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Editorial  by Victoria Pennick

Lifelong learning 
really never ends.  

When i graduated in 1973, i 
entered a professional world that 
was very different from today. Most 
patients were cared for in hospitals, 
where they stayed until they were 
fully recovered. in my first job in the 
community, we spent many hours 
teaching newly diagnosed diabet-
ics the proper [sterile] technique 
of self-injecting their insulin. Work-
places that employed nurses and 
physicians to manage work-related 
injuries focused more on treatment 
than on prevention. 

during the early years of my 
career, i took continuing education 
courses and attended in-service 
education sessions and conferenc-
es to keep abreast of new informa-
tion. i was limited in my access to 
journals, since i worked in commu-
nity agencies that didn’t tend to 
have healthcare libraries. 

things have changed dra-
matically since then. Healthcare, 
medicine, nursing, and workplace 
health and safety have evolved 
and we, as nurses, have had to 
keep up in order to maintain our 
competence and relevance. 

legally, canadian rNs are 
accountable to provide competent 
nursing care, so must maintain and 
continuously enhance their knowl-
edge, skills, attitude and judgment 
in an ever evolving healthcare 
system. occupational Health 
Nurses with a canadian Nurses 
association Specialty certificate 
[coHN(c)] designation, must 
renew their certification every five 
years by demonstrating they have 

accumulated sufficient continuous 
learning hours, and rewriting the 
exam. attending Keeping Workers 
Well, the annual conference of the 
ontario occupational Health Nurs-
es association provides both an 
excellent source of practical know-
ledge and a significant number of 
continuing education credits.

Even in 2016, accessing nursing 
information can present some chal-
lenges: few nursing journals have 
an open access publication policy; 
ciNaHl, the primary nursing litera-
ture database, is expensive, and 
PubMed, the free medical data-
base, only catalogues some nursing 
journals. However, the number of 
journals that provide open access 
is growing. the cochrane library 
(http://www.cochranelibrary.com) 
provides free access to abstracts 
of over 6000 systematic reviews, 
and the full text of reviews pub-
lished after February 2013 is 
freely available one year after pub-
lication, including reviews pub-
lished through Work cochrane 
(h t tp : / /work . coch rane .o rg ) .  
Evidently cochrane, a weekly  
blog administered by the UK 
cochrane centre, provides easy 
access to cochrane evidence  
(http://www.evidentlycochrane.net).  
the cNa NurseoNE website 
provides information on nurs-
ing educational resources, many 
of which are available online  
(https://nurseone.ca/en/professional-
practice). 

Some funds are available for 
ongoing courses. the ontario 

occupational Health Nurses asso-
ciation offers the Pat Ewen Bursa-
ry Fund (http://www.oohna.on.ca/
education-funding) and the ontar-
io government provides education 
and training funds through the 
Nursing Education initiative, which 
is administered by the rNao 
(http://www.health.gov.on.ca/en/
pro/programs/hhrsd/nursing/all_
nurses.aspx). Nationally, the life-
long learning Plan allows you to 
withdraw amounts from your reg-
istered retirement savings plan to 
finance full-time training or edu-
cation for you or your spouse 
(http://www.cra-arc.gc.ca/tx/ndvdls/
tpcs/rrsp-reer/llp-reep/menu-eng.
html).

 While i’m not nearly as involved 
in accessing current information 
as i used to be, old habits die 
hard. i still receive notification of 
newly published articles from open 
access journals and enjoy reading 
on a variety of topics in my new 
role as copy editor with cochrane. 
lifelong learning really never ends. 

Victoria Pennick, BScN, MHSc, is an educa-
tor, author, freelance editor and member of 
the ooHNa Journal’s Editorial Board. She is 
the former Managing Editor of the cochrane 
Back and Neck Group at the institute for 
Work & Health, toronto, canada.

Note: all websites quoted in the article 
were accessed 25 March 2016

LifeLong Learning –  
is important!
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The 2015 Pan Am/Parapan Am Games Cauldron

A healthy community is an ambitious one. Through art, sport and  
cultural support, we inspire and encourage people to chase their dreams. 
Contributing our steel for the 2015 Pan Am/Parapan Am Games Cauldron  
is a proud moment in our storied history. We helped ignite the competitive 
spirit that brought the best athletes from 41 countries to our backyard.  
That is a once-in-a-lifetime legacy.

See how we are transforming tomorrow at dofasco.arcelormittal.com

transforming tomorrow 

The world is what you make it
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throughout the course of a nurse’s day, risk manage-
ment is embedded in everything we do. it is the process 
by which we deliver optimal care and ensure safety 
and security of clients, staff and colleagues. drawing 
similar parallels in the field of occupational Health, risk 
management becomes the cornerstone in the design, 
delivery and implementation of any program, and risk 
treatment strategies become the critical success factor 
of these programs. By virtue of the work done by occu-
pational Health Nurses, their roles are further defined by 
their ability to continuously undertake risk improvement 
strategies aimed at the enhancement of the overall 
health of the organization. this makes it critical to ensure 
that as professionals, we have a solid understanding of 
risk management in our day to day practice. 

What is Risk Management?

a risk management system provides a framework 
for the process of identifying hazards, assessing the 
associated risks, taking the required actions, and 
reviewing the outcomes. Proper risk management 
implies bringing control to future events; it is a pro-
active process rather than reactive practice. Further, 
“risk management is the process by which vulnerabil-
ities are identified and changes are made to minimize 
the consequences of adverse patient outcomes and 
liability”. (raso and Gulinello, 2010). 

in the seminal book, Risk Management Principles 
and Practice, the risk management process identifies 
issues before incidents occur in order to prevent loss-
es. author Michael W. Elliot (2012) writes:
 “risk Management is most effective when issues 

that lead to losses are identified and managed 
before the loss occurs…if risky issues can be iden-

risk management for proactive 
strategies by Marisa Cornacchia

Risk Management Pathway to Affect Loss

Standard Pathway of Loss Occurence

tified before they lead to incidents and before 
they lead to losses then those issues can either be 
removed or managed”. 

How does Risk Management complement nursing 
practice?

the overall goal of risk management is to mitigate 
and prevent avoidable occurrences within your orga-
nization and within your scope of practice in order to 
avoid claims. Most frequently, claims of negligence 
tend to be top of mind. Negligence is defined as fail-
ure to take reasonable care or steps to prevent loss or 
injury to another person. With the evolving risks and a 
more litigious environment in health care; the chang-
ing landscape of occupational Health Nursing; and 
the liabilities involved with managing human lives at 
work, the nursing practice standard of care becomes 
the foundation of risk management for nurses. 

in an effort to make the connection between the 
scope of occupational Health Nursing and the risk 
management process, it should be noted that there 
is a distinct parallel between the nursing process and 
the risk management process. this process is high-
lighted by the canadian occupational Health Nurses 
association (coHNa) disability Management Prac-
tice Standard (2012):

 “By way of a reminder, the nursing process is a sys-
tematic, rationale method of planning and providing 
individualized nursing care. it is the process by which 
registered nurses deliver nursing care to patients, cli-
ents, companies, or workers. the process is supported 
by nursing philosophies and concepts. a deductive 
theory, the nursing process was originally an adapted 
form of the problem-solving process. a patient-cen-

diagram:  M. cornacchia
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Risk Management for Proactive Strategies

tered, goal-oriented method of “caring”, the nurs-
ing process provides a framework to nursing care. it 
involves five major steps: 
•	 Assessment	(of company/worker’s needs); 
•	 Diagnosis	 (of human response needs that nursing 

can assist with); 
•	 Planning	(of company/worker’s care); 
•	 Implementation/intervention	(of care); and 
•	 Evaluation	(of the success of the implemented care) 

diagram: d. alvarenga

Nursing
Assessment

r e v i e w  c l i n i c a l  h i s t o r y 
a s s e s s  P at i e n t

Nursing
Diagnosis

d e v e l o P e  a P P r o P r i at e  
n u r s i n g  d i a g n o s i s  o r 

P r o b l e m  l i s t

Planning
d e v e l o P e 

i n t e r d i s i P l e n a r y 
P l a n  o f  c a r e

Intervention
P e r f o r m  P r o c e d u r e s 

m e d i c at e  a s  i n d i c at e d

Evaluation
i n t e r P r e t  r e s u lt s 

e v a l u at e  o u t c o m e s 
a s s e s s  c o m P l i a n c e

diagram: Marsh canada

How Occupational Health Nursing and Disability 
Management fit into the Risk Management 
framework and process

occupational Health Nurses help organizations identify 
and control health related risks. disability Management 
is a risk treatment tool used to mitigate losses associated 
with an organization’s human capital. according to the 
canadian occupational Health Nurses association, “a 
disability Management Program is a risk management 
tool that enables an organization to prevent and miti-
gate workplace illness or injury absences. this approach 
uses prevention, early intervention, claim management, 
case management, and graduated return-to-work inter-
ventions” (2012). in parallel to this process, the risk 
management process is also a systemic process that can 
be described in the following five stages: 
1. risk identification,
2. risk assessment 
3. risk treatment 
4. Process implementation.
5. Monitoring and continuous improvement

Risk Identification

the first stage of the process involves the identifica-
tion of risks that pose a threat to the achievement of 
the organization’s goals and objectives. risks may be 
internal or external. they may be strategic, operational, 
financial, and reputational risks. Parallel to this process, 
risk identification helps the occupational Health Nurse 



Practice  n

6 OOHNA JOURNAL  n  spRiNg/sUmmeR 2016

Risk Management for Proactive Strategies

Risk Treatment

once risks have been assessed and prioritized, the 
oHN must select measures to modify the risk. these 
measures can include: avoiding the risk, modifying 
the likelihood or impact of the risk, transferring the 
risk, or retaining the risk. risk treatment helps the 
oHN meet the following competency:

Risk Treatment

Competency: Identification, Evaluation and Control of 
Workplace Hazards 

2.5 Makes recommendations for control measures 
based on identified hazards

Risk Implementation

Competency: Health Safety and Wellness Management

6.1.2 Sets goals, objectives, policies and procedures 
that align with organizational strategies and 
support service development and implementation. 

6.1.3 coordinates provision of services (e.g., emergency 
preparedness and response, health surveillance, 
injury management, training/education, hazard 
recognition). 

6.1.4 illustrates the cost effectiveness of health, safety 
and wellness services to senior management (e.g., 
cost benefit analyses, business plans). 

6.1.5 collaborates with senior management 
to incorporate health and safety into the 
organization’s strategic plan.

Monitoring

Competency: Health Safety and Wellness Management

6.1.8 Facilitates continuous improvement through the 
evaluation and revision of services.

Risk Implementation

in the implementation stage, the organization puts 
its decisions into action and embeds the processes 
throughout the organization. this stage is a critical 
component of an integrated risk management program 
and helps the oHN meet the following competency: 

Monitoring and Continuous Improvement

risk management is a dynamic process that does 
not stop once the programs are implemented. the 
purpose of any risk management framework is to 
integrate risk management within the organization’s 
culture. Elliot (2012) states that “the principle that 
underlies risk management framework is that risk 
management should add value to the organization. 
it should not only reduce negative risk but also con-
tribute to profit, reputation and health and safety.” 
it is important to continually monitor the risks and 
processes to ensure that management understands 
the critical risks they face on an ongoing basis and, 
to gain maximum value from implemented processes. 

risk monitoring helps the oHN to meet this com-
petency:

thereby ensuring that the occupational Health Nurse 
is the cornerstone of support for the framework and 
process components designed to meet best practices 
in risk management.

(oHN) meet the competencies from the canadian 
Nurses association (cNa) List of Competencies for 
Occupational Health Nurses (2013). 

Risk Identification 

Competency: Identification, Evaluation and Control of 
Workplace Hazards 
Competency: Health Safety and Wellness Management

the occupational health nurse... 
2.1 implements a comprehensive hazard recognition 

process (e.g., involvement in the design phase, 
worksite inspections, health and safety audits, job 
task analysis, and trend analysis). 

2.2 identifies potential and existing workplace hazards.
. . .

6.1.1 demonstrates leadership in relation to service 
development and implementation (e.g., gap 
analyses, needs assessments, environmental scans, 
benchmarking

Risk Assessment

in the second stage, identified risks are assessed to 
gauge the possibility or likelihood of occurrence and 
the potential consequence or impact on the organiza-
tion’s operations. a variety of techniques can be used to 
prioritize risks. results from the risk assessment process 
can be used to develop an organization’s risk profile 
with each risk given a priority ranking. this process has 
similar attributes in the process undertaken by the oHN 
by meeting the following competency:

Risk Assessment

Competency: Identification, Evaluation and Control of 
Workplace Hazards 
Competency: Health Safety and Wellness Management

2.4 assesses the level of risk and severity of hazards 
based on probability that harm may occur in a 
specific situation. 

6.2.1 collects and analyzes internal and external 
aggregate data. 
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Risk Management for Proactive Strategies

a member of the ontario occupational Health Nurses association, 

Marisa Cornacchia, Ba, rN, coHN(c), doHS, MBa is Vice President, 

Health care Practice risk with Marsh risk consulting, toronto, canada. 

Email: Marisa.cornacchia@marsh.com

References

alvarenga, d. (2016). Nurse Empowerment Tool: The Nursing 
Process https://www.linkedin.com/pulse/nurse-empowerment-
tool-nursing-process-alvarenga-msn-arnp-c-pnp

canadian Nurses association (cNa). (2013). List of Competencies 
for Occupational Health Nurses. https://nurseone.ca/en/
certification/what-is-certification

dyck, d. (2012). Disability Management Practice Standard. canadian 
occupational Health Nurses’ association inc. / association 
canadienne des infirmières et infirmiers en Santé du travail 
(coHNa/aciiSt). http://www.cohna-aciist.ca/resources

Elliot, M.W. (2012.) Risk Management Principles and Practice, 1st 
edition. library of congress, the institutes.

raso, r. and Gulinello, c. (2010). creating a culture of safety: 
risk Management challenges and strategies. Nursing 
Management. december, Volume 41 Number 12, p 26 – 33.

The Parallels

Nursing Process Risk Management Process

•	 Assessment	 
(of company/ 
worker’s needs) 

•	 Diagnosis	 
(of human 
response needs 
that nursing can 
assist with) 

•	 Planning	 
(of company/ 
worker’s care) 

•	 Implementation/ 
intervention  
(of care) 

•	 Evaluation	 
(of the success  
of the implemented 
care)

•	 Risk	identification	 
(what can go 
wrong/why)  

•	 Risk	assessment	 
(likelihood/severity 
of occurrence)

•	 Risk	treatment	 
(how do we deal 
with it) 

•	 Process	
implementation  
(put decisions  
into actions) 

•	 Monitoring	
and continuous 
improvement

diagram: M. cornacchia
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food addiction: the hidden saboteur 
of WorkpLace productivity by Vera Tarman

Employers lose billions of dollars 
each year when workers take time 
off due to illnesses directly related 
to obesity: diabetes, hypertension, 
heart disease, stroke, gallbladder 
disease and gallstones, osteoar-
thritis, gout, breathing problems, 
even depression. according to 
the integrated Benefits institute, 
cited in an article by Bruce Japsen 
(Forbes, 2012), annual losses in 
the United States exceed $237 
billion from reduced productivity 
due to illness-related employee 
absenteeism, or from the lowered 
efficiency of employees who report 
to work when unwell. although not 
as high, the losses in canada that 
same year, $16.6 billion accord-
ing to the conference Board of 
canada, are not insignificant.

