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August 25, 2017 
 
Honourable Charles Souza 
Minister of Finance 
7th Floor, Frost Building South 
7 Queen's Park Crescent 
Toronto, Ontario M7A 1Y7  

 
 

Submission: Fair Benefits Fairly Delivered Report Commentary 
 
Dear Mr. Souza, 
 
We are responding to your Ministry’s request for feedback regarding the above-noted report 
and appreciate having this opportunity to comment.  
 
In concept, what could be simpler than insuring people who have serious injuries against the 
high financial costs of care, helping them obtain the medical and rehabilitation services that 
they require in order to restore their quality of life, and supporting them on their return to 
work, vocational or domestic environments? Mr. Marshall’s observation that what was 
originally designed to be a comprehensive, logical care framework, has in many instances 
become a cash-based system, is validated in many ways from our own large MVA client 
practice.  
 
The leakages of premiums to this cash-based system are obvious and not-so-obvious; the 
report has identified most of them. There is no better proof of this statement than the abysmal 
assessment and treatment plan approval rates, which Mr. Marshall had the courage to 
research, as he did insurer reserving practices having the effect of understating earnings.  
 
With those opening comments as context, I would like to profile our credentials. 

 

Our Organization and its People 
 
Established in the year 2000, Rehab First is a multi-disciplinary health services provider 
specializing in the assessment, treatment, rehabilitation and care of individuals with serious 
physical, psychological and cognitive impairments caused by injury or illness. The firm’s 
professional staffing complement numbers approximately eighty and covers most of the major  
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health disciplines, such as Occupational Therapy, Physiotherapy, Nursing, Social Work, 
Psychotherapy, Kinesiology and Speech-Language Pathology. Specialized practice areas 
include complex Medical and Psycho-Social Case Management, Life Care Planning, Future 
Care Cost Reporting, Personal and Family Counselling and Cognitive Speech and Language 
Assessment and Treatment. In addition to working with clients who are injured or ill, we work 
with insurers, plaintiff and defence lawyers, employers and several workers compensation 
boards. We bring experience and an informed perspective to the injury benefits topic. 
 
We are a licenced FSCO provider business of significant size, our MVA clients over the years 
numbering over ten thousand.  We have attended two consultations on the CTI Guideline, at 
which we made several suggestions, one of which pertained to the setting of overall and 
internal funding maxima utilizing actuarially sound methods; the suggestion being followed up 
by a request for further particulars, which we then provided to Mr. Stuart Wilkinson of the 
Ministry. 
 
Our principals are themselves health professionals, who over a thirty-year period have 
witnessed the changes brought about by the Ontario Motorist Protection Plan (introduced in 
1990), Bill 164 (automobile insurance reform implemented in 1994), Bill 59 (introduced in 1996) 
and Bill 198/5 (further reforms introduced in 2003). They have worked during and after the DAC 
(Designated Assessment Centre) period, and since the September 2010 reforms.  Prior to its 
acquisition by Aetna Canada in 1997, they were co-owners of Associative Rehabilitation Inc. 
(ARI), which, with over 250 staff in twelve offices across Canada, was the country’s largest 
disability services provider. In addition to their executive roles at Rehab First, they also have 
personal complex injury and illness caseloads. 
 

 Report Feedback: General Comments 
 

We believe Mr. Marshall is correct when he states that “None of the measures proposed…is 

revolutionary.”  Yet the multitude of statutory and regulatory changes over the years have in 

some respects encouraged, embedded and otherwise perpetuated unsound practice, such that 

we not only have unfair benefits, unfairly delivered, but policyholders, and our government, 

now have to contend with the system’s accompanying high costs. 

 
It continues to mystify us how we could have come to the point where otherwise congenial and 
well-meaning adjusters, who have taken a single course having any semblance of clinical 
content (and whom, we are reminded, are licensed by FSCO), regularly deny well-reasoned 
treatment plans for documented serious impairments, even though they have been submitted 
by professionals having ten or more years of experience.  
 
In many cases, it appears that the client’s temerity to first be treated for his or her acute needs 
under a SABS  pre-approved treatment protocol has tainted the insurer’s perspective of them 
as being “in the MIG”, and worse, now “trying to get out of it.” It is not hard to imagine the  
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state of our emergency rooms and acute care floors should MDs ever have to follow the same 
submit and approval process, prior to providing treatment, that our professionals do working  
within the auto insurance regime. This is not at all to suggest that we should abandon the 
gatekeeping mechanism altogether, only to point out that the current gatekeeping role is not 
working well and is undoubtedly causing increased cost pressures on the system. 
 

Report Feedback: Specific Report Recommendations 
 
We would like to comment on recommendation 8 and recommendation 10. 
 
Recommendation 8: Independent Examination Centres 
 
The IEC idea has been tried before in the form of the DACs, and was not successful. Not that 
we don’t agree that centralization of claims adjudication should be centralized; we do. Indeed, 
in an earlier submission to the Superintendent, we recommended that the Central Processing 
Agency’s (HCAI’s) role be expanded to include expert adjudication and to make its decisions 
binding on the underwriters. We would argue that in a jurisdiction populated by 90 insurers, it 
is virtually impossible to have standardized practices and consistent claims decision outcomes. 
Claimants suffer as a result. Six Sigma purists would immediately recognize the current 
system, by the way, as being full of “defects”. 
 
Recommendation 10: Overhaul of Pricing Schedules etc. 
 
We make three comments here.  
 
First, provider fees have not increased in three years.  
 
Second, if by “outcome” based compensation, Mr. Marshall is thinking about the Common 
Traffic Injury pathways and their expected outcomes, having attended two CTI Guideline 
consultation sessions ourselves, and being grateful for the opportunity, we can assure you that 
the costs of delivering the care prescribed by the pathways was an afterthought.  
 
Third, if the fee-for-service schedules published by the WSIB are Mr. Marshall’s benchmark for 
SABS provider fees, we respectfully submit that those very schedules may be detracting from 
desired outcomes, not achieving them, which is why as an organization we do not perform 
services under them. Tying compensation to health care outcomes is rife with potential conflict 
of interest issues and not in the best interest of either the injured client or the health care 
provider.   
 

Concluding Comments 
 

Having been executives in complex insurance operating environments, we do not diminish the 

complexity of “unwinding” the current dysfunctional system. The report’s recommendations 

are nonetheless sweeping, and clearly transformational in intent. If even half of them are  
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adopted, they would, in our view, amount to the first sustainable reform of Ontario’s auto 

insurance system in more than twenty years.  

 
Mr. Marshall had the foresight to take a broad perspective in his review of other jurisdictions. In 
closing, therefore, I would like to note that the state of Western Australia, in a country that 
knows much about rehabilitation best practice, implemented its first compulsory no-fault 
catastrophic injury coverage last year. Benefits qualification criteria are similar to Ontario’s, as 
are the benefit levels and provider payments. The incidence rate, at 92 in a population of 2.6 
million, is also similar. The approval process is centralized. The additional policy premium 
increase is approximately $100 per year. We leave it you to draw your own conclusions. 
 
We are available at any time to clarify or comment further on any of this letter’s contents,  
attend consultations, or sit on committees. 
 
Sincerely, 
 

 
 
James Campbell 
Registered Psychotherapist, M.Ed., MBA, CCRC, RRP, CCLCP, CVRP (F) 
President and Co-Founder 


