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Moderator Jeffrey L. Schuh: Thank you for coming, especially those of you that were out dancing till 2 a.m. last
night. Je pense que vous êtes fatigués, so thank you for coming!

Welcome to Panel Discussion 31, LTD Claims Management. I’m Jeff Schuh, I’m the VP and senior actuary
in charge of disability insurance at ING Re. I work on pricing the group disability reinsurance, STD and LTD,
in both the US and in Canada.

This is going to be a very interesting presentation for two reasons. One is we have both a re-insurance view-
point and a direct company view point. I think speaking for both ING Re and Munich Re, we get to see the in-
dustry from that 30,000 foot view to see what trends are going on in the industry, both macro trends and what
individual companies are doing within claim departments, to see what current best practices are. I think the other
reason it’ll be very interesting for you is neither of these guys are actuaries which should make it much more in-
teresting. We appreciate them.

Who we have today is Charles Tremblay from Munich Re. He joined Munich in 2002. He has experience in
all aspects related to Life, CI and disability claims in group and individuals. He has a legal background. Don’t hold
that against him; he doesn’t hold it against us being actuaries. He has practiced in litigation and commercial in-
surance. He’s worked inside claim departments for two major insurers in short term and long term disability.

After Charles, it’ll be Peter Gove. Peter is Senior Director, Disability Claims Management and Life
Insurance for SSQ. Previous to his tenure at SSQ, he worked with a number of major Canadian insurers in-
cluding Liberty Health and Clarica, as practice leader and manager of rehab services. He has a background in
the delivery of adult mental health services through the community hospital system in Ontario and has a spe-
cial interest in disability secondary to psychiatric illness. Peter has a Master's degree in Social Work fromWilfrid
Laurier University, and is a PhD candidate in the faculty of Applied Sciences, University of Waterloo. He’s a reg-
istered social worker in Ontario.

And there is a lot on the program, so I’m going to sit down and shut up as quickly as possible and I have a
1:30 flight so I’m going to run out of here very quickly at the end. But let me tee it up with just a couple of com-
ments. The official description of this session was an update on LTD claims management current practices, focusing
on general claims management, early intervention, fraud prevention and third party providers (although I don’t
think we’re addressing that piece today).

Speaker Charles Tremblay: I’ll address it inside my first topic.
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Moderator Schuh: Inside Charles’ topic. OK.
Well, let me just tee up the discussion by asking: Why is this important to us?Why are we having claims folks

here at a CIA meeting to talk to us about disability claims management trend? Well, it’s because it has a signifi-

cant impact on pricing and valuation. The impact of LTD claims management on actuarial practice, it affects re-
serving and pricing; they’re both very sensitive to changes in claim practices and trends. Said differently, external
claim trends or internal claims management, say changes to your claims operation, could cause future development
to differ from past results. And that’s a problem for us actuaries.

We drive by looking through the rear view mirror, so maybe it’s just my wife that says I do that, but if you
are always looking at past studies to determine where your disabled life reserve should be, where your IBNR should
be, where your pricing should be, but there’s a fundamental shift in your own claims operations and you’ve installed
a new special investigation or fraud unit or the economy is hitting a part of your block in a different way, then it’s
very critical that we as actuaries stay close to that. What they are telling us today, what we hope to learn today is
things we should pay attention to as we set our reserves and as we set our pricing.

And I think the biggest point I want to make is this last bullet, that actuaries must work closely with under-
writing and claims to identify potential shifts from current pricing and reserving assumptions. I think actuaries do
a good job working with underwriters to assess risk, to price the future risk, but there’s not always that connec-
tion with the claims area.

In fact, we have a client in the States, she’s the head of a claims department, and she refers to the claims de-
partment as the shovel behind the elephant. She feels that they’re cleaning up the messes made by underwriters writ-
ing liberal plans, writing Own Occ to 65 plans, or own specialty on doctors and physicians. So it’s not the situation
you want. You want to be able to work closely with them, understand what type of languages and plan provisions
are causing them problems, and perhaps you should price for that differently, because sometimes you have to work
off of anecdotal stuff. You don’t always enough credible data to determine what this provision is worth. So talk very
closely with your claims folks.

And lastly the three R’s if you will. This is what you’re pricing: incidence rates, termination rates, interest
rates. Those are the big levers. Yes there are offsets, CPP, QPP offsets, but these are the main levers that drive dis-
ability experience pricing, reserves, and LTD. Claim management really affects two out of those three, so it’s very
important for us to hear what these two gentlemen have to say and I’ll turn it over to Charles.

Speaker Tremblay: Thank you very much I’m very happy to be here. She should have told me there was a dance
last night and I missed that. Next time, she’ll invite me. Thank you very much.

To start off, I will start right now with you to start up a bit the discussion. I want to do as an introduction
two short case studies and I would like just to see, to know what you think about them. Let’s start with the first
one. You hear me right, yes? It’s clear? Thank you.

So number one, it’s a policeman who had probably a car accident. I found this funny picture: a policeman
submits a claim under his STD policy following a cervical sprain with treatment including anti-inflammatory
drugs, physiotherapy and a three month prognosis for return to work. So when we look at this claim like that, with
this initial information, I think and probably you will agree with me that it’s a claim that will look payable. Do
you agree with me? Thank you, so we’re in agreement.

So as we decided, as claim adjudicator we pay the claim according to the attending physician prognosis which
is normally three months. When the claim adjudicator contacts the claimant to confirm the return to work date,
the claimant indicates that he will not be returning to work due to his depression. Wow, that’s a whole new world
entering in.

So we receive a new APS for a new LTD claim because after four months the claim is going to LTD with a
new diagnosis of adjustment disorder. The treatment now with antidepressants and the APS indicates that work
issues are identified as stressors and the prognosis is undetermined.What I would like to know, to discuss a bit with
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you, is: Is there an opportunity that was missed here to prevent this claim from extending into LTD?What do you
think about it, the situation? Is there a way we could have avoided this claim coming into LTD?

Put that you are on the file somewhere assessing the claim at the beginning and you want to be sure to do

everything to ensure that the claimant will be returning to work and of course that the claim will terminate at the
STD. Is there something that you think you could have done? Yes?

U-M: (off mike)

Speaker Tremblay: OK, it’s interesting to hear you because it’s what I want exactly to talk about a bit further in
my presentation. The way that people always have that first idea, that first answer to tell us a medicalized answer.

OK. Let’s recap here the events of this claim. When we received the claim the first time at STD, what if we
would have contacted the claimant and discussed with him, not only about the medical side of the claim but talk
with him also about with his work relationship? How is it going at work? Are there some issues at work? Why
should we not also contact the employer to ask him:What is the work relation? Is there any issue at work with him?

So, the result of that by contacting the claimant and the employer, we almost for sure would have discovered
at the beginning of the STD that there were work conflicts, work issues. Which means even if there is a medical
diagnosis of something clear payable, we have to keep in our mind here that there are non-medical factors which
could create a prolongation of the claim. So if we would have identified those issues at the beginning of STD, we
could have done something here to meet the employer, meet the employee, to work out, to clarify the work issues,
to avoid the claim going further after the cervical sprain.