While many workplace weight 
loss or fitness programs have seen 
some success in addressing these 
conditions by directly tackling obe-
sity in their employees, many over-
weight participants in these efforts 
often fail to lose weight. this may 
occur because they have an under-
lying malady that has gone unde-
tected. the condition, growing 
in recognition among health care 
professionals, is food addiction.

What is Food Addiction?

in Food Junkies: The Truth about 
Food Addiction (2014), which i 
wrote in collaboration with Philip 
Werdell of acorN Food depen-
dency recovery Services and the 
Food addiction institute, i define 
this disorder as being equivalent 
to the disease of alcoholism or 
drug addiction. in all addictions, 
biochemical changes occur in the 
addict that “hijack” the brain’s 
pleasure center, the limbic system, 
making it impossible for the user 

to quit using and instead, drives 
them to seek satiety that never 
comes. a number of “feel good” 
neurochemicals, including dopa-
mine, serotonin and endorphins, 
as well as the hormones leptin and 
ghrelin, have roles in keeping food 
addiction active.

the hijacking process can be 
explained by neuroscience. We 
know there is a system of neural 
structures in the brain that controls 
behavior by creating pleasurable 
effects. this is known as the reward 
system. the source of addiction—
whether alcohol, a drug, the act of 
gambling, a sexual encounter, or 
certain foods—causes this part of 
the brain to react. While there are 
many things in life that induce plea-
sure, what matters is the potency of 
the stimulant. For example, sex 
gives a dopamine surge of about 
two hundred units, while cocaine, 
in comparison, releases four hun-
dred units. it is generally accepted 
that the brain can handle between 
one hundred and three hundred 
units before addiction kicks in (di 
chiara and imperato, 1988).

the payoff of addiction comes 
about when the reward is unre-
strained by the limitation of what life 
can deliver through natural means. 
addiction, with its promise of intense 
pleasure, overrides the shut-off valve 
in the brain, and while no one knows 
precisely when or why a person will 
cross the line and begin to choose 
artificial over natural rewards, we do 
know that artificial substances work 
because they are more concentrat-
ed than natural rewards. We also 
know that the human brain has not 
evolved quickly enough to handle 
these intense surges.

although the fifth and latest 
edition of the Diagnostic and Sta-
tistical Manual of Mental Disor-

ders (dSM) does not recognize 
food addiction—only binge eat-
ing disorder, a related but not 
synonymous affliction—addiction 
professionals remain hopeful that 
it will one day be included. after 
the last appeal to the american 
Psychiatric association for accep-
tance of food as an addiction via 
the DSM, the response (posted 
online at www.addiction.com) was 
that there was “not yet enough 
clinical research to prove that 
food addiction exists as a sepa-
rate category and diagnosis from 
disorders such as bulimia or binge 
eating disorder.” Yet there actu-
ally are numerous studies (and 
more coming) that provide sci-
ence-based evidence for the 
addictiveness of certain foods. 
one needs to look no further than 
mass media bestsellers such as 
Salt, Sugar, Fat by Michael Moss 
(2013) or The End of Overeating 
by david a. Kessler (2009) to be 
convinced in layman’s terms. the 
Food addiction institute’s website 
(www.foodaddictioninstitute.org) 
provides a bibliography of nearly 
3,000 sources, citing the work of 
addiction experts such as Nora d. 
Volkow, Nicole M. avena, Kelly d. 
Brownell and Gene-Jack Wang.

Given what we in the field know 
from clinical experience as well as 
what these researchers have said 
about how food addicts abuse 
food, it is difficult to argue that 
food addiction does not meet the 
criteria for a substance use disor-
der. Based on the DSM-V ’s 2013 
revised definition (www.dsm5.org), 
an affliction of this type “describes 
a problematic pattern of using 
alcohol or another substance that 
results in impairment in daily life 
or noticeable distress.” (Page 481)
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Food Addiction: The Hidden Saboteur of Workplace Productivity

Diagnosing Food Addiction

While it may be difficult to deter-
mine precisely how many patients 
working with occupational health 
nurses are undiagnosed food 
addicts, those who present with 
disordered eating histories, mor-
bid obesity or diabetes are good 
candidates for further investiga-
tion. Weight alone is not a good 
criterion, since not all obese 
people are food addicts and not 
all food addicts are obese; it is 
therefore important for the health 
care professional to be armed with 
knowledge of the symptoms of 
food addiction. does the patient 
just need nutritional guidance or 
have they crossed that invisible 
line that separates eating for plea-
sure and nourishment from eating 
for oblivion? Until this addiction 
is fully recognized and diagnosed 
with standardized methods, there 
are at least three diagnostic tools 
that can provide guidance.

the first is a questionnaire used 
in various forms by the food-relat-
ed 12-Step Fellowship’s overeaters 
anonymous (oa) and Food addicts 
in recovery anonymous (Fa). Ques-
tions used in these quizzes include:
•	 Have	 you	 ever	wanted	 to	 stop	

eating and found you just 
couldn’t?

•	 Do	 you	 eat	 when	 you’re	 not	
hungry?

•	 Do	 you	 feel	 hopeless	 about	
your relationship with food?

a second and more vigorously vet-
ted diagnostic tool is the Yale Food 
addiction Scale developed in 2009 
by ashley N. Gearhardt, William r. 
corbin and Kelly d. Brownell. Gear-
hardt has described the YFaS as a 
“standardized self-report instrument 
for the assessment of food addiction 
based on the diagnostic criteria for 
substance dependence.” the sur-
vey asks respondents to report the 
frequency of certain addictive behav-
iors, and correlates each with one or 
more of the criteria for substance 
dependence. Examples include:

•	 I	 eat	 to	 the	 point	 where	 I	 feel	
physically ill. (Substance taken 
in larger amount and for longer 
period)

•	 I	find	that	when	certain	foods	are	
not available, i will go out of my 
way to obtain them. (Much time/
activity to obtain, use, recover)

•	 I	have	consumed	certain	foods	to	
prevent feelings of anxiety, agita-
tion, or other physical symptoms. 
(Withdrawal symptoms)

the third tool, the foundation 
for the Yale instrument, is the 
complete list of substance use dis-
order (previously called substance 
dependence) criteria included in 
the aforementioned DSM-V. in 
order for a person to be diagnosed 
with this type of disorder, they 
must display three or four of 11 
symptoms, e.g. craving, increased 
tolerance, withdrawal, loss of con-
trol, and negative consequences, 
within 12 months.

Treating Food Addiction

the first question to address in 
treating food addiction is the most 
obvious: What should the food 
addict eat? Unlike the alcoholic, 
drug addict or person suffering 
from a process addiction (gam-
bling, sex, compulsive shopping, 
etc.), the food addict cannot eas-
ily find complete abstinence from 
their addictive substance. He or 
she must face their “drug” each 
day and must be on constant alert 
to avoid ingesting or even inhaling 
the seductive aroma of the foods 
that can trigger craving in the 
brain’s reward center.

the first task is to identify which 
foods spark the addictive path-
ways. Sugar leads the list. in a 
number of surveys of late-stage 
food addicts, approximately 90 
percent identified sugar as the 
key food they had to eliminate in 
order to recover from their crav-
ings. the rapidity with which a 
substance reaches the brain signif-
icantly affects its impact; the refin-

ing of food is frequently blamed 
for the rise in its overconsump-
tion, as this processing greatly 
reduces the amount of time it 
takes for the pleasure center to be 
affected. For example, the fibrous 
stalk that protects the sucrose of 
sugar cane or the thick bark pro-
tecting the sap in a maple tree 
limits the amount (and speed) of 
sugar that a primate can ingest. 
But if one harvests and removes 
the sugar from the sugar cane or 
transforms the maple tree’s sap 
into syrup, the result is an experi-
ence of an artificial high far more 
powerful than what the natural 
version would otherwise allow.

the next two items on the list of 
frequently identified trigger foods 
fall tellingly into this same cat-
egory of processed foods: flour 
from wheat, rye, oats and other 
grains that have been stripped of 
their fibrous husks, and some of 
the less healthy fats, e.g. trans-
fats and saturated fats. Finally, 
while salt is hard to adulterate, 
it too can be addictive and the 
food industry has used this knowl-
edge to engineer potent com-
binations of sugar, fat, flour and 
salt (e.g. doughnuts, potato chips, 
cookies, cakes, pies). While there 
is still very little clinical research 
available today to prove that cer-
tain food substances are addic-
tive, research on rats and mice as 
well as 3d nuclear imaging SPEct 
scans of humans strongly suggest 
the existence of a link. according 
to writer Michael Moss, while the 
medical community may be slow 
to accept food addiction, food 
and beverage companies have 
worked diligently and effectively 
to find the “bliss point” in each 
food it engineers (Page 10).

offering guidance to the food-
addicted patient can be a challenge 
as, without medical verification, 
insurance companies will not reim-
burse for treatment of this condition 
as a primary disease while, ironi-
cally, these same companies will 
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spend billions treating the results. 
Furthermore, there are few inpatient 
resources that provide treatment for 
the condition as an addiction. While 
alcoholics and drug addicts often 
have access to detox centers and 
rehabilitation facilities, food addicts 
usually do not. treatment centers 
that do work with food addicts typi-
cally diagnose the client with at 
least one other “billable” illness 
such as a recognized eating disor-
der, in order to bring these patients 
through the door. the three U.S. 
facilities providing residential treat-
ment are Shades of Hope in Buffalo 
Gap, texas, turning Point in tampa, 
Florida, and Milestones in recovery 
in Hollywood, Florida.

While there certainly are treat-
ment centers in canada, none 
address food addiction as a pri-
mary condition, and will only deal 
with it as concurrent with anoth-
er substance use disorder. these 
centers include Bellwood Health 
Services and the centre for addic-
tion and Mental Health’s don-
wood institute, both in toronto, 
and GreenStone in Bala, ontario.

Here in toronto at renascent 
(www.renascent.ca), a rehabilitation 
center for alcoholics and addicts, 
we have launched a one-year pilot 
food addiction program for women. 
Participants in this trial receive three 
weeks of residential treatment at no 
cost, and the program consists of 
an abstinent meal plan, educational 
and group therapy and some one-
on-one sessions. the difference 
between this program and the usual 
eating disorder programs is that it 
follows an abstinence-based eating 
plan that eliminates all sugar, flour, 
grains and extra volume through 
adherence to weighed and mea-
sured portions. So far, in the four 
months we have been running the 
program, we have witnessed signifi-
cant findings: weight loss and free-
dom from food cravings has been 
reported by nearly every partici-
pant and some clients have actually 
stopped their insulin or oral diabetic 

medication, their anti-hypertensives 
and anti-depressants. 

this type of abstinence-based 
approach to treatment generates a 
great deal of controversy, as many 
health care professionals, almost all 
with good intentions, suggest that 
moderation in all foods is prefer-
able to the elimination or restric-
tion of certain foods. this is not 
supported by the volumes of anec-
dotal evidence we now have from 
self-diagnosed food addicts who 
populate the halls of 12-Step, food-
related programs. these members 
maintain that they found no relief 
from the constant craving for their 
“trigger foods” until they eliminat-
ed them entirely from their diets. 
(Memoirs such as Michael Prager’s 
Fat Boy, Thin Man (2010) and deb-
bie danowski’s Why Can’t I Stop 
Eating? (2000) as well as some of the 
stories that appear in Food Junkies 
(2014) are just a few of the sources 
for first-hand validation of the value 
of abstinence-based eating.)

Because groups such as oa and 
Fa are anonymous, it is difficult to 
gather data on rates of recovery. 
a 2010 survey of more than 800 
oa members, however, revealed 
that 69 percent of members had 
lost weight since joining oa and 
51 percent were currently main-
taining a healthy weight. it should 
be pointed out that oa does 
not endorse any particular eating 
plan but simply provides a gener-
ic definition of abstinence, while 
some food-related 12-Step groups 
such as GreySheeters anonymous 
(GSa), Food addicts anonymous 
(Faa), Food addicts in recovery 
anonymous (Fa) and recovery 
from Food addiction, inc. (rFa) do.

acorN, an american five-day 
intensive outpatient program which 
also promotes an abstinence-
based meal plan, has attempted 
to track the progress of its par-
ticipants. Werdell claims in Food 
Addiction Recovery: A New Model 
of Professional Support, that one-
third of the acorN’s 240 alum-

nae and alumni surveyed remained 
abstinent “from a few months to 
over five years” after attending one 
of its week-long programs.

Impacts of Food Addiction on 
Co-workers

as with alcoholism and other addic-
tions, food addiction is recognized 
as an illness that can negatively 
impact the addict’s family, friends 
and work colleagues. one need 
only look to the co-workers of the 
man or woman who is unable to 
perform his or her job effectively 
due to frequent eating breaks, at 
minimum, or more seriously, near 
total lack of mobility due to mor-
bid obesity, to reveal potential job 
site problems. as early as the mid-
1980s, food addiction treatment 
programs included intensive work 
with the patient’s family and friends, 
as well as an examination of the 
addict’s work environment. often 
patients were prescribed a change 
in jobs—especially those in food-
related professions—adding even 
more costs to the employer who has 
to financially absorb that loss.

therefore, it behooves the 
employer or the occupational 
health nurse who wants to offer sup-
port to the recovering food addict 
to discourage onsite indulgences, 
e.g. doughnuts at meetings, sweets 
for celebrations, vending machines 
filled with sugary snacks. While 
such an effort might be launched to 
encourage a healthier general pop-
ulation, it can carry the added ben-
efit of supporting the food-addicted 
employee’s recovery and restora-
tion to full productivity.

Vera Tarman is a medical practitioner 
with a specialty in addiction medicine. She 
was accredited by the Board of addiction 
Medicine (aBaM) in 2004 and founded 
the website addictions Unplugged, which 
serves as a portal and discussion forum for 
medical professionals, front-line addiction 
workers and those affected by addiction. 
although she lectures and teaches on 
various issues related to addiction, her 
special interest is in the area of food addic-
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tion. dr tarman is the medical director for 
renascent, canada’s largest residential 
treatment center for drug and alcohol 
abuse and is the clinical director for its 
inaugural food addiction program. She is 
the author of the recently published Food 
Junkies: The Truth about Food Addiction. 
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cognition and return to Work by Nancy J Gowan 

Have you ever stopped to think 
about how often we use our brain 
at work? (Many of you may be say-
ing...not enough!) our brains are 
amazing! We have the ability to 
do our day to day activities without 
even consciously thinking about it. 
We breathe, move, get ready every 
morning and even drive without 
having to think about each step. We 
really only appreciate the impor-
tance of our brain when something 
goes wrong... we can’t remember 
a name, our grocery list or we have 
trouble organizing our thoughts. 

When we are ill or injured, our 
brain can be effected. 

did you know that a common 
symptom of depression is loss of 
concentration? Sometimes it takes 
up to a year to get concentration 
capacity back once depression is 
treated. 

learning disabilities and autism 
spectrum disorders effect our 
information processing capabili-
ties and medications to treat ill-
ness can impact how we think and 
perform job tasks.

concussions are common injuries. 
We know that concussions are fre-
quent and can impact memory, con-
centration and our ability to organize 
our thoughts. a simple bang on the 
head during soccer, football or hock-
ey can lead to a concussion but mul-
tiple concussions can lead to long 
term brain effects. a whiplash injury 
can lead to mild damage in the brain 
that effects our memory and even 
emotions.

You may not realize how our 
habits impact our brain. What we 
eat, drink and our leisure activities 
have huge impacts on our ability 
to process information.

