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GRiD Claims Survey FAQs May 2017
What is the GRiD Claims Survey?
Group Risk Development (GRiD) has voluntarily published Group Risk (employer-sponsored Life Assurance, Income Protection and Critical Illness) claims data since 2011, working with the industry to provide an agreed framework for reporting claims across the market. 
Our numbers are consistent, robust and represent universal participation by all Group Risk insurers.
How does the GRiD Claims Survey fit with the ABI’s protection claims reporting?
GRiD has shared our consolidated claims data with the ABI to enable them to aggregate Group Risk market claims data with the claims data they have collated from the Individual protection market and this will be acknowledged in their press release which is being issued at the same time as our own press release.
It should also be noted that this year the ABI will only be publishing data for the overall protection market (i.e. Group Risk and Individual protection markets combined) and will not be publishing stand-alone claims data for the Individual protection market.  
Note: For collated claims data including those from the individual protection market, please refer to the ABI’s website https://www.abi.org.uk/ 
Why does GRiD only publish collated claims data?

GRiD collates cross-industry Group Risk claims data to support its media and stakeholder activity and dialogue with Government. 
GRiD does not dictate to its members.  GRiD members are entirely free to make their own commercial and marketing decisions - including whether or not to publish their own claims stats and whether or not to provide their claims stats to comparison/rating sites.  There is currently no demand from employers (who are informed buyers of these products) or advisers practicing in the group risk space for providers to publish their own stats or supply stats to comparison/rating sites.  In fact, many advisers will collate their own data based on their own book of business and experience, rather than rely on external sources.
How do Group Risk policies differ from Individual protection policies?
Both Group Risk and Individual protection policies are well-regarded protection benefits.  Many of the benefits are similar but the basis of the contract fundamentally differs in terms of policy principles, pricing and how claims are processed.
Group Risk products are commercial contracts purchased by informed buyers (employers, compensation, HR, pensions & benefits professionals etc) through specialist advisers.  They are used as a funding mechanism to cover the promises employers make to provide benefits to their employees.  Put simply, Group Risk is insurance for employers. 
As such, the Group Risk industry works closely with employers to help them mitigate and manage risk.  The employer is generally the policyholder, the employer pays the premiums and claims are made by the employer in respect of their employees.  Generally any claim is paid to the employer (or the trustees of the employer’s pension scheme in the case of Group Life Assurance).
Why do your claims paid stats for Group Income Protection differ from the Individual Income Protection market’s?
They don’t. 
In past years, they have differed because the GRiD claims paid stats were calculated on a different basis than the one used by the ABI to report income protection claims paid by the Individual market.  The GRiD claims paid statistics have always been purely based on new claim assessments during the calendar year in question, not the proportion of overall claims ceasing or declined.  The aim is to provide an insight into the current claims paying approach rather than including legacy/historic claims which may have been in payment for many years. Looking at the overall claims book would have the effect of increasing the claims paid rate percentage but GRiD felt it was inappropriate to calculate in this way.
This year, GRiD’s calculation basis has been adopted by the ABI so the pay-out rates are broadly the same for both Group Income Protection and Individual Income Protection as both are now based on the new claim assessments during the previous calendar year.
Any specific questions regarding individual claims data should be referred to the ABI.
Why do your claims paid stats for Group Critical Illness differ from the Individual Critical Illness market’s?
Group Critical Illness is often “voluntary” or selected by the employee and, for most people, no medical underwriting takes place, so cover operates with a pre-existing conditions exclusion.  This means that someone with an existing medical condition will not be able to claim for this or a similar condition.  For comparable individual Critical Illness policies the cover is underwritten at outset and the underwriting process takes into account the existing medical conditions which may lead to no cover being granted at all.  
These different approaches will lead to variances in Critical Illness claims paid statistics (i.e. claims may be declined under group products if a claim relates to an existing condition, whereas if an individual is underwritten at outset for an individual policy, if they disclose medical history that could lead to a claim, then this individual is likely to either have an exclusion for that condition imposed or have cover declined in its entirety.)  Therefore there are less chances of declining a claim under an individual policy should it arise.  
Group Critical Illness allows for all eligible members to be covered under the policy, so whilst there is a pre-existing conditions exclusion in the contract, members will still be covered for all other conditions (e.g. if someone has already had a heart attack, a claim for cancer would still be paid).
Additionally the Group Risk market does not make partial claims payments as the Individual market does. 
Some Individual Critical Illness policies have over 150 ways to make a claim, whilst Group Critical Illness products are simpler to reflect the fact that approximately 90% of claims are for cancer, stroke, heart attack and Multiple-Sclerosis. This makes the product more affordable and understandable in the workplace context and aligns with FCA product simplicity requirements.