So it’s as simple as that. But something like that, by not doing this, could have a fatal result, could result in a
claim that could go on LTD and a claim with depression; depression you will arrive on LTD after four months so
the risk of fair duration is very high here. You’re following me? OK.

Another example: case study number two. That’s a 32 year old welder that has been on disability since March
2006 for diagnosis of chronic obstructive pulmonary disease. So he’s a welder; well we know welding there’s a lot
of smoke. So our first idea is to say: OK, my God! He’s a welder and he has respiratory problems. So, for sure he
will be disabled and disc herniation L5S1 which is in the bottom of the right back of the back. So LTD benefits
have been issued since July 2006; in this case, one year later, July 2007.

The APS indicates that both claimant’s conditions have not improved and surgery is not recommended for
his back problem. A lot of disc herniations don’t need surgery because there are no neurological signs, so it’s the
case here. In March 2008, the claim adjudicator conducts a re-assessment of the claim for the COD. So I’m sure
you know what is the COD? The change of definition. Here the change of definition will occur after 20 months
of disability. As a good claim adjudicator, he said to himself: I will re-assess the COD. At least something like here
we are six months before, so he starts re-assessing the claim at six months before.

The following information is obtained from the AP assessment: “Unable to do his job on a permanent basis
but able to do an office job permitting him to change position frequently and without any physical effort.” As you
know when we are assessing COD, we have to consider that he is unable to do any job considering his past expe-
rience, his professional training and scholarity.

So what happened here? Most of blue collar, they have been doing their job all their life. Like he’s a welder,
has been doing welding all his life. It’s somebody that has a rather low level of scholarity.

So what happened here? The claim adjudicator accepted the claim after the TD change and the claim became
TPD and the claim is referred to the CPP, which will probably accept the claim. I’m asking you the same ques-
tion. I would like you to think: Is there’s a way that the prolongation into “any occ” could have been avoided? Can
you think? Yes?

U-M: (off mike)
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Speaker Tremblay: Exactly, exactly. You could be a good claim adjudicator. You already have the right…

(laughter)

OK, a claim like that, it’s not easy. He’s obviously disabled at the beginning of the claim. That’s clear. What
I want to tell you here with that second example is that a big part of claim management is trying to do something

with people, trying to return people to work. Perhaps it will not work sometime, but at least you have to try to do
something.

The problem here is the claim adjudicator follows what his employer’s insurer tells him: Six months before
the COD, re-assess the claim. So he said to himself: I’m six months before the COD, it’s enough time.

No, it’s not enough time. You should have followed him more closely. Make a closer gap with the attending
physician. Go with rehab to meet the physician to know as soon as possible when the physician will tell: “Forget
it, forget it! He won’t be able to go back to his job.” And by trying to do this contact with the attending physi-
cian, probably he would have known that a few months after the beginning of disability. So they could have begun
to do something with him.

What to do with him? OK, he’s got a respiratory problem. He’s got a back problem. The issue is not to re-
solve, not to recover completely. The issue here would be to diminish his symptoms. At the same time try to di-
rect him to somewhere where of course he won’t have any respiratory problems. Probably he will need some courses,
some things, but at least we could do an assessment. At least we could have the time to try to do something. Here
by not doing that, it’s too late; we have lost him.

So, after saying this, I’m asking you the question…While I was doing the presentation, I said: OK, they’re
actuaries. So I need to go back to the point which is a bit of the money here. OK. So, how to insure only legit-
imate claims are approved? That’s always our big question. How to insure that the return to work process is ini-
tiated as soon as possible? How to insure that a relapse does not occur after a return to work? How to insure that
LTD incidental rates stay low? How to insure that LTD termination rates stay high? It’s always what we want to
have in our mind. How to insure that we keep group premiums at the concurrent level with a positive group ex-
perience?

As claim departments, here’s the answer that we can tell you. Me, on my side, I’ve been working with a lot of
different insurers, including Peter here, a lot of insurers throughout Canada and what we can tell you as the best
experience to be able to try to give a positive, a good answer to all those questions is of course proactive and early
intervention as I just showed you in our two prior examples.

I want to just explain to you further, to go a bit further of what is proactive? What are the two direct impacts
for us as claim management, of being proactive and early intervention? Proactive means demedicalization of the
claim. Don’t look for this word in the dictionary. You won’t find it. It’s a word that we have created, to “demed-
icalize” a claim.

And second, its meaning is obvious to you but it’s not obvious to us. I will explain to you a bit further why
after. Claims adjudicators are the real decision makers.

So, what is demedicalization of disability claims management? So, as I just wanted to show you, if I wrote,
for example: I break my leg. You break your leg. I break my leg. You break a leg. It’s three months before going to
work. Before? OK we would pay three months. I don’t ask any questions and that’s it. But me at work, I’ve asked
for a change of position for the last five years. I haven’t got it; I’ve been doing my job for 15 years. I’m not inter-
ested any more in my job. That’s all non-medical factors of prolongation that we need to know because they will
have to be considered.

Claim management must not rely only on medical aspects. Medical aspect is important but demedicalization
is to give all the non-medical aspects, to consider them as important as the medical aspects. So claim management
must not rely on medical aspect of the disability only but also on early knowledge and resolution of the non-med-
ical issues that maybe the real driver of the claim.



PROCEEDINGS OF THE CANADIAN INSTITUTE OF ACTUARIES Vol. XXXIX, No. 2, June 2008

So of course the professional issues … professional issues are perhaps the non-medical issues that are the eas-
ier to know. You can ask the employer; the employer will tell you. The employee most of the time they will accept
to tell you.

The family issues are something a bit harder to know.What’s the relationship?What’s going on with your fam-
ily? Are you in a state of divorce? Divorcing with your spouse? Is there somebody else sick in the family? Is the fam-
ily issue creating all the stress? Life would be easier for you if you could only take care of your family without
having to go to work. Something that we have to discover but it’s something that could be harder to discover.
We’ll talk about that a bit later.

Of course, life habits issues … drugs, alcohol. Life habits issues, some things also that are a bit hard to know
from the claimant, something that will ask you to know some other ways to know. We’ll talk about a bit later.

Life circumstances can have a direct impact on onset and duration of claims, not only in cases of mental and
subjective illnesses. My experience showed that most of the time the claim adjudicator will think: OK, all this it’s
only for mental and subjective claims. Subjective claim? It’s all the pain syndrome and things like that that have
not objective eyes.

No, for the physical claim, especially the muscular-skeletal claims, the cardiac claims. All that. Even cancer,
there could be a factor of prolongation with the non-medical factor. That’s something important too. For all, al-
most all the claims, life circumstances can have an impact on the prolongation of the duration of the claim.