Hidden Disabilities

the number of people in the work-
place with disabilities, including 

hidden disabilities, has been rapid-
ly increasing since the early 1990s. 

Hidden disabilities include 
cognitive, chronic health, and 
psychological disabilities. the 
Participation and activity limita-
tion Survey in 2006 reported that 
“4.4 million canadians living in 
households reported having an 
activity limitation yielding a dis-
ability rate of 14.3%.” this is an 
increase from the 2001 disabil-
ity rate of 12.4%, when 3.6 million 
canadians reported limitations in 
their everyday activities due to a 
physical or psychological condi-
tion or to a health condition. the 
increase is due to a number of fac-
tors, including aging of the pop-
ulation and changing reporting 
behaviours. 

the BrainFx website quotes 
Neuroscience canada (2010), 
which indicates one in three indi-
viduals will experience a brain dis-
order during their lifetime and 
85% of these brain disorders 
are mild. Brain dysfunction can 
occur as a result of mental health 
issues, trauma to the brain, learn-
ing disabilities and other chron-
ic health conditions. this makes 
understanding employees’ cog-
nitive strengths and challenges, 
and monitoring changes over time 
all the more important. as with 
physical health, early detection 
and intervention improves brain 
health outcomes. For those expe-
riencing brain dysfunction, bet-
ter understanding means targeted 
work adjustments and intervention 
options, key to improving qual-
ity of work. Employees who have 
experienced mental illness, chron-

ic conditions, physical trauma or 
learning disabilities may struggle 
to return to work without a prop-
er assessment and return to work 
plan. therefore, it is now more 
important than ever for employ-
ers to be knowledgeable about 
all types of disabilities and their 
responsibilities under the law. 

in addition to knowing the law, 
it is important to know the facts 
about hidden disabilities and how 
they impact people in the work-
place. Employers often believe 
that people with hidden disabili-
ties, such as learning disabilities 
or psychological problems, will 
not be able to fulfill their job 
responsibilities effectively. this is 
a grave misconception. Employ-
ees with disabilities can perform 
their tasks just as well as anyone 
when provided with reasonable 
accommodations. in fact, employ-
ees with hidden disabilities often 
work harder, or are more motivat-
ed, than non-disabled employees. 

Cognition

“cognition” refers to “understand-
ing”—the ability to comprehend 
what you see and hear, and to infer 
information from social cues and 
body language. People with these 
impairments may have trouble 
learning new things, making gen-
eralizations from one situation to 
another, and expressing themselves 
through spoken or written language.

Impact of Cognitive Disabilities 
in the Workplace 

No matter what type of work you 
do; you are always using your 

Cognitive disabilities can impact an 
employee’s basic skills, social skills, or both. 



  n  Practice

13OOHNA JOURNAL  n  spRiNg/sUmmeR 2016

Cognition and Return to Work

brain. the more routine that we 
build in our work the less con-
scious we are of our tasks and how 
to do them.

When we are first learning a 
task our brains are working hard 
to focus on our learning of each 
step; what tools do we need; what 
type of analysis are we doing; and 
what problem solving or organi-
zational strategies we need. We 
take notes, reread information and 
practice the skill we are trying to 
learn. 

as we learn, our brain builds 
working memory of our tasks. 
Eventually we complete our tasks 
less consciously. However, when 
illness or injury interferes with our 
brain function, working memory is 
impacted and we may need to go 
back to develop new tools that do 
not necessarily rely on our internal 
brain functions.

cognitive disabilities can impact 
an employee’s basic skills, social 
skills, or both. in some cases, the 
“academic” areas such as reading, 
writing, and math are affected; 
in other cases, the employee has 
difficulty reading social cues and 
interacting with people. other 
problems that may exist include 
inability to manage time, restless-
ness, distractibility, poor memory, 
and the need for extra time to 
complete projects. 

it is important for the employer 
to know that these are real dis-
abilities—no less real than visual, 
hearing or mobility impairments. 
one of the most frustrating things 
to deal with for people with cog-
nitive disabilities is the disbelief 
of others regarding the authentic-
ity of their problems. individuals 
with cognitive disabilities are of 
average or above average intel-
ligence, yet often they are treat-
ed as “stupid”. in many cases 
they work much harder than their 
peers to achieve the same results, 
yet they are sometimes seen as 
“lazy” or getting “special treat-
ment”.

What does your job require of 
your brain? What thinking skills 
do you use and what complex 
cognitive resources are part of 
completing your job tasks? a cog-
nitive demands analysis (cda) 
can provide details of each skill or 
resource an employee will require 
to meet the essential duties of the 
job. Just as a Physical demands 
analysis will outline how much 
strength or agility an employee 
requires, a cda defines cognitive 
requirements. 

When looking at returning an 
employee to the workplace or 
assisting the employee to stay 
at work through illness or injury 
a cda is critical in matching the 
job demands to the employee’s 
function. it is important to also 
understand what the employee’s 
cognitive functional strengths and 
limitations are related to the job. a 
Functional cognitive assessment 
can provide objective informa-
tion about working memory, con-
centration, problem solving skills, 
organizational skills, and complex 
analysis. 

once you have both pieces 
you can develop a stay at work /
return to work plan that will sup-
port success at work. a skilled 
occupational therapist can help 
you develop strategies to bridge 
any gaps that may be present 
between an employee’s functional 
cognitive limitations and the job 
demands. accommodations such 
as a flexible schedule, screen-
reader or quiet work environment 
are no different for someone with 
a cognitive disability than a wheel-
chair is for a person with a physical 
disability.

Contextual Influences on 
Cognitive/Behavioural 
Work Demands and Worker 
Performance 

Workplace factors need to be con-
sidered in evaluating the impact 
of contextual factors on worker 

productivity and performance:
•	 Time	pressures
•	 Deadline	pressures
•	 Safety	pressures
•	 Security	pressures
•	 Life	and	death	pressures	
•	 Exposure	 to	 emotional	 situa-

tions 
•	 Exposure	to	confrontational	sit-

uations 
•	 Exposure	 to	 high	 risk	 with	

regard to safety and physical 
well being 

•	 Exposure	 to	 environmen-
tal stimuli (i.e. noise, people, 
machines, distractions, etc) 

the consideration of the environ-
ment, and how it shapes the way 
work unfolds in a given environ-
ment, is essential for designing a 
successful rtW program. 

Cognitive Demands Analysis

in parallel to a Physical demands 
analysis, a cognitive demands 
analysis (cda) is a work spe-
cific objective evaluation of the 
cognitive, emotional and psycho-
logical skills required to perform 
the essential duties of a position. 

it is job specific, not worker 
specific. any measurements must 
be taken of the workstation, not 
the worker. it describes what the 
worker must be able to do, using 
reproducible measurements. 

one example of a Jda tool is 
the city of toronto Job demands 
analysis tool (cot), which 
addresses physical, cognitive, 
and behavioral aspects of work. 
this instrument was developed 
by therapists, ergonomists, occu-
pational health personnel, and a 
consulting psychiatrist based on 
their experiences with a broad 
spectrum of jobs and workers over 
several years. a four-point rating 
scale is provided for each item, 
with “4” representing the highest 
level of demand. Unique descrip-
tions are provided for each rating 
level within each item. 
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Functional Cognitive Work 
Assessment

once the cognitive work require-
ments are understood, the therapist 
may then take steps to identify 
cognitive performance strengths 
and weaknesses of the worker, 
acknowledge gaps or mismatches 
between the worker and the work 
requirements, and develop a com-
prehensive rtW intervention that 
matches a worker’s abilities to suit-
able job demands.

the assessment involves a com-
prehensive review of the work 
duties, processes and productivity 
requirements; a meeting with the 
manager to discuss any behav-
ioural or performance concerns and 
a comprehensive functional cogni-
tive assessment of the employee. 
the occupational therapist pro-
vides a report that will indicate 
the employee’s current cognitive 
functional strengths and areas of 
challenge and strategies that will 
allow the employee to improve 
their function in the workplace. 

Following the performance 
assessment, a report is generated 
that can be shared with the health 
care team and functional results 
can be provided to the employer to 
assist with determining any adjust-
ments that may be needed at work.

Concussions and Our Brain

current research indicates that 
concussions are more common 
in sports, following falls or motor 
vehicle accidents than we ever 
realized. Small bruises of the brain 
can cause difficulty with concen-
tration, memory and even our 
moods. 

For return to work planning 
consider the following steps after 
a concussion:
•	 Gradual	 work	 hours	 may	 be	

needed.
•	 Build	 in	 rest	 breaks	 as	 there	

can be cognitive and physical 
fatigue.

•	 Reduce	heavy	physical	activities.

•	 Consider	external	memory	aids.	
•	 Watch	for	signs	of	mood	chang-

es and provide support.
•	 Reduce	cognitive	demands	 ini-

tially to allow for healing.
•	 Consider	ways	to	manage	head-

aches (area to rest, reduced 
high focus activities, lighting).

Learning Disabilities and Our Brain

there are many types of learn-
ing disabilities. it is important 
to assess what areas of learning 
are difficult for your employee 
through a thorough Functional 
cognitive assessment. the func-
tional assessment will provide you 
with the strategies that will be best 
suited for the employee’s needs. 

While strategies should be spe-
cific to the employee’s function 
and job demands, some examples 
include:

For reading:
•	 Allow	employee	to	seek	out	dif-

ferent sources and intensities of 
light.

•	 Allow	privacy	for	reading	aloud
•	 Provide	 a	 space	 with	 minimal	

distractions.
•	 Make	shorter	assignments	and/or	

allow more time for completion.
•	 Rewrite	difficult	written	materi-

al required for a job task, using 
simpler language.

•	 Provide	 tape-recorded	 instruc-
tions, messages, materials (on 
the job).

•	 Listen	 to	 books	 on	 tape	 or	
books on computer disk.

•	 Use	scan	and	read	software	and	
other technology.

•	 Use	screen	reader	software.	

For writing:
•	 Provide	a	workspace	with	mini-

mal distractions.
•	 Allow	employee	to	seek	out	dif-

ferent sources and intensities of 
light.

•	 Discuss	 the	purpose	and	 ratio-
nale for each writing activity.

•	 Provide	models	of	practice	with	
on-the-job writing tasks.

•	 Begin	 with	 small	 writing	 tasks	
and allow plenty of time.

•	 Build	 writing	 practice	 into	 the	
training by setting aside time 
for daily journal entries on the 
subject being taught.

•	 Suggest	that	the	employee	use	
a tape recorder to dictate what 
he/she wants to write, then play 
it back and write it down.

•	 Encourage	use	of	assistive	tech-
nology.

•	 Use	 report	 writing	 mind	 map-
ping software.

For calculating:
•	 Allow	 use	 of	 calculators	 and	

other computational tools to 
solve problems on the job.

•	 Allow	extra	time	for	tasks	involv-
ing math.

•	 Reduce	chunks	of	assigned	task	
to avoid overloading memory 
and attention span.

•	 Assign	 group	 work	 with	 roles	
for different employees so math 
is not required of everyone.

•	 Use	 calculators	 and	 low-tech	
aids, such as pocket-sized mul-
tiplication tables, measurement 
equivalents, etc.

There are many types of learning 
disabilities. It is important to assess what 

areas of learning are difficult for your 
employee through a thorough Functional 

Cognitive Assessment. 
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For organization: 
•	 Seat	 employee	 in	 area	 free	 of	

distractions.
•	 Help	keep	employee’s	work	area	

free of unnecessary materials.
•	 Provide	opportunities	for	move-

ment.
•	 Help	 employee	 develop	 an	

organized space (notes on one 
subject kept together, supplies 
kept together, file folders for 
organizing, etc.).

•	 Break	work	into	smaller	amounts.
•	 Allow	employee	 to	decide	what	

task to do first, second, third, etc.
•	 Help	 employee	 set	 time	 goals	

for each task.
•	 Use	 calendars	 and	 to	 do	 soft-

ware to schedule blocks of time 
for tasks and deadlines.

•	 Help	 employee	 develop	 a	
checklist for each step.

there are many technological soft-
ware solutions available but the 
first step is getting a clear assess-
ment to ensure that the software is 
suitable. then make sure to build 
in training time for implementa-
tion. Perhaps a Job coach may be 
required to implement the tools. 

Mental Illness and Our Brain

Mental illnesses can impact how 
someone feels, behaves and 
thinks. cognitive challenges are 
an important symptom of most 
mental illnesses. depression can 
cause concentration difficulties for 
up to a year after proper diag-
nosis and treatment. anxiety can 
lead to difficulty with organization 
of thoughts, concentration and 
problem solving. Having strate-
gies to manage these symptoms 
at work will improve the success of 
an employee remaining at work or 
returning to work.

Some strategies for managing 
these symptoms can be implement-
ed through simple work adjustments. 

concentration:
•	 Identify	high	energy	 times	dur-

ing day.

•	 Perform	tasks	that	require	ener-
gy during high energy day 
times (do the tasks that are less 
rote or automatic).

•	 Use	 time	 blocking	 to	 allocate	
tasks.

•	 Routine	and	rote	tasks	should	be	
in less desirable energy times.

•	 Review	 task	 list	 for	 least	 desir-
able tasks.

•	 Understand	 the	 characteristics	
that make them less desirable.

•	 Find	 strategies	 that	 allow	 for	
improved timeliness and punc-
tuality (see below).

•	 Break	 down	 tasks	 into	 small-
er goals and day to day goal 
setting to allow for improved 
goal achievement. Explore 
www.mindtools.com for train-
ing options and tools.

Memory:
•	 Use	Outlook	reminders	to	check	

emails on a regular basis, remind-
ers for deadlines on projects, and 
checklists to ensure that the com-
pany processes are followed. 

•	 When	 being	 assigned	 a	 proj-
ect, ask for clarification when 
required. Write down specific 
details regarding the project. 
When completed, the details of 
the project should be reviewed 
before giving the finished proj-
ect to the project manager or 
the creative director.

•	 Write	down	 important	or	 com-
plicated issues.

•	 Ask	for	instructions	in	writing.
•	 Take	minutes	at	meetings.
•	 Ask	for	assignments	in	writing.
•	 Ask	for	additional	training	time.

For sequencing problems:
•	 Break	 lengthy	 sequences	 into	

parts.
•	 Provide	cue	 sheets	or	prompts	

(e.g. schedule of events, list of 
jobs, steps in a process).

•	 Maintain	regular	schedules	and	
routines in class or on the job.

•	 For	 problems	 with	 recogniz-
ing important information and 
classifying/sorting, highlight or 
color code written material to 

draw attention to critical fea-
tures and show relationships.

these are just a few strategies 
but it is important to assess the 
employee’s functional abilities and 
job demands to find the right fit of 
strategies.

Lifestyle and Our Brain

alzheimer disease is expected 
to increase threefold in the next 
decade. researchers have found 
that the impact of lifestyle on 
the brain and the diagnosis of 
alzheimer’s is proven. High fats, 
high sugars and alcohol have 
been shown to have a degenera-
tive effect on the brain, while high 
stress levels, heavy workloads and 
low rewards increase cortisol lev-
els in the body and blood which 
impact brain function. 

Fitness and cardiovascular 
health have a positive effect on 
brain function, as do mindfulness, 
stress management training and 
relaxation. 

What can you do as an employer?
•	 Promote	 physical	 fitness	 and	

diet related health programs.
•	 Build	a	social	support	program	

that encourages healthy eating 
habits and exercise.