For Group Critical Illness, the cover is chosen by the employer (usually with specialist adviser support) and the definitions of the conditions insured may not be fully appreciated by the employee. 

Any specific questions regarding individual claims data should be referred to the ABI.
Why are claims paid rates not higher? 
We are committed to raising industry standards and are working as an industry to reduce claims declined rates.  Group Risk insurers look for reasons to pay claims but it is important in the interests of all policyholders that only valid claims are paid.  
Employees (or their dependents) are the end recipients of Group Risk benefits but via the employment relationship.  Claims paid stats reflect a number of things apart from provider performance - including how well employers and their staff understand the benefits in place (i.e. how well the benefits have been communicated) and the relationships in place (employer/employee, employer/adviser/provider).  For Group Income Protection claims, there are, for example, cases where a manager/employee relationship (or lack of it) can be a contributory factor for the sickness/absence. There are also cases where capability/disciplinary issues are involved. 
Experienced group risk practitioners will be well aware of the reasons why some claims are not valid or paid but all Group Risk insurers look to pay claims where appropriate to do so. 
The fact that the Group Risk market increased its reach by more than 500,000 people in 2016
 shows that businesses that have Group Risk benefits in place value them and that a positive claims paying philosophy is working for the market.
How do Support Services such as an Employee Assistance Programme (EAP) help with Group Income Protection claims?
It’s worth noting that Group Income Protection providers in particular also include many support services as part of the contract.  These can include extra support such as an Employee Assistance Programme (EAP), rehabilitation services, fast access to counselling and physiotherapy, a second medical opinion service and much more.  All of this extra support is in place to help make people’s lives better and to help them stay in or return to work – often before they reach the point of claiming.  
Example of the support services in action 
Insurer A received notification of Employee A’s absence from work.  The paperwork included an Occupational Health report recommending Cognitive Behavioural Therapy (CBT).  Insurer A immediately referred Employee A to its CBT partner.  The initial assessment report confirmed Employee A was suffering with insomnia, stress, and low mood and had suicidal thoughts.  10 sessions of CBT were recommended.  At the point of entering therapy Employee A was feeling pressurised to return to work but felt unable to do so.

After 5 sessions of treatment Employee A was fully engaged, was feeling more confident and in control of their feelings and stress and was motivated to return to work.  A phased return to work programme was recommended and implemented, during which time, a further 5 CBT sessions were given.  Insurer A received the discharge report from the CBT provider confirming 10 sessions had been completed, with a successful return to full time work, which was going well.  Employee A asked for a further 2 review sessions and the insurer approved this request in order to help Employee A’s continued improvement and to embed the learnt skills to help them better manage their job and day to day life

Employee A returned to work within the deferred period (i.e. before a claim became payable).
Can you provide examples of why a claim can be declined?

Group Income Protection declined claim example
Judith submitted a claim under her employer’s Income Protection policy.  She noted on her claim form that she had been absent from work because her husband had become very unwell with a painful musculoskeletal condition and she needed to look after him.  

Judith explained that her husband needed help on a daily basis and that surgery might be required in the future.  She confirmed that she was receiving no care or medication herself and was spending each day looking after her husband including driving him to appointments and giving him his medication. 