So as I just showed you with my prior examples, we need to see when we are assessing this claim … we need
to change the habit of the attending physician, of waiting for the people, for the best time when the people are
completely recovered, and we need to start to work with them on the diminishing and the control of symptoms.

If I have back problems, like a herniated disk, I will probably have them all my life, even if I got a surgery.
Most of the chances are that I will still have some back problems. I need to learn to live with them. I need to learn
to live, to cope with them. I need to learn the best way to diminish those symptoms and that’s why we need to
work with them instead of recovering from back problems that I will have all my life.

Claimmanagement is oriented towards action and return to work intervention that considered claimant’s resid-
ual capacity. So I need to consider what the claimant is still able to work despite his condition and I need to iden-
tify as soon as possible: What are the claimant’s transferable skills. What are the transferable skills? So what is my
scholarity? What is all my work experiences since the beginning I’ve been working? All my professional training?

As an LTD claim adjudicator, I need in my action plan to identify if the claimant has good transferable skills
as soon as possible, as soon as I do my initial assessment. I should have a square in my action plan identifying things.
Oh, this one has good transferable skills for the COD, so probably won’t need to a lot of investment in rehab if it
looks like the disability will go on to COD.

Another one: Hey, if this claim goes until the COD, this one is identified there are poor transferable skills.
This one will need to do some advancement.

We need to identify those who will probably be hard at the COD as soon as possible in my action plan. That’s
why we’re talking here about transferable skills. So claim management tools to focus on demedicalized approach.
What do you think is the best tool, the most economical one, the most efficient tool to use in the demedicalized
approach of claims management?

U-M: The telephone.

Speaker Tremblay: Yes, the telephone. Yes, exactly. The phone is our best friend. Communication with the claimant,
communication with the employer and I would add certainly communication with the attending physician.

Of course, the claimant, most of the time they will talk easily about their condition. We’ll need to adapt to
the claimant. When I do my phone interview with my claimant, I need to be open minded, not to judge him, to
ask questions that will feed him to give me information. So I need to do a bridge with him so he will have enough
confidence in me, so he will be open minded. He will talk not only about the medical but he will talk also with
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work issues and probably also about his family issues. But this could be occurring not at my first conversation with
him or with her. It will take probably two or three phone contacts before I will be able to do that.

If the phone interview is not enough, if I’m not satisfied, if I don’t have enough information regarding the con-

text, all the non-medical issues, we use the field visits. That’s something that has been used I would say not suffi-
ciently. If I compare Québec and the rest of Canada, the rest of Canada has been using field visits more. Me, I’m
trying to attract insurance in Québec to use more field visits, even if the insurer is convinced that there are no bar-
riers, no non-medical barriers. There are always non-medical issues in each thing. They can be minimal and noth-
ing can be done, but they need to be identified to know as soon as possible if there are risk factors, prolongation
risk factors.

The information contained in the attending physician progress notes, especially when the claim arrives at
LTD. Before LTD at short-term, probably the progress notes won’t have a lot of information regarding the symp-
toms and especially the evolution of symptoms and the life habits. But once the claim arrives in long term, he’s
been in disability for four months. I’ve got an old story that I get there regarding of course the medical, regarding
the symptoms, regarding the functional limitations and their evolution, regarding life habits, regarding stressors
and a lot of non-medical issues. That’s something that can be very useful to help the claimant identify and un-
derstand his particular situation.

Telephone contacts between our internal consultant and the attending physician are very useful to create a re-
lation of confidence between us and the attending physician. When I’m trying to work with a claimant for return
to work intervention, my best support is the attending physician. If the attending physician does not agree, 90%
is lost for me. If the attending physician agrees, he will have a positive factor, the best positive factor. He will have
a positive influence for the claimant, so the claimant will accept to get involved in this return to work interven-
tion and work with us.

The rehabilitation now, we used to see—and this I’ve seen, this evolution, particularly in the Québec insur-
ers—we used to see rehabilitation only on the vocational side. Let’s take rehabilitation when we have a good case
of: I will be able to take this case and direct him to do another job, direct him to another employer. Of course,
that’s a big part of rehabilitation that we call vocational rehabilitation.

But we need to orient our rehab also to focus more on a return to work intervention that will focus on the
identification and resolution of the non-medical barriers. So even if the claimant is still sick, even if he still got im-
portant functional limitations, even if he said that’s his own depression and that his symptoms have not resolved…
How many times I’ve seen claims that the claim adjudicator is waiting for the symptoms to improve before refer-
ring the claim to rehab. But the problem is, the symptoms won’t improve until the problem will be resolved at work.
So you need to do something at work so the symptoms will help him to feel more comfortable and to resolve his
symptoms.

So those are very, very linked together and that’s a change of mentality that we’re working on now. Early iden-
tification of claim that could pass the chain of definition because of claimant’s portable skills and residual physi-
cal and mental capacities to be referred to intensive rehabilitation programs.

So that’s something that I’ve just talked to you before: Identify cases with poor transferable skills at your ini-
tial action plan in LTD and even before, so you’ll be able to distinguish the cases that you will need to invest from
the cases that you won’t need to invest as much because there are good transferable skills. Yes?

U-M: (off mike)

Speaker Tremblay: Yes, sorry, sorry I passed that quickly.
Secondary earnings. If I’m with my claimant and my claimant will tell me that: Yes, the fact that I’ve been in

disability helped me to take care of my sick child. The fact that I’m in disability permits me to have a way of liv-
ing that is easier for me because I can take care of my loved ones.
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U-M:We would…The secondary gain is another…

Speaker Tremblay: I was not sure of the translation.

U-M: Secondary gains.

Speaker Tremblay: Sorry, secondary gains. Yes, secondary gains.

U-M: (off mike)

Speaker Tremblay: Yes, yes. So if the claimant tells that to me, it is something. That issue is half way resolved be-
cause he is realizing that the disability is not only because of his medical issues. So you understand.

The claim adjudicators are the real decision makers. That’s another big step that we are currently … I would
say with my client we have not finished working this and this has a big impact. Of course, you will say the claim
adjudicators are making the decision, but if you go back a few years ago, you could see that the claim adjudicator
would go see the medical consultant and it would be the medical consultant who would tell them: Pay one month.
Pay two months. Reassess in six months.

And that would be generalized. That’s something that really has to be changed because of course the attending
physician and the internal medical consultant are just considering the medical aspect, not the non-medical aspects.

So, the relationship with the medical consultant has to be changed. The medical consultant is as important
but the claim adjudicator has to see them as really medical advisors who will only help them to explain: What is
the condition? What is the normal prognosis? What is the treatment? If the treatment is OK, without deciding if
it’s payable or not and for how many months.

And that means that it has a direct impact on the capacity of the claim adjudicator. If we’re telling the claim
adjudicator: “The internal consultant is not the one going to decide. You have to be able to decide.” that means
that we had to give them a lot of training on the medical aspect to make them a bit stronger on the medical as-
pect but also on the demedicalized approach of the claim.