•	 Provide	 programs	 to	 support	
reduction in obesity.

•	 Create	 group	 challenges	 at	
work (we make changes when 
supported by groups).

•	 Encourage	 brain	 exercises	
(challenges that encourage use 
of the brain: word games, mem-
ory challenges, creative tasks).

•	 Educate	employees	on	the	con-
nection between lifestyle and 
brain function.

•	 Educate	 managers	 on	 ways	 to	
improve mental health support 
in the workplace.

•	 Provide	 mindfulness	 training	
and resiliency training.
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Cognition and Return to Work

cognition is impacted by many 
hidden disabilities and as an 
employer it is important that you 
are able to evaluate the demands 
of the job and the capabilities of 
the worker in all situations—espe-
cially where cognition is involved. 
it is beyond the capabilities of a 
family physician to provide you 
with the information that you will 
require to perform a thorough 
return to work plan when deal-
ing with cognitive challenges. 
looking to resources that can 
support assessment of cognition 
and cognitive demands will be 
the difference between a sustain-
able return to work and one that 
fails. an employer cannot afford 
to guess at these issues as these 
invisible cognitive concerns can 
lead to safety risks, performance 
concerns and additional lost time. 

Nancy Gowan, BHSc (ot), ot reg(oN), 
cdMP is an occupational therapist 
and certified disability Management 
Professional working in Stay at Work/
return to Work. as President of Gowan 
consulting she has assisted employers with 
the development of disability manage-
ment strategies. She has written A Human 
Resource Managers Guide to Managing 
Disability in the Workplace with carswell, 
thomson reuter’s publications in 2010 with 
the 2nd edition coming out in 2016. 
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medicaL marijuana and trucking: 
impLications on heaLth poLicy by Nora Constas

throughout the course of the last 
several years, numerous changes 
within medicine and pain man-
agement have created some riffs 
between various stakeholders. it is 
the purpose of this article to review 
current practices in healthcare 
regarding the use of psychoactive 
drugs including medical marijuana 
in the management of pain and its 
implications on safety, health pol-
icy and the trucking industry. For 
the purposes of this article, the 
intent is to provide information 
and education regarding new and 
emerging practices, implications 
for the industry as well as Human 
resources related implications. 

Medical marijuana is not a new 
issue in canada. in 2001 Health 
canada began the Medicinal Mar-
ijuana access Program (MMaP) 
in an effort to provide improved 
access to medicinal marijuana for 
persons with chronic and pallia-
tive conditions who have had little 
success with conventional lines of 
therapy. this access would require 
the support of their primary care 
medical or nurse practitioner. 

Many canadians suffer constant 
pain as a result of underlying chron-
ic or complex medical conditions. 
Many have stated that the cannabi-
noid medicine has provided some 
relief from various ailments includ-
ing spasticity, nausea, vomiting, 
Wasting syndrome, and discomforts 
associated with HiV/aidS, neuro-
muscular disorders or cancers. there 
are conflicting positions regarding 
the efficacy and safety of cannabis 
in the management of complex and 
chronic diseases including chronic 
pain management. Furthermore, in 
2013, the college of Family Phy-
sicians (cFPc) put out a position 
statement regarding the scarcity of 
available scientific evidence dem-

onstrating the role of medical mari-
juana in the management of these 
clinical presentations. Moreover, the 
cFPc stated in the position state-
ment that it looks to Health canada 
to provide further guidance on the 
risks and benefits of cannabis as a 
form of therapy with appropriate 
evidenced based rigorous scientific 
studies. they should also consid-
er providing guidelines regarding 
guidelines and precautions. the 
cFPc also states that there are cur-
rently no medications out there in 
which the prescribed method of 
delivery would be smoked given 
the known carcinogenic effects of 
smoking. that being said, there are 
two off label tHc (synthetic canna-
binoids) used in the management 
of nausea (Nabilone) and inhalation 
and Savitex for spasticity and man-
agement of neuropathic pain.

despite these attestations, 
there are various underlying vari-
ables that need to be taken into 
consideration when developing 
appropriate workplace policies for 
organizations that operate in safe-
ty sensitive roles. 

It is the position of the Nation-
al Safety Council’s Committee on 
Alcohol and Other Drugs that it is 
unsafe to operate a vehicle or other 
complex equipment while under the 
influence of cannabis (marijuana), its 
primary psychoactive component, 
∆9-tetrahydrocannabinol (THC), or 
synthetic cannabinoids having com-
parable cognitive and psychomotor 
effects, due to the increased risk of 
death or injury to the driver and the 
public (August 14, 2012).

Safety for All – Employers and 
Employees

Safety in trucking is a critical part 
of the day to day operations for 

any fleet organization. Workplace 
policies, rules and standards have 
to be designed to reflect the safety 
component and need to demon-
strate the relationship between 
job safety and performance and 
not impede on an individual’s 
human rights. according to the 
canadian Human rights commis-
sion: “When determining whether 
a job is safety sensitive, one must 
consider the context of the indus-
try, the particular workplace and 
an employee’s direct involvement 
in a high-risk operation. any defi-
nition must take into account the 
role of properly trained supervi-
sors, and the checks and balances 
present in the workplace”. (2013). 

characteristics of safety sensitive 
positions include:
•	 One	 in	 which	 incapacity	 due	

to drug or alcohol impairment 
could result in direct and or 
significant risk of injury to the 
employee, others or the envi-
ronment.

•	 One	must	consider	the	context	
of the industry, the particular 
workplace and the employee’s 
direct involvement in a high risk 
operation.

Based on the aforementioned def-
inition, trucking and transportation 
are in compliance with the defini-
tion of a safety sensitive position. 

it has been established that mar-
ijuana, like many other controlled 
substances such as opioids, can 
reduce reaction time, impact short 
term memory and motor coordina-
tion. Furthermore, there are sever-
al studies that have demonstrated 
similar findings in controlled set-
tings. according to the Nation-
al Safety council committee on 
alcohol and other drugs: Position 
on the use of cannabis (Marijua-
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na) and driving: “Studies evalu-
ating actual driving performance 
demonstrated dose-dependent 
tHc impairment in road track-
ing, even following low to moder-
ate tHc doses that were required 
due to safety concerns” (2014). 
Not unlike other medications used 
in the management of pain and 
complex medical conditions, per-
sons who are ingesting psycho-
tropic medications to manage an 
underlying medical condition are 
at higher risk. this then begs the 
question—what is the role of the 
employee? Furthermore—what is 
the role of the employer? in order 
to answer these questions, numer-
ous variables need to be taken 
into account. 

Role of the Employee

it is the role and responsibility 
of the employee to be an active 
participant in the safety of the 
organization as well as them-
selves. it is important to note that 
employees should be encouraged 
to come forward and disclose 
(in confidence to their employ-
ers) their dependency on drugs 
or the use of cannabis as part of 
their medical treatment for under-
lying medical conditions. there 
is a stark difference between 
individuals who consume can-
nabis recreationally and those 
with an identified disability. that 
being said, an employee must be 
accountable for their own actions. 

Role of the Employer

once a dependency has been 
diagnosed by a professional, the 
employer should accommodate 
the employee through support, 
treatment and rehabilitation 
options. the employer may also 
be justified in the temporary 
removal of that employee from 
a safety sensitive position. Upon 
successful completion of a reha-

bilitation program, the employee 
may then be able to return to 
their position. the employer may 
also implement conditions for that 
return including random drug test-
ing. this is because, given the 
underlying nature of the depen-
dency, there is an inherent risk of 
relapse upon which the employee 
may require accommodation to 
the point of undue hardship. 

random testing in these sce-
narios should be part of a broader 
more holistic medical assessment, 
treatment and planning and sup-
port for the employee. once the 
employee has reached a pivotal 
point (the six-year mark), random 
testing is no longer required. the 
canadian Human rights commis-
sion’s Policy on alcohol and drug 
testing (2009) has established that 
six years is the point at which the 
risk of relapse “is no greater than 
the risk of a member of the gen-
eral population will suffer a sub-
stance abuse problem”. 

random testing is also permis-
sible in the following situations for 
those in safety sensitive positions:
•	 Post-accident	or	incident
•	 Near	miss
•	 Report	of	dangerous	behaviour
•	 Reports	to	work	in	an	unfit	con-

dition

despite the aforementioned rea-
sons for testing, it is imperative 
to note that testing positive for 
cannabis does not necessarily 
constitute impairment. Given the 
extensive half-life of the drug, 
there can be evidence of canna-
bis in urine or blood toxicology 
for weeks or months after con-
sumption. 

it should be noted that 
although random drug testing 
may be permissible in safety sen-
sitive positions as a condition of 
employment, the employer needs 
to be able to accommodate and 
provide supportive and rehabilita-
tion options for these employees. 

Conclusion

Medical marijuana will continue to 
present a challenge for employers 
in safety sensitive positions. like 
all medications that can poten-
tially impair judgement or slow 
down reaction time, organizations 
and employers need to adopt pro-
grams and policies that focus on 
identifying safety risks and impair-
ment. these programs cannot 
be punitive in nature, but rather 
supportive and remedial. a com-
prehensive set of policies focused 
on health, education and health 
promotion activities should be 
implemented within the workplace 
to ensure safety for employees, 
risk mitigation and organizational 
resiliency. 

Nora Constas, MBa, MN, NP-PHc, is Senior 
Vice President at Marsh risk consulting 
and is Mrc’s National Practice leader in 
Healthcare and clinical risk. She is also a 
licensed Primary care Nurse Practitioner. 
Email: nora.constas@marsh.com
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WorkpLace buLLying in nursing – 
part 2: prevention and management  
by Henrietta Van Hulle with Donna Marshall

as mentioned in Part 1 (2015 Fall/
Winter ooHNa Journal, Vol. 34, 
No. 2), bullying creates a toxic 
work culture that can have nega-
tive consequences to everyone in 
a workplace. recognizing the signs 
of bullying early and stopping 
the behaviours from penetrating 
deeper into the team dynamics 
is absolutely critical. three com-
ponents that lend support for 
implementing a comprehensive 
bullying prevention program are:

1. legislation 
Workplace bullying and harass-
ment are not only psychologically 
destructive but violate current leg-
islation and standards. Under 
the ontario occupational Health 
and Safety act (oHSa) work-
place harassment is defined as, 
“engaging in a course of vexa-
tious comment or conduct against 
a worker in a workplace that is 
known or ought reasonably to be 
known to be unwelcome”. 

this is a very broad definition 
that is open to subjective inter-
pretation. What one person finds 
“vexatious” another may not. 
organizations need to respond 
responsibly and seriously to all 
reported incidents of workplace 
harassment because in this case, 
harassment is “in the eye of the 
beholder.” the oHSa requires all 
workplaces to implement harass-
ment policies, measures, proce-
dures, and programs to ensure the 
psychological safety of all workers 
in ontario

2. Standards 
the National Standard of cana-
da for Psychological Health and 

Safety in the Workplace (the Stan-
dard), was published in January 
2013 by the canadian Standards 
association and the Bureau de 
Normalisation du Quebec (BNQ). 
it defines a psychologically healthy 
and safe workplace as one that 
“actively works to prevent harm 
to workers’ psychological health, 
including in negligent, reckless, 
or intentional ways, and that pro-
motes psychological well-being”.

the Standard is voluntary and 
includes a set of guidelines, tools 
and resources to assist workplac-
es. one of the attractive qualities 
of the Standard is that it can be 
implemented in whole, or in part 
and it can be done piece by piece, 
over time. implementing the Stan-
dard can help workplaces move to 
a culture where harassment and 
bullying will not be accepted by 
anyone in the workplace.

3. case law
in april 2014 the Workplace Safety 
and insurance appeals tribunal 
(WSiat) ruled that the legislative 
limits for “mental stress” claims 
were discriminatory. the rul-
ing was based on the case of a 
nurse who claimed that a doc-
tor had harassed her for the 
last 12 years of her 28 years of 
employment, repetitively and 
consistently demeaning and belit-
tling her in front of her colleagues 
and patients. Her employer was 
aware of the incidents but did not 
address them. When the nurse 
finally made a formal complaint, 
the hospital responded by reduc-
ing her duties (“punishing” her for 
reporting—which is another act of 

bullying against the employee). 
Both the doctor’s behaviour and 
the nurse’s demotion caused her 
to suffer a mental stress disorder. 
according to the magazine HR 
Professionals, the WSiat found 
that the sections of the Workplace 
Safety and insurance act (WSia) 
limiting mental stress claims were 
unconstitutional because they 
discriminated against those with 
mental disabilities compared to 
workers with gradual onset physi-
cal disabilities (2015). 

What to Do

as a result of recognition of work-
related mental stress claims arising 
from repeated workplace harass-
ment/bullying, employers should 
seriously consider the need to 
implement best practices to avoid 
a toxic environment. the confer-
ence Board of canada Primer lists 
the following “Good Practices:”
•	 Define	 bullying	 and	 develop	

policies, procedures and pro-
grams to prevent and manage 
bullying in the workplace;

•	 Proactively	 curb	 bullying	
through employee education 
including organizational and 
legislative expectations, what 
to do and what not to do and 
the consequences of bullying 
behaviour; 

•	 Teach	employees	about	how	to	
self-manage interpersonal con-
flict;

•	 Promote	 constructive	 inter-
personal behaviours and self-
awareness; and

•	 Educate	 employees	 and	 man-
agers about why bullying 
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should be addressed including 
the business case against bully-
ing (2015).

How to Do It 

Developing a Program

as with any other workplace 
hazard, organizations should be 
applying the racE principle: 
recognize, assess and control 
workplace bullying and harass-
ment, and then Evaluating that the 
measures they have put in place 
are actually working (See PSH-
Sa’s Bullying in the Workplace: 
A Handbook for the Workplace, 
which is a free download and con-
tains tools to assist). 

Recognize – recognition can be 
achieved by the employer or super-
visors actively identifying if bullying 
exists, or has the potential to exist. 
this includes training management 
on how to create a transparent and 
accountable culture where employ-
ees feel safe to report as well as 
gathering information through 
observations and monitoring feed-
back from exit interviews and one-
on-one meetings.

Assess – assessing the risks 
can include culture surveys; lead-
ership 360 assessments that mea-
sure behaviour; reviewing the 
conditions and practices that can 
lead to bullying; and monitoring 
if they occur at worksites (exces-
sive criticism, denying opportuni-
ties, work overload, gossip or false 
rumours, etc.).

Control – controlling the risk 
requires the development of poli-
cies, measures, procedures and 
programs to report, investigate 
and come to judgement regarding 
incidents of bullying and harass-
ment in the workplace. a compre-
hensive training program along 
with appropriate mechanisms of 
accountability for all staff, regard-
less of their seniority in the organi-
zation, is crucial to success.

Evaluate – Evaluation through 
follow up culture surveys and 
leadership 360’s can measure if 
the strategies are effective and 
identify gaps for improvement. 
Usually these are monitored by 
Human resources with consulta-
tion of the Health and Safety rep-
resentative or Joint Health and 
Safety committee.

