Some denials are made without explanation, s®difficult to know if it is arbitrary”;
“Some adjusters respond in the negative to alensty OCF-18 or OCF-22. There does
not seem to be any penalty for them in doing taswhy not?”;

“Some adjusters seem to automatically reject OCFe@8s without consideration of
content, preferring instead to defer decision aessity of assessment to IE”.

“Some insurers do seem more likely to deny plans”;

“Particular insurers have shown a predictable paté OCF-22 rejections”;

“Some insurers seem to have a practice of autordati@l with no consideration of the
specific case”;

“Particular insurers reject applications almosttiroely”;

“[Insurer X] is notorious for denials”;

“[Insurer X] often will deny any submission thatsent to them”;

“[Insurer X] seems to routinely reject applicatitins

“[Insurer X] rejects applications the most”;

“[Insurer X and insurer Y (a subsidiary)] reject mag

“Certain companies like [insurer X] just deny OCE22

We recognize that it might take more time to revagplications if the improved
communication between adjusters and psychologisigosing assessments that we are
recommending were to occur. While psychologistsehadicated their opinion that the
present three days for the adjuster to review tpglidation for Approval of Assessment
is appropriate, we have heard from some insureaitsttie three-day limitation interferes
with their ability to fully consider the applicatioClearly, this issue may require further
multi-stakeholder consideration.

Our members are considering their patients’ neadsage voicing their concerns
regarding any additional delays to availabilitysefvices when their patients are already
so challenged by the system. We are mindful ofdlcethat it is important to balance
time for the adjuster to do a reasonable reviethefapplication with the delays involved
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for the patient who must wait for the entire practsbe completed prior to initiating the
assessment. Electronic submission when this is\qmssible should further facilitate the
process. Because of our concerns regarding anyi@uth the already existing delays
experienced by patients in accessing their berafidsrehabilitation, it is our opinion that
any extension of time lines for insurer review ofapplication must be coupled with
expectations for an increase in insurer accouritgilcluding required contact with the
proposer and provisions of reasons for considetergal. If timelines are increased,
communication should be improved, so that the systeximizes efficiency and
effectiveness of needed service delivery withoutlboing the patient.

Recommendation: Improved control through increasednsurer Examiner
accountability

When we look at the pattern of approval/denialssfessment applications by IEs, we are
not able to comment on the “correctness” of thasi@as by the Insurer Examiners, as
there is no quality control review mechanism builo the process.

In order to increase accountability of Insurer Exars and consumer protection,
psychologists indicate agreement regarding sonterierifor determining if an Insurer
Examiner is “reasonably qualified” to conduct amammnation. These include years of
experience, clinical practice relevant to the djpeepplication in dispute, and health
professional registration in the same disciplinéhashealth professional completing the
application. There is concern that if the InsurgafBination is conducted by a person
who does not satisfy these criteria, the assessimangreater risk of failing to meet
basic standards of competence, objectivity andéas. In addition, the opinion is less
likely to be credible and therefore less likelyésolve the dispute.

At this time, there is no provision in the SABS fiyment for phone consultation
between the Insurer Examiner and the health proiesisproposing the Application for
Approval of Assessment. Psychologists indicatetlttteephone consultation rarely if
ever occurs at this time.
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Psychologists indicated their agreemidait there should be payment provided for phone
consultation between the Insurer Examiner and tha&tH Professional proposing the
Application for Approval of Assessment.

They also indicated agreement that this phone dtatigun should be an expected
component of the Insurer Examination and that #teept’'s explicit consent for the
consultation should be included on the OCF 22 form.
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This phone consultation may increase accountalufityoth the health professional
proposing the applications and the Insurer Exangonaducting the review. It would
provide a mechanism to allow for clarification andy result in a more informed
decision to withdraw or approve an application das@ new information. More
informed decisions would enhance consumer protedtyofacilitating approval of more
appropriate applications. Utilization of phone swoitation would also provide cost
savings in some instances by resolving disputéeradhen incurring continuing costs
when further Dispute Resolution is involved.

Recommendation: Improved control by increasing effetive and efficient dispute
resolution

The decision of the Insurer Examiner to deny adiegon may not be challenged in
further dispute resolution for a number of reasenegn if it is unsound and unreasonably
leads to the denial of assessment and ability pdydpr benefits. For example, the
patient may “give up” on obtaining the servicetigh the auto insurance system.
Regarding their psychological impairments the patierns to their family physician (if
they have one) and therefore impedes the abilifproily physicians to look after a
broader population and take on more patients. diitiad many of these patients are
unable to obtain family physicians as they are e@was requiring an excessively high
level of services.

Delays in access to dispute resolution need taldesased for it to provide a meaningful
alternative for the patient whose assessment hasdenied. In addition, some form of
“help line” or other support may be required, pararly for claimants who have limited
English language literacy and who find the paperkwequirements overwhelming or
intimidating. Thus, for consumer protection anddiynrestoration of health it is critical
that a “Fast Track” mechanism and patient “suppbetimplemented to address denials
of Applications for Approval of Assessments whichk disputed by the patient.

Treatment Plan Applications (OCF 18s)

Psychologists’ responses to the survey indicatatiittany of their concerns about OCF-
18 applications are the same as those experienite@F-22 applications. As a result,
many of our recommendations to improve the affoildgpavailability of benefits, and

consumer protection for assessment applicationgharsame for treatment applications.
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Mechanisms to increase accountability of proposieglth professionals, insurance
adjusters and health professionals conducting éndtxaminations will contribute to
increased cost controls and consumer protectiogor,awing affordability while reducing
barriers to availability of benefits and continuitagkeep the needs of injured patients
first.

Recommendation: Improved control through increasechealth professional
accountability

The majority of our members are clear in their neado keep the patient informed
regarding their own care, making them a partnénénrehabilitation process, and
ensuring their involvement. This is important aily, but also serves to protect
consumers from plans being submitted on their heWitiout their knowledge or
consent. In order to assure transparency and atadmlity for clinical and consumer
protection purposes, psychologists agree that g abihne Treatment Plan application
should be sent to the patient at the same timattlsasent to the Insurer.

Recommendation: Improved control through increasedadjuster accountability
It appears that adjusters are denying first treatrpkan applications and requiring
Insurer Examinations with about the same frequéai/they require Insurer
Examinations of Applications for Approval of Assesnt. Again, there is no
independent quality assurance process to know whalid be the correct number.
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It appears that fewer “subsequent” treatment pdmesapproved by adjusters and even
more Insurer Examinations are required. This ratseserns regarding continuity of care
for the injured person since the time lines fouatgr review, referral to the Insurer
Examiner, Insurer Examiner assessment and repepapation, and adjuster time for
providing a decision to the claimant, create aylei&knowledge of funding for further
treatment even when all of the deadlines are met.

Increased adjuster accountability for the decistodeny a treatment plan requiring an
Insurer Examination may result in greater consupnetection and timely access to
treatment. In addition, by eliminating unnecessasyrer Examinations, this
accountability may reduce the cost burden on tkeesgy.

Some mechanisms that would increase accountabdityot appear to be presently used
with any frequency. We note that psychologists refhat adjusters by and large are not
contacting them if they are considering denying@alment Plan Application.

Similarly most psychologists report that adjustanrs/ sometimes or never provide
reasons for denying the Treatment Plan Applicadiot requiring an Insurer Examination
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A requirement for the insurer to contact the pr@pad the treatment plan with questions
and specific provide reasons for any denials woelg to address issues of consumer
protection and cost control. More explicit commuaicen and information exchange
between the adjuster and the proposer might helmsurer to understand that a proposal
was reasonably required, or alternatively mightitaa the proposer withdrawing the
application. This would either facilitate more mgiccess to treatment or save the burden
and the cost of the Insurer Examination.