So it’s really at the same time changing the relationship with the medical consultant. And also that’s a thing
that I’ve been working especially with my clients, that the claim adjudicators are not technicians. They are pro-
fessionals. They are people that when they work on the claim file, they need a lot of skills. They need medical skills.
They need contractual skills. They need skills in verbal and written communication. They need skills to know
what are all the available resources in their market to identify the best resources available to help them in that par-
ticular case. That is something also very important.

So you need to be able to have a corporate culture that will attract expertise. That can be an issue but the in-
surer has understood that they had to rise up the salary because it’s really more expensive to have a claim adjudi-
cator that doesn’t do proactive and will pay and pay and pay and pay than having more claim adjudicators, paying
them more and people with real expertise in claims management.

Demedicalized and responsible approach to disability management should be applied to all disability claims.
So non-medical issues can drive not only the mental subjective illnesses but also the physical ones by creating un-
justified prolongation of disability that we need to identify.

The demedicalized approach, another big advantage with the demedicalized approach is that it’s creating a
non-confrontational approach with the claimant and the employer. Instead of sending always the claimant to the
medical expertise … . Some cases the medical expertise is very useful, but most of the time the approach could be
different. Do phone interviews to identify before thinking of sending someone to expertise. Do complete phone
interview with the claimant and the employer to identify all the non-medical issues to see if there is different ap-
proach that will be demedicalized and will be more suitable to help the claimant to go back to work. Each claimant’s
particular and professional and family situation is considered.

CLAIMS MANAGEMENT (PD-31) 7



Vol. XXXIX, Nº.2, juin 2008 DÉLIBÉRATIONS DE L’INSTITUT CANADIEN DES ACTUAIRES

8 GESTION DES SINISTRES EN MATIÈRE D'INVALIDITÉ DE LONGUE DURÉE (TR-31)

A return to work intervention is adapted to specific needs. So it’s really: We have a claimant. He’s got his
medical. He’s got his life. He’s got all the non-medical situation. We need to know him or know her as much as
possible so we will be able to address those issues and to help and to give them help that will be the best adapted

to the situation.
This approach to disability has been also created after the employer’s request. You know as me that there is a

shortage in the work force which will become more problematic in the future. For example, in Québec there is more
and more a shortage. The employer wants the people to come back to work as soon as possible. A few years ago it
was easier for employers to replace people that were sick. Now it’s more complicated. The qualified workers are
more difficult to find so they want them to resume work as soon as possible. So it’s really also to adapt the disability
management to the employer’s needs for the future.

Now, the challenges that I can identify? I’m sure there’s a lot of challenges involved in proactive claim man-
agement, but if I can myself identify some?

Employers should consent and adopt early intervention programs. I will give you now my second idea re-
garding this. We’ve seen that there’s a big difference when we have STD coverage. Of course we can take care and
do case management at the beginning of the file, but the problem is that we are starting to pay and when the file
arrives at LTD, it’s the same definition. So if I have accepted the claimant at the short term and there’s no change
in his medical situation, it’s the same thing, the same tests. I will have to accept him at long term.

If there’s no short term but there’s an early intervention program, as an insurer I will manage the claim but I
don’t have to pay for the claim. Probably it should be better to have early, real early intervention program going
to the side and working with the employer to resolve the work issues and that for people that are disabled, we will
work with them to return them to work but without having short term coverage.

The corporate culture that attracts and recognizes expertise, we have to work with sometimes. That will make
it harder for us to attract expertise as I just told you. The disability experts are professionals, so in the more union-
ized context it will be harder to attract their expertise. That’s something that we need to deal with.

We need to deal also with the change of mentality regarding the quality versus the quantity of claim files in
disability management. How many times I’ve seen insurers requesting that: Claim adjudicators, you have to do
seven short and three long term files per day.

It doesn’t work like that. Sometimes one file in long term can take you one day. It will depend on the situa-
tion, so you have to think more of the quality instead of the quantity.

Ensure the level of caseload permitting claim adjudicators to conduct detailed telephone interviews with em-
ployers and employees. This will be added to their workload but the claim adjudicators, all of them, they come to
the evidence that this will help them to be able to have all the information, pertinent information to direct the claim
to the best direction to resolve it.

So we had a situation with my insurers where they have something like 200 claims in their caseload. That’s
not possible for case managing. We really had to diminish the level of claims files per claim adjudicator.

What is the best number of claim files? Of course, that’s a bit hard to say. I would say that if we’re talking about
LTD, you cannot go more than 100 claim files and take out the TPD-1 (ph 40:35) (TH no clue what this could
be, just leave as is?) from that, or the waiver of premium. Over that it will be hard to do real case managing, so
that is something. That we work with our insurers, we need to work with them. It means that you need to have
more claim adjudicators, but at the end of the road we are really winners in that.

The job description, it’s not only to get from the worker what he is currently doing, it’s really to get some-
thing written also from the employer that’s sufficiently complete so you will ensure that there’s no discrepancies
between what the claimant thinks he is doing and what the employer is saying. Most of the time on the employer’s
side, there’s a big human resources office who are not sufficiently aware of what the workers are doing and many
times we have some big discrepancies between what the employer thinks the worker is doing and what the worker
was really doing at the beginning of disability.
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This is very important because we will assess the claim considering what he was doing at the beginning of dis-
ability and all the management of the claim will be considering what he was really doing at the beginning of the
disability, so that’s something very important.

On the mental and cognitive side also, most of the insurers say, when they have a claim for depression: He
cannot concentrate so I guess he’s disabled.

No, you need more information from the employer regarding the mental and cognitive description require-
ments of his job because of course some jobs need more concentration than others. Some jobs you work with peo-
ple, you are in relations with people; other jobs you don’t have relationships with people. This has to be clarified;
you need complete clarification.

I’ve added also the “reasonable accommodation” because of course that’s something that’s really in fashion right
now. Just to tell you that with reasonable accommodation, we’re talking about it especially on the religious aspect
right now. But I’m just trying to remind you right now that the notion of reasonable accommodation has started
on the law of work. It’s a notion that has been established on the workplace. It means that the employers cannot
refuse to accommodate somebody if he doesn’t create to the employer an important prejudice.

How many times employers have refused the claimant to give progressive return to work? Because he will say:
I’ve never given any progressive return to work to my workers.

That’s not an excuse; that’s not a valid excuse.
At the same time, the employer is my policy holder; it’s my client, so I cannot force him too much because

I will lose him. If I tell him: “You have to accommodate the worker on this.” he will bring you to court. That’s
not possible.

So, regarding the reasonable accommodation notion, that’s really more on the marketing side. When we are
getting an employer, a new policy holder, we need to inform them about their obligation regarding the reasonable
accommodation because once we arrive at the situation when we need accommodation, he will be already aware
here because he will already be informed of his obligations. It will be easier for us to work with him.