Programs, Training and Skill 
Development

Understanding and addressing 
psychological issues such as bul-
lying and harassment and their 
impact on the mental health of 
employees is a complex area, 
requiring the expertise of mental 
health professionals to develop 
psychologically safe training and 
programs. 

i spoke with donna Marshall, 
who is the cEo of Bizlife Solu-
tions and a keynote speaker and 
educator on workplace bullying, 
psychological safety and mental 
health issues in the workplace. 
She and her business partner, dr. 
Stephanie Bot (a toronto psychol-
ogist specializing in workplace 
bullying and harassment) devel-
oped the Harassment Education 
advisory response team (HEart 
™) program that is running in 
over 1,000 workplaces in ontario, 
throughout canada and the Unit-
ed States. the HEart™ Program 
has been endorsed by the ontar-
io Psychological association as 
the “gold standard” approach to 
dealing with workplace bullying. 
HEart™ teaches and supports 
employees on how to investigate, 
manage and prevent workplace 
bullying and harassment in a psy-
chologically sound and effective 
manner that bypasses the power 
differentials at the root of these 
issues.

Bizlife Solutions has developed 
a comprehensive system to help 

organizations understand, prevent 
and manage workplace bullying 
that includes: 
•	 Online	training	library	that	edu-

cates on legislation and stan-
dards, understanding bullying 
and its impact on individuals 
and the organization and com-
munication and interpersonal 
skills training for all employees;

•	 The	 HEART™	 Program	 that	
provides policies, measures, 
procedures and programs to 
implement organizational 
best practices to identify and 
address workplace bullying;

•	 Performance	 reviews	 that	 inte-
grate behavioural best practic-
es and create accountability for 
respectful behaviour and com-
munication;

•	 Treatment	 and	 training	 for	
employees with aggressive 
behaviour;

•	 Treatment	 and	 resources	 for	
employees who have been bul-
lied and harassed.

i asked donna Marshall to provide 
two real life workplace bullying 
scenarios and how she would han-
dle them.

Scenario #1:

i am an occupational Health Nurse. 
a worker in one of my depart-
ments has reported to me that a 
co-worker is constantly “picking” 
on her. She explained that if she 
asks a question in a meeting the 
co-worker rolls her eyes and ridi-
cules her; if she arrives a couple 
of minutes late to a meeting the 
co-worker points it out in a con-
descending tone (even though 
others frequently arrive after her); 
and she consistently leaves her 
out of relevant meetings. the fre-
quency of these kinds of incidents 
is increasing and the worker tells 
me she is experiencing anxiety, an 
inability to sleep and dreads com-
ing into work every day. What is 
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my responsibility under the oHSa 
and how do i handle this situation 
appropriately?

Donna:

the oHSa requires that you report 
“any contravention of the act or 
the regulations or the existence 
of any hazard of which he or she 
knows.” this can be tricky if the 
worker specifically asks you not to 
say anything. if they request con-
fidentiality, document the details 
of the complaint for your own files 
and tell the worker that you won’t 
share the information without 
their consent. You can advise the 
worker of the options they have 
within the organization to make 
a formal complaint (through Hr) 
and, if you are comfortable, offer 
to support them in that complaint. 
Explain the organization’s investi-
gation procedure and advise them 
of any resources the organization 
offers such as EaP or Psychologi-
cal counselling through extended 
health coverage; and/or suggest 
they seek legal advice. if there 
is a HEart™ team in the orga-
nization encourage them to 
report to a member of this team. 
oHN’s should be aware that if 
they believe the situation may 
progress to physical violence they 
are required under the oHSa to 
report it and notify the worker as 
such. the oHSa defines one indi-
cator of violence as “a statement 

or behaviour that is reasonable for 
a worker to interpret as a threat 
to exercise physical force against 
the worker, in a workplace, that 
could cause physical injury to the 
worker.”

Scenario #2:

i am an occupational Health Nurse 
in a large facility and part of an Hr 
team. My manager micromanag-
es me excessively and frequently 
criticizes my work, often in front 
of others. His approach is flippant 
and reactionary instead of specif-
ic, focused and constructive. i am 
open to hearing feedback in order 
to improve but i find his approach 
attacking and condescending. in 
the last month he added several 
extra responsibilities to my role, 
which i welcome, but are some-
what out of my area of expertise. i 
feel i need training to be success-
ful and i’m happy to learn new 
skills but i feel i’m being set up for 
failure. am i making a big deal out 
of nothing? What should i do?

Donna:

You are not making a big deal 
out of this. all the behaviours you 
identified fall within the parameters 
of workplace bullying and harass-
ment. 78% of incidents of bullying 
are from a senior person to a more 
junior employee. Unfortunately, 
when targets of harassment report 

they are often seen to be “trouble 
makers” and if bullying bosses are 
high performing leaders, organiza-
tions tend to protect them. You 
need to examine your organiza-
tion’s policies and programs on 
harassment and learn from Hr what 
their process for investigation is. 
does the organization have a repu-
tation for holding all employees 
equally accountable for respectful 
behaviour, regardless of their role? 
if so you can likely feel confident 
that you will be safe in reporting. if 
not, start by documenting in detail 
every incident with dates, times, 
factual statement of what was said 
by whom, when. Follow up com-
munication with an email and keep 
copies of all your emails and your 
boss’s emails. as much as possible 
do not have private meetings with 
your boss. after public meetings, 
document who was in the meeting 
so they can be approached to be 
witnesses should an investigation 
be launched. 

You might consider getting 
counselling from a psychologist 
specializing in workplace bullying 
and/or seek legal advice. if you 
are experiencing medical issues 
related to the harassment, see 
your healthcare practitioner. the 
files from these professionals can 
be included in any future action 
you decide to take. 

once you are confident you have 
the information you need, consider 
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making a formal complaint to Hr. 
reach out to your EaP provider, 
friends and/or family who can sup-
port you through the reporting and 
investigation process as it is often 
stressful. complete the self assess-
ment entitled “are You Being Bul-
lied”, free in the PSHSa handbook, 
to help your self-awareness. if you 
have a HEart™ team in your orga-
nization you can confidently go 
directly to a member of this team 
for support, as your organization by 
virtue of implementing HEart™ 
has shown a genuine commitment 
to creating a psychologically safe 
workplace.

Henrietta Van Hulle, BN, MHSM, coHN 
(c), crSP, cdMP (hvanhulle@pshsa.ca) is 
Executive director, Health and community 
Services, at the Public Services Health & 
Safety association.

Donna Marshall, M.a., counselling 
Psychology, cEo, Bizlife Solutions 
(donna@bizlifesolutions.com;  
www.bizlifesolutions.com;  
www.bizlifeinstitute.com)
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Resources:

assembling the Pieces: an 
implementation Guide to the National 
Standard for Psychological Health and 
Safety in the Workplace. developed 
by cSa Group and the Mental Health 
commission of canada.  
http://shop.csa.ca/search?q=spe-
z1003-implementation-
hb&categories=shop

Ministry of labour Guideline for 
Workplace Harassment –  
http://www.labour.gov.on.ca/english/
hs/pubs/wpvh/harassment.php

PSHSa Bullying in the Workplace: 
a Handbook for the Workplace- 
https://www.pshsa.ca/wp-content/
uploads/ShortpixelBackups/2013/02/
BullyWkplace.pdf
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and Employee and Family Assistance Programs.
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using an integrated approach to 
maxi mize the effectiveness of 
disabiLity management programs  
by Elizabeth Rankin-Horvath and Denise Ropp

“Disability need not be an obstacle 
to success. I have had motor neu-
ron disease for practically all my 
adult life. Yet it has not prevented 
me from having a prominent career 
in astrophysics and a happy family 
life.” these are the words of Pro-
fessor Stephen W. Hawking in the 
Forward to the Summary World 
report on disability published by 
the World Health organization 
(WHo) in 2011. We can draw very 
important insight from Professor 
Hawking’s experience. He credits 
the benefit of first class medical care 
and reliance on a team of personal 
assistants who make it possible for 
him to live and work in comfort and 
dignity. His home and workplace 
have been made accessible, and 
computer experts have supported 
him in his communication needs. 
in short, through collaboration of 
a caring family, medical and social 
support systems, and a conscien-
tious workplace, he was supported 
in his full range of needs. 

Unfortunately, disability is part of 
the human collective. When a work-
er experiences any type of disabil-
ity, whether it is physical or mental, 
there are many occupational and 
personal factors that will affect their 
ability to remain at work or return to 
work. identifying and understand-
ing these factors can be pivotal. 

However, in many organizations, 
data collection and efforts are in silos 
because separate departments or 
individuals manage different aspects 
of worker health, safety and wellness. 
thus, the full impact of a worker’s 
health-related absence on the orga-
nization is poorly understood. as 
a result, it may be difficult to keep 

workers who are experiencing health 
issues at work and it may take longer 
to get them back to productive work 
following an absence. Efforts may be 
duplicated and costly and may have 
limited success. 

While understanding the business 
case is critical, care doesn’t come 
out in the numbers! Most diseases, 
injuries and other health conditions 
are multifactorial, especially as the 
worker ages (Schulte et al., 2012). 
in a recent study (angeloni, 2013) 
it was demonstrated that employ-
ees who are supported in their abil-
ity to function at work and in their 
personal lives are more engaged. 
they are less likely to take time off 
work for health-related issues and 
more likely to return to work ear-
lier and safer. the crucial key is to 
understand the complete range of 
the worker’s needs in the context of 
their environment, so they can be 
supported, engaged and productive 
both in and outside the workplace. 

there is a growing mountain of 
evidence that proves using an inte-
grated approach combining occu-
pational Health and Safety (oH&S) 
with Health Protection and Pro-
motion (HP&P) can maximize the 
outcome of your disability manage-
ment program. it brings stakehold-
ers together to work collaboratively 
across the organization and within 
the community to address the chal-

lenges and barriers that affect a work-
er’s ability to function in the event of 
an injury, illness or disease (Sorensen 
et al., 2014). according to the dis-
ability Management Employer coali-
tion, “companies with integrated 
programs have been especially suc-
cessful in cutting costs and effective-
ly returning their employees to full 
productivity.” (angeloni, 2013).

the integrated approach is power-
ful because we gain knowledge of:
•	 The	 full	 impact	 of	 the	 worker’s	

absence, thereby motivating the 
employer to invest in integrated 
interventions, which may include 
workplace accommodation and 
other interventions to support 
the worker in their environment 
in and out of the workplace; and

•	 The	 medical	 and	 non-medical	
challenges or barriers that may 
be distracting or hinder the 
worker from functioning at full 
capacity at the time and in the 
context of their environment.

the occupational Health Nurse 
(oHN) is in a unique position to 
implement an integrated approach 
to disability management with their 
knowledge of the organization; its 
strategic goals and operations; its 
culture and the various social cli-
mates, combined with rapport and 
connections with internal and exter-
nal stakeholders and knowledge 

Employees who are supported in their 
ability to function at work and in their 

personal lives are more engaged.
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of the support or lack of support 
available in the community. oHNs 
are privy to sensitive and confiden-
tial information at every level, and 
are often the one person in the 
organization that many employees 
(workers and management) trust 
enough to reveal their innermost 
challenges and frustrations with 
work and non-work issues that may 
be affecting their wellbeing. this 
unique perspective empowers the 
oHN to break down barriers that 
may be keeping workers from being 
fully engaged and productive.

Understanding the Business 
Case for Integrated Disability 
Management

in a recent study, (Fabius et al., 
2013) stated that corporate health is 
defined as the overall integration of 
safety and health in the workplace, 
enhancing employee well-being 
and satisfaction, and the company’s 
overall productivity. Yet, in 2006, the 
integrated Benefits institute report-
ed that nearly half of american cFos 
surveyed believe that health-related 
lost time has an adverse effect on 
business performance. Most cFos 
are surprisingly ill-informed about 
just how much health-related issues 
are actually costing their organi-
zations. By extrapolation, we can 
assume the situation in canada is 
not much different. 

in 2015, Statistics canada pub-
lished the initial Findings from the 
canadian Survey on disability (cdS), 
which revealed that 3.8 million adult 
canadians (13.7%) reported being 
limited in their daily activities due to 
a disability. Furthermore, the Public 
Health agency of canada report-
ed that three out of five canadi-
ans adults over the age of 20 have 
a chronic disease, and four out of 
five canadians are at risk. chronic 
disease is increasing at an alarming 
rate of 14% each year. Four major 
chronic diseases (cardiovascular dis-
ease, respiratory disease, diabetes 
and cancer) account for nearly 75% 

of premature deaths among cana-
dians. treatment of chronic disease 
consumes 67% of all direct health 
care costs, and cost the canadian 
economy $190 billion annually—$68 
billion is attributed to treatment and 
the remainder to lost productivity. 

disability from chronic diseases 
may or may not be included in the 
cdS results. For example, a per-
son suffering from a chronic disease 
may be disabled due to the primary 
effects of the disease, or from side 
effects of drugs or treatment, which 
may include symptoms that are not 
included in the icd-9 codes used 
to classify disability. as noted by the 
integrated Benefits institute (Parry, 
2006), “if we rely on medical claims 
data and icd-9 codes to prioritize 
our investment in employee health, 
we may miss primary causes of lost 
productivity in the workplace”. 

For example, the integrated 
Benefits institute surveyed more 
than 100,000 employees using the 
WHo Health and Work Perfor-
mance Questionnaire (HPQ). the 
results were striking: 
•	 The	top	15	drivers	of	 lost	work	

time (including absenteeism 
and presenteeism) were identi-
fied as: sleep disorders, depres-
sion, fatigue, back/neck pain, 
anxiety, hypertension, other 
emotional, arthritis, obesity, 
chronic pain, headache, irri-
table bowel, high cholesterol, 
heart disease, and allergy; 

•	 Many	of	 the	15	most	prevalent	
health conditions reported are 
not typically found in medical 
claims databases and did not 
have medical diagnostic codes;

•	 Of	the	27	health	conditions	sur-
veyed, only about 40% were 
being treated; and

•	 Treatment	 ranged	dramatically,	
from a high of 89% for diabetes 
to a low of 11% for obesity.

We have recently learned that 
mental health conditions are a 
significant cause of lost work time. 
in 2013, the Mental Health com-
mission of canada reported that 
more than 6.7 million canadians 
are living with a mental health 
problem and illness, and that half 
of everyone will have experienced 
a mental illness by the time they 
reach 40 years of age. the cost to 
canadians is at least $50 billion 
per year, with $6 billion attributed 
to lost production (from absentee-
ism, presenteesim and turnover). 
the total cost to the economy is 
expected to soar to more than 2.5 
trillion over the next 30 years.

according to Pronk (2014), mea-
suring the Value of investment (Voi), 
is far more meaningful than return 
on investment (roi) which is typi-
cally limited to financial return over 
time. Voi takes into account both 
direct and indirect costs as well as 
other investment and outcomes, 
and is measured on two levels:
1. Employer investment versus 

business outcomes.
2. Employee investment versus 

impact on employee health and 
wellness.

Whereas roi is a profitability 
ratio, Pronk (2014) showed that 
Voi measures outcomes on the 
basis of benefits, harms and costs, 
which can be utilized to help make 
more fully informed decisions on 
investments for the overall well-
being of the workforce as well as 
for integrated interventions and 
accommodations for workers with 
injury, illness or disease. Pronk 

Measuring the Value of Investment  
is far more meaningful than  

Return on Investment.
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(2014) noted that according to 
the National Business Group of 
Health, business outcomes can be 
measured in three areas:
•	 Workforce	 health	 and	 safety	 –	

which measures health care, 
disability and workers’ compen-
sation costs;

•	 Productivity	 and	performance	 –	
which measures costs associated 
with absenteeism, presenteeism 
and performance; and

•	 Employer	 of	 Choice	 –	 which	
measures costs associated with 
turnover, recruitment and work-
force engagement.

there is evidence that accommo-
dating workers with disabilities 
often shows a very high cost effec-
tiveness when measured by means 
of Voi, and that about half of 
all implemented accommodations 
have little to no cost. (Pronk, 2014).

this is where the strength of inte-
grated disability Management (idM) 
comes in. through collaboration, 
you can systematically collect data 
from all areas of the business to help 
senior executives in your organiza-
tion understand the full impact of 
not accommodating or supporting 
the employee. For example:
•	 Health	care	and	insurance	costs;
•	 Benefits	utilization;
•	 Engagement	and	performance;
•	 Workflow;
•	 Production;
•	 Quality;
•	 Compliance	 with	 regulations	

and standards;
•	 Health	and	safety;	
•	 Delivery	of	goods	and	services;
•	 Internal	 and	 external	 customer	

satisfaction;
•	 Hiring	of	temporary	labour;
•	 Knowledge	or	skills	gaps;
•	 Turnover;	and
•	 Retraining.