Recommendation: Improved control through increasednsurer Examiner
accountability

Psychologists also reported strong agreement terierfor determining that an Insurer
Examiner is “reasonably qualified” to conduct ammmnation of a Treatment Plan.
Uniformly requiring that these criteria be met webgbntribute to improved
accountability of the Insurer Examination. The sysffails to work to restore the health
of the patient if the Insurer Examination failsgi@vide a fair and sound opinion. This
creates unnecessary delays and blocks patiensssta treatment. There is also the
additional unnecessary cost to the system whedifipeites are protracted due to a lack
of credibility of the Insurer Examiner. It is recarended that consumer protection and
cost savings would be accomplished by creatingedunes for health professional
gualifications for Insurer Examiners. These guidketi would speak to the nature of the
education, training, experience and current prageguired to provide qualified opinions
on assessment and treatment plans.
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While payment is provided in the SABS for phonestdtation between the Insurer
Examiner and the health professional proposingteatment Plan Application,
psychologists report that the provision for phoaestiltation is rarely utilized.

There is general agreement that phone consultationld be an expected component of
the Insurer Examination. Phone consultation wontnlease accountability to provide
consumer protection and cost savings when usetréatment Plans similarly to when
used in reviews of Applications for Approval of A&ssments. For this phone consultation
to occur in an expedient manner the patient’s eitplonsent should be included on the
OCF 18 Application form. Therefore, we are recomdieg that Insurer Examiners
consult with the proposing health professionalrasxpected component of the Insurer
Examination.
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Recommendation: Improved control by increasing effetive and efficient dispute
resolution

When treatment plan applications are denied sulesgdo an Insurer Examination,
rebuttal examinations and reports help to incréfaseccountability of the Insurer
Examiner and provide a measure of consumer proteciihe rebuttal report may address
errors in the methodology or the factual basis dsedecision making. In this way, the
rebuttal report may provide corrective feedback iamuediate resolution of the issue.
When this does not occur, the patient may relyherrébuttal report for further dispute
resolution. While some psychologists report thaytalways or frequently provide
rebuttal reports, others report that they rarelg@rer complete these examination
reports. The comments from psychologists seemfliectdrustration that there is no
obligation for the insurer to consider and resptanthe rebuttal report.
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Quality Assurance and Improvement

Professional accountability and the role of the ctdge

In the light of the fact that our profession isfgegulating, our college and professional
associations publish regular updates of existindejunes and standards meant to advise
members on how to proceed in practice. Many sudletjnes and standards exist for
psychologists; from the broadest Code of Ethicd®ychologists, as published by the
Canadian Psychological Association (2000), to wggcific advice on “Considerations
and Cautions” when providing services to victim$wfAs (College of Psychologists of
Ontario, 1997). In fact, several publications etasguide psychologists both in terms of
general practice, and in terms of very specificosons related to providing services
under auto insurance.

OPA Guidelines

As a self-regulating profession, we have chosamdate guidelines and standards for the
profession that advise individual members on tr@e as psychologists and how to
behave. In particular, the Ontario Psychologicadd&sation has published guidelines
which include specific reference to proposing assesnts and treatment plans under auto
insurance. Psychologists thorough out the provareeknown to use these guidelines in
proposing and reviewing assessment and treatmams.pl hese guidelines refer
specifically to several other publications applieaio working in the automobile

insurance sector for psychologists in the provtacke aware of when assessing and
treating patients or proposing and reviewing prefms

From the OPA Auto Guidelines and Companion:

“All Psychological assessment and treatment isesutip current professional standards
and ethical principles, as identified by the Caaadind Ontario Psychological
Associations, as well as the College of PsychotegiEOntario. Specific standards for
ethical practice with regard to assessments aathtents under auto insurance have also
been published by the College of Psychologistsmi@o, and disability assessment
standards have been published by the Canadian AwadiePsychologists in Disability
Assessment. Psychologists in all their practicéeealto the professional standards
established by the national and provincial assmriatand the College. Psychologists
practicing under auto insurance follow the relev&ahdards published by the OPA and
the College. Psychologists practicing in this fiskbuld be familiar with relevant
publications”.

It is important to note that the guidelines werealeped after a rigorous review of the
scientific literature, consensus review within @BA Auto Task Force and by external
reviewers doing work within the auto insurance seand finally, after peer review and
adoption by the OPA Board of Directors. The Guidesi were therefore considered to be
a reasonable representation of the expected contyrsiandards for the practice, given
the state of the science and profession in Ongdribe time. They are meant to function
as a sort of handbook for psychologists and ofinetise province to use when proposing
or reviewing plans; ranges of generally accepthblgs for assessment and treatment
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plan proposals are given, along with recommendatregarding what to include and
how to complete the OCF-22 and 18 forms. Consistéhttheir intended use, the
majority of respondents to our survey indicated,timatheir experience, most
psychologists are using the guidelines most ofithe when proposing assessment and
treatment plans.

Unfortunately, the data also indicate that mostpeiogists either can not tell if
adjusters are using the OPA Guidelines, or indittaétheir use is infrequent

(“sometimes”, “rarely”, never”) (again, remembeatieasons for approval or denial are
rarely given, and communication between proposedsaaljusters appears lacking).

Although Insurer Examiner use of the OPA Guideliappears to be greater than
reported adjuster use (55.4% report “sometimesgdtiently” or “always” using the
Guidelines), there still remains a large minority@spondents indicating that either IEs
“rarely” or “never” use the Guidelines (13.5%),tbey simply can not tell whether they
do or not (31.1%) (remember again the concernsnartack of communication and
rationale when denying proposals).



35

It is clear that many adjusters and reviewers séssment and treatment plans (including
reviewing psychologists) may not be using or citing OPA Guidelines, as intended. It
is possible that many adjusters and some reviemaysnot be aware that such guidelines
exist. We support the use of the OPA Guidelinestaadievelopment of further
educational initiatives to help ensure that allgmgers and reviewers of assessment and
treatment plans — whether they are psychologist&lusters, also utilize them to the
fullest extent possible. If existing guidelines atdndards were applied more regularly,
these would increase accountability and reduce rdeputes that arise in the current
system. For example, if adjusters were familiariagtth the OPA Guidelines, so that they
had a guideline by which to judge the reasonabknogapplications, perhaps more
appropriate approvals and more selective refefoaldles would result. Similarly,
professional education and reminding any Insuremiirers of the applicability of the
current guidelines would improve the quality anddibility of the IE examination and
report.

Continuing education requirements

Within the profession, the data suggest that mayghwlogists are interested in
continuing education related specifically to workinithin this sector. The vast majority
of respondents to our survey indicated their irstere attending and requiring additional
educational sessions on work specific to auto sBrsce.
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This appears to be an indication that, as a sglitating profession, psychologists can
take this opportunity to remind our members ofghavisions within the existing
guidelines, standards, and codes of conduct thdy &p work under auto insurance,
whether one is a proposer or reviewer of assessamehtreatment plans. In this way, the
members are voicing their opinion that increasirgfgssional education specifically in
this area is needed, and will likely improve adheeeto already existing standards of
conduct.

The OPA supports this suggestion. The Auto Taskd-and the College of
Psychologists will work together to provide ongogdance and education to members,
updated articles and workshops.

Unfair and Deceptive Acts or Practices: Enforcing geater accountability to enhance
consumer protection and cost control

The Unfair and Deceptive Acts or Practices (UDA®®)ears to be a mechanism that
should be a powerful tool to provide cost controdl @onsumer protection through
increasing the accountability of health professispaoposing and providing clinical
assessments and treatment, health professionals@ary Insurer Examinations and
Insurers.

As far as could be determined, the UDAPs haveyafrelver been utilized regarding
health professional or insurer behaviour. For tiABs to play an effective role, greater
education regarding their application is necessanyexplanation for the public, health
professionals and insurers posted on the FSCO teelsuld be helpful. Clear directions
regarding the process for determining applicaboityhe UDAPs and the steps to lodge a
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complaint are also needed. In addition, it wouldchblpful if the contact people and
procedures for a UDAPs complaint were clearly oetli on the website. At this time, it
appears that there may be instances that healtbsgronals and insurers behave in ways
contrary to the UDAPs provisions. However, lacKaohiliarity with this process may
have limited its utilization to date.

Other mechanisms to increase accountability and ctrol: Canadian Health Care
Anti-Fraud Association

The OPA is aware of concerns that exist withingbeernment, insurance industry and
our own profession regarding the potential for érawith respect to accident benefit
claims following MVAs. The OPA has, over the yearsrked to minimize this
possibility, by educating our members about theembiprocedures and legislation
surrounding accident benefit claims. We have alsdked with the College of
Psychologists to develop and ensure our membeesadh a strict code of ethics and
practice guidelines.

In the future, we will continue in these efforsd will explore working with
organizations such as the Canadian Health CareFatid Association (CHCAA) in an
effort to ensure that services available client\wagitimate injuries are not limited
because of a drain on the system from the fewmibatd seek to exploit it.

The CHCAA's vision is to improve the Canadian hie@lare environment by
eliminating health care fraud. We believe our exgsefforts will fit nicely with the

goals of the CHCAA and we can take advantage of thsources and knowledge to
expand our educational and prevention programsitidddlly, an affiliation with the
CHCAA will allow us to engage private insurance @amies and government agencies
to work towards improvements to existing processesh as streamlining the OCF-22
forms, and enhancing communication between allgsmvolved.

Areas of additional concern to psychologists

The review invites us to address other issues w¢e&m to psychologists. Returning
patients to their pre-accident health and funcisoa central focus for health practitioners
working within the auto insurance system. Patienter assessment and treatment in the
context of having been in an MVA, and typically geat with ongoing physical and
psychological impairments in relation to that MVAs such, work in this area is
characterized by a focus on the interaction aret@ihnectedness of the physical and
psychological (body and mind).

Unfortunately, considerations under the currene€abphic definitions in the SABS are
outdated in this respect, artificially splittingmdi and body and creating discriminatory
situations with respect to people struggling witlyghological impairments and pain

conditions. As well, current language in regulatidmeg 461/ 96 as amended by O. reg
381/03 subsection 4.3 (3), which specifically cétisadducing evidence of one or more
physicians, is also discriminatory and places busdm the system and patients. While
physicians are required to adduce evidence regaphigsical impairments, it is entirely
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appropriate to also allow the evidence of psychistsglone to support a claim of
psychological or mental impairment.

The mind-body connection — a context for understandg additional psychologist
concerns

Awareness of the interconnectedness of the mindady is reflected in current science
and standards of care. For example, although maagle may think of pain as primarily
a physical phenomenon, the International Assoaidto the Study of Pain defines pain
as “[a]n unpleasant sensagd emotional experien@ssociated with actual or potential
tissue damage, or described in such terms as dahTdge definition highlights the
importance of the subjective experience of paid, moves beyond previous distinctions
between “somatogenic” pain (pain with origins ie thody, or “real” pain) and
“psychogenic” pain (pain with origins in the mirat, “imaginary” pain). Here we see an
awareness that the distinctions made between nmiddbady over the last several
centuries have become clearly outdated. A moresogporary understanding of pain
recognizes the necessity of seeing the mind ang asdnified in relation to a whole
person

Consistent with this, the threshold for permaneniosis impairment that is contained in
Bill 198 recognizes that impairments are not limite the physical by including criteria
for permanent and serious impairment of mentalsgcpological function. We also note
that the World Health Organization’s Internatio@ddssification of Diseases (ICD-10)
and International Classification of FunctioningsBlility, and Health (ICF) that are used
by the SABS place all illness and disease (inclganental and behavioural illnesses)
within one system of coding. Mental/ emotional dethavioural disorders and
impairments are not selected out and treated difter under these classification
schemes. We note the inherent fairness and nonirdisatory nature of the SABS in
using the ICD-10 for coding impairments, rathemtlaseparate system, such as the
DSM-IV. A dichotomous view between physical andgisyjogical aspects of many
conditions is regressive and a return to outmodedeats of understanding the whole
person in healthcare. Indeed, the data are claadioating that when the whole person
is cared for effectively, future care costs deaeeasd health delivery systems are less
burdened over time.

There is an abundance of research that pointstorttical role of psychological factors
in overall health. For example, although it hasrblegown for some time that Post-
Traumatic Stress Disorder (PTSD) is associated aviéimatically higher rates of chronic
health problems and utilization of health serviegesgcent study published in the July
issue of Psychosomatic Medicine (Boscarino, 20@8)cates that unresolved
Posttraumatic Stress Disorder (PTSD) also incresigegficantly the risk of death due to
from heart disease. It must be noted here that Maf&ghe single biggest source of
PTSD in civilians, and that approximately 40% obple who have been injured in
MVAs develop PTSD symptoms, a substantial minasftywhich do not resolve, even
with the gold standard of treatment. As a resudyiausly, public health and welfare
plans carry the extra burden created by worselhealcomes, such as heart disease and
premature death in those with PTSD post-MVA.
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Depressive disorders, which are also commonly sepatients who have been in
MVAs, are also known to increase risks for laterlondity and mortality. For example, a
meta analysis that appears in the Internationan&bof Geriatric Psychiatry (Van der
Kooy, et al, 2007) cites clinically diagnosed majepressive disorder as the most
important risk factor in developing cardiovascudaeases. A wealth of information
regarding the impact of depression is also fountiénSpecial Report to the Ontario
Chamber of Commerce Economic Summit on Mental Headtd Productivity,
(Wilkerson, 2005). This report indicates that “[pijession represents 12 per cent of the
world’s calculated rates of disability, the pringigingle source.” The report also notes
that mental disorders of the type we commonly sesito insurance work (depressive
and anxiety disorders) are “concentrated amonganenvomen in their prime working
years.” In other words, the impact of psychologitisbrders extends beyond the
individual context and has enormous social imp&ihce these psychological disorders
are typically amenable to psychological treatmensuring early detection and proper
treatment can effectively reduce the impact thaséhllnesses have on the individual and
the rest of society.

Pain conditions are also regularly seen in autorarsce work. The Task Force on Neck
Pain and Associated Disorders has presented aesymibf their findings regarding best
evidence in relation to neck pain (Spine, vol. 83, 2008). This research further
highlightsthe interconnectednesstbk various healthcare disciplines, and alsthe
healthcare system and other systems, and the bwvepairtance of supporting a
movement away from the biomedical model towardeenmterconnected and multi-
disciplinary biopsychosocial model of healthcarkisTworks to reinforce the notion that
any meaningful approach to healthcare will recogniee functioning of the wholgerson
and will not artificially separate the mind and od®sychological factors emerge in this
research as being a most important factor witheetsjp the impact on the course and
prognosis for patients with neck pain; these pelaiical factors are also presented as
the most modifiable prognostic factors.

As pain advances from an acute to a chronic phenomet can lead to the development
of psychological impairments. Psychological fastoan also change and play an
increasingly important role in the perception oinpand how the person adapts and copes
with it as it moves from acute to chronic. It ig sarprising that depressive and anxiety
disorders are prevalent in patients with chronio p&/e also know that psychological
disorders play a role in triggering, maintainiagd exacerbating pain conditions. The
interaction of these factors can form a vicioudeyahich psychology is uniquely
positioned to treat; consequently, the expertiseigded by psychologists to these

patients has a prominent and critical role in tbaltincare system.

Role of psychologists in the tort system and disdliy evaluations

As psychological and mental impairments are sigaift in a subset of insured crash
victims, and because these impairments must badmesd in many types of benefit
applications and many tort claims, the skills axpegtise of psychologists are often
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called upon in accident benefit applications, ies@xaminations, plaintiff and defense
tort assessments.

Catastrophic impairment determination
Diagnosis of psychological, behavioral, emotionaéntal, and neuropsychological
impairment is also a critical component of the gscof catastrophic impairment
determination. The SABS provide a higher policyififar those with a catastrophic
impairment. The right to sue for future care inidents before October 1, 2003 also
required that the plaintiff satisfy the catastrapinmpairment threshold. Psychologists and
neuropsychologists have an important role in tredyais of several of the SABS tests:
- E(i), the Glasgow Coma Scale, a measure of levebn$ciousness;
E(ii), the Glasgow Outcome Scale, a measure oftiomal independence;
F and G, the AMA Guides Fourth Edition; wherein rogasychological,
neurocognitive, and psychological impairments aagmbsed and rated for their
impact on function.

Although nowhere else in the SABS is there disaratipn against those with
psychological impairments; the AMA Guides Fourthtd presented challenges to the
drafters of the Bill 59 regulations, due to thecdimfort of the authors of the mental and
behavioral chapter regarding quantification. Tk o the current catastrophic
impairment SABS definition which appear to providemechanism for combining
bodily and psychological impairments. Judges abdrators have held that the “Whole
Person Impairment” ratings must be inclusive ofghgjyogical impairments.

During the process of review of the catastrophipamment SABS definition, it is critical
that the current judicial and arbitral interpresatiwhich respects the contribution of
psychological impairments to whole person ratingsraintained. We must not return to
a system which does not allow a true whole persgrairment rating or one which does
not allow the insured’s psychological impairmemtdé combined with other
impairments. Discrimination against those with naéand behavioral impairments
should not be reintroduced in any revision of tatastrophic SABS.

Adducing evidence

We recommend reconsideration of the language iR€9.461/96 as amended by O. Reg
381/03 subsection 4.3 (3) which specifically cédisadducing evidence of one or more
physicians. In our experience, this requirementahesady increased the costs and
burdens on the tort system, where it has been ipectthat in addition to a psychologist
testifying about psychological and mental impairtmeérns also necessary to adduce the
evidence of a physician. While physicians are neglio adduce evidence regarding
physical impairments, it is also entirely approfito allow the evidence of
psychologists alone to support a claim of psycholgr mental impairment.

We would be pleased to work with the governmerradt language that more fairly
encompasses the professions who can diagnose imgrds and provide evidence. We
provide the following further analysis of this igsu
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The stipulation contained in O. Reg. 461/96 as almdrby O. Reg. 381/03, s. 1, that an
individual's claim in tort law of serious permanantpairment must be supported by
evidence of a physician is not only arbitrary, isuéconomically inefficient.

The current provision is arbitrary in the way tltatequires additional evidence from a
physician based solely on their designated degrémw any regard to their expertise in
relation to the ultimate issue to be addressedhdt this stipulation is rather anomalous
in light of case law and other legislation pertagito expert evidence. Typically, in
determining whether expert evidence will be adrditte the court, theMohantest” is
applied (see Appendix B) and is determinative oétlier the court is able to rely on the
expert evidence when deciding the ultimate issuge.David M. Paciocco and Lee
Stuesser state imhe Law of Evidence]...] the four part ‘Mohan Test” reflects the
common law, and applies equally in civil and crialisases. Ultimately the burden will
be on the party calling the evidence to establisit, ton the balance of probabilities, the
evidence satisfies tHdohanTest”! In effect, the Regulation can work to undermine a
assessment made by the trier of fact in relatiotiéoquality of evidence provided by an
expert; this is because even if the trier of fastedmines, under the “properly qualified”
step of theMohantest, that a psychologist is capable of providimgoginion on the
claimant’s injury, the Regulation acts to demarat this evidence is further supported by
physician evidence. Consequently, in many casesinttiusion of a physician opinion is
actually unnecessary and is obtained for the smlpgse of satisfying the regulation.

The approach that is often taken by the court, e/lieeMohantest is the sole test used
by the court to determine whether the expert idifigh to provide evidence, is superior
in that it confers the judge with a large amoundtlistretion in his or her consideration of
the quality of the evidence presented by the exBatause th&#ohanTest compels the
judge to determine whether evidence should be &elhion a case-by-case basis,
including an assessment of how qualified the exggetd speak to the claimant’s injury,
the regulation’s inclusion of an absolute requiremir physician evidence appears
counterintuitive in that it reduces the influendeevidence provided by non-physician
experts whose specific expertise in relation to tase at hand, has already been
established by the court. Consequently, while itaaceded that psychologists are not
properly qualified to provide evidence in suppdrsome serious permanent impairment
claims, specifically those relating solely to plegdiinjury, theMohan Test equips the
judge to reject the evidence of a psychologistammy other expert, who is not properly
qualified to provide evidence in those particulacuemstances.

At the same time, théMohan Test would open the door to allow the evidence of
psychologists to be sufficient in cases where taencfor serious permanent impairment
is based upon a mental or psychological impairmd#rg; ability for psychologists to
testify in such cases is crucial as their expertiseing to their specific education and
experience in the field, often makes them the nopstlified professionals to attest to
such claims. Outside of this Regulation, the C@radegal system has routinely
acknowledged the valuable role of psychologistgiaviding evidence; for example,

! David M. Paciocco and Lee StuesSgre Law of Evidenc@ oronto: Irwin Law, 2005) at 182 [Paciocco
and Stuesser].
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section 52 of th&vidence Aét(see Appendix Bjncludes psychologists in its definition
of practitioners who are qualified to provide a meatl report relating to the action.
Moreover, a review of Canadian case law reveals ¢barts, including the Supreme
Court of Canada, are prepared to view evidenceigedvby psychologists as admissible,
and often highly significant to the legal issuengeaddressed. For example, case law
reveals that evidence provided by psychologistsieas relied upon to support claims of
“Battered Woman’s Syndrome”; in this way, the evide provided by psychologists has
a very weighty impact, reducing a criminal char§enarder to manslaughter.

As admissibility of evidence under tiMohan Test is, “[...] not determined by rigid,
technical rules [...] but on a case-by-case bassaume the needs of the case, or event he
quality of the expert evidence about the expesiiglevary [...]”* any anxiety relating to
“precedent setting” is irrelevant; accordingly, tfeet that psychological evidence is
accepted by a judge in a claim of serious permamepairment will not bind judges in
any successive cases. lllustrative of this poirR.is/. Olscambwhere Justice Charron
stated that despite an earlier rulingRnv. Burn3 where the Supreme Court of Canada
accepted the evidence of a psychologist in relatoa sexual assault victim, she did not
consider herself bound “[...] on the question of Wieetsimilar evidence tendered in that
case was reliable enough to adnfit”.

In addition to the fact that psychologists may he tnost qualified professionals to

provide evidence on whether a claimant’'s mentgdsychological impairment meets the
threshold for serious permanent impairment, allgwataimants to rely on evidence

provided by psychologists will also be less strgs&r the claimant as well as more

economical in many cases as it will reduce the remif professionals who are

implicated in the determination of impairment. Undlee current system, individuals

with mental or psychological impairments who areeadlly being assessed by a
psychologist are compelled to undergo an additiasakssment by a physician in order
to gain support for their tort claim. By removinget stipulation that a physician is

required to attest to such impairment, patients kel less constrained as they will be
given a choice to be assessed by a psychologisealo cases where a patient has
already been assessed or treated by a psychologist,cases where a psychologist’s
evidence is essential to the claimant’s case révsion will have the impact of reducing

costs as patients will no longer be required toaiobtin additional assessment by a
physician just to fulfill the requirements of thedulation.

2R.S.0. 1990, c. E.23.

% Paciocco and Stuessenpranote 1 at 182.
#1994 CanlLll 7553 (ON S.C.) at 18.
®[1994] 1 S.C.R. 656, 29 C.R. (4th) 113.
® |bid at 182-3.
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Conclusion

The OPA is pleased to have this opportunity to@adpo the Superintendant’s review of
auto insurance. We have focused on the statedtolge of the review of affordability
and availability of benefits, and consumer protattiWe made recommendations for
specific changes to the SABS and to dispute resolyrocesses, as requested. We also
introduced concerns specific to psychology relatedse of an outdated biomedical
model of health that creates discrimination ingdbherent regulations and legislation. In
addressing each of these concerns, we have madtaifocus on putting patient needs
first within the auto system, so that, consisteitih whe goal of the SABS, people are
returned to pre-accident functioning, and their M¥x&ated needs are not offloaded to
the public system as a result of incomplete care.

Highlights from our findings:

Psychologists reported overwhelming agreementthigt patients are experiencing
difficulty with the accident benefits system andliieg excessively challenged and
unfairly treated by their insurers.

Most psychologists surveyed estimate receivingaferrals within the first 6 weeks after
an MVA; very few are estimated to be referred witthie first 12 weeks (3 months).
Given that current definitions for chronic pain @seeeks as the point at which one
determines chronicity, more timely referral in artle avoid chronicity should be
occurring earlier than the current 3 months to & gehat is identified in our survey data.

Unfortunately, the vast majority of psychologis?3 6%) reported that their patients
encounter barriers and delays in the identificatibpsychological impairments or
psychological factors relevant to their rehabildat

Psychologists surveyed indicated strong agreentteaitthe health professional
completing and documenting information and confemh the patient should be from

the same discipline as the professional who praptseassessment; that it is reasonable
to require more specific documentation of the teptbfessional’s contact with the
patient on the OCF 22 Application; and that patiesftould receive a copy of the OCF 22
at the same time that it is sent to the insurer.

Comments from psychologists reflect frustratiort thare is no obligation for the insurer
to consider and respond to the rebuttal report.

Recap of our recommendations:

We proposed methods for reducing applicationsahainappropriate and
excessive.

We discussed why numerical and time caps for m@stg assessments are
problematic, interfering with rehabilitation andnedit applications, and how this
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inevitably leads to offloading the burden and cadtsare for patients to OHIP
and the public system.

We made suggestions for increasing health profeakand adjuster
accountability.

We suggested that simultaneous OCF 22 applicationsa single facility be
combined into a single multi-disciplinary applicati We also suggested the
various health professional disciplines each haeohented contact with the
patient in order to obtain information requirecctimplete the application. To
confirm this patient contact, the single OCF-22utidbe signed by each of the
health disciplines of the proposed multidisciplinassessment

We suggested utilization of phone contact betwekmstors and proposing
psychologists, as well as between insurance exasame proposing
psychologists with respect to applications.

If timelines for reviewing applications are incredswe recommend that
communication should be improved, so that the systeximizes efficiency and
effectiveness of delivery of needed services withuwdening the patient.

For consumer protection and timely restorationeslth, we recommended that a
“Fast Track” mechanism and patient support such lzalp line be implemented

to address denials of Applications for Approvalskessments, which are
disputed by the patient.

We recommended that the insurer contact the propdtke treatment plan with
guestions and provide reasons for any denials.bidd help to address issues
of consumer protection and cost control.

We also recommended that the IE reviewer be exgeoteontact the proposer
with any questions, which may lead to clarificateomd approval of the
application or withdrawal.

We recommended guidelines for qualifications otihes Examiners to ensure
that they have appropriate education, trainingeerpce, and current practice to
provide qualified opinions on the benefit applioas provided by other health
professionals. It is particularly important thag ghsychologist reviewing
treatment plans be engaged in provision of treatwéh the specific population
in question in order to have the experience necg$sanake informed comment.

We are supportive of the development of a multikat@lder forum which can
meet regularly to identify and address problemé&iwithe automobile insurance
system. This forum can also be a vehicle for dguiatpmulti-stakeholder
educational programs.
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We are also supportive of the planned re-activatiodCAIl. We believe that
this will be a significant contribution to collesy sound, accessible data on the
functioning of the auto insurance system. We aésothis as a step toward using
electronic processes to reduce transaction costs.

We also want to convey our support for the recontagans made by the
Coalition Representing Health Professionals in Mmdbile Insurance Reform in
their submission.

Quiality assurance and improvement - professional @ountability

In addition to our recommendations, our submissisn detailed the many guidelines

and standards that exist and are regularly updatadvise members how to proceed in
practice. These include guidelines produced bytth&ario Psychological Association,
which include specific reference to proposing assents and treatment plans under auto
insurance.

We reported on the opinion of psychologists arotiedprovince that increasing
professional education specifically in this areageded, and will likely improve
adherence to already existing standards of condhet OPA supports this suggestion.
The Auto Task Force and the College of Psycholsgigit work together to provide
ongoing guidance and education to members, updatietes and workshops. Further
multi-stakeholder education and collaboration sbakcommended.

Our submission also addressed Unfair and Decepiite or Practices (UDAPS), which
appears to be a mechanism with untapped potehtial UDAPs could be a powerful tool
to provide cost control and consumer protectionugh increasing the accountability of
health professionals proposing and providing cihassessments and treatment, health
professionals conducting Insurer Examinations asdrers.

Additional concerns addressed

The review invited us to address other issues ntem to psychologists. We indicated
our concerns regarding the current Catastrophioitien in the SABS, as it provides no
clear guidance for combining bodily and psycholagimpairments. Instead, it contains
an outdated, artificial splitting of mind and boa@yd creates discriminatory situations
with respect to people struggling with psychologiogpairments and pain conditions. In
contrast, judges and arbitrators have held thatWhiele Person Impairment” ratings
must be inclusive of psychological impairmentss lessential that that this
discrimination, not be confirmed or reintroducedhity revision of the catastrophic
definition.

As well, current language in O. Reg 461/96 as amémy O. Reg 381/03 s 4.3 (3),
which specifically calls for adducing evidence okwr more physicians, is also
discriminatory and places burdens on the systenpatidnts. While physicians are
required to adduce evidence regarding physical iimmgants, it is also entirely
appropriate to allow the evidence of psychologitsie to support a claim of
psychological or mental impairment.
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We trust that our recommendations have addressedsf affordability and cost
control in the context of consumer protection awailability of rehabilitation benefits for

restoration of health and function. We will be hgpg discuss our analysis and
recommendations further.
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Appendices

Appendix A: Auto Insurance Consumer’s Bill of Rights

published by the Financial Services Commission iia@o.
Consumers’ Rights
Ontario laws require all owners of automobiles #vh auto insurance.
These laws also give you rights as an auto insweaansumer. The following
information highlights many of your rights undeetinsurance Act, related laws
and regulations.
1. You have the right to purchase auto insurance@me.
2. You have the right to be treated fairly by ymsurance company
3. You have the right to be given written reasdysu have been denied auto
insurance.
4. You have the right to keep your policy in pldgeu pay your premiums and
meet the responsibilities.
5. You have the right to pay your auto insurancengum in monthly instalments.
6. You have the right to keep your policy in pldge@u pay your premium within
30 days following one or two non-sufficient fun gy situations.
7. You have the right to be informed in writingalr policy is not being renewed.
8. You have the right to change or cancel yourrasce policy at any time.
9. You have the right to remain with your insuranoepany even if that
company no longer sells insurance through your brok
10. You have the right to know from which compaydes broker received
guotes and the amounts.
11. You have the right to prompt and fair handlaiglaims.
12. You have the right to reasonable repair of ygdamaged vehicle.
13. You have the right to choose a repair shop,dperator or vehicle rental
company.
14. You have the right to receive information abeedident benefits.
15. You have the right to dispute your insuranaagany’s refusal to pay
benefits.
16. You have the right to choose your health caosider.
17. You have the right to register a complaint abg@ur insurance company.
Consumers’ Responsibilities
1. You must insure your vehicle and retain youropiaf insurance (pink slip)
while driving.
2. You must pay your premium in a timely fashion.
3. You must give true and accurate informationdoryinsurer and complete all
forms promptly.
4. You must promptly let your insurer know about @imange in circumstances
that could affect your insurance situation, inchuglif you are involved in any
accident.
5. You must provide your insurer with updated infation when requested. If you
are claiming accident benefits, you must send ymaurer a completed accident
benefits package on time.
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7. If you are claiming accident benefits, you naigtnd medical examinations
requested by your insurer that are reasonably nesigsto evaluate your claim.
8. If you receive accident benefits from your iesuyou must participate in
treatment and rehabilitation, and try to get baokatork.