Attending physician should be involved in the return to work process. Getting their collaboration and their
buy-in is a major incentive for claimant participation, unless the attending physician refuses? It will be hard for
us. That’s why when we do field visits, we will go to see the attending physician, sit with the attending physician,
discuss with him the vision of the claimant. We will discuss explaining what we want to do on the claim file, and
of course when he’ll accept, if he buys in, it’s a major incentive for the claimant.

If the claimant refuses to participate because he’s not motivated, then if the attending physician has accepted
the return to work intervention, the return to rehab plan, then we can say: I’m sorry but you need to mitigate
your damages. The notion of damages mitigation will come in force if the attending physician has approved the
rehab plan.

Ensure that the structure of the claims department permits early and effective referral of claims for return to
work intervention. That’s saying something obvious too but sometimes the structure inside the claim department
makes it hard, makes it a long process for claims to be referred to the right resources to help us in return to work.

For example, if you have a structure when there’s an internal rehab department, you give the file to the rehab
internal department but the claim adjudicator will lose control of the file,. We’ve seen that they will be reluctant
to give the file to the internal rehab department, so sometimes the file will be retained; there will be a lack of col-
laboration between the two departments. So sometimes it’s more effective if you have an internal rehab department,
you give the file to the internal rehab department but the internal rehab department is seen as a provider. As a claim
adjudicator I keep control of the file and I work with my rehab department. That’s more effective and if I have an
internal rehab department, it’s important that it will not create any additional delays in referring the files.
Sometimes the internal rehab department is overloaded and they will have one month, two months delay before
they will assess the claim. That could take out some effectiveness of the return to work intervention.

In conclusion, I’ve tried to tell you, to expose to you, the six steps to proactive disability claim management.
Let’s say that today I receive an LTD claim file. I’m a new claim adjudicator. What should I do with it?
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For all the other types of claims, initial management should be oriented to identification of the non-medical
issues, claimant’s residual capacities and transferable skills. So all those things will need to be identified in all the
other types of claims.

So you will use your phone interviews with the claimant and the employer. Perhaps you will do a field visit;
perhaps you will send rehab to see also the attending physician, depending on which one you want to do. Your
action plan needs to focus on return to work. It’s a return to work action plan that should be established further
to the identification of all medical and non-medical trends driving the claim which need to be resolved, to an ex-
ploration of all possibilities for each case.

So each case is a different situation and in each case you can explore the possibilities that are really addressing
that case. That’s something that you need to identify. You need to identify the trends, non-medical and medical that
are leading the claim and you need to fill the gap between the reasonable capacities and the returning to work.

The claim adjudicator must identify the most effective internal and/or external resources depending what
you need that may assist in the formulation of the action plan. That’s something very important too. As a claim
adjudicator I need to know as best as possible what are all my rehab resources, medical resources, social resources
in the market and what are their strengths and what are their lacks. So for this case of fibromyalgia, I know that
this provider is the best because I have good experience with him so I will direct to him my claim file.

Early and effective referral of claim to external resources by establishing concrete goals and obtaining a detail
rehabilitation action plan.

Claim adjudicator must monitor and be responsible for decisions on all claims referred for return to work in-
tervention. You are the one deciding to continue the return to work intervention plan and to pay or not to pay
the claim and should be able to identify claims for which a demedicalized approach is not suitable. When I try to
do a return to work action plan, I’ve been investing for that. So we have been resolving the issue with the employers
but the employers chose to be not motivated. As a claim adjudicator I need to know: OK it’s enough now; I’ve in-
vested enough. He’s not motivated.

Perhaps I need to re-medicalize this claim. Perhaps after trying to do something with the claimant, if it’s not
working because of lack of participation and motivation, perhaps I will need a medical expertise. I will need to re-
medicalize the claim. That I need as a claim adjudicator to identify.

So that’s it for me. Do you have any questions? It was a pleasure.
If you want to write to me also I’ll leave you my internet address, thank you.

(Applause)

Moderator Schuh: I will point out these two gentlemen were pressed in service at the last minute so these pre-
sentations have not been posted, but they will be out on the CIA website after this session.

U-M: I thought you were going to make a comment on the quality of our presentations, as if they were not up to
… ? (TH: I think this is one of the speakers, I assume the first one?)

Speaker Peter Gove: I want to start off with an actuary joke, but I’ve learned there only is one and you guys know
it so I’m not going to do it.

But what I’m thinking I’m going to do is I have really two topics I want to cover. We’re a little bit short of
time so I’m going to focus on the fraud topic. Charles has made some references to early intervention and that sort
of thing, so he’s covered that off a little bit. So I’m going to flip to the second half of my presentation. If there’s
any time we can come back to the first part. So that means that I have to quickly zip down here, it’ll take me a
second, to the fraud section.

I was also saying Charles and I have not worked together before and we’ve enjoyed it so much that we will be
in the bar later afternoon singing standards and Italian art songs which could be quite bizarre.
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That was a good comic. Look at this one just because …. the caption if you can’t read it says “Would you like
a bypass with that?” OK.

I’m just going to spend some time talking about fraud which is I think a really interesting topic in the world

of disability. It’s a concept that is very very difficult for us to work with. Actuaries are typically people who work
with statistics and analyses and if anything comes out of this where you can see some approaches to developing
some tools to help us with this issue, that would be terrific and I think that would be part of my hope.

The first thing I’m going to do though is I’m going to test your memory and on my next slide I have a grid
that contains numbers and letters. I’m going to show it to you for ten seconds then I’m going to flip back and I’m
going to see how many you can remember. OK, nobody cheats. It’s on the… you don’t have the handouts do you?
So you can’t even cheat; that’s perfect.

Are you ready? Ten seconds …. (pause) …OK, who would like to tell me what they saw up there? Great, no-
body’s brain cells working. Go ahead, thank you.

U-M: (off mike) ABC in capitals, 123, and then abc in small letters, and then 123 in roman numerals.

U-F: ?? (off mike)

Speaker Gove: OK. So, got it right, got it to 100%. The reason I showed you this, this is a psychometric
screening incident to look for people who are exaggerating memory symptoms. In the disability world, we often
get claimants with some strange subjective disorders who claim that part of the problem is they can’t remem-
ber anything or their memory is faulty. So you have to try and figure out whether they’re actually telling you
the truth or not.

And one approach to testing people is what’s called the floor effect test. There are a number of much more
sophisticated tests than this. The floor effect test presents the person being examined with something and they’re
asked to respond in some way and if their response is worse than you would expect from a severely impaired brain
injured person, then you can assume that they’re faking.

Usually it’s very hard to figure that out on the surface of this. But if you look at this test, you’ll note that there
are really only four items on the test. There are four patterns on the test. There aren’t 12 items. And my Alzheimer
impaired mother can get nine.

So if you have somebody who is trying to exaggerate their symptoms and you give them this test and they say:
“Ooooh, gee, I thought for 10 seconds. I think there was an “A”. There might have been maybe a small “a” too”,

you can begin to wonder about how accurately they’re describing how disabled or how impaired they are.
So the floor effect … I’m going to talk a little bit later about psychometrics, but the floor effect testing is a

common way to try and get at whether people are reporting accurately their symptoms whether they’re emotional
symptoms or cognitive symptoms or other kinds of symptoms.