Embracing a New Paradigm – 
Integrated Disability 
Management

Employment and Social devel-
opment canada (2013) gathered 

evidence through consultations 
with canadian private sec-
tor companies and found that 
approximately 795,000 working-
aged canadians with disabilities 
are not working, but it is not their 
disabilities that are preventing 
them from doing so. it is often 
environmental or attitudinal bar-
riers that are keeping them out of 
the workplace. Why? Until recently 
disability management focused on 
the medical aspects of an indi-
vidual’s disease or impairment 
and have we have assumed that 
disability was a problem of the 
minority of the population. (ange-
loni, 2013)

the environment has been 
designed for the fully functional pop-
ulation, with some modifications to 
help persons with certain physical 
disabilities (e.g. wheelchair ramps 
and elevators, Braille on some signs, 
beeping signals at intersections). in 
the workplace, the marketplace, and 
the community at large, accommo-
dation of a person with a disability 
has often been regarded as costly 
and burdensome, and has led to 
significant physical and social bar-
riers for individuals with disabilities. 
(angeloni, 2013)

With 3.8 million canadians 
with disabilities and rapidly rising 
chronic disease rates, we can no 
longer afford such thinking. 

in 2001, the World Health orga-
nization (WHo) defined “disabil-
ity” as “the outcome or result of a 
complex relationship between an 
individual’s health condition and 
personal factors, and the external 
factors that represent the circum-
stances in which the individual 
lives”. according to the WHo, the 

term “disabilities” is an umbrella 
term, which includes impairments, 
activity limitations, and participa-
tion restrictions: 
•	 Impairment	 is	 a	 problem	 of	

body function or structure; 
•	 An	 activity	 limitation	 is	 a	 diffi-

culty encountered by an indi-
vidual in executing a task or 
action; and 

•	 A	 participation	 restriction	 is	 a	
problem experienced by an 
individual in life situations.

the Human resources and Skills 
development canada (HrSdc) 
definition aligns with the definition 
of the WHo. according to HrSdc:
 disability is a complex phenom-

enon, reflecting an interaction 
between features of a person’s 
body and mind and features of 
the society in which they live. a 
disability can occur at any time 
in a person’s life; some people 
are born with a disability, while 
others develop a disability later 
in life. it can be permanent, 
temporary or episodic. disabil-
ity can steadily worsen, remain 
the same, or improve. it can 
be very mild to very severe. it 
can be the cause, as well as the 
result, of disease, illness, injury, 
or substance abuse. (2013).

Using this definition, we must 
reject the view that a health prob-
lem is always related to a decrease 
in capacity and performance and 
accept that disability occurs when 
the environmental and social con-
ditions fail to adapt to the health 
conditions of the person, creating 
obstacles and barriers to the activ-
ity and participation of that person 
(angeloni, 2013). this is a new para-

How we define disability makes 
a significant difference in how we 

approach disability management and our 
results in getting workers back to work.  
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digm that is inclusive and universal, 
as it concerns all people whether 
they have a limitation or not. 

For a person with a limitation, 
the environment and attitudes of 
people should work to facilitate 
ability, not pose barriers that result 
in disability. 

idM is based on the capabili-
ties approach, which looks at per-
formance and capacity qualifiers 
and the need for environmental 
supports. as noted by angelo-
ni (2013), when a person experi-
ences a motor problem and they 
are helped by other people, they 
have the ability to leave their 
home. a person with the same 
motor problem who is not helped 
by others may not be able to 
leave their home when they want, 
and is deprived of the potential 
opportunity. they are not disabled 
because of the motor problem, 
but because of a failure in society 
to help them. 

any time a person is off work 
due to a disability there is always 
an impact on mental wellbeing. 
Experience has shown that most 
workers experience a stress reac-
tion within five days of absen-
teeism (Pronk, 2013). Being away 
from work often causes a sense of 
isolation from the person’s normal 
social circle. the brain goes into 
survival mode, dealing with expec-
tations versus reality in terms of 
loss of immediate or continuing 
health, income, lifestyle, cost, abil-
ity to meet personal obligations, 
dreams, etc. Faster reconnection, 
particularly within the first week, 
often improves healing and less-
ens overall healing time, unless 
the worker is in a toxic or unsup-
portive work environment. 

the relationship between phys-
ical health and mental health is 
cyclical, both affecting the other 
(allen and Kelly, 2014). according 
to the centres for disease control 
and Prevention (2005), chronic dis-
eases can exacerbate symptoms 
of depression, and depressive 

disorders can themselves lead 
to chronic diseases. in 2008, the 
canadian Mental Health associa-
tion (cMHa) reported that “those 
with mental illness are more likely 
to develop certain chronic phys-
ical conditions, such as heart 
disease and stroke, than those 
without. Meanwhile, those in poor 
physical health are more likely 
to developmental illness such as 
depression—but that depression 
frequently goes undiagnosed by 
healthcare practitioners dealing 
solely with the management of 
chronic conditions.” 

an individual with mental health 
issues is not going to take much 
interest in their other health prob-
lems, therefore, it is important 
to learn how to address mental 
health problems in order to help 
such individuals. From an occu-
pational standpoint, conformance 
with the National Standard of can-
ada on Psychological Health and 
Safety in the Workplace may help 
organizations identify and address 
workplace factors that can affect 
the mental health and safety of 
workers.

idM will help in many cases, 
especially with complex ones, 
because it goes beyond the phys-
ical, mechanistic approach in 
which you would seek to deter-
mine whether the worker is able 
to perform the essential duties 
of the job, focusing only their 
physical and cognitive functional 
abilities and limitations as related 
to the job demands. idM seeks 
to care for the whole person. it 
embraces the systems view of life, 
that is, the concept that we are all 
complex beings (body, mind and 
spirit) living in a complex world 
where everything is interconnect-
ed (capra and luisi, 2014).

Since idM employs compas-
sionate care of the whole, we can 
reach out to the community to 
provide support to and through 
the worker’s social support circle, 
which can greatly improve the per-

son’s quality of life and ability to 
function. We can work collabora-
tively with the worker and other 
stakeholders in the organization 
and the community to identify and 
address challenges and barriers, 
both in and out of the workplace, 
that may actually hinder or demo-
tivate the worker. Such as, difficul-
ty in personal grooming, transit, 
or meeting personal obligations 
(e.g. child or elder care), the physi-
cal and mental drain of attending 
appointments and treatment, the 
financial impact of their health 
condition on their current commit-
ments, lifestyle and future expec-
tations. We can also validate and 
respect a worker’s need for rest 
and rejuvenation, and build it 
into the disability management 
plan. We increase likelihood of an 
early and safe return to work and 
enhance the worker’s ability to be 
engaged and productive. 

angeloni (2013) suggests that 
idM should operate through a sin-
gle management system for occu-
pational and non-occupational 
disability. idM empowers organiza-
tions to provide services that are 
advantageous to their entire work-
force, by tackling multiple risk factors 
and health conditions concurrently, 
thereby addressing and influencing 
organizational culture and social cli-
mates at multiple levels within the 
organization. this inclusive approach 
helps all workers to experience high-
er levels of wellbeing, regardless of 
impairment. By providing programs 
for the whole rather than for a few, 
employers reap the benefits of econ-
omies of scale. 

Following the plan-do-check-
act management system model, 
angeloni (2013) points out that 
idM should integrate policies, 
programs and activities in the fol-
lowing areas:
•	 Prevention	of	 injury,	 illness	and	

disease at all ages;
•	 Promoting	 mental	 and	 behav-

ioural health;
•	 Promoting	active	aging;	
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•	 Reducing	 presenteeism	 and	
enhancing the means for great-
er employee engagement;

•	 Reducing	and	managing	absen-
teeism through accommoda-
tions and return to work; and

•	 Promotion	of	effective	employ-
er incentives and strategy.

according to allen and Kelly 
(2014), a truly integrated model 
of disability management has all 
aspects coordinated and working 
together for maximum results. Ele-
ments to consider include:
1. an approach that promotes 

wellness and disability pre-
vention, which also ties into 
programs that encourage reha-
bilitation and return to work.

2. Employee health-related pro-
grams that work in tandem to 
promote productivity and man-
age disability (e.g. group health 
benefits, workplace health and 
safety, workers’ compensa-
tion, sick leave/absence man-
agement, short-term disability 
(Std), long-term disability (ltd), 
and employee and family assis-
tance programs (EFaPs).

3. Providers who play a role in 
returning employees to produc-
tivity by working together. this 
may include case managers, 
physicians, nurses, return-to-
work coordinators, rehabilitation 
specialists and mental health 
practitioners. Engaging manag-
ers and the affected worker in 
the process through early inter-
vention is critical.

Based on our own experience and 
research, we recommend the fol-
lowing steps to developing an idM: 
•	 Review	your	organization’s	poli-

cy and procedures for protection 
of personal health information 
and ensure compliance;

•	 Develop	 a	 policy,	 with	 worker	
input, to define the organiza-
tion’s commitment to taking an 
integrated approach to work-
er health, safety and wellbeing 
and disability management; 

•	 Address	 attitudes	 and	 stigma	
by educating all employees on 
the current understanding of 
disability and the goals of idM;

•	 Include	 workers	 and	 manage-
ment in discussions to address 
their questions, concerns and 
fears with respect to collection 
of information related to their 
health, safety and wellbeing and 
how that information will be used; 

•	 Determine	 a	 model	 and	 tech-
nique that your organization 
will use to systematically col-
lect relevant data and assess 
occupational and personal risk 
factors that can contribute to, 
or result in, injury, illness or dis-
ease, and the environmental 
and social factors that can con-
tribute to or cause disability; 

•	 Employ	 a	 systematic	 method	
to give workers the means to 
explore their personal level of 
wellbeing, the challenges and 
barriers they face, and what 
motivates them; and

•	 Identify	 internal	 and	 external	
resources to help support work-
ers with disabilities in being 
engaged and productive in and 
out of the workplace.

if you are already using an inte-
grated approach, congratulations! 
if not, taking on an integrated 
approach may be a radical shift 
from the way your organization is 
currently operating, but it well worth 
the investment and the effort. 

Elizabeth Rankin-Horvath is a consul-
tant specializing in helping organizations 
develop and implement fully integrated 
management systems for employee health, 
safety and wellbeing. She has nearly 20 
years’ experience in occupational Health 
and Safety and is President of HalE Health 
& Safety Solutions ltd.

Denise Ropp is an occupational Health 
and Safety rN consultant with more than 
20 years’ experience in the provision 
of custom solutions for businesses and 
individuals to enhance the engagement 
of their employees leading to high levels 
of participation. She is Vice President of 
operations for Synergy Wellness Services. 

Resource:

a recent study (Sorensen et al, 
2014) listed a summary of research 
studies showing the benefits of using 
integrated approaches research. 
Employee outcomes are measured in 
terms of health improvement, overall 
wellbeing, and quality of life. 

1. Greater improvements in behavior 
change (Sorensen et al, cancer 
cause control 2002, (Sorensen et 
al., Am J Public Health 2005);

2. Higher rates of employee 
participation in programs (Hunt et 
al., Health Educ Behav 2005);

3. Potential reductions in 
occupational injury and disability 
rates (Shaw et al., Work 2006; Shaw 
et al., J Occup Rehabil 2003);

4. Stronger health and safety 
programs (laMontagne et al., 
Occup Environ Med 2004); 

5. Potentially reduced costs (Goetzel 
et al., J Occup Environ Med 2001);

6. Facilitates better use of limited 
resources and improves overall 
health, productivity and resiliency 
of the workforce (Sorensen et al., 
Am J Public Health 2005; Hymel et 
al., J Occup Environ Med 2011);

7. internal collaboration across 
multiple departments may lead to 
improved processes and outputs, 
and an enhanced work climate; and

8. Maximizes health, productivity 
and resilience of the workforce 
(ioM report, Integrating 
employee health: a model 
program for NASA, 2005)
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cognitive behaviouraL therapy for 
anxiety: a Look at adapted approaches 
and therapist experience by Lisa Landon

Mental illness accounts for 40% of 
all illnesses in the working popula-
tion under 65 years (layard, 2013). 
due to the high prevalence it is 
becoming necessary in everyday 
occupational Health practice to 
be able to recognize the various 
mental health disorders and have 
knowledge about the appropri-
ate evidence based treatments 
to facilitate employee recovery. 
this is especially true for anxiety 
disorders. in modern canadian 
workplaces where economic fac-
tors are driving business (Wang 
et al., 2010), there is pressure to 
adapt to increasing workplace 
challenges (dimoff & Kelloway, 
2013). data collected from the 
2012 canadian community Health 
Survey showed that 2.6% of cana-
dians aged 15 and older reported 
symptoms consistent with gener-
alized anxiety disorder (Pearson, 
Janz, and ali, 2013) and one in 
four canadians (25%) will have 
at least one anxiety disorder in 
their lifetime (Health canada, 
2009).  in fact, anxiety is the most 
common mental illness in canada 
(Health canada, 2009). these dis-
orders interfere with normal living 
and tend not to go away with-
out treatment (Mayo-Wilson and 
Montgomery, 2013).

traditional face-to-face cogni-
tive Behavioural therapy (cBt) is 
an effective therapy for anxiety 
and has been well supported in 
past literature. For occupational 
Health Professionals (oHPs) man-
aging employees with anxiety 
in the workplace, fast and easy 
access to an effective cBt treat-
ment can be key to successful 
outcomes and long term recov-
ery. this literature review focuses 

on peer reviewed evidence pub-
lished in the last five years related 
to adapted methods of cBt ther-
apies such as self-help (SH), guid-
ed self- help (GSH), media and 
internet supported cBt (mcBt 
and icBt). the aim is to pro-
vide evidence based information 
for oHP’s on the efficacy of such 
methods as an intervention for 
anxiety. Experience and qualifica-
tions of those administering these 
therapies arose in the literature as 
a variable considered when mea-
suring outcomes. this issue will 
also be discussed in this article. 

Methods

the abstracts and titles of peer 
reviewed literature were searched 
in the databases EBSco Host 
Health and Psychology, ProQuest 
Health and Medical complete, 
Psychology Journals, ovid and 
ciNaHl Plus and Medline data-
bases. Keyword search was used 
and the words “cognitive Behav-
iour therapy”, “anxiety”, “stress”, 
“panic”, “self-help”, “computer”, 
“media”, “internet”, were entered 
in various combinations. date lim-
its of January 2010 to december 
2015 were applied. 

