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> FROM THE PRESIDENT

s you are probably aware, the
membership voted at the AGM
for VRA to cease granting the
RRP designation effective De-
ember 31, 2017. This decision
marks the next step in a long path to raise
our professional standards and to allow
VRA to focus on developing and delivering
education intended to specifically prepare
for and maintain professional excellence.

The Board has been very busy this sum-
mer and has struck a working committee to
begin the process of developing a mutually
agreed-upon and legally reviewed Memo-
randum of Understanding (MOU) between
VRA Canada and CVRP. Members repre-
senting VRA are Jennifer Chladny, Roselle
Piccininni and Tricia Gueulette. Represent-
ing CVRP are Sean FitzGerald, Thea Al-
drich, and Warren Comeau. Gail Kovacs is
also sitting on this committee as an advisor.

VRA committee members have pre-
sented a draft MOU to the board to ob-
tain feedback. The Presidents of each
Society will be gathering this feedback
at the local level. Our goal at the end
of this process is to have an agreement
that reflects defined mandates, roles and
responsibilities for each organization,
strong service guidelines, and a clear
and easy continuing education approv-
al process at a minimum. This is your
opportunity to become involved in this
process and I encourage you to connect
with your Society! We will continue to
share more as the MOU takes shape.

As we move forward, the Board’s vision
is to continue building strong educational
and professional development pathways
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within VRA as the centre of excellence
for VR in Canada. To this end, we will
be completing a membership survey this
fall, geared towards gathering information
that will help us to develop membership
service initiatives and a strong growth
strategy for VRA. There are many people
in Canada working to help people with
disabilities return to work who are not yet
connected to VRA. Our goal is to continue
to support our current members with ini-
tiatives that meet their needs, as well as to
grow VRA to attract new members.

Ensuring there is a strong VR industry
in Canada is important on many levels. All
people should have the right and oppor-
tunity to participate in society, fully and
with dignity, and have the opportunity
to advance their vocational and life goals.
From an economic perspective, this work
becomes even more critical when you con-
sider that Canada has an aging workforce,
and the employment rate for people with
disabilities in Canada in 2011 was only
49% compared to 79% for Canadians with-
out a disability (Turcotte, 2014). Canada
needs your expertise in order to continue
to grow and thrive and VRA will continue
to play a crucial role in supporting profes-
sionals who work in this field.

Tricia Gueulette
President



he road to decriminaliz-

ing cannabis use in North

America started as far back

as 1993 in Oregon. It was

not until 1996 that Califor-
nia became the first American state to
make the use of medical cannabis legal.
It took 16 more years until Colorado
and Washington both legalized it for
recreational use.

That prolonged timeline should
not be lost on our current Canadian
government as they seemingly rush
headlong towards what many experts
believe will be a hastily cobbled legisla-
tive and public relations event in 2018
which many feel will not reduce black
market trade but rather solidify and in-
crease it, flouting one of Trudeau’s key
arguments for legalization.

In Washington State, the black mar-
ket trade in cannabis has exploded
since legalization, caused in part by
the high taxes levied on licenced out-
lets who simply cannot compete with
the illegal suppliers. If provincial and/
or federal taxes levied on cannabis are
onerous here in Canada, we can expect
the same outcome.

Because of differing legislation,
neighbouring states of Nebraska and
Oklahoma are being swamped with
weed which has been purchased legally
in Colorado. If provincial regulations,
including taxation, are not standard-

>FROM THE MANAGING EDITOR

ized from coast to coast to coast, it’s
likely the same thing will happen here.
A case in point - in Ontario, thousands
of citizens regularly drive to Quebec
for beer since it is considerably cheap-
er. They have done so for decades, de-
spite legislation that made this practice
illegal until 2012.

Interestingly enough, in the three
years since three American states le-
galized recreational marijuana, there
has been no significant change in use
by teenagers in those states, according
to the Drug Policy Alliance, a leading
US. organization. Nevertheless, ac-
cording to the Canadian Paediatric
Society, one in seven teens who are
heavy users will develop mental disor-
ders, something that needs to be on the
minds of every parent, not to mention
teachers, school administrators and
law enforcement as well.

While arrests for possession in those
jurisdictions where marijuana use is no
longer prohibited have dropped, fatal-
ities and serious injuries from traffic
accidents have in fact increased due
to cannabis induced impairment. Al-
though this could be mitigated through
road-side driver testing, the Canadian
federal government has yet to set le-
gal THC limits and invest in develop-
ing accurate testing equipment. Once
again, lawmakers have placed the cart
before the horse.

For years Health Canada has said
that quitting smoking is the best
thing one can do to improve one’s
lifespan and overall health; in fact,
just one day after quitting, the risk
of a heart attack starts to decrease.
Smoking is smoking is smoking and
governments at all levels have spent
fortunes in taxpayers’ money to dis-
suade people from smoking, reducing
the number of Canadians over 15 who
smoke cigarettes from almost 50% in
1965 to less than 20% today. The dan-
gers of smoking and of second-hand
smoke to innocent bystanders could
increase if marijuana legalization re-
sults in a rise in the number of smok-
ers in Canada.

There are potential health benefits to
using marijuana and these are current-
ly being investigated in clinical trials.
They include pain management, relief
of muscle spasms for those with MS
and seizure reduction in children with
epilepsy; more studies will likely find
other benefits. Clearly, legalization is
an issue that warrants careful deliber-
ation and not a rush towards an arbi-
trarily-imposed deadline.