The insurer obtained the medical records and a report from Judith’s GP which confirmed that Judith had no diagnosable medical condition and he was not signing her off work.  The insurer therefore declined the claim, explaining that the policy was there to pay benefit for  those employees who are unable to perform their occupation due to their own illness or injury.

Judith and her employer both acknowledged that Judith herself was not unwell although she was tired from caring from her husband.  Her employer confirmed they had given Judith compassionate leave but since Judith’s husband remained unwell, they felt that they should be able to claim under the Group Income Protection policy instead of continuing to support Judith and her husband themselves.

Despite the insurer explaining to both Judith and her employer that the policy requires the actual claimant to be suffering from a medical condition which prevents them from doing their job, a complaint was submitted to the Financial Ombudsman Service (FOS) asking the insurer to pay as Judith was going through a very difficult time.  The complaint was rejected by FOS (i.e. FOS upheld the insurer’s decision not to pay the claim).
Group Critical Illness declined claim example

James was included under his employer’s Critical Illness policy and became unwell whilst on holiday abroad with chest pain.  On returning to the UK, the outcome of medical investigations showed that James had not suffered a myocardial infarction.  His treating Consultant confirmed this to him and reassured him that he had not had a heart attack.  

Despite this information, James submitted a claim under the Critical Illness policy for a heart attack.  For a claim to be payable, the policy required that medical evidence shows the member had “a definite acute myocardial infarction”.  Other coronary syndromes, including angina (chest pain) were not covered.

Medical information was obtained to assess the claim.  This indicated that James had not obtained any medical input when he experienced his chest pain on holiday.  He explained he did not seek any medical input as he was flying back to the UK the next day.  The medical information received confirmed he had not experienced chest pain again since his holiday but was noticing further symptoms including breathlessness and so attended a Cardiologist for investigations who confirmed to the insurer, as he had to James, that James had not had a heart attack.

As such, James’s claim was declined.

James understood this decision but he took a complaint to the Financial Ombudsman Service (FOS) as he felt that the insurer should pay as he had been paying premiums and therefore was entitled to receive benefit under the policy.  The FOS adjudicator noted the terms of the policy and ruled that James’s claim under this policy was not valid based on the medical information obtained.  The complaint was rejected by FOS (i.e. FOS upheld the insurer’s decision not to pay the claim). 

Do Group Risk Insurers go above and beyond paying claims?

The experience that the customer receives at the point of claim can have a lasting impact on the relationship between an employer and the insurer.  Insurers have been known to go above and beyond just making a claim payment or decision as the following examples demonstrate.

1) Insurer B received early notification of Tim who had been struggling to cope at work as he was a perfectionist and was being encouraged to cut corners to get the work done quicker.  This led to his mental health deteriorating, him being unable to function or think rationally and having to take time off work.
Insurer B’s claims consultant contacted Tim weekly and encouraged him to seek medication, to challenge his beliefs about work and to access some CBT through his Private Medical Insurance policy.  At the same time, the claims consultant liaised with the employer to highlight the specific workplace issues and discuss possible alternative job roles within the company.  The claims consultant’s regular contact with Tim to help keep his focus on the end goal, and liaison with his employer led to Tim being offered an alternative position within the company that suited his personality better and he successfully returned to work without needing to make a claim under his employer’s Group Income Protection policy.
2) This is a Group Income Protection claim which was declined but that wasn’t the end of the insurer’s relationship with the claimant.  Insurer C had declined Hilary’s claim for irritable bowel syndrome as the medical evidence showed that her symptoms were mild and had not deteriorated at the point when she became absent from work.  They noticed from the GP’s notes that there was mention of anxiety, but Hilary denied that this was related to her absence from work.
Following an appeal from her employer Insurer C referred Hilary to an independent specialist in occupational health at their expense.  The specialist uncovered a mental health condition that was sufficiently severe as to prevent Hilary from working and recommended therapy to assist Hilary’s recovery and return to work.  Through the therapy, Hilary came to accept the real reason for her absence and with the help of Insurer C’s claims consultant, who mediated between Hilary and her employer, she has since made a graded return to work.

3) Molly put forward a claim under her employer’s Group Income Protection policy because she had been absent from work after members of her family had been in a horrific accident in which her 4 year old daughter was killed and her mother suffered life-changing injuries. Before the accident, Molly’s mother had looked after Molly’s children each day while Molly was at work.

The insurer obtained the medical records and a report from Molly’s GP which confirmed that Molly was not suffering from an illness or injury which would prevent her from working in her usual role.  Because of this, the insurer was unable to pay the claim but acknowledged that the circumstances of Molly’s absence were extreme.
Whilst Molly had not been diagnosed with a medical condition, she had suffered a bereavement and was without childcare for her other children due to her mother’s serious injuries.  She also had to take time off work due to circumstances beyond her control, including going to meetings with a homicide case manager.

The insurer therefore felt it was appropriate, under such extreme circumstances, to support Molly and her employer whilst the legal process relating to the accident progressed.  The insurer therefore paid an ex-gratia lump sum equivalent to six months benefit as a gesture of goodwill.

4) Lucy, a young lady in her 20s was referred by her employer for early intervention to Insurer X.  She was unable to go to work due to a social phobia made worse by having to cope with the emotional struggle of having visible red blood vessels on her face.  She had tried various treatments, which hadn’t worked and she felt too self-conscious to go back to work.
With the agreement of Lucy’s GP, Insurer X arranged for her to see a dermatologist, who recommended laser surgery which was only available privately.  Insurer X paid for a course of 3 laser treatments and Lucy returned to work part-time three weeks after the treatment.  She was delighted with the results and felt confident enough to go out, meet friends and get back to normal.
How have you counted Financial Ombudsman Service (FOS) decisions on declined claims?

Claims paid stats reflect the eventual decision on a claim, regardless of the process followed to arrive at this decision.
Is there a better way of judging whether a contract is operating fairly than claims paid rates?
FOS upheld complaints are probably a better indication of whether a market is operating fairly than purely focussing on claims paid rates.
The group risk market has agreed to FOS adjudication on a voluntary basis as most cover is outside the micro-enterprise limits.  FOS rulings upholding a complaint against Group Risk providers are relatively rare.  During the period 1 January 2016 to 23 February 2017 for example, there were 20 upheld complaints against Group Risk providers.  When compared to the 15,572 new Group Risk claims paid during 2016, this is a minute percentage (0.13%).
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About GRiD Claims Data
The GRiD claims data survey was undertaken among its provider members and the figures are an accurate representation of the current Group Risk market in its entirety. Respondents provided figures for Group Life Assurance, Group Income Protection and Group Critical Illness claims for 2016.
About GRiD
Group Risk Development (GRiD) is the industry body for the group risk protection sector, promoting the value to UK businesses of providing financial protection for their staff, enhancing their wellbeing and improving employee engagement. Our membership includes insurers, reinsurers and intermediaries who have a collective wealth of experience built over years of operating in the group risk protection market. Under the chairmanship of Lee Lovett, CEO of Ellipse, GRiD aims to promote group risk through a collective voice to Government, policymakers, stakeholders and employers. 
GRiD works with government departments and regulators involved in legislation and regulation affecting group risk benefits, and with other organisations involved in the benefits and financial protection arenas. GRiD also seeks to enhance the industry's standing by encouraging best practice and by participating in industry-wide initiatives such as the professional qualification in group risk managed jointly with the Chartered Insurance Institute.

GRiD’s media activity aims to generate a wider awareness and understanding of group risk products and their benefits for employers and employees. 

GRiD's dedicated spokesperson, Katharine Moxham, provides expert media comment on a full range of group risk issues. 

www.grouprisk.org.uk 

Follow Katharine Moxham on Twitter @KMoxham[image: image1.png]
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