Following the electronic search, 
the reference lists of the articles 
identified were hand searched to 

ensure that all relevant literature on 
the topic was identified and con-
sidered for this review. the articles 
included studied effects on sub-
jects over the age of 16 years and 
suffering from the following anxi-
ety disorders as classified by the 
Diagnostic and Statistical Manual 
of Mental Disorders – dSM iV 
(american Psychiatric association, 
2000): Health anxiety (Ha), Social 
anxiety disorder (Sad), Gener-
alized anxiety disorder (Gad), 
Panic disorder (Pd) and Phobias. 
three articles examined subjects 
that had either anxiety, depression 
or suffered from both. comorbid-
ity rate for these two disorders 
can be 58-70% (Brown, camp-
bell, lehman, Grisham, & Man-
cill, 2001); therefore, these articles 
were included in order to gain 
population representation. the 
setting requirement for inclusion 
was primary care, outpatient clin-
ics, or follow up medical clinics. a 
total of 12 articles were included in 
this literature review. 

Adapted Delivery of CBT

access to treatment continues to 
be a problem for individuals with 
mental health disorders for many 
different reasons (dear et al., 2015; 
titov, andrews, Schwencke, et al., 
2009). it is reported that one third 

Traditional face-to-face Cognitive 
Behavioural Therapy (CBT) is an effective 

therapy for anxiety and has been well 
supported in past literature. 
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of canadians do not receive the 
health care they need for mental 
disorders and that counselling was 
the most common need cited by 
those reporting inadequate treat-
ment (Statistics canada, 2013). 

the efficacy of adapted cBt 
which includes media assisted 
(or icBt), SH, or GSH modes for 
anxiety are all methods that can 
remove some of the financial, 
scheduling, cost and stigma relat-
ed barriers to seeking treatment 
(dear et al., 2015). refer to table 
1 – definitions of adapted cBt.

overall, the evidence from ran-
domized controlled trials (rcts) 
lends support to the efficacy of 
various forms of adapted cBt 
methods. rcts favour icBt when 
treatment was tested on subjects 
with Panic disorder (Pd) (Wims, 
titov, andrews, & choi, 2010), 
social anxiety disorder (Sad) (El 
alaoui et al., 2015) and Gener-
alized anxiety disorder (Gad) 
(andersson, carlbring, & Furmark, 
2012; dear et al., 2015; titov, 
andrews, robinson, et al., 2009). 
anxiety symptoms were found to 
be improved in relation to the 
control groups which were wait 
listed (andersson et al., 2012; dear 
et al., 2015; Newby et al., 2013; 
titov, andrews, robinson, et al., 
2009; Wims et al., 2010). 

the SH, GSH, mcBt or icBt 

delivered approach also has sys-
tematic review and meta- analyti-
cal support in the literature and 
published rcts that lend support 
to the efficacy of these cBt meth-
ods. results from a large system-
ic review of 101 rcts showed a 
slight effect in favour of traditional 
face-to-face cBt when it came to 
self-reported anxiety levels post 
treatment. However, there were 
no significant differences found 
between traditional face-to-face 
and adapted methods of cBt 
when it came to response to treat-
ment and recovery of clients suf-
fering anxiety with, or without, 
comorbid depression. in addition, 
there was moderate quality evi-
dence that demonstrated medium 
effects of adapted cBt on sec-
ondary outcomes such as recovery 
from illness, depression, mental 
health related disability and qual-
ity of life when it was compared to 
no intervention at all. 

No significant differences were 
found in the effects on drop-
out rates, mental health related 
disability or depression levels 
between traditional cBt methods 
and adapted SH or icBt methods 
(Mayo-Wilson and Montgomery, 
2013). despite the summarized 
findings of significant improve-
ments to anxiety symptoms when 
adapted cBt was applied, the 

consensus of the systematic 
reviews published was that larger, 
better quality trials are needed to 
build stronger evidence and eval-
uate the long-term benefits in clin-
ical populations (coull and Morris, 
2011; cuijpers et al., 2010; Mayo-
Wilson and Montgomery, 2013).

Therapist Experience

the question of who should deliv-
er the adapted cBt programs 
emerged as a debated topic in the 
literature (andersson et al., 2012; 
coull and Morris, 2011; cuijpers et 
al., 2010; Newby et al., 2013; rob-
inson et al., 2010; titov, andrews, 
Schwencke, et al., 2009). the arti-
cles published on adapted cBt, 
addressed therapist or clinician 
experience to a greater extent 
than the literature on traditional 
approaches. this is likely due to 
the minimized time necessary for 
therapist involvement in these 
therapies and the various means 
of supporting the client through 
email, chats and telephone. 

included in the review were rcts 
that were designed to test this vari-
able and compare outcomes of 
adapted delivery of cBt by experi-
enced clinicians versus technician-
assisted therapy. Similar positive 
outcomes on anxiety symptoms 
post-program were demonstrat-
ed in both groups in these stud-

Table 1 – Definitions of Adapted CBT

Self-Help (CBT) defined as a therapeutic intervention administered through text-audiotape, videotape, or 
computer text, through group meetings or individual exercises such as “therapeutic writing” 
and designed to be conducted predominantly independently of professional contact (Mayo-
Wilson and Montgomery, 2013)

Guided self-help 
(GSH)

Usually involves minimal contact that is primarily “of supportive or facilitative nature” and is 
meant to support the patient in working through the standardized psychological treatment 
(cuijpers, donker, van Straten, li, and andersson, 2010).

Internet or 
Media guided 
CBT  
(iCBT or mCBT)

an approach that can increase access to treatment and teach the same skills as face-to-
face cBt but via the internet using structured material, often with therapist support via 
email and telephone (dear et al., 2015).  Patients review cBt materials over the internet and 
providers offer support and directions, most commonly through weekly emails or phone calls 
(Hadjistavropoulos, alberts, Nugent, and Marchildon, 2014).
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ies, regardless of the experience 
level of the administrator (ander-
sson et al., 2012; robinson et al., 
2010; titov, andrews, Schwencke, 
et al., 2009). it should be noted that 
technicians in these studies were 
able to refer patients to an expe-
rienced clinician when necessary; 
however, it was reported that only 
10% of the patients required this 
(robinson et al., 2010). results of 
all three trials showed that experi-
ence of the therapist/clinician did 
not result in significant differences 
in anxiety outcomes. the only dif-
ference found in the andersson 
et al. (2012) trial was that the less 
experienced clinicians (psychology 
students) logged more time sup-
porting their group of patients but 
improvements to symptoms were 
similar in both groups. 

there is support in the litera-
ture for adapted cBt methods 
that treat more than one con-
dition simultaneously (trans-diag-
nostic) (coull and Morris, 2011; 
cuijpers et al., 2010; Newby et 
al., 2013). Findings in the articles 
that included subjects with anxi-
ety as well as those with anxiety 
and comorbid depression, found 
similar results when the outcomes 
were compared to waiting list con-
trols (coull and Morris, 2011; cui-
jpers et al., 2010; Newby et al., 
2013). in addition, these programs 
did not always have licensed 
experienced therapists but rath-
er were administered in primary 
care settings by general practitio-
ners, nurses, students and other 
allied health professionals. these 
practitioners had various levels of 
prior cBt familiarity but received 
intervention-specific training and 
support. the outcomes in prima-
ry care settings with respect to 
anxious and depressed symptoms 
were still positive even though the 
adherence to treatment was lower 
than when these adapted pro-
grams were administered in the 
research settings (coull & Morris, 
2011; Newby et al., 2013).

Limitations

the results of this literature review 
need to be considered in light 
of some limitations. Some studies 
had small sample sizes which may 
have caused sampling errors and 
many used media recruitment of 
subjects, which could alter popula-
tion representativeness. Motivation 
levels may differ with self- selected 
subjects and this is an important 
limitation to note when considering 
the transfer of these conclusions to 
the clinical setting. 

Wide variations also existed 
across trials in the number of cBt 
sessions provided, the content of 
programs, the way in which the 
treatment was monitored, how 
often subjects had contact with 
the administrator, for how long 
and by whom. in addition, there 
was no general agreement or clear 
definition of what SH, GSH, or 
icBt/mcBt programs consisted 
of and each study had different 
interventions. Measurement scales 
of responses rating anxiety symp-
toms also differed across research 
designs and, in addition, most 
responses were self- rated. 

the media and SH materials used 
as interventions in the research were 
created for that purpose and not 
available to the clinical community 
for use. For these reasons, it is dif-
ficult to know whether the results 
of these studies can be replicat-
ed (Mayo-Wilson and Montgomery, 
2013). caution should be exercised 
when generalizing the conclusions 
to long-term outcomes since most 
studies evaluated post treatment 
commonly at three, six and twelve  
months and not beyond. lastly, 
the studies selected for the review 
focused primarily on the diagnosis 
of Gad, Sad, Pd and Ha; there-
fore, the results of this review may 
not generalize to other types of anx-
iety disorders such as ocd, specific 
phobias and PtSd. these factors 
collectively weaken the conclusions 
of this review. 

Conclusions

in examining the literature pub-
lished over the last five years 
regarding the efficacy of cBt as a 
treatment for anxiety, oHP’s can 
conclude that employees suffering 
with anxiety disorders should be 
encouraged early in the illness to 
seek out cBt as a treatment (lin-
den, Zubraegel, Baer, Franke, and 
Schlattmann, 2005; Mayo-Wilson et 
al., 2014; olatunji et al., 2014; Stan-
ley et al., 2009; tyrer et al., 2014; 
Zhipei et al., 2014). there is recent 
evidence to support that various 
forms of adapted cBt methods 
have proven to be effective in the 
research environment. there is also 
evidence to support that these pro-
grams may fit nicely into a “stepped 
care” model which begins with a 
SH media based program, pro-
gresses to further treatment (i.e. 
medications) if necessary and 
includes administrator access to a 
psychologist or psychiatry experts 
when needed (andersson et al., 
2012; Newby et al., 2013; robin-
son et al., 2010; titov, andrews, 
Schwencke, et al., 2009). 

Early results of more recent tri-
als indicate that findings regard-
ing the efficacy of adapted cBt 
may be transferrable to primary 
health care settings (andersson et 
al., 2012; Berger, Boettcher, and 
caspar, 2014; coull & Morris, 2011; 
cuijpers et al., 2010; dear et al., 
2015; El alaoui et al., 2015; Mayo-
Wilson and Montgomery, 2013; 
Newby et al., 2013; robinson et al., 
2010; titov, andrews, robinson, 
et al., 2009) and may be effective 
for those with comorbid depres-
sion (Berger et al., 2014; coull and 
Morris, 2011; cuijpers et al., 2010; 
Newby et al., 2013). Final judgment 
on these adapted forms of cBt 
being equally effective as face-to-
face within clinical settings, requires 
further higher quality, clinically 
based research trials that random-
ly assign patients from the actual 
clinical settings (coull and Morris, 
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2011; Mayo-Wilson and Montgom-
ery, 2013). However, it is important 
to note from the literature that pre-
scribing adapted forms of cBt is 
better than no intervention at all 
for those patients that would oth-
erwise not receive treatment. this 
method of cBt is a good alterna-
tive when face-to-face cBt therapy 
is not possible, affordable, readily 
available or sustainable (Mayo-Wil-
son & Montgomery, 2013). 

the issue of “who” should 
administer the therapy is still 
unclear since there is not an over-
abundance of clinical trials to date 
testing the “therapist or admin-
istrator effect” in clinical popu-
lations. results in the research 
setting showed positive out-
comes when adapted cBt was 
administered by less experienced 
providers such as nurses, psychol-
ogy students, trained primary care 
professionals or care managers 
(andersson et al., 2012; Berger et 
al., 2014; coull and Morris, 2011; 
cuijpers et al., 2010; Newby et al., 
2013; robinson et al., 2010; titov, 
andrews, robinson, et al., 2009). 

Future Considerations

the clinical oH implications of 
these findings may be worth 
investigating further within the 
occupational Health research 
field. if the issue of access to a 
trained therapist delays or pre-
vents an anxious employee from 
accessing treatment, it may be 

worth examining the role of the 
occupational Physician and/or 
nurse to see whether these pro-
fessionals could work closely with 
a psychologist or Employee assis-
tance Program (EaP) provider to 
prescribe and administer adapted 
methods of cBt as an early first 
step. 

although the effect of thera-
peutic alliance was not test-
ed or described in the literature 
reviewed, it surfaced in the litera-
ture as an important factor that 
can have an impact on adherence 
and outcomes of anxiety treat-
ments (cuijpers et al., 2010; Monti, 
tonetti, and ricci Bitti, 2014; Zhi-
pei et al., 2014). in workplace set-
tings the oHP may already have 
an established trusting relationship 
with employees; therefore, this 
could be an important factor that 
may remove barriers to access and 
adherence to a treatment program. 

the type of training and educa-
tion oHPs would require to ade-
quately prepare them to safely 
administer adapted methods of 
cBt would be of upmost impor-
tance to investigate. client safety, 
risk assessment, concise emergen-
cy referral protocols, professional 
practice standards, and compre-
hensive policies and procedures 
would all be areas in need of fur-
ther inquiry prior to considering an 
expansion of oH roles. Practices 
around client consent, privacy and 
storage of electronic transcripts 

would have to be well established 
and compliant with privacy laws. 

Further study is needed to inven-
tory the adapted cBt programs 
that exist and are available in the 
clinical setting and match them with 
consumer needs to create effective 
best practice protocols for work-
place populations. the question 
of whether such an intervention 
would be cost-effective for work-
places with oHPs, is a question the 
employer would want answered. 

in canadian workplaces where 
mental health disability claims are 
rising, and time off work for these 
issues impacts the financial state 
of companies, an expansion of the 
role of the oHP in improving the 
psychological health of workers 
may be worth further inquiry.
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heaLth and safety at canada’s 
stratford festivaL by Janet Sellery

From 1999 to 2008, i developed the 
health and safety program at the 
Stratford Festival, North america’s 
largest classical repertory theatre, 
located in Stratford, ontario. the 
Stratford Festival began in 1953 with 
its unique thrust stage set inside a 
giant canvas tent. Since then, it has 
grown to include thirteen produc-
tions at four theatres plus numerous 
Forum events, tours and activities. 
the mission is “to produce, to the 
highest standards possible, the best 
works of theatre in the classical 
and contemporary repertoire, with 
special emphasis on the works of 
William Shakespeare.” 

at the same time, their health 
and safety commitment states: 
“the safety of the public and of 
our personnel is of prime concern. 
there is no task so urgent that it 
cannot be completed safely.” My 
role was to ensure that both of 
these goals were compatible.

i was responsible for develop-
ing and administering all aspects 
of the health and safety program 
for the four theatres, as well as 
the wardrobe, props and scenic 
construction shops. it’s often said 
that seven people work behind 
the scenes for every actor you see 
onstage and i’ve found that to be 
true. Each season involves about 
620 staff members and 345 self-
employed actors, directors, design-
ers and musicians working under 
nine collective agreements (about 
85% of the payroll is seasonal, con-
tract staff), plus185 volunteers and 
500,000 patrons each season. 

When i began, i was the only 
full-time health and safety person 
in a theatre in canada. as aware-
ness spread, elements of this pro-
gram, and the importance of a 
strong safety culture, have been 
adopted by many canadian arts 
organizations. How did this happen 
in an industry that historically oper-

ated under the legislative radar? 
Most of us who are passionate 

about health and safety have expe-
rienced a wake-up call and mine 
came in high school. thanks to a 
brilliant and inspiring theatre arts 
teacher, i learned about the spe-
cial kind of magic it takes to cre-
ate a live performance. When i was 
seventeen and working on a com-
munity theatre production, i had a 
serious fall from a set so i devel-
oped a concern for safety even 
before i went to theatre school.

after graduating from the tech-
nical/Production theatre pro-
gram at ryerson theatre School, i 
began work in stage management 
at the Stratford Festival in 1985. i 
was involved with a critical injury 
involving a much-loved actor in 
1995. She had become disorient-
ed (possibly due to a mask that 
limited her vision) and fell about 
nine feet from the balcony of the 
Festival stage during a technical 
dress rehearsal of Macbeth. Her 
injuries included a fractured skull, 
broken shoulder, broken ribs, and 
a punctured lung. She was off work 
for more than four months but 
made a full recovery and worked 
as an actor until her mid-eighties. 
as the assistant stage manager 
on that show, i gave first aid and 
i was involved with the Ministry of 
labour investigation in my role as 
worker co-chair of our Joint Health 
and Safety committee (JHSc).

We believed we had taken all 
the necessary precautions for that 
scene, yet still this terrible incident 

occurred. For over forty years, no 
one had ever fallen from the bal-
cony so it was not recognized as a 
serious hazard until an actor nearly 
lost her life. Seeing an actor bleed-
ing on the stage and hearing the 
ambulance siren was traumatizing; 
we didn’t know if she would live.

that incident was a life-chang-
ing experience for many of us and 
i felt that someone should step 
up and take action. i started to 
give health and safety chats for 
each acting company. in my role 
as an assistant stage manager, i 
didn’t have the resources or the 
authority to make any significant, 
sustainable changes, but i began 
spreading awareness and tried to 
figure out how we could do a bet-
ter job recognizing hazards. 

in 1999, after the Shaw Festival 
had a Workwell audit, Stratford Fes-
tival’s new director of human resourc-
es persuaded senior management 
that health and safety needed to 
become a stronger focus. With no 
formal training, i made the transition 
from “squeaky wheel” to health and 
safety co-ordinator. it was a much 
bigger job than i had imagined and i 
needed specific education and train-
ing. i began taking courses for my 
occupational Health and Safety cer-
tificate, at ryerson University build-
ing the Festival’s health and safety 
program as i went along. 

Within a short time as health 
and safety co-ordinator, i began 
to receive calls from other theatres 
asking for advice. My manager, 
director of human resources, Shel-

When I began, I was the only  
full-time health and safety person in  

a theatre in Canada.
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ley Stevenson and antoni cimo-
lino (then executive director, now 
artistic director) encouraged me 
to share information throughout 
canada’s theatre community.

i also volunteered on adviso-
ry committees for the Ministry of 
labour, Workplace Safety and 
insurance Board and the ontar-
io Service Safety alliance. these 
committees were a source of 
learning for me, and a chance to 
make our industry’s voice heard on 
issues that would affect our work.

While compliance with legislation 
and reduction of costs are important, 
in my opinion, the most compelling 
reason for the arts community to 
focus on health and safety is because 
we have something very special to 
protect: the incredible people who 
create and support our productions. 

there are three words that 
guide how i approach my work: 
respect, respond, require.

Respect the incredible diversity 
of artists and the unique nature 
of each project. the work in scen-
ery, props and wardrobe shops and 
rehearsal halls is different every day, 
and it takes place in an atmosphere 
of continuous creativity and change.

Respond to questions and 
requests as quickly as possible. 
artists and workers who ask ques-
tions or challenge health and safe-
ty information are engaged and 
should be encouraged. if there 
isn’t an immediate answer, refer 
them to someone else or let them 
know when more information 
will be available. i often act as a 
“translator” between our world 
and the world of regulators and 
worker’s compensation.

Require people to comply with 
legislation, wear personal protec-
tive equipment and report all haz-
ards, injuries and incidents to their 
supervisors.

i try not to say “no” to anything, 
rather i make sure people stop, iden-
tify the risk, get information and sup-
port, and take adequate precautions 
to control that risk before going 
ahead. Sometimes the controls will 
be too expensive or time-consuming 

so another option will be chosen.
When i began to create the Strat-

ford Festival’s health and safety pro-
gram, i met with resistance. Some 
people said that health and safety 
would destroy art: “We’re special, 
we’re different, it’s temporary; it’s 
not a construction site, we’re not a 
factory.” However, it is not accept-
able to me that artists, craftspeople 
and support staff should be any less 
protected than a factory worker. 
Quality of life for people who work 
in the arts is of prime importance.

the creative process presents 
many health and safety challeng-
es, especially when scenes must 

look dangerous. Each season and 
every production is unique and 
during technical and dress rehears-
als, there may be many variables 
(lighting, sound, scene changes 
etc.) occurring at same time.

artists must take creative risks 
every day but they must recog-
nize when a creative risk crosses 
the line and becomes a safety risk. 
at that point, the activity must be 
assessed and any risks controlled, 
before it is attempted.

attitudes matter too: “the show 
must go on” is real and sometimes 
it means “in spite of the risks 
involved”. this sort of attitude 

BUILDING THE HEALTH AND SAFETY PROGRAM

1. Health & Safety Audit – in 1999, with the assistance of the ontar-
io Service Safety alliance (now Workplace Safety & Prevention Ser-
vices), we conducted at mock Workwell audit. the result was very 
discouraging, but it helped me plan what needed to be done.

2. Health & Safety Handbook – i was determined to have infor-
mation ready for staff in time for the beginning of the 2000 sea-
son (just six months after i started the job). it was ambitious, but 
i pushed ahead on the premise that “a good plan today is better 
than a perfect plan tomorrow.”

3. Health & Safety Orientation – With the first version of the hand-
book complete, we began orientations for all staff and volunteers.

4. Joint Health & Safety Committee (JHSC) – the work of the 
JHSc was formalized with its first terms of reference.

5. Training – in the first year, WHMiS training and Fire drills were 
added and, in subsequent years, training grew to include topics 
such as Supervisor due diligence, JHSc certification, Fall Protec-
tion, Elevating Work Platforms, lockout, and Ergonomics. Sched-
uling with a highly-mobile workforce was tricky but not impossible.

6. Health & Safety Policy Manual – Building on the information 
contained in the Health & Safety Handbook, the policy manual 
grew each year. Beginning with the basics, policies were added 
to address the theatre’s unique work activities.

7. Risk Assessment – risk assessment is a robust process that 
allows us to assess unique hazards and select appropriate con-
trols, the precautions that keep people safe. We conducted risk 
assessments for all departments in preparation for JHSc Part 2 
certification training in 2001, and the technical directors began 
to conduct risk assessments for individual productions. 

8. Annual Evaluation – Each year we arranged a mock Workwell 
audit to assess the progress of our program and set priorities for 
the year ahead.
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can be an obstacle to speaking up 
about health and safety concerns. 

the good news is that when the-
atre people truly understand work-
place safety, they do an excellent 
job and find creative ways to com-
ply with the law within the theatre.

We also benefit from exist-
ing practices. While they are not 
thought of as being part of health 
and safety, these proactive activi-
ties ensure readiness and preci-
sion. during the rehearsal process, 
every movement, both onstage 
and backstage, is worked out care-
fully. Paperwork such as checklists 
and cue sheets documents the 
details for running the show. Prior 
to each performance fight warm-
ups take place, along with pre-
show checks of all the equipment 
and systems including lighting, 
sound, scenery, props and cos-
tumes. during the performance, 
every change in lighting, sound, 
scenery and special effects is cued 
by the Stage Manager.

 Woman falls 40 feet during 
show at Sagebrush Theatre. 
(Kamploops, Bc)

 SM awarded £3.7m compensa-
tion after being left paralysed 
(london, U.K.)

Working at heights takes place on 
ladders, scaffolds, elevating work 
platforms, catwalks and elevated 
scenery, plus there may also be 
a risk of falling from the stage 
into an orchestra pit or trap in the 
stage. When i first began asking 
about the potential for serious 
falls at our theatres, one of the 
responses i got was “only stupid 
people fall”. Many of the stage 
hands had worked at the Festi-
val for twenty to thirty years and 
change was going to be difficult.

despite the push back, the 
Stratford Festival developed a Fall 
Protection Program that includ-
ed training, fall protection equip-
ment, engineered systems, rescue 
planning and procedures. Fall pro-
tection became such a focus that 
we reached the point where the 
same people who said that har-

nesses were unnecessary, would 
feel uncomfortable working with-
out them. 

 “Probe launched after opera 
fire-spitter burned onstage”  
(cBc News, February 6, 2013)

Whether a production calls for a 
candle, a torch, a fireplace or a fire-
breathing stilt-walker, working with 
live flame and flammable liquids 
and gases is inherently danger-
ous. For best results, i always like 
to involve the people who do the 
work, therefore the Flame Effects 
Policy was written in consultation 
with the stage crew. We reviewed 
resources, including the relevant 
National Fire Protection act (NFPa) 
standard and consulted with our 
local Fire department. the result-
ing policy gave guidance to future 
productions and was developed 
into a Safety Guideline for the live 
Performance industry in ontario 
by the Ministry of labour advisory 
committee.

High risk activities such as pyro-
technic special effects, performer 
flying and stage fights must take 
place under strictly controlled con-
ditions. Here are four suggestions 
to ensure those activities are safe.
1. Planning Safety is the respon-

sibility of the top person in 
any organization. time, people, 
money and health and safety 
must be considered. Safe and 
successful high-risk activities 
require the artistry and exper-
tise of a competent specialist 
(such as a Flying director, Pyro-
technician, etc.), appropriate 
design (including engineering, 
as needed), construction and 
selection of systems and equip-
ment. Expensive? Perhaps. But, 
if you can’t afford to perform 
tasks safely, you can’t afford to 
do it at all.

2. Risk Assessment – the purpose 
of a risk assessment is to keep 
people and productions safe 
by identifying and eliminating 
or controlling health and safety 
hazards onstage and backstage. 
it is often done informally, but 

the greater the risk, the greater 
the need for a written assess-
ment. as the show evolves, the 
risk assessment must be updat-
ed to ensure controls are still 
adequate.

3. Procedures – these include 
inspection and maintenance of 
equipment and systems, as well 
as pre-show checks. Backstage 
running sheets should describe 
each activity in detail, as well as 
how performers, crew, spotters 
and stage management will com-
municate if there is a problem.

4. Training and Rehearsal Time – 
adequate time, as determined 
by the relevant specialist (e.g. 
Flying director, Pyrotechnician 
etc.), must be scheduled to train 
and rehearse principal perform-
ers, stunt doubles, swings and 
understudies, as well as alter-
nate crew and stage manage-
ment. Expect and allow sufficient 
time for changes to be made, 
especially on a new, evolving 
and complex production.

Unfortunately, very few theatres 
have human resources people, 
and health and safety people are 
even more rare. Health and safety 
education is now included in most 
technical theatre programs at the 
post-secondary level, so many Pro-
duction Managers and technical 
directors understand they need to 
implement health and safety in their 
areas. Unfortunately, health and 
safety is not included in arts admin-
istration and cultural Management 
programs, so there can be a gap 
in understanding at the leadership 
level. in order to be successful, 
Executive directors and General 
Managers need to be aware of their 
duties so they can support health 
and safety as required.

How many injuries and illnesses 
occur in the theatre industry? 

accurate statistics are hard to 
find because many theatre pro-
fessionals do not have worker’s 
compensation coverage. For 
example, in ontario, theatre is a 
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“by application” industry, so cover-
age is not mandatory. large arts 
organizations often have coverage, 
but within that coverage they may 
exclude performers. Some actors, 
dancers, musicians and technicians 
have extended health coverage 
through their associations and 
unions, but many do not. Serious 
injuries make the news, but many 
injuries and illnesses—including 
those that end careers—are not 
officially “counted”.

the Stratford Festival’s most 
important contribution to health 
and safety in canada is that it has 
shown a comprehensive approach 
is both possible and desirable. 
With the support of a strong lead-
ership team and active worker 
involvement, we were able to fig-
ure out how to achieve compli-
ance, make meaningful progress 
and change how health and safety 
was regarded in our industry.

after leaving the Stratford Fes-
tival and with their support, i have 
continued to share my approach 
to health and safety in the arts by 
customizing programs and train-

ing for a wide variety of arts orga-
nizations and giving presentations 
across the county. i’ve also been 
involved with developing health 
and safety resources for the the-
atre community, including the 
Safety Guidelines for the Live Per-
formance Industry (ontario), Safe 
Stages (alberta) and Play It Safe 
(British columbia).

to keep each other safe and to 
keep our productions and events on 
track, we need to get this right the 
first time, every time. i believe that 
the arts are vital to the heart and soul 
of our communities and, together, 
we need to take care of the people 
who devote their lives to creating the 
productions for all of us to enjoy.

Janet Sellery is one of canada’s leading 
experts in health and safety and the arts. 
after a career in stage management, Janet 
pioneered the health and safety program 
at the Stratford Festival. Her work as a 
Health & Safety consultant (Sellery Health 
+ Safety) focuses on customizing programs, 
training, and resources that reflect the con-
stantly evolving and unique demands of 
the live event environment. She has been 
awarded the “ron Epp Memorial award 

for Professional achievement” (canadian 
institute for theatre technology, 2012) and 
“canada’s Safety Manager of the Year” 
(canadian occupational Safety Magazine, 
2007). Janet is committed to “setting the 
stage for people to create their best work.” 
Email: janet@selleryhealthandsafety.com 
Website: www.selleryhealthandsafety.com

RESOURCES:

actsafe (British columbia)  
http://www.actsafe.ca

arts, crafts & theatre Safety, New York 
www.artscraftstheatersafety.org 

ESta technical Standards Program (tSP) 
http://tsp.esta.org/tsp/about/index.html 

Event Safety Guide (Event Safety alliance) 
http://eventsafetyalliance.org

Play it Safe – a Safety Manual for School 
theatres/Studios (actsafe, B.c.)  
http://www.actsafe.ca/?s=Play+it+Safe

Safe Stages (theatre alberta/WorkSafe  
alberta), 2007 https://work.alberta.ca/
documents/WHS-PUB_safe_stages.pdf

Safety Guidelines for the live Performance 
industry in ontario (Ministry of labour) 
http://www.labour.gov.on.ca/english/
hs/topics/performance.php 
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As a Sponsor and Exhibitor for the OOHNA 
Conference, Levitt-Safety is proud to showcase:

•  Prevor Diphoterine®, the world’s most dynamic 
solution to chemical burns and splashes

• Medical surveillance equipment, including 
audiometers, spirometers, vision screeners, and more

•  Wellness products, including innovative health kiosks 
and cutting edge wellness apps.

•  First aid and medical products, including ZOLL Aed’s

And please join us Wednesday June 8th 
at 8pm at the Welcome Reception for a 
presentation on the latest development in 
Chemical Splash Treatment by Prevor.

Join Levitt-Safety at the 45th Annual 
Ontario Occupational Health Nurses 
Association (OOHNA) Conference!

www.levitt-safety.com/healthcare    I   888.453.8488

Visit us at Booths 6 & 7 
to enter our draw for a 
chance to win a Fit Bit 

Activity Bracelet.
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KEEPING 
WORKERS 
WELL 

2016

June 8 – June 10

WELCOME RECEPTION
Wednesday, June 8  
(7:30 – 9:30 p.m.)

CONFERENCE
Thursday, June 9 and  
Friday, June 10

EXHIBITION
Thursday, June 9

Information available at www.oohna.on.ca

Crowne Plaza Hotel & Conference Centre
Kitchener, Ontario