Appendix B: Adducing evidence

R. v. Mohan, 1994 CanLll 80 (S.C.C.)

Admission of expert evidence depends on the agpicaf the following criteria:
(a) relevance;

(b) necessity in assisting the trier of fact;

(c) the absence of any exclusionary rule;

(d) a properly qualified expert

Evidence Act, R.S.0. 1990, c. E.23

Reports and evidence of practitioners
Definition
52. (1) In this section,

“practitioner” means,

(a) a member of a College as defined in subsedtidr) of the Regulated Health
Professions Act, 1991,

(b) a drugless practitioner registered under theglass Practitioners Act,

(c) a person licensed or registered to practismother part of Canada under an
Act that is similar to an Act referred to in claysg or (b). R.S.0. 1990,
c. E.23,s. 52 (1); 1998, c. 18, Sched. G, s. 50.

Medical reports

(2) A report obtained by or prepared for a paotgm action and signed by a
practitioner and any other report of the practigiothat relates to the action are, with
leave of the court and after at least ten daysadtas been given to all other parties,
admissible in evidence in the action. R.S.0. 189&.23, s. 52 (2).

Entitlement

(3) Unless otherwise ordered by the court, a p@argn action is entitled, at the
time that notice is given under subsection (2p tmpy of the report together with any
other report of the practitioner that relates ® diction. R.S.0. 1990, c. E.23, s. 52 (3).

Report required

(4) Except by leave of the judge presiding atttls, a practitioner who signs a
report with respect to a party shall not give emmkeat the trial unless the report is given
to all other parties in accordance with subsed®)nR.S.O. 1990, c. E.23, s. 52 (4).

Regulated Health Professions Act, 1991, S.O. 10918
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1. (1) “health profession” means a health professienout in Schedule 1; (“profession
de la santé”)
SCHEDULE 1
SELF GOVERNING HEALTH PROFESSIONS

Health Profession

Audiology and Speech-Language Pathology
|

Health Profession Acts

Audiology and Speech-
Language Pathology Act, 199]

Chiropody Act, 1991

Chiropody

Chiropractic Act, 1991 Chiropractic

Dental Hygiene Act, 1991
Dental Technology Act, 1991

Dental Hygiene
Dental Technology

Dentistry Act, 1991 Dentistry
Denturism Act, 1991 Denturism
Dietetics Act, 1991 Dietetics

Note: On a day to be named by proclamation of tleeieinant Governor, Schedule 1 is ame
by the Statutes of Ontario, 2007, chapter 10, Sdkeq, section 14 by adding the following:

Homeopathy Act, 2007 |Homeopathy

See: 2007, c. 10, Sched. Q, ss. 14, 15 (2).

Note: On a day to be named by proclamation of tleetenant Governor, Schedule 1 is ame
by the Statutes of Ontario, 2007, chapter 10, Sdked, section 14 by adding the following:

Kinesiology Act, 2007 |Kinesio|ogy

See: 2007, c. 10, Sched. O, ss. 14, 15 (2).

Massage Therapy Act, 1991

Massage Therapy

Medical Laboratory Technolog
Act, 1991

Medical Laboratory Technology

Medical Radiation Technology
Act, 1991

Medical Radiation Technology

Medicine Act, 1991

Medicine

Midwifery Act, 1991

Midwifery

Note: On a day to be named by proclamation of tieetenant Governor, Schedule 1 is ame
by the Statutes of Ontario, 2007, chapter 10, Sdke®, subsection 2B) by adding th
following:

Naturopathy Act, 2007 |Natur0pathy
See: 2007, c. 10, Sched. P, ss. 20 (3), 21 (2).

Nursing Act, 1991 Nursing
Occupational Therapy Act, 199Qccupational Therapy
Opticianry Act, 1991 Opticianry
Optometry Act, 1991 Optometry
Pharmacy Act, 1991 Pharmacy
Physiotherapy Act, 1991 Physiotherapy
Psychology Act, 1991 Psychology
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Note: On a day to be named by proclamation of tieetenant Governor, Schedule 1 is ame
by the Statutes of Ontario, 2007, chapter 10, Sdke&®, subsection 18) by adding th
following:

Psychotherapy Act, 2001Psychotherapy
See: 2007, c. 10, Sched. R, ss. 19 (3), 20 (2).

Respiratory Therapy Act|{Respiratory Therapy
1991
Note: On a day to be named by proclamation of tleatenant Governor, Schedule 1 is ame
by the Statutes of Ontario, 2006, chapter 27, suioge18 (2) by adding the following:

Traditional Chinese Medicine [Traditional Chinese Medicine
Act, 2006

See: 2006, c. 27, ss. 18 (2), 20 (2).

Appendix C: Excerpts from Companion Document to: Onario Psychological
Association Guidelines for Assessment and Treatmeimt Auto Insurance Claims,
January 10, 2005

Cost and Prevalence of MVA-Related Impairments tE&tectiveness of Intervention

Specifically with regard to motor vehicle accidernsge-scale survey data indicate that
MVAs are the most frequently experienced traumagient for males and the second most
frequent for females (Kessler, et al., 1995), mgkirem the single most common cause of
Post-Traumatic Stress Disorder (PTSD) in the gémpenaulation (Norris, 1992). As a result,
lifetime prevalence estimates for PTSD following Mre high. Large scale
epidemiological data indicate that just over 11%@bple who experience an MVA in their
lifetime will develop PTSD (Breslau, et al., 19%orris, 1992). Among survivors of
automobile accidents who are injured and requirdica¢ attention, 15-45% will develop
PTSD within a year of the MVA (Blanchard & Hickling004). A further 15-30% will
develop post-traumatic stress symptoms that, ajndloey do not meet full criteria for
PTSD, are associated with significant distressarlghitations in functioning (Green, et al.,
1993; Hickling & Blanchard, 1992).

Although less studied than PTSD after an MVA, otingpairments and conditions frequently
occur and complicate the clinical picture for treaht. For example, travel anxiety has been
noted in 11-28% of samples and is one of the niming and interfering psychosocial
effects of MVA survivorship. Generalized anxietgalider or chronic worry has been found
in approximately 21%, and substance use disordeapproximately 17% of samples in
MVA survivor research studies (Blanchard & Hickljri®p04). Increased irritability, hostility,
and difficulty controlling anger are very commorddrave been identified as important
factors in slowing treatment progress (Taylor,lgt2901). Additionally, many of these
symptom presentations co-occur. For example, PTi&D go-occurs with mood disorders
(6-58% of research samples) (Blanchard & Hickl@04).
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Finally, continuing pain and functional limitatiohgstrictions are frequent among MVA
survivors, and often themselves lead to adjustrmobtd and anxiety disorders with
affective, cognitive, and/or physiological sympto(@isser, et al., 1996). Sexual disorders
and difficulties achieving good quality sleep afeeio reported and exacerbate symptoms of
pain, anxiety, depression, and anger, further imipgphysical and emotional wellness. As
these conditions affect clients’ abilities to funatnormally and participate fully in
rehabilitative efforts, their persistence is asatsd with further functional limitations and
participation restrictions. All of these are coroptied further when the patient is also coping
with a co-morbid traumatic brain injury and losscofinitive function. The resulting loss of
confidence and reduced self-esteem that can f@dlovi situations often understandably
become a specific focus of treatment in psychotheadter a brain injury (Pepping &
Prigatano, 2003).

Patients with both debilitating pain and post-tratimpsychological stress reactions to the
motor vehicle accident present with very challeggand complex clinical situations (Beck
and Coffey, in press). These patients typicallyehanore impairments and more functional
limitations than patients with other psychologidelgnoses. The pain, physical functional
limitations, and traumatic stress symptoms oftetepiiate each other making it necessary to
address each of the impairments because of thienaiction (Geisser, et al., 1996). Without
appropriate psychological assessment and treatihengroup of accident victims is at high
risk of chronic impairments and continuing disapilHorowitz (1986), irHospital and
Community Psychiatryndicated that the longer a stress disorder noes, the longer it is
likely to continue. As a result, treatment of threup of patients is often more intensive and
requires longer duration than that for patients@ning with only chronic pain or post
traumatic symptoms alone (Blanchard, et al., 2003).

Patient groups seen by psychologists following Miiélude victims suffering with
amputations, spinal cord injuries, or disfiguremestwell as family members grieving the
traumatic death of a loved one. In these caseshpygists are integral in helping the client
adjust to their loss and go forward with their 8va this reality. Rehabilitation for the
patient, and education and support for patientsfamdies that includes neuropsychological
services has demonstrated clinical utility andaf#eness in improving outcomes, reducing
the economic burden associated with central nersgsi®m injuries, and re-integrating
patients into their homes and communities (Compkaitler, & Lezack, 2003; Pepping &
Prigatano, 2003; Ruff & Richards, 2003; Sherer &akk, 2003; Wilson & Evans, 2003).
For patients with brain injuries, neuropsychologassessment and rehabilitation is often
essential in their treatment and rehabilitationufdgsychological assessments provide
detailed information to ensure effective rehalilita; cognitive rehabilitation enables
patients and their families to understand the ihpathe injuries and to develop
compensatory strategies to regain function thasisormal as possible. Psychological
education and therapy with the affected familiesfien critical to the rehabilitation process.

With regard to treatments of MVA-related conditipasch as chronic pain, economic
evaluations show that increasing secondary prememteatment for pain conditions results

in decreased health care costs due to surgeryisabiility. For instance, Goosens and Evers
(1997) reviewed 23 economic analysis studies andladed that programs including
psychological interventions aimed at improving paianagement produced cost savings due
to reduced absenteeism. Similarly, a recent stiitlysoclinical, medical utilization, and cost
outcomes associated with including psychologicatiment in a multidisciplinary approach
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to pain treatment found an 87% reduction in ougpatclinic visits in the first 3 months after
treatment, resulting in a projected net annualrgpef $78,960 in the first year alone.
Psychological components were also associatedgngtiter consumer satisfaction (Peters, et
al., 2000). Building on this, a recent study ofigatt satisfaction and costs associated with
multidisciplinary pain treatment found that patenbnsistently rated psychological and
educational therapies higher on satisfaction meadinan physical therapy and medical
modalities; this was true both at post-treatmendtatrfollow-up evaluations. These therapies
were considered to be highly effective and hel@uh relatively low cost (Chapman,
Jamison, Sanders, Lyman, & Lynch, 2000). Similaigobs (1987, 1988) found that
psychological services provided to chronic painguas resulted in a $5 savings for each
dollar spent on psychology. Thus, recent clinitati®s have demonstrated the efficacy and
cost benefits of including psychological serviaeterdisciplinary pain management
programs (see Gardea & Gatchel, 2000 for a compeaereview of this literature).
Including psychological treatment in treatment aifipis important to patients, to the ultimate
efficacy of the intervention, and to the finandattom line. It is reasonable to assume that
similar overall savings would occur in the treattnefnpatients with pain disorders resulting
from motor vehicle accidents.

Recent data also indicate that opportunities foilar offsets may exist when patients with
PTSD resulting from automobile accidents receiwepslogical treatments. Initial data are
consistent with the larger mental health literaindicating greater medical utilization
among patients with this diagnosis. For instanagdih, et al. (2001) found that patients
with higher medical utilization rates were almagice as likely as low users (27.5% vs.
14.8%) to have PTSD. Both concurrent depressiompangdician-diagnosed physical
conditions were found to add to the prediction efdical utilization among PTSD-diagnosed
adults. The authors concluded, “PTSD, alone ammbination with depression, has a
direct negative relationship with physical healthtt in turn, is associated with more frequent
use of primary health care services”. Similarly,|kéa, et al (2003) found that compared
with women who had few post-traumatic stress symgidghose with a moderate number of
symptoms had 38% greater annual costs, and tholsehei greatest number of symptoms
had 104% greater costs, even after adjusting fpredsion, chronic medical disease, and
demographic factors. The authors concluded thas&Hindings are similar to those found in
studies of costs related to major depression agdesi that instituting health services
interventions to improve recognition and treatn@®TSD in primary and specialty care
clinics may be a cost-effective approach for lowgithe prevalence of this disorder”.

Recent North American data specific to MVA survivare consistent with this, and indicate
that the direct and indirect costs of psychologiocgdairments, such as PTSD and depression
are substantial. MVA victims who have PTSD are nthstressed and impaired in their usual
functioning (performance at work/ school/ homemgkirlationships with family or friends)
than MVA survivors who do not have PTSD (Blanchadatkling, Taylor, & Loos, 1995).
And, MVA survivors with concurrent depression anidS® fare even worse, as they are
more subjectively distressed and impaired in thsiral functioning, with symptoms that are
slower to remit than those with PTSD alone (BlamdhBuckley, Hickling, & Taylor, 1998).

In total, Blanchard and Hickling (2004) found tleatn in a sample of MVA survivors who
were not seeking psychological treatment, thosk RiftSD were more impaired than either
those with subsyndromal symptom presentationspoitrals, in all areas of functioning
assessed. The authors concluded, “it is cleamtieating the criteria for PTSD subsequent to
an MVA usually implies a major impact on the indival’s life” (p. 92). Individuals with
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such impairments are transformed from being coutoits and drivers in a thriving economy,
to being a drain on its resources.

Emerging data on the costs of MVA-related psychiclmigmpairments are consistent with
these results and those of non-MVA health insuralata indicating high costs associated
with failing to treat impairments, such as PTSD. Australian study found that the total
health and economic cost in Australian dollarssf@ample of 391 motor vehicle accident
victims was A$6,369,519.52. Using self-report déta,authors found that 31% of the
sample were depressed, 62% were anxious, and 2%%riteeia for PTSD nine months after
their respective accidents. Of particular relevaocany attempts to find costs savings is the
following: PTSD cases incurred significantly higtneralth care costs compared with non-
PTSD cases, and untreated PTSD cases incurreejtieshcosts of all. These results were
considered statistically and economically significal he authors concluded that, “the health
and economic costs associated with motor vehid&lants are enormous. Psychiatric
morbidity among victims was high, and motor vehateident-related PTSD significantly
contributed to increased overall health care aomti@mnic costs.” (Chan, Medicine, Air, &
McFarlane, 2003). In keeping with this, prelimina@ata indicate that this utilization
decreases following targeted, clinically effectpsychological intervention (Grunfeld, et al.,
2003).

Appendix D: WSIB 3-Step Clinical Screening Guide

Dear Health Care Professional:

Re: 3-Step Clinical Screening Guide

During the development of Programs of Care (POt®) Ree-setting Advisory
Committee recognized that from time to time, retggmsl of the nature of the injury,
injured workers may show evidence of non-physigaioms. These non-physical
symptoms may indicate a psychological or emotiamglirment that would be a
barrier to POC participation and recoverhis can be an issue for all Programs of
Care.

The Ontario Psychological Association (OPA) hagpared a 3-Step Clinical Screening
Guide to assist health care professionals treatijuged workers, when these
situations arise, in determining whether a refemaly be appropriate. The use of
this guide is not mandatory. It is intended onlyassist health care professionals
who may wish to use it to exercise their professioasponsibility and judgment.

As regulated health professionals, health careigess are responsible to their
regulatory colleges for the standard of clinicalecthey provide, including referral
decisions. This is the case whether or not a toch ss this guide is used. The use or
non-use of this guide does not alter each heatth mavider's professional
responsibilities as determined by their profesdionfiege regulations and legislation.

Yours sincerely,
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Health Professional/WSIB Fee-setting Advisory Cotheei

Dr. Ruth Berman, Ontario Psychological Association

Don Gracey, Ontario Physiotherapy Association

Dr. Robert Haig, Ontario Chiropractic Association

Karen MacKenzie-Stepner, Ontario Association ofégpelanguage Pathologists
and Audiologists Teresa Riverso, Ontario Societ@otupational Therapists
Donna Bain, Workplace Safety & Insurance Board

The 3-Step Clinical Screening Guide will assistltieeare providers to determine
whether referral for consultation is indicated fion-physical symptoms that may be a
barrier to Program of Care participation and recpve

This screening process requires that the combinatioyour observations of the
patient (Step 1) and patient responses to the iquss{Step 2) will assist you to
determine whether to recommend a referral to themaStep 3).

1. Professional observations:
Notable differences in client behaviour, appearance
demeanor suggestive of sad feelings, depressed mood
low energy, hopelessness, poor self-care; or
persistent worry, tension, stress; or pain focus,
difficulty maintaining engagement in treatmentjamk
of anticipated response to treatment.

2. Specific questions:
A. In the past couple of days, have you....
. lost interest in enjoyable or important activities?
lost confidence in yourself?
felt hopeless?
had low energy?

=

Pwbd

2 or more
and/or
. felt keyed up, on edge?
. been worrying a lot?
. been irritable?
. had difficulty relaxing?

AWN R

2 or more
and/or
C. 1. had an episode of extreme fear or discomfort?
2. experienced a "reliving" of a frightening event
including nightmares and flashbacks or thoughts
about it just popping into your head?
3. avoided things that remind you of a frighteningre®e

2 or more
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3. Client agreement: willingness / interest in a refemal for
consultation to determine need for assessment andgsible
treatment.

When treating a worker in a Program of Care andabiker has given consent to the
collection of this information; and the resultstbé 3-Step Clinical Screening Process
lead you to recommend a referral because non-pdlysionptoms may be a barrier,
WSIB should be advised of the worker's acceptancejection of the referral.

Appendix E: Medical assessment costs “frighteninghsurers TheStar.com -
Business - July 05, 2008, James Daw

Medical assessments are gobbling more of youriastoance premiums.

So insurers point to the cost as an enemy of stabl@ium rates in Ontario, while
lawyers see a possible source of funds for innoaecitient victims.

The assessment cost is not large in proportiohe8.1 billion in premiums Ontario
motorists paid last year, but it has risen rapfdbyn $201 million in 2004 to $313
million last year.

"If our goal is to control costs, we have to askywisays Don Forgeron, Ontario vice-
president of the Insurance Bureau of Canada, wppligd the figures.

The cost of assessments is about 60 per cent dfingwaers spent on treatments, points
out Robin Spencer, president of Aviva Canada Ihbat is a frightening figure," he says.
Aviva is the largest insurer of private autos in&®io, which has the highest average
premiums in Canada. The company is trying to imenowblic perceptions of insurers
with a funny, self-deprecating advertising campagd a service guarantee that includes
a refund of premiums.

Regulators permitted Aviva subsidiary Traders Gahiaisurance Co. to raise its
premium rates an average of 4.1 per cent and IRdatance Co. 3.2 per cent in the first
quarter of this year. Aviva Insurance Co. of Canaatarates slightly. Aviva managed to
increase profits last year and again in the fitgrtgr of this year. But Spencer said much
of the $335 million earned last year came fromirsglits entire holding of stocks and
switching to bonds with later maturity dates, a8l @e from lines of business other than
Ontario auto insurance.

Toronto lawyer Richard Halpern, chair of the Oradar Association's auto insurance
reform group, agrees with insurers that "assessyaata gargantuan drain in the
insurance system." "We need to pare down accidamfiis and bring back fair and
equitable treatment for innocent accident victilmg educing the mandatory deductions
from court awards)," he says.

Insurers must pay for a medical assessment bdfeyectin deny or cut off a benefit for
income replacement, physical rehabilitation, hoesging expenses, home renovation or
other benefits. They must also pay for assessntieaisjured person may arrange to
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contest the denial of benefits. This system of lthgeassessments replaced the former
system of independent Designated Assessment Cemt2884. It is one of many items
up for discussion in a five-year review of the Hygtegulated auto insurance product.
Insurers are sensitive to rising costs after cngsie line from profitability to merely
breaking even on Ontario autos last year, accordidglie Dixon, federal
Superintendent of Financial Institutions. Insurams limiting price increases to hold their
market share, but Spencer says they should bédmegse rates when they see fit.

Last month, the Ontario government posted on websitcall for public comment as part
of the five-year review of auto insurance. Subnoissiregarding issues of affordability
and availability, consumer protection, accidentdfigs, dispute resolution, fairness and
efficiency are due by July 14.

What is disappointing — even shocking — is thatpiielic will not get to search
government websites to learn what lobbyists arengay

Consumers will have to apply under the cumbersoraedoém of Information and
Protection of Privacy Act.

James Daw, CFP, appears Tuesday, Thursday andd&stuiHe can be reached at
Business, 1 Yonge St., Toronto M5E 1EG6; at 4168583, 416-865-3630 by fax; or at
by email.

Appendix F: Excerpts from: Companion Document to: Ghtario Psychological
Association Guidelines for Assessment and Treatmeimt Auto Insurance Claims,
January 10, 2005

Kubiszyn, et al. suggest that psychological assesshms demonstrated validity and utility
“for several clinical health care applications...cjuding] the a) description of clinical
symptomatology and differential diagnosis; b) dggion and prediction of functional
behavior; c) prediction of health outcomes; d) pah of health care utilization; e)
prediction of psychotherapy, forensic, and mengallth outcomes; f) identification of
patient/ claimant/ client characteristics that eiffieeatment; and g) use of psychological
assessment as treatment in itself” (p. 120). Ity fliagnostic tests performed by
psychologists are state-of-the-art tools. Metaditatesearch on assessment validity
indicates that many psychological tests detectgbadly at a rate indistinguishable from those
of medical tests. For example, psychological tdstect dementia, depression, or psychotic
disorders just as accurately as medical testsasiglap smears, mammography, magnetic
resonance imaging (MRI), and electrocardiogramsealehedical pathology. Moreover, some
psychological tests work just as well as medicstistéo detect the same outcome. For
instance, the ability to detect dementia is as geitildl neuropsychological tests as it is with
MRI (Daw, 2001). Increasingly, physicians and othealth care professionals turn to
psychologists for their diagnostic capabilitiese$é diagnostic services detect functional
impairment and assess the prognosis for improvepretiterioration in functioning.
Psychologists apply these results and developnesattand rehabilitative services.

Performing a proper clinical diagnostic investigatalso is an investment in a procedure that
ensures that efficient, effective treatment is mes often leading to reduced disability costs.
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It provides benefits to the client by meeting tleed for appropriate treatment, it benefits the
clinician by ensuring that treatment time can igated and efficient, and it provides a
financial benefit to the system by ensuring thhinapairments are captured and treated in
the most efficient manner. It also provides bertefill stakeholders as an accurate and
comprehensive communication tool that can be usedaiding disputes over benefits.