Bob Cross
Managing Editor
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SPECIAL REPORT ON MEDICAL MARIJUANA

Vocational perspectives and impacts

By Peter Campbell

BA (Hons), RRP, CVRP, CCVE

ccording to Health Cana-
da, the number of people
registered to use marijua-
na for medical purposes
is 167,754 as of March 31,
2017. In comparison, the total number
of registrants for use of medical mari-
juana as of March 31, 2016 was 53,649
and on the same date in 2015 the num-
ber was 18,512 (Market Data, Licensed
Producers Medical Marijuana, Health
Canada March 31, 2017). This expo-
nential growth suggests that the num-
ber of people using marijuana for med-
ical purposes may be expected to grow
further making medical marijuana a
reasonably commonplace treatment for
some ailments. This proliferation rais-
es questions regarding medication and
work; some specific to marijuana and
others more widely applicable.
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The Legal Conundrum for Employers

According to Kees Kort, a lawyer at
Hicks, Morrie LLP who had special-
ized in labour and employment law for
40 years, employers face duelling le-
gal obligations with regard to medical
marijuana use. “The employer is obli-
gated to ensure the safety and health
of the workplace. The employer is also
required to provide reasonable accom-
modation when they know or ought to
have known such accommodation is re-
quired for an employee to complete the
essential duties of their occupation.”
Mr. Kort further described that the ac-
commodation responsibility “extends
to the point of undue hardship, must
offer meaningful work and be digni-
fied in nature”. Mr. Kort explained that
undue hardship includes and may be
triggered by health and safety consid-
erations. Therefore health and safety
considerations in the case of medical

marijuana constitute an undue hard-
ship upon the employer. The employer
has the right to revisit the need for the
accommodation from time to time.

With regard to medical marijuana
the principles of accommodation and a
safe workplace may come into conflict
around the prospect of impairment re-
layed Mr. Kort. Furthermore Mr. Kort
stated that as of now there is no test to
accurately measure impairment from
marijuana. Lastly, Mr. Kort described a
secondary concern, “impaired is the in-
ability to complete the duties and tasks
of one’s job. This makes impairment a
job dependent matter. Specifically, im-
pairment may mean something differ-
ent for a typist than a truck driver”.

To what extent have decisions in
Canada informed us generally?

In French v. Selkin Logging 2015,
Mr. French, a logger and a cancer sur-
vivor, smoked marijuana several times



throughout the workday to manage
chronic pain. Although a doctor had
told the complainant he could use mar-
jjuana if it worked, the complainant
did not have any formal documenta-
tion permitting him to lawfully possess
and use marijuana for medical pur-
poses. Prompted by safety concerns,
the employer told the complainant he
could not continue working if he con-
tinued smoking at work.

Although there was no evidence
that marijuana use had ever affected
the complainant’s performance, the
British Columbia Human Rights Tri-
bunal concluded that the employer’s
“zero-tolerance policy” was a bona fide
occupational requirement. The Tribu-
nal found that the dismissal was not
discriminatory.

The case before the Alberta arbitra-
tion board Calgary (City) v. Canadian
Union of Public Employees, 2015, the

individual was responsible for operat-
ing a grader on city streets. To reduce
pain caused by a back injury, he ob-
tained a permit for medical marijua-
na and began using small amounts at
night before going to bed. After the
individual underwent an Independent
Medical Examination, the employer
decided the employee could no longer
occupy a safety-sensitive position and
accommodated him in a non-safety
sensitive job.

The board of arbitration found that
the IME was based on inaccurate in-
formation from the employer. It found
there was no evidence of substance
abuse or impairment at work. The em-
ployer was ordered to reinstate the em-
ployee to his former position as a grader
operator. However the arbitrators or-
dered the employee to undergo random
marijuana testing in the future, to en-
sure he would not be impaired at work.

In M obo another v. V. Gymnastics
Club, 2016 a newly hired gymnastics
coach advised her employer that she
used prescribed cannabis to treat an
ailment and that it did not cause im-
pairment or interfere in her work du-
ties. This was based on an colleague
complaining the coach “was stoned”
at work. The employer extended her
probation by one month and warned
against impairment in the workplace.
The employer then instituted a “zero
tolerance” policy. After a year of em-
ployment at a performance review
the coach was suspended and given a
medical questionnaire. This was com-
pleted by a treating physician and the
employer refused to allow the coach
to return to work if she used marijua-
na. The Tribunal concluded that the
information provided by the employ-
ee’s doctor did not appear to suggest

Continued on page 8
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Continued from page 7

that the employee’s work was compro-
mised by her use of medical marijuana
and denied the employer’s application
to dismiss the complaint to the BC Hu-
man Rights Tribunal.

Finally, in Brown v. Bechtel Cana-
da and another, 2016 the BC Human
Rights Tribunal denied the employer’s
application to dismiss a complaint lev-
ied by Brown for his dismissal. Brown
was pre-employment tested (negative)
and at that time produced his prescrip-
tion to use medical marijuana. When
seen on-site smoking marijuana (at a
work camp) he was fired. The Tribu-
nal found that the employee was dis-
missed for reasons related to his use of
medical marijuana and concluded that
the employer had not provided any ev-
idence that it took any steps to accom-
modate the employee.

In these cases, the threads of ac-
commodation, workplace safety and
impairment as identified by Mr. Kort
are all evident. In general, the lack of
impairment and disclosure resulting in
a duty to accommodate appear to be
upheld except in a case involving bona
fide occupational requirement.

Impairment

According to Danial Schecter, MD,
CCFP, Executive Director of Cannabi-
noid Medical Clinic in a presentation
to the Vocational Rehabilitation Asso-
ciation of Ontario on November 7th,
2014, marijuana contains a number of
cannabinoids, only one of which has
psychoactive properties. Tetrahydro-
cannabinol or THC is the affective can-
nabanoid in this regard.

According to Alison McMahon,
owner of Cannabis at Work, a compa-
ny which advises on issues linked to
the use of the drug for medical reasons,
and helps firms find employees for
the marijuana industry, marijuana can
be bred for specific properties such as
greater or lesser THC presence. “The
type of strain of marijuana varies by
a person’s medical condition”. Also,
“impairment may be affected by a per-
son’s tolerance to the drug, the time
when the drug was taken and the meth-
od by which it was taken. For example
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taking marijuana with a vapourizer
has a quicker absorption effect than
through ingestion. However ingested
marijuana may have a longer effective
time span.”

Ms. Mc Mahon agreed that there is
no test of impairment. She reported
that tests exist to determine if a person
has used marijuana including a mouth
swab test that indicates use within a
prior 4 hour period. However given
the varieties of marijuana strains and
their different concentrative levels of
THC the presence, even recent pres-
ence, of marijuana may not be indica-
tive of impairment. ~ When taken to-
gether with impairment as a functional
standard relative to job duties the situ-
ation of impairment from marijuana on
the job becomes murky.

This raises questions for safety sen-
sitive occupations in which impair-
ment may hold the greatest risk for in-
jury to self or others. What standards
are being used if any? In the United
States any US DOT (Department of
Transportation) regulated employees
are prohibited from using cannabis.
This encompasses truck drivers, loco-
motive engineers and airplane pilots.
Is a zero tolerance policy for medical
marijuana a suitable answer for safety
sensitive occupations? Ms. McMahon
thought otherwise indicating a person
cannot be impaired at work with mar-

SPECIAL REPORT ON MEDICAL MARIJUANA

ijuana use.

In Canada, an airline pilot testing
positive for cannabis will lose his Med-
ical Validation Certificate with an au-
tomatic and immediate removal from
flying duties. The length of the sus-
pension depends on the participation
by the pilot in an approved rehabilita-
tion program and on his oversight by
a recognized multidisciplinary team.
The program must be approved by
Transport Canada. It is unclear if this
standard has been updated to include
medical marijuana.

The International Association of
Chiefs of Police have developed a 12 step
Drug Recognition Expert (DRE) proto-
col which can be used for detecting im-
paired driving. The methods of assessing
impairment were described and the stan-
dard at which impairment was deter-
mined was the rendering of an opinion,
“Based on the totality of the evaluation,
the DRE forms an opinion as to whether
or not the subject is impaired.”

The DRE model suffers from draw-
backs with respect to its applicability
for addressing vocational/return to
work issues. The protocol was creat-
ed to assess degree of impairment for
an unknown substance. In the case of
medical marijuana the medication and
quantities are known. The DRE proto-
col is applied to the standard of auto-
mobile operation predominantly and



the world of work contains many more
varied task profiles. Consequently the
DRE protocol may not be suitable for
assessing impairment against different
job tasks. Lastly, the DRE protocol does
not inform accommodation needs at all.

Health Canada 2013 (Information for
Health Care Professionals: Cannabis
(marihuana, marijuana) and the canna-
binoids ) described the following per-
formance effects from cannabis (THC),
“Cannabis impairs cognition involving
faculties such as short-term memo-
ry, attention, concentration, executive
functioning and visuoperception” and,
“Although no studies have been car-
ried out to date examining the effects of
cannabis or psychoactive cannabinoid
exposure on psychomotor performance
in individuals using these substances
solely for medical purposes, it is well
known that exposure to such substanc-
es impairs psychomotor performance”.

However, Health Canada also states
“This document should not be con-
strued as expressing conclusions from
Health Canada about the appropriate
use of cannabis (marihuana) or canna-
binoids for medical purposes”.

While it appears agreed that canna-
bis may cause impairment the ques-
tion remains open as to what degree
impairment may occur, if at all, under
appropriate medical supervision.

Vocational Considerations

In his presentation of 2014 Dr. Danial
Schecter reported that 35% of his pa-
tients at the Cannabis Clinic were em-
ployed or in school. However given the
exponential increase in registered us-
ers, it is assumed that the number and
percentage of users seeking and main-
taining employment is also increasing.
In light of the information above, what
practices may be useful for vocational
rehabilitation professionals?

As always, listen to your client. This
need not be expounded on greatly as
it provides the framework for services
that will be delivered and as we know
contributes overarchingly to a success-
ful outcome.

Communication between the Vo-
cational Counsellor, client, treatment

team and employer is warranted. With
the treatment provider and client, is-
sues can be explored and addressed
such as: Does the prescription cause
impairment? Can this impairment be
reduced through dosage amounts,
types and timing to mitigate effects
at work? As seen in Calgary (City) v.
Canadian Union of Public Employees
and in M obo another v. V. Gymnastics
Club, 2016 a lack of impairment, or the
ability to complete all tasks of the job,
was central to maintaining own occu-
pational employment.

Discussion with the employer also
appears warranted. Is the occupation
in question safety sensitive or pose a
safety risk? Are there workplace poli-
cies to be understood in a successful
return to work? If so disclosure in a
return to work plan negotiated by all
parties allows the employer to make
reasonable accommodation. Both Ms.
McMahon and Dr. Schecter indicated
the use of an Independent Medical
Exam (IME) to satisfy the employer
and employee that a return to work is
safe to do. Ms. McMahon described
an assessment performed by an oc-
cupational health physician versant
in medical cannabis effects as a high
standard. An alternate assessment
for some circumstances may be a sit-
uational assessment which replicates
workplace duties to determine if any
accommodation is required. The re-
sults of such an assessment in a re-
turn to work plan, with the client’s
approval, may assuage employer
concerns regarding performance. If
accommodation is needed what type
and for how long also require clarifi-
cation among all parties.

The issue of disclosure with medi-
cal marijuana may change. Given the
expectation of legalization of marijua-
na in 2018 “zero tolerance policies” re-
garding use may be challenged. If the
client uses the drug without impair-
ment the need to disclose to avoid dis-
missal on the ground of zero tolerance
may no longer be a consideration in
some instances. However for now, this
remains a topic to be thought over in a
return-to-work plan.

What of assessment in the case of
the requirement to obtain alternate em-
ployment? Discussion with the client
and treatment provider to develop a
regimen that lessens side effects would
reasonably be expected to increase the
number of potentially viable alternate
occupations. Can measures of cogni-
tive function be undertaken to deter-
mine functional capacities to allow for
effective occupational identification?
Might a functional abilities evaluation
assist in determining psychomotor
function for the same purposes? In
the situation of vocational assessment
it appears some care is warranted in
determining functional abilities for
occupational identification, let alone
pre-employment training.

Overall medical marijuana is a treat-
ment for a variety of illnesses. To that
extent it is expected to primarily alle-
viate symptoms and restore function.
It is reasonable to expect this treat-
ment to improve work performance
as compared to an untreated person.
That perspective, the improved perfor-
mance of the individual, is a positive
basis on which to begin return to work
planning with the client and employer.

This article is written to prompt
thought from VR practitioners on the
area of medical marijuana and return
to work. It is not intended as prescrip-
tive or wholly encompassing of every
potential consideration. With the in-
creasing use of medical marijuana in
Canada the likelihood and pleasure of
serving a client in such circumstance
increases as well. As a result VR pro-
fessionals are encouraged to remain
knowledgeable about issues surround-
ing medical marijuana so as to suit
their professional scope of practice.

Peter Campbell is a vocational rehabilitation
consultant in the Belleville, Ontario area.
He has worked in the field for greater than
20 years most recently providing case man-
agement and assessment services. In his
spare time he is a boxing coach at Belleville
Bulldog Boxing Academy and is working
to create a program for people with Parkin-
son’s disease to increase strength, balance
and motor coordination for those afflicted.
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Understanding medical

CannabYSEd
HECOMMOU A MY ICTDIDYEES

By Stephanie Clement, M.Ed.

Senior Trainer,
Banyan Work Health Solutions

The Situation

Cannabis is steadily becoming more
commonplace in Canada as societal
views are evolving and the use of can-
nabis is becoming less stigmatized,
in particular due to its use for medic-
inal purposes. Health Canada esti-
mates that, at the end of 2016, almost
130,000 Canadians had signed up with
a licensed cannabis producer and that,
over the next decade, Canada will see
as many as 450,000 more medical can-
nabis users. While medical cannabis
is being prescribed to help manage
a wide variety of symptoms such as
nausea from chemotherapy, weight/
appetite loss associated with HIV/
AIDS, chronic pain, inflammatory
diseases, sleep disorders, stress and
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anxiety, the accommodation needs of
workers who use medical marijuana
is emerging as a prevalent issue facing
Canadian workplaces.

How it Works

There are at least 113 active cannabi-
noids identified in cannabis. The two
main ones used in medical cannabis are
delta-9-tetrahydrocannabinol (THC)
and cannabidiol (CBD). The specific
illness and symptoms dictate which
cannabis strain will be prescribed by
a physician and what the recommend-
ed THC to CBD ratio should be - THC
procuring a psychoactive effect and
CBD without psychoactive effect. The
form of consumption will also be de-
termined by the physician (i.e. oil,
pill, spray, vaporized, smoked). Dried
cannabis herbs can be bought in both
illegal dispensaries and legal licensed
producers; spray (Sativex) and pills
(Nabilone) are only available with a
prescription in pharmacies.

Filling your prescription

There are currently no prescribing
guidelines available for physicians.
Some physicians are starting to re-
search the topic and are becoming
comfortable  prescribing  medical
cannabis to their patients, including
managing their patient's application
process for access to Health Cana-
da’s Marihuana for Medical Purposed
Regulations (MMPR) and registration
with an approved Licensed Produc-
er (LP). Additionally, in many cities
across Canada, specialist clinics take

the burden off treating physicians by
adjusting dosage and choosing the
right strain and facilitating the regis-
tration process, for patients who have
been referred by their treating phy-
sicians. Once the licensed producer
verifies registration information with
the treating physician/medical clinic,
the order is placed, and then shipped
to the patient’s home. Each shipment
contains a verification card that the
patient can produce should proof be
required that the medication has been
legally obtained.

Licensed Producers
All patients prescribed medical can-
nabis in dried herb or oil form should
be obtaining their medication from
a licensed producer registered with
Health Canada. In February 2017
there were 32 licensed producers and
52 as of July 18, 2017. When seeking
to understand if a patient is ordering
from a licensed producer, verifica-
tion of this regularly updated list of
licensed producers can be accessed
on Health Canada’s website. Licensed
producers ship across the country and
each producer has different strains
available with varying THC to CBD
ratios. This is where the expertise of
the specialized treatment team is op-
timal in choosing the right producer
based on the product that is most ide-
AT TOT each patient.
https.//tinyurl.com/y9epdy7q

Does o worknlace 2ccamma
\as P

ation
for an employee who takes medical
cannabis mean allowing that employ-
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ee to smoke or inhale cannabis in the

workplace?

NO!

Medical accommodation does not
override existing regulations or ex-
pectations for workplace conduct. For
example:

* Anti-smoking laws apply to smok-
ing cannabis in the same way they
do to regular cigarettes;

* A prescription for medical cannabis
does not mean an employee can ar-
rive late or impaired at work;

* Safety must be ensured at all times.
Accommodating an employee who

has been prescribed medical cannabis

will depend on a myriad of factors, in-
cluding the nature of the workplace,
the occupational demands, and the
needs of the employer and employee.

Currently in Canada, most cities have

a by-law stating it is illegal to smoke

in public spaces, such as workplac-

es, restaurants, and nine meters from
public doorways. In US states where
cannabis has been legalized, it is still
illegal to consume cannabis in public

and is only allowed on private prop-
erty. We can expect similar rules will
apply in Canada when cannabis is le-
galized in 2018.

Currently, employers may have
a drug and alcohol policy outlining
steps to investigate situations where
drug and/or alcohol abuse is sus-
pected, as well as disciplinary mea-
sures in cases where drug and alco-
hol use is confirmed. These policies
will remain in effect when cannabis
is legalized in 2018. However, there
is potential for an employee taking
medical cannabis to be discriminated
against within these existing policies.
In the case of an employee testing
positive for cannabis as a result of be-
ing prescribed medical cannabis, em-
ployers could consider a provision
in their policy where this employee
would not be subject to disciplinary
measures. It may be worthwhile for
employers to consider an addendum
to current drug and alcohol policies
that would highlight factors to be
considered when an employee is tak-

ing medical cannabis (e.g. has it been
obtained from a licensed producer).
Should safety be a concern, the em-
ployer reserves the right to refer to
third party service provider for man-
agement and identification of possi-
ble impact on work and accommoda-
tion needs.

Under Canadian privacy laws, em-
ployees have no obligation to divulge
the medications they are taking to
their employer. Consider a scenario
where an employee is randomly test-
ed and tests positive for cannabis - the
employee may willingly divulge that
he is taking medical cannabis but an
employer may have a difficult time in-
sisting he provide proof unless provid-
ed for in a medical cannabis policy. (It
is important to bear in mind that some
forms of cannabis are not psychoac-
tive and therefore compatible with be-
ing productive and safe at work while
helping with pain management or
other symptoms). Having a clear and
specific policy provision for cannabis
will become that much more import-
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ant once cannabis is legalized in Can-
ada to avoid the potential “cannabis is
legal so it’s ok to smoke before coming
to work" attitude.

A helpful strategy for employers
will be to partner with their short-
term or long-term disability carrier
or with an independent third party
service provider for guidance to en-
sure employee safety, and to obtain
the required confirmation that the
medical cannabis is obtained from a
licensed producer and not a dispen-

Dr. Andrea Burry,

Medical Director,

Trauma Healing Centers -
May 2017 CLHIA conference

-

Health Canada

Medical cannabis consumer
information:
https:/ /tinyurl.com/ybrku9m§8

Health Canada

Medical cannabis information
for health care professionals:
http:/ /tinyurl.com/ycsltz8b

Health Canada

List of approved licensed
producers:
https:/ /tinyurl.com/y6v58mpe

John Drudge, Rapid Interactive
Disability Management Ltd.
July 4th, 2017 conversation.
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sary. For insurers, who have access to
medical information, asking for the
confirmation card will be possible and
should become mandatory as part of
case management of these cases, with
obtaining medical cannabis from a
licensed producer being considered
'under appropriate treatment' as per
insurance terms. With the various
forms of cannabis and THC to CBD ra-
tios, most employees can take medical
cannabis and be capable of working
safely. If a THC dose is needed (psy-
choactive), this can be consumed after
work hours and depends on how each
individual patient metabolizes the op-
tion they are taking.

If an employee needs the increased
THC to manage symptoms, then it is
imperative that safety be evaluated
and handled as with any other em-
ployee taking opiates. What can be
done in cases, where driving and/or
performing hazardous tasks would
become unsafe because of impairment
of mental alertness and/or physical
coordination?

In the example of a heavy machin-
ery operator where safety is a concern,
an employer may not know which
medications this employee is taking,
but has noticed that something is
off.....slow response time, day dream-
ing, etc. What options are available to
ensure this employee is safe at work?

A Functional Capacity Evaluation
(FCE) including cognitive abilities,
may have value to ensure safety in
specific tasks such as manual han-
dling, sitting, standing, focus, con-
centration, fatigue, etc. With this in-
formation, appropriate temporary or
long term work accommodations can
be pursued.

As with any situation where med-
ical accommodations are required, it
is essential to clearly understand how
medical cannabis impacts the em-
ployee’s ability to meet occupational
demands, and to then determine if
certain shifts or times of day would
be best because side effects are less
problematic. Temporary assignments
into an occupation that is a better fit
to the current functional level or part
time shifts should also be considered

as suitable accommodation. A thor-
ough assessment of the gap between
the employee’s current level of func-
tion and function required to meet
physical and cognitive occupational
demands is the key to accommodating
employees taking medical cannabis.

The challenge for employers mov-
ing forward will be balancing the duty
to accommodate employees with dis-
abilities prescribed medical cannabis,
while taking every reasonable precau-
tion to ensure the safety of the work-
place and seeking assistance to identi-
fy and properly manage solutions.

While quality can usually be controlled
for spray and pill form cannabis pre-
scriptions because they are available
in pharmacies, challenges exist for pre-
scriptions for dried cannabis and can-
nabis oil. In 2018, when cannabis is le-
galized, it will be possible for anyone to
obtain dried cannabis and cannabis oil
from a dispensary where quality con-
trols may be sub-optimal in comparison
to Health Canada approved licensed
producers. Requiring mandatory reg-
istration and ordering from a licensed
producer for patients prescribed med-
ical cannabis may help to ensure that
dosage is properly controlled and that
regular follow ups are scheduled to re-
view dosage and side effects.

Not everyone is a suitable candi-
date for being prescribed medical can-
nabis. Situations that call for concern
include:

* Anyone under the age of 25 (in fact,
some doctors will not prescribe to
patients under the age of 35).

* A history of addiction or sensitivi-
ty to cannabinoids or smoke, taking
other medications that are contrain-
dicated, and suffering from medical
conditions that are contraindicated,
such as schizophrenia, psychosis,
liver or renal disease.

* Taking more than 3 grams per day**;
with no regular medical follow up;
where no dosage decrease in other
prescription drugs such as opioids
and benzodiazepines is seen; order-
ing from multiple licensed provid-
ers or from dispensaries, even when


http://tinyurl.com/ycsltz8b
https://tinyurl.com/ybrku9m8
https://tinyurl.com/y6v58mpe

they become legal in 2018.

* Refusing to provide a copy of the
order confirmation of licensed pro-
ducer verification card.

* Asudden increase in dosage may be
also be concerning as it may be an
indicator of addiction.

** Data from various surveys pub-
lished in the peer-reviewed literature
have suggested that the majority of
people using smoked or orally ingest-
ed cannabis for medical purposes re-
ported using between 10 - 20 g of can-
nabis per week, approximately 1 - 3
grams of cannabis per day.

Health Canada’s recommendation
is that maximum dosage be at 3g/day.

As with many other medications,
prescribing contraindications exist
with concurrent medications and
existing medical conditions. Health
Canada’s detailed document for pro-
fessionals clearly outlines them. Em-
ployers bound by privacy laws will
not have access to this information
and may need to partner with their
insurance carrier or claims manage-
ment provider to obtain confirmation

Preventing
Needless
Disability

A 2-Day Skills Training
Workshop for the

Progressive Goal Attainment
Program (PGAP®):

An Evidence-Based Treatment

Program for Reducing Disability
Associated with Pain,
Depression, Cancer and other
Chronic Health Conditions

PROGRESSIVE GOAL ATTAINMENT PROGRAM

that treatment is appropriate and
safety is ensured.

Whether you are an employer, an
insurer or a third party service pro-
vider, it will be important to ensure

the employee/client is obtaining the
medical cannabis prescription from
a licensed producer registered with
Health Canada.

Consider stay-at-work initiatives
that will allow a third party pro-
vider to work with employees and
their treatment provider to ensure a
work-friendly form of medical can-
nabis is prescribed; ensure the em-
ployee is registered and obtaining
the medical cannabis from one of
the 52 licensed producers registered
with Health Canada; and work with
the employee and employer to find
suitable accommodations and ensure
work safety.

As more physicians prescribe medi-
cal cannabis and as cases of workplace
accommodation become more preva-
lent - coupled with proper workplace
policy implementation - the current
unease with medical cannabis could
subside over time and be managed as
any other opioid medication and ac-
commodation need.

For more information or to attend a
webinar, please contact the author.

The PGAP" is considered one of the most empirically supported
interventions for targeting psychosocial risk-factors for disability.

This training workshop is designed to equip rehabilitation professionals with
skills in psychosocial intervention strategies such that they may be better able
to assist their clients in overcoming the challenges associated with debilitating
health/mental health conditions. To date, clinical trials have supported the
effectiveness of the PGAP for reducing disability and promoting return to work
in individuals who has sustained work injuries, individuals with whiplash
injuries, individuals with fibromyalgia, and individuals with mental health

conditions such as depression and PTSD.

The demand for the PGAP has increased dramatically over the past few years
and is considered a preferred service by many injury and disability insurers in
North America. The PGAP has been included in the 18th edition of the Official
Disability Guidelines (Work Loss Data Institute, 2013) as an evidenced-based

approach to the management of disability.

Date: September 15 & 16, 2017 (Bellevue, Washington),
November 24 & 25, 2017 (Mississauga, Ontario)

Instructor: Psychologist, Michael JL Sullivan, is a Professor of Psychology,
Medicine, Neurology, Physical and Occupational Therapy at McGill University,
Montreal, Canada and Honorary Professor in the Faculty of Health and
Behavioural Sciences at The University of Queensland, Brisbane, Australia

Registration forms, Speaker CV, Journal References: PGAPworks.com
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Considerations for establishing
the minimum age to purchase
and consume marijuana

By Paula Roy
hile there are many
contentious aspects
to the legalization of
marijuana, one of the
most  hotly-debat-
ed topics is establishing the minimum
age for legal purchase and consump-
tion. Some lobby groups feel it should
be 18, similar to the voting age, while
others argue that it should be aligned
with the legal age for purchasing alco-
hol in Canada (19 in most provinces, 18
in Quebec, Manitoba and Alberta). A
third voice is that of the Canadian Pae-
diatric Society, which is urging the fed-
eral government to strongly consider
a higher age limit and/or limiting the
concentration of THC (tetrahydrocan-
nabinol, the main psychoactive com-
ponent) in cannabis that 18- to 25-year-
olds can purchase legally. Joining the
chorus is the Canadian Psychiatric As-
sociation which has warned about the
mental health implications of cannabis
for young people, and recommended
an age limit of 21, as well as quantity
and potency limits for those under 25.
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The principal reasons for these
cautionary recommendations are the
increased risks associated with rec-
reational marijuana use by younger
people. Doctors and scientists confirm
that brain development is not complete
until we reach our mid-20s and that
cannabis can have both structural and
functional effects on the brain during
this critical time of development. It is
believed that lower concentrations of
THC may mitigate this risk.

Research has shown that sixteen
percent of youth who regularly use
marijuana are at risk of developing
clinically-diagnosed cannabis-use de-
pendency, despite pro-pot advocates’
claims that the drug is not addictive.
Young people with this dependency
typically find the patterns of their lives
become severely disrupted, with nega-
tive impacts on academic performance,
relationships and social life. Those
who become dependent on marijuana
also find it difficult to reduce or elimi-
nate their consumption thanks to with-
drawal symptoms including anger,
agitation, sleep disruption, digestive

SPECIAL REPORT ON MEDICAL MARIJUANA

upset and severe headaches. Of even
greater concern is that heavy consump-
tion of marijuana can also lead to psy-
chotic events including hallucinations,
depersonalization and more.

Doctors - including addiction ex-
perts - argue that the combination of
the dangers to the developing brain
and the mental health risks are com-
pelling reasons why legislation should
be structured to protect young people
from cannabis exposure. In addition,
legislation similar to what has been
enacted for tobacco usage should also
be developed for marijuana, to protect
children from second-hand pot smoke.

Of equal concern are the implica-
tions of marijuana use among young
drivers. Many people erroneously be-
lieve there is no danger to driving when
‘high’, however this is not true. Young
drivers, some of whom may overesti-
mate their own proficiency behind the
wheel under many circumstances, are
particularly vulnerable to making driv-
ing errors. If they are impaired by mar-
ijuana consumption or, even worse, a
combination of marijuana and alcohol,
they may not realize the risk they pose
to themselves or others should they
choose to get behind the wheel.

Finally, doctors warn that another
potential consequence of marijuana
legalization could be that young chil-
dren can unintentionally access canna-
bis products. In Washington and Col-
orado, two jurisdictions in the United
States where recreational marijuana
has already been legalized, the num-
ber of young children being brought
to hospital emergency departments
due to cannabis overdoes has tripled,
primarily due to kids eating marijua-
na-laced baked good or candies in-
tended for adult consumption. Some
suggest that the government should
ban the sale of such products because
of the danger they pose to young chil-
dren, who have no way to distinguish
them from non-cannabis based treats.

As the federal government develops
a framework to legalize marijuana, ex-
perts from many fields confirm that it
is crucial that restricting youth access
and usage be fundamental parts of the
legislation.



Pros and cons
of legalizing
marijuana

By Paula Roy

Proponents of the legalization of mari-
juana put forth a number of arguments
in support of this legislative change.
Here are a few of their key points:

Tax revenue - New taxes applied to the sale and distri-
bution of marijuana could raise many millions of dollars
each year, making the legalization a much-valued revenue
generator for federal or provincial governments.
Decreased revenue for organized crime - Advocates say
that legalizing marijuana will significantly cut into the
profits of those currently supplying drugs illegally. Second-
ary benefits would include decreased costs to police and
prosecute illegal drug traders, as well as decreased violence
as a result of organized crime activity.
Reallocation of resources for law enforcement and crim-
inal justice - Some groups who are pro-legalization of
cannabis feel that decriminalization will enable police and
the legal system to focus more on violent crimes, making
our communities safer while also reducing court backlogs
and prison overcrowding.
Better assurance of safety controls - As the current opi-
oid crisis proves, when drugs are purchased off the
street, there is no assurance of quality or safety. Legalization
is intended to create a safety control system that protects
consumers.
Improved access for medicinal use - Some medical ex-
perts and advocates agree that marijuana is effective in
treating a range of health conditions, including cancer pain,
glaucoma, epilepsy, multiple sclerosis (MS), posttraumatic
stress disorder and more. Making it easier for patients to
access marijuana for medicinal use will benefit those who
wish to use it to ease symptoms.
Respect for personal choice - some people feel that lim-
iting access to and use of marijuana intrudes on person-
al freedom, therefore they believe marijuana use should be a
matter of individual choice rather than a regulated act.
Parity with other substances - proponents argue that mar-
ijuana is no more harmful to a person’s health than alcohol
or tobacco, which are both legal and widely used, and have
controlled access which is regulated by current legislation.
Support for new businesses - legalization would enable
licensed industrial growers in Canada to develop and
establish reputable, profitable companies which will em-
ploy many workers and contribute tax revenue and other
financial benefits as good corporate citizens.

Those who are opposed to legalizing mar-
ijuana have their own compelling reasons
for doing so. These include:

Risk of addiction - researchers and addiction treatment
specialists agree that long term, habitual use of marijuana
does lead to addiction, with as many as ten per cent of users
developing dependence on the drug over time. As with any
form of substance abuse, quitting the habit can lead to with-
drawal symptoms ranging from mild to severe.
Gateway to harder drugs - Addiction specialists be-
lieve that marijuana use can lead users towards more
serious drugs, including the use and abuse of prescrip-
tion drugs, hash, cocaine, heroin and more. Marijuana
legalization could therefore increase societal and finan-
cial costs for treating individuals who move on to hard-
er drugs.
Increased impaired driving - In Colorado and Washing-
ton, two of the first states to legalize recreational marijua-
na, statistics show that the rate of serious highway crashes
due to marijuana-induced impairment has increased. Ex-
perts recommend Canada combat this risk by setting legal
bloodstream limits for THC, as has been done for alcohol,
but more reliable roadside testing methods also need to be
developed.
Altered perception - Marijuana is a drug, which by defi-
nition changes the way the human body functions. A
primary effect altered perception, which some believe can
lead to lapses in judgement as well as aberrant and illegal
behaviour including crimes such as robbery and rape.
Physiological effects -The lungs, cardiovascular sys-
tem and brain are all adversely affected by marijua-
na use. Marijuana is estimated to have almost double
the levels of carcinogens than tobacco smoke. Marijuana
use raises the heart rate from 20 to 100 percent for up to
three hours after it has been smoked, increasing the risk
of problems, such as arrhythmia, heart palpitations and
heart attack.
Psychological effects - Research has discovered a link
between marijuana use and mental illnesses such as
schizophrenia and depression.
Increased access by children and youth - Harmful
substances like alcohol and cigarettes are prohibited
from being sold to children, who typically do not have
the same judgement, reasoning and sense of responsi-
bility as adults. Plus, their still-developing bodies suffer
more ill-effects from the intake of such substances, as
well as marijuana. There is also a risk of accidental in-
gestion of marijuana by children, particularly in edible
products, which children may not realize are not intend-
ed for them.
Second-hand smoke - Science has proven the danger
of second-hand smoke from cigarettes; those same dan-
gers apply to smoking marijuana. While people can no lon-
ger smoke in public spaces and workplaces will extend to
marijuana use, smoking cigarettes or marijuana in private
homes, yards and balconies is not regulated and is often
a point of contention in townhouse complexes, apartment
buildings, etc.
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Impact on provinces
and municipalities of
legalization of marijuana

By Paula Roy
nApril 13,2017, the Cana-
dian federal government
announced that it intends
to enact legislation to le-
galize marijuana, fulfill-
ing a campaign promise made during
the 2015 election campaign. There are
broad implications to this significant
change in public policy, including in the
areas of health, safety, security, interna-
tional relations and even Canadian cul-
ture. The government indicated that one
of the prime reasons it is pursuing this
new legislation is as a means to address
very high percentages of young people
using cannabis in Canada; our country
actually has one of the highest rates in
the world and criminalization has not
historically served as a deterrent.

Two bills were introduced in the
House of Commons in April by Justice
Minister Jody Wilson-Raybould, Public
Safety Minister Ralph Goodale, Health
Minister Jane Philpott and Foreign Af-
fairs Minister Chrystia Freeland. Cana-
daisnow thelargest federal jurisdiction
in the world to embark on the process
of legalizing cannabis consumption,
in an attempt to replace the current
law, which bans the recreational use of
marijuana but has long been deemed
an ineffective piece of legislation. The
foundations of the new legislation are
that marijuana should remain strictly
controlled, not be consumed by drivers
and not made available to children.

If passed, the new laws would al-
low adults 18 and over to possess up
to 30 grams of dried cannabis or its
equivalent in public, share up to 30
grams of dried marijuana with other
adults and buy cannabis or cannabis
oil from a provincially-regulated re-
tailer. It would also be legal for adults
to grow up to four plants at home for
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personal use and make products con-
taining cannabis at home. There will
be significant penalties for those who
assist young Canadians in commit-
ting cannabis-related offences as well
as zero-tolerance for drug-impaired
driving. Police would be able to issue
tickets for possession of small amounts
above the legal limit, while illegal pos-
session of larger amounts could bring
a maximum penalty of up to five years
in jail. There will also be strict controls
imposed on the branding, marketing
and advertising of legal marijuana.

Under the proposed legislation,
Health Canada would continue to reg-
ulate such areas as pesticide use, prod-
uct safety and quality standards. In
terms of impaired driving, there would
be a regulated limit - the first such im-
position in Canadian law - for THC
(cannabis” psychoactive ingredient)
levels in a driver’s blood. If a police of-
ficer has reason to suspect that a driver
is impaired, the officer can demand the
driver take a roadside saliva test, the
results of which could lead to the offi-
cer requesting a blood sample or eval-
uation by a drug impairment expert.
Failure to comply would be a criminal
offence and the penalties would be
harsher if the driver was impaired by
both alcohol and marijuana.

Despite these details, there are still
many grey areas. We do not know yet,
for example, how cannabis will be
priced, how it will be taxed or what
amount of revenue the government ex-
pects because of legalization (experts
suggest it could be anywhere from
$600 million to $5 billion or more). Of
course, higher prices and/or higher
taxes are perilous because they may
cause consumers to continue to sup-
port unlicensed marijuana dealers
rather than licensed channels.

Much debate has ensued about the
proposed legislation, particularly its
impact on provincial and territorial
governments, upon whom the federal
government is downloading responsi-
bility for distribution and enforcement.
As mentioned, the new bills have set
the legal age for marijuana consump-
tion at 18, although the current word-
ing says that provincial and territorial
governments would be free to impose
a higher legal age limit. Whether can-
nabis will be sold in standalone retail
locations or via provincially-licensed
liquor outlets is unclear, as is whether
or not its consumption in public spac-
es (i.e., places where alcohol is served)
will be permitted. Even though distri-
bution will be handled at a provincial
level, retailers must obtain federal li-
censes to sell marijuana, yet the inