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The Alliance of Rehabilitation Centres of Ontario (ARCO) was incorporated in February of 2001 as a trade organization of multidisciplinary rehabilitation providers in order to promote best practices in the provision of interdisciplinary program-based rehabilitation in Ontario. 

In order to advance that goal, ARCO is proposing, among other initiatives, the introduction of a voluntary system of program accreditation for multidisciplinary rehabilitation providers and the development of a continuum of care for musculoskeletal injuries. ARCO’s members operate a total of 112 multidisciplinary rehabilitation clinics in Ontario and we are continuing to grow.

ARCO’s executive is currently meeting with government and other stakeholders to introduce these initiatives.

Background

ARCO appreciates this opportunity to present its view of the current status of the automobile insurance system in Ontario. ARCO would like to focus on issues pertaining to the effectiveness and accountability of the rehabilitation system in Ontario and will address those questions that are related to the expertise of its members. These are questions 2, 8, 9, 10 and 23.

The goals of the review as stated in the Consultation Paper are to: 
i) maintain stable automobile insurance rates for consumers;
ii) enhance fairness and balance in the current automobile insurance system; and
iii) improve the effectiveness of the current automobile insurance system.

As pointed out in the Consultation Paper, increasing medical and rehabilitation costs have been identified as one of the cost drivers in the current automobile insurance system (page. 6). According to the Chart provided in Appendix B, the loss costs for medical benefits coverage in automobile cases increased by eight per cent between 1999 and 2000. 

While this increase appears to be large, it is important to put it into perspective. In fact, a closer examination of Canadian health care costs reveals that an 8% increase is the same or less than the increase in the cost of the public health care system over the same period. 
 The Canadian Institute for Health Information (CIHI) recently released a summary of health care expenditures over a five-year period. These expenditures show increases from year to year (excluding inflation) of over 6 per cent. (4) If we add back inflation for the 1999 to 2000 period of 2.9% (Statistics Canada) the year-to-year increase exceeds the 8% figure cited in the Consultation Paper.

Various researchers have proposed reasons for these increases:

· Aging of the population

· A higher percentage of the population utilizing the health care system

· Increasing population

· Increasing expectations for good health

· Increasing complexity of the goods and services being provided

Therefore, although the increase in automobile accident health care costs is a concern, it mirrors the increase in the larger society. There is no basis for singling out automobile accident based health care expenditures for criticism. There is no indication here of “unjust enrichment” or “severe abuse”. 

Although desperate steps are not called for, there is always room for improvement. In this vein, ARCO joins the rest of the stakeholder community in making recommendations for improvements to the fairness and cost-effectiveness of the automobile insurance system with the following observations and recommendations.

Question 2

What can be done to streamline and improve efficiencies in the Treatment Plan process?

The timeframe for a response to a Treatment Plan needs to be shortened to 3 to 5 business days from the current 14 days.  Further, responding to a treatment plan should only require a disability certificate as opposed to the entire accident benefits package.  If this is the first treatment plan, then the primary information that the adjuster will need is a confirmation that the accident in fact did happen and that the claimant is their insured.

If the above steps were taken then ARCO would support the elimination of the 15-treatment/6 week rule as specified in the SABS. 

Question 8

What can be done to balance the costs associated with assessments and treatment, while ensuring fair access to treatment for injured victims?

IBC has claimed that assessment costs are now 150 million dollars per annum. ARCO agrees that too much is spent on assessment and more needs to go to injured victims and their rehabilitation. Moreover we have very limited information about the effectiveness of the rehabilitation system that is currently being funded. Our proposal in answer to this question is intended to improve our ability to measure the cost-effectiveness of rehabilitation processes and guide the rehabilitation process for injured automobile accident victims in Ontario.  Achieving these goals will be a benefit to injured motorists, the insurance carriers who fund the rehabilitation and those paying automobile insurance premiums throughout the province.  

It is estimated that up to 75% of the automobile injuries in Ontario are soft tissue in nature. Furthermore, ARCO’s members specialize in the treatment and rehabilitation of soft tissue and musculoskeletal injuries. Therefore, we will focus our comments on improving the rehabilitation process in this problem area.  

The Alberta WCB Experience

In 1994, the Alberta WCB embarked upon an initiative, headed by Drs. Sally Nikolaj and  Brian Boon, to improve health care management. This initiative focused on soft tissue injuries, given that they represent 50% of the time loss claims for the Alberta WCB. They designed an evidence-based Continuum of Care for soft tissue injuries (Appendix 1).  The main objective of the model was to identify the most appropriate treatment at different stages in the recovery of a soft tissue injury and to ensure that patients who were recovering slowly would be identified and redirected to appropriate interventions. For example, the continuum specified that, at 12 weeks post injury, comprehensive rehabilitation programs should be considered.  Such programs include occupational rehabilitation and interdisciplinary pain management.

To provide a baseline, the Alberta WCB plotted a recovery curve for workers with soft tissue injuries. The curve demonstrated that at 18 weeks post injury, 9% of workers continued to be off work (see Appendix 2) and in receipt of benefits. 
  Using their continuum of care, they determined what the curve would look like if each of the elements of rehabilitation was maximally successful (target curve). They projected that the end point of the curve at 18 weeks would drop to 0.9%.

At the outset, the Alberta WCB required that providers of interdisciplinary rehabilitation programs be accredited by an organization called CARF (Commission on Accreditation of Rehabilitation Facilities).  CARF is an independent body, which accredits a range of facilities and programs throughout the world.  (Appendix 4)

The Alberta WCB negotiated with the various provider groups on numerous service dimensions including: fees, report guidelines, access, return to work outcomes, satisfaction, communication etc. They also required all providers to submit outcome data that is then evaluated and reported back to providers in the form of quarterly performance “report cards”.  They ensured that all of the providers would receive each other’s outcome data, thus allowing for direct comparisons and a process of continuous quality improvement.    

The WCB then tracked the soft tissue recovery curve annually to measure progress. In 2000, only 2.9% of the injured were still in receipt of benefits at 18 weeks post-injury. The reduction from 9% disabled to 2.9% has resulted in significant savings in disability benefits as well as improved productivity in the injured population. Disability costs dropped to the extent that there were net savings of approximately 25% per injured worker, while rehabilitation costs remained stable.  

Recently, the consulting group (Millard Health) led by Dr. Nikolaj has customized the soft tissue management models for the Societe de l’assurance Automobile du Quebec (SAAQ) who manage motor vehicle accident in Quebec. The primary diagnosed issue is Whiplash Associated Disorder. This experience illustrates that the Alberta principles are effective in other jurisdictions/systems and with other types of claimants.

ARCO recognizes that there are significant differences between single payor models exemplified by the Alberta WCB and SAAQ and the multi payor model found in the Ontario motor vehicle system. For example, some of the provider-payor agreements may be difficult to achieve. For this reason, ARCO is proposing that IBC endorse the voluntary adoption of two interdisciplinary programs accredited by CARF. Moreover, ARCO is proposing that in the future, the accreditation system be linked to outcome measures. This approach is expected to achieve many of the improvements seen with the Alberta model.

Why Accredit Programs? 

Individual health care practitioners in Ontario are licensed and governed by their own individual colleges. However, when practitioners from various disciplines work together in integrated teams to provide a “program” there is no monitoring or accountability for the effectiveness of this interdisciplinary program. ARCO anticipates that there will be a growing demand for interdisciplinary programs as the research literature is increasingly demonstrating that interdisciplinary treatment is the treatment of choice for the more difficult soft tissue injury cases and chronic pain. (Appendix 3)
CARF’s 2000 Medical Rehabilitation Standards Manual describes two types of programs, which ARCO believes would be good candidates for accreditation in Ontario, Occupational Rehabilitation Programs and the Interdisciplinary Pain Rehabilitation Program. These programs are two of those adopted by the Alberta and British Columbia WCB’s. The accreditation policies and procedures for these programs are spelled out in detail in the CARF manual. In addition, CARF has agreed to adapt the accreditation process and link it with outcome measures in a “made-in-Ontario model” to help ensure that the programs are demonstrated to be effective.