And here’s another example of a question from a floor effect test.
So fraud. This is obvious in our business. Where there’s opportunity for financial gain, there’s opportunity for

abuse. We really in disability have no clue as to how much fraud there is in terms of our business. We have no clue
how many claimants are basically lying to us, basically are faking, or basically taking us for a ride, and that’s be-
cause in the disability world, everything is gray. I’m going to talk about the greyness and how that makes it diffi-
cult to nail down fraud specifically.

So just very quickly, definitions: this is the dictionary.com definition. The problem in disabilities it’s never clear
whether somebody’s engaging in deceit or trickery because in disability virtually every person and especially
claimants engage in really non-deliberate distortions. They see the world, the former world typically, through rose-
coloured glasses and they do that by omitting specific pieces of information or confabulating information. And
that may not be because they don’t want to tell you the truth; it may be that this is just the way they see the world.
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So this is me, by the way, in the fitness centre this morning, I’ve shrunk dramatically. I don’t know what hap-
pened (laughter) but it’s amazing how many disability claimants, people in receipt of disability benefits, were on
their way to the Olympics before they got injured or hurt or sick. And of course, is that lying? Is that faking?What

does that tell you? Does that tell anything about how accurately this person is presenting themselves in terms of
their disability state? Really what we’re trying to nail down is: Is the individual purposefully deceiving us? Is he
painting a picture? Is he telling a story that’s trying to lure us into believing a reality that isn’t true, through secrecy
or fabrication or outright lying?

So here we have a…. This is a species-dysmorphic rhino. Do you know gender dysmorphia? Are you famil-
iar with that diagnostic category? People who are of one gender who really believe they should be of another gen-
der and they have to go through all kinds of psychometrics and psychological, etc… assessments to qualify for the
gender re-assignment surgery? I think Darwin would be turning over in his grave if he met this hippo, but really
the question you have to ask yourself is, does this psychiatrist have any ability to assess whether this rhino is telling
him what’s true or telling him a story for secondary gain? Maybe this rhino doesn’t want to be in the zoo any more
and feels that if he gets into the hospital, he’ll, you know, get away from having to be stared at by thousands of
school kids every day? You see you can imagine a doctor sitting there interviewing somebody, trying to assess the
accuracy and validity of their story, especially because in clinical environments the basic assumption is that patients
in that environment are truthful. In the compensation environment, which is our environment that assumption
doesn’t really necessarily hold up because of issues of financial and other gain.

Now just to give you an example of how tough it is, the four disorders listed on the left hand side. This is psy-
chiatric terminology. We have malingering, which is basically faking, conscious faking for financial gain. We have
factitious disorders and factitious disorders are conscious presentation of symptoms for emotional gain. OK? And
these are the kinds of people who like to be in hospital so they’ll swallow stuff; Munchausen syndrome for exam-
ple is a factitious type disorder. OK?Then we have convergence disorders which is a sub-conscious or unconscious
process where people translate emotional symptoms into physical symptoms. Hysterical paralysis was the version
of that that was quite common in Victorian England. And Somatoform disorders, where people believe that they
have symptoms even though the physiology of the situation doesn’t support their belief that there are symptoms.

So the first two, especially the first one, is clearly fraud; the second one borderline fraud; the next two prob-
ably illness; psychiatric illness in this case. The problem is they all look exactly the same. And so in our environ-
ment it’s very difficult to determine what is what.

So here we have a clown who maybe doesn’t want to be a clown anymore, is trying to get out of the circus,
or maybe he really is distressed by how he perceives others. You know depression is sometimes considered to be a
disorder of cognitive distortion because you misinterpret what’s going on around you. So maybe this clown really
is misinterpreting the world, or maybe he’s telling a story for secondary or financial gain. The question is how do
you sort that out?

This is an interesting study from 1996. As Charles suggested, a lot of what happens in the insurance business
especially the disability business is driven by what doctors tell us about their patients. As you know in our world
when we’re adjudicating claims we send out forms for the doctors to complete. We write to doctors. We talk to
doctors, etc., etc. What’s interesting about this study was, the question was: How do doctors respond to patients
who they believe are lying to them?

And in this study, 13% of the patients included in this study were believed to be malingering, but of that pop-
ulation of patients, only 40% were confronted by their physicians about that belief.

So with less than half of the patients are the doctors willing to make the call that they’re faking or malinger-
ing. So you can imagine when they’re dealing with an insurance company, if a doctor thinks that a patient is mis-
representing himself how even less likely it is for the doctor to tell us that. What he’s more likely to do is act as a
patient’s advocate and tell us what he thinks the patient wants him to tell us, wants us to hear. He’s going to leave
it up to us to figure whether it’s accurate or not.
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So, currently in the disability world in terms of situations that we are concerned might represent fraudulent
misrepresentation, largely we’re concerned about subjective type claims and I’ve listed the more common ones
there: fibromyalgia, chronic pain, etc. These conditions continue to be the most troubling for us and probably the

most subject to misrepresentation. And the reason for that is that none of these conditions have physiologic mark-
ers. There are no lab tests; there are no blood tests; there’s nothing that can tell you whether somebody who pres-
ents with a diagnosis of fibromyalgia is presenting accurately and is accurately reporting how disabled or how
symptomatic they are and somebody who’s presenting that diagnosis in order for secondary gain. So those are the
most troubling diagnoses for us to sort out in terms of accuracy of reporting.

And we continue to use fairly standard tools to assess credibility. There’s really nothing much new in the
world of fraud detection in disability management and I must say it’s very risky—this is quite interesting—it’s very
risky to establish specific protocols to respond to specific diagnoses.

So for example if you’re an insurer, and you say to yourself: We’re really concerned about these fibromyalgia
claims. We’re not sure if they’re all legit. We want to investigate a number of them for frauds. We’re going to estab-
lish a specific protocol for dealing with fibromyalgic claims. We’re going to put them through this specific process.

Then the claimant sues you because you’ve terminated their claim and the claimant’s lawyer, the plaintiff ’s
lawyer has you on the stand and says: “What is your protocol for dealing with fibromyalgic claims?”

And you describe that and the lawyer says: “Do you have a similar protocol for your cardiac claims?
And you say “No”, you’re dead because you’ve immediately demonstrated bias directed towards a specific di-

agnostic category.
So that in a sense we can consider these kinds of problems to be difficult, but it’s very, very difficult for us to

establish specific protocols for dealing with them for fear of ending up on the wrong side of a human rights kind
of complaint. Very, very difficult to manage.

The other thing I should say and I’m not that familiar with data on the health and dental claims side of things,
but what I do know is that in the transactional kinds of benefits, there are a number of software, a number of IT
solutions to looking for fraudulent patterns of billing. And mostly you’re looking at service providers and those
kinds of things and you’re looking for dentists who are billing in unusual ways and that sort of things. You can track
right into that.

In disability, we do not have those kinds of tools. We’re unable to track data in that kind of fashion and I would
throw this out as a challenge: Is there a way for us to look more closely at claiming patterns to try and determine
if there are higher rates of fraud in specific areas or in specific diagnoses?

Very, very interesting question. It would be worth while looking at, I think.
Right now the focus needs to be on training staff and Charles mentioned the importance of training staff. I’ll

re-emphasize that need and I’ll talk specifically about fraud. And the idea here is that the better your staff is trained
to understanding the phenomenology of the illness—the way the illness should look, right? The way the illness
should look, typically—the better they are able to say: This particular situation doesn’t look right and we need to
look at that more closely.

So, for example, if you take a diagnosis like depression, in our shop pretty well all of our claims people are
pretty good at assessing depression. Depression is the easiest of the psychiatric illnesses to assess. It has the most
intra-observer reliability and all that stuff. So my guys can get on the phone and they can do an interview, the kind
of interview that Charles was talking about, a very thorough interview with the claimant and really basically be
able to say: Yes, this sounds legit. This sounds like it makes sense. Or in fact: This doesn’t make sense.

And I think that’s the direction at this point that we’re largely going in. Sort of what looks like it should look,
and what looks like it shouldn’t look, basically.

In terms of what we do, if we are concerned that a situation might not be upfront, that the claimant might
be exaggerating or misrepresenting themselves, we use fairly traditional tools although we use them a little bit dif-
ferently in these kinds of situations than the situations that Charles was describing. We’re using these tools specif-
ically to sort out the inconsistencies in the presentation, site visits, collateral contacts. If claimants are
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misrepresenting themselves, they’re not the best place to get information. So you’re trying to find other sources,
employers, that kind of thing.

Surveillance is gold. We continue to use a significant amount of surveillance in situations where we think

people are misrepresenting themselves. If you’re in court, surveillance evidence is by far the best evidence to establish
claimant credibility or lack thereof. The problem with it is it’s incredibly expensive and if you’re looking at your
expense lines in disability, surveillance can kill you. A week of surveillance will cost seven or eight thousand dol-
lars and if you have to do multiple rounds of surveillance on a case, it can get very, very costly and it can really
hurt one from a budgetary and cost containment perspective.

There are also significant concerns about invasion of privacy, especially in Québec. And I’m not that familiar
with the environment in Québec; my work is all outside of Québec. We have those concerns but less so. So there
are concerns about using surveillance but it’s by far the best tool to establish credibility.

Psychological testing, I showed you a brief one earlier. There are any number of psychological testing instru-
ments that are designed to assess whether a claimant is accurately reporting or not. And all the standard psycho-
metric tools like the MMPI have built-in sub-scales. They’ll look for symptoms exaggeration and all these kinds
of things. The problem with all of this stuff though is that even if you can build a body of evidence that suggests
the person is misrepresenting themselves, it still isn’t necessarily going to get you where you need to go in terms
of resolving that claim.

Do I sound like a social worker or a cop? It’s kind of interesting, isn’t it? It just occurred to me. I’m a social
worker. Anyhow, but it’s fun. I’d like to actually be a social worker who carries a gun. I’m looking for exactly that job.
I mean in Toronto we all carry guns so … (laughter) It’s not true, only in certain neighbourhoods … (laughter)

Some of the new tools that we’re looking at these days to establish credibility of reporting are largely web-based
kinds of things. What we do in our shop for every… I’ll make a slight distinction here. I’ll start by saying for every
new application and specifically the new applications…We have a large number of small business owners and small
businesses who we insure. Especially for those people, we always do a Google search or multiple Google searches
on the name of the person and here are some examples of what we found with our Google searches.

We have the disability claimant who we found his driving school on the internet and we called it up and
booked an appointment (laughter). And, according to his physician he was so severely depressed he could barely
get out of bed, and we were concerned, should he really be teaching youngsters to drive? I’m not sure about that,
not a really a good plan.

We have the massage therapist who had a lovely website with photographs of her selling massage therapy
equipment at a conference at the Congress Centre in Toronto. That was a nice one.

And we have disabled real estates, but when you go on their website you find that they’ve got like 80 listings,
and you go: OK, that’s interesting. Where’s the loss of income there? They forgot to tell us about that, that their
business was still running.

U-M: Fortunately, they’re not very clever.

Peter Gove: They’re not very clever, yes. Fortunately, yes. Fortunately for us and unfortunately for them.
And here of course is the real estate agent with the side business a little shady. This guy, a little shady, this guy.

The caption says: Oh! I see you’ve noticed the huge boulder perched on the roof of the house.
For red flag cases, where we’re really suspicious, we’re upping the Internet search now. We’re getting access to

Facebook and MySpace and it’s amazing what people display about their behaviour on those sites. So the person
who is severely impaired by … you know I want to just … I’m not cynical. I’m not normally cynical. We’re talk-
ing about a very small population; I should emphasize that. I suddenly realize I’m not talking about every claimant
here, but it’s amazing what you find about people you’re suspicious of, if they have a Facebook page or MySpace
page and they pose for pictures of themselves and all their activities and you can look at those pictures and those
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activities and those dates and you can compare them to what they claim they can do in your claimant statement,
etc…etc…and you might often say: Well, guess what? This is not really very consistent.

So I advise any of you about to submit a claim, get rid of your Facebook page (laughter) … or if you’re put-

ting pictures on there, you know you should look sick (laughter) because we’ll find them.
The problem with these kinds of cases—one of the many problems but one of the big problems—is that if

people are willing to lie to you for financial gain, in many cases they’re also willing to sue you. So if we get to the
point where we’ve basically come to the conclusion that somebody is basically misrepresenting himself to the point
where we don’t feel we should be paying that claim or we deny that claim or we terminate that claim, we need to
be ready to deal with that person in a legal process.

And if you look at lawsuits, the numbers of lawsuits that we have… and we, insurance companies, disability
people, in a disability environment, probably one to two percent of your disability block is in litigation at any point
in time. So, if you have 3,000 claims, you’ve probably got 30 cases that are being litigated. Of those 30 cases,
probably 20 of them are these kinds of cases: chronic disability syndrome, subjective claims, situations where you
simply don’t believe what the person is telling you.

The problem though, as you note the date of this citation, 1957, it’s very, very difficult—and so this applies
today; this is applied for the last, whatever that is, 50 years—it is very difficult to convince a court that somebody
is committing fraud in a disability environment. There are many extenuating circumstances: there’s the behaviour
of the insurer; there’s all kinds of things that come into play. And it is almost never or never cut and dried.

And I’ll show you perhaps the best example of that that I have. This is a recent case.We have a 32 year old male
claimant who suffered soft tissue whiplash-kinds of injuries in a motor vehicle accident. I can’t remember why we
were so suspicious of this claim when it first came through, but we did do surveillance. We have him on video tape
working in an auto body shop full time. This is a guy who couldn’t go to work because he couldn’t lift because his
back was too sore. We have him picking up the big SUV tire on the rim. How much do those things weigh? Lifting
it up, while the car’s on the hoist, putting it on, all four. We have multiple days of that kind of surveillance.

We denied the claim. He sued us and we eventually negotiated a settlement that …
And also another couple of pieces of information that we had, we had T4’s. We had his T4’s. The claim was

terminated probably three years ago. The lawsuit kind of gradually winded itself through court. So at this date the
lawsuit began, we had T4’s for the entire period he claimed to be disabled that showed significant income from
employment. We went: Like, how hard is this one going to be to sell to the judge?

We settled it for $45,000 benefits to definition change, because we didn’t think we could make it fly in court,
even with that level of evidence.

So, is that it? That’s it.
So I hope I’ve demonstrated to you my thesis that fraud is a challenging issue in disability and I offered you the

challenge to develop more information technology tools to help us look more closely at this kind of phenomenon.
And how are we doing for time? I think I’ll leave the other one because I don’t have any time, and if there’s

any questions perhaps would that be good?
OK. Questions?

U-M: (off mike) The following statement – someone told me the best way to get a disabled person back to work
is to make their lives so difficult … by sending people, social worker to their home, not….. Legally of course. So,
that you know, they say “well, better off going to work, it’s much more simpler.”

Speaker Gove: I have heard that idea promoted. I think it may have a little bit of truth to it. I think you do have
to have claimants participate in a rehabilitative process as Charles described for a number of reasons. One is you
don’t want the person, I mean from a clinical perspective, you don’t want that person to adapt to a very low func-
tioning lifestyle. You need to keep them active and moving in order to maintain that. And you also are more suc-
cessful in terms of returning them to work if you keep them active and involved.
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The question of whether the person consciously says: “Gee, this is too tough. I’d rather go to work.” I’m re-
ally unconvinced of that. I know that that argument is made and you can dump all kinds of resources on people
and try and force them to do stuff but if they’re not going to do stuff, they’re not going to do stuff. And I’ve never

really, in an overt way encountered anybody who says: “You guys are driving me so crazy, I’m going back to work.”
What I would say though is that, just in terms of resolving claims, take that in a slightly different direction.

Sometimes in a non-contractual way, we might say to somebody: “Look. We’ve been working with you for three
years. You’re sick of us and to be frank we’re sick of you. Can we make a deal? Why don’t we see if we can settle
out your claim for cash?”

And a lot of those people would say: “Yes, I’m sick of dealing with you guys. You know, I’m sick of sending you
medical. I’m sick of doing this and that. OK, let’s see if we can work out something that works for both of us.”

So in those kinds of situations, maybe that has some level of applicability.

Speaker Tremblay: It’s not the initial purpose of rehab.

(laughter)

Speaker Tremblay: Let’s make it clear.

(laughter)

Frank Reynolds: Frank Reynolds. I’m involved from the side surprisingly enough, and I have a very interesting
situation that I run across consistently with univer…

Speaker Gove:Which is the other side by the way? Is that like hell and heaven or?

Frank Reynolds: It’s hell trying to deal with these insurance companies.

Speaker Gove: Yes, yes. No surprise there.

Frank Reynolds: I work with a faculty association…

Speaker Gove: OK, got it

Frank Reynolds:…at the University of Waterloo and we often get presented with the following situation: a pro-
fessor is expected to do 40% of the work teaching, 40% on research, 20% upon service work. The professor is on
the spot for various reasons. And let’s not argue it, physically cannot be present in the classroom on a regular basis.
So as far as disability for the classroom, it can be established.

The professor, because research can be done … for example the person may be able to sit in a chair in front
of a computer and do research for a while … is able to do spasmodically through the day, over a week, get in
enough hours to hit the 40% on research. If the service component is properly structured, they can do the 20%
on service.

We come up to disability and we’re having trouble with: Is this person disabled or not? And then we come
up to the end of the two year own occupation clause, and we’ve got somebody 55 and I’ve had them told by in-
surance companies, that at 55 in one year they can retrain as an actuary.

What am I supposed to do? Can you help me at all?

(laughter)
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Frank Reynolds: I am totally shocked.

(laughter)

Speaker Gove: I think there’s a couple of components to that and one is the definition of disability and I think
the definition of disability is probably 60% of pre-disability essential duties or something like that and this per-

son, the 40% teaching they can’t do, they’re still adding up to 60% so there might be a contractual definition of
disability issue in there, no? OK, I’m not getting off the hook that way, all right.

Frank Reynolds: (off mike) …just the ability to do the normal components of the job.

Speaker Gove: Yes, right. So clearly the individual would meet the definition of disability then off the top. If they
can’t teach… the primary purpose of their role is teaching. There’s an ancillary research component but in my view
that person would qualify for the benefit.

The definition change becomes a more challenging thing. University professors, university teachers have a wide
range of skills and as you know, they all have IQ’s like 160. At least they like to tell you that.

So the question then becomes: Is the process from the approval of the claim to the “any occ” period, and
what happens in there?What happens with that person to assess, determine and as Charles described earlier, what’s
the insurer doing around the process, between now and then? Zero, and the answer is zero.

To be honest with you, one of the things I didn’t say … I didn’t do the early intervention presentation …
so, one of the reasons that a lot of employers have migrated away from short term disability specifically, and ba-
sically hired third-party providers of absence management services, and this is in my presentation, is because in-
surance companies have done such a crappy job of managing cases. What Charles described, to be frank with you,
is what insurance companies in my view should do. It’s also what I think few actually do in practice and what do
you say? Zero.

I think that’s a significant concern and I think the University of Waterloo—which is my faculty; I attend that uni-
versity. It’s huge, about 15,000 employees or something like that? It’s a big policy holder.

U-M: 2,500.

Speaker Gove: Is it only 2,500? Nonetheless it’s a fairly weighty policy holder. And I think that policy holders
should lean on their insurance, and say: “Look you’ve got to do better for our people. You know we pay a gigan-
tic premium and we’re getting no service.” and I think that’s the bottom line. I think that your guy is not getting
any service from his insured, the kind of services that Charles described earlier, to be frank. The best I can do.

Frank Reynolds: I’ll accept that.

Speaker Tremblay: I agree with his answer. He’s probably disabled for his job. I understand that he was paid fi-
nally. That professor was paid until the TD change, but he’s not able for any job and the insurer should have
worked with him and with the employer to be able to make him do something else, and adapting his job. But the
employer’s response, that sometimes is an issue.

What I showed you, the claim management I showed you, is what we’re working right now in the Canadian
market. Some insurers are more advanced and some are not. Myself, working with them, I know my clients; this
one at what stage. I won’t tell you today of course. But this is what’s the future we see as disability management?
But the insurers are in different stages depending on their situation, of course.
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Speaker Gove: Any other questions? We’re just about out of time but if anyone has any other questions?

Moderator Schuh:Well, I want to thank the two speakers today. They really pitched in at the last minute.

(applause)
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