The outcome variables would include client satisfaction, payor satisfaction, return to work success rates and functional measures. Each of these measures would be gathered by the program provider and submitted to a central database which would collate the data into a “balanced scorecard” for each facility. Provisions could be made for outside monitoring to determine the reliability and accuracy of the data submitted. The accreditation system would  then become outcome-based whereby continued accreditation would depend upon maintenance of acceptable outcomes. For example, clinics that were more than two standard deviations below the norm might only receive a provisional accreditation and those who were below acceptable standards for two accreditation periods in a row might stand to lose their accreditation status. The programs’ “scorecards” could be published so that payors and consumers alike have the opportunity to select the most effective health care facilities.

This proposal offers many advantages to the “delisting” suggestion made by IBC. First of all, our proposal would encourage a continuous quality process in which providers would constantly be striving to improve the outcomes provided by their facilities. Second, the public and referral sources would be assured of their ability to access providers with the best outcomes by preferring referral to those programs. Third, providers with consistently low levels of performance would vacate the system, thus raising overall levels of performance. Finally the job of overseeing the system would fall to an independent body, CARF, which has many years of experience in this work.

Question 9

What types of changes are needed to the definitions of “health practitioner” and “case manager”?

Health Practitioner: ARCO recommends that a “health practitioner” should be those individuals who are listed as health care practitioners under the Registered Health Professionals Act. 

Case Manager: IBC has recommended that case managers be required to be occupational therapists, physical therapists, registered nurses or physicians. ARCO strongly disagrees. Being an effective case manager requires a specific skill set which does not necessarily derive from medical training. ARCO does  recommend that case managers be certified at the community college or university level, and that continuing education courses be made available for these persons on an ongoing basis.

Question 10

Are there any suggestions to maintain and enhance the integrity and neutrality of the DAC system? 

Do you have any suggestions to address the costs of the DAC system?

DAC Integrity and Neutrality

The DAC system has a high degree of integrity, stemming from the fact that neither party can select the DAC provider. Opposition to the DAC system by insurers often reflects the fact that the insurer does not control the selection of the provider and the outcome is less predictable. While insurers can “shop” for IE providers to get the answers they want, the DAC system is independent of such control. Continuation of a neutral DAC system is critical to the fairness and credibility of the automobile insurance system in Ontario.

DAC Costs

IBC has pointed out that the cost of assessments (including section 24 assessments, IE’s and DAC’s) in Ontario has risen to $150 million per year. However, FSCO has stated that DAC assessments cost between $15 and $20 million per year, meaning that the bulk of the costs are s.24 and IE assessments.

IBC has suggested that s.24 assessments for non-catastrophic claims be limited to a dollar cost of between $200 and $300, since this is typical for an assessment under medicare. ARCO supports this suggestion.

The existence of both IE’s and DAC's means that there are two levels of assessment the system. This introduces extra cost, extra delay, and the possibility of conflicting outcomes. IBC has suggested limiting and isolating DAC assessments to the latter stages of the ADR process. ARCO strongly disagrees. IE’s are a larger cost factor in the system than DAC's, and, furthermore, DAC's are inherently impartial. ARCO recommends that IE s be eliminated and that the DAC process be refined and streamlined. 

To save DAC costs, Med-Rehab DAC's could introduce file reviews for certain cases. In a simple case, a file review might constitute the whole assessment and simple cases might warrant single provider assessments (e.g. physiotherapy or chiropractic). However, the DAC would retain the option to recommend a multidisciplinary assessment if the case conditions called for it.

Question 23

Should conditions or restrictions be placed upon the unregulated paid representatives in the Dispute Resolution System? 

ARCO’s members have a great deal of experience in the role played by unregulated paid representatives at various stages in the rehabilitation process. These individuals for most part are paralegals whose main source of income depends on the size of the settlements that they can extract from automobile insurers. ARCO is disturbed by the number of times which these paralegals appear to interfere in the rehabilitation process, either by an act of commission or omission.   In our experience, they sometimes discourage patients from maximizing their recovery so that the size of the settlement will be larger. 

ARCO believes that this increases the size and frequency of tort claims under Bill 59, and increases OHIP costs for future treatment. It is ARCO’s view that premature or nominal settlement is contrary to good public policy.  

We point out that section 15(1) of the SABS states:

“The rehabilitation benefit shall pay for reasonable and necessary measures undertaken by an insured person to reduce or eliminate the effects of any disability resulting from the impairment or to facilitate the insured person’s reintegration into his or her family, the rest of society and the labour market.”

Premature and nominal settlements often subvert the intent of Section 15(2).   

ARCO strongly recommends that steps be taken to stringently monitor and regulate paralegals. Failing that, ARCO recommends that a moratorium be placed on settlements for a six-month period following a motor vehicle accident. This six-month period should allow a reasonable period of time for rehabilitation efforts to be successful, in most cases.  

Conclusion

In addition to the questions dealt with above, ARCO would like to take this opportunity to raise another issue, which urgently requires attention. This issue concerns the interface between extended health care plans and the motor vehicle insurance system. Since the extended health care plans are the primary carriers, rehabilitation providers must look to them first for payment of rehabilitation costs. In fact, automobile insurers will often refuse to pay for services until they have proof of the payment from the extended health care provider. Unfortunately, the extended health care insurer has no obligation to the rehabilitation provider to provide information of any sort; their obligation is to the patient. This creates enormous billing difficulties as our members try to coordinate fee collection from several sources. This only increases our costs and, therefore, the costs of delivering services in the system. As a first step, we would like the Ministry to sponsor a meeting of the interested parties to explore a joint solution to this problem.

ARCO is of the view that a thoughtful and reasoned examination of the challenges facing the automobile insurance system in Ontario will reveal many steps that can be taken to ensure its integrity, fairness and cost-effectiveness. We trust that the proposals contained herein will form part of that examination. 

Ontario deserves a rehabilitation system that is accountable and outcome-focused and will provide a cost-effective solution for those injured in motor vehicle accidents.
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Appendix 4

CARF…The Rehabilitation Accreditation Commission





             Fact Sheet

· Established 1966 as a not-for-profit, private entity

· Is a consultative, peer review accreditation system with emphasis on:

· The person served 

· Information and outcome systems

· Performance improvement

· Disclosure of performance with identified stakeholders

· Good business principles, including risk management

· Accredits over 4000 international organizations with 30,000 programs in care service delivery industry 

· Special expertise in:

· Medical Rehabilitation

· Employment and Community Services

· Behavioral Health

· Elder Services:

· Adult Day Services

· Assisted Living

· Recognized by over 100 government entities, payers, insurers, and regulators as partners in ensuring quality outcomes

· Works with governments, insurers, and payers to develop meaningful products to:

· Protect consumers 

· Provide a framework for service delivery continuums and provider networks

·  Increase accountability of providers to demonstrate:

·  Effectiveness of outcomes of services

·  Efficiency of delivery of services

·  Satisfaction with the services as well as satisfaction from other critical stakeholders

More information available at www.carf.org
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� The Canadian Institute for Health Information reviewed Canadian spending on health over the last five years. After taking inflation into account, the rise in public health care expenditures between 1998 and 1999 was 6.3%, from 1999-2000 the increase was 6.4% and from 2000 to 2001 was 6.7%. 





� They defined return to work is that of sustainable returnability (i.e.: return to work for at least 30 days).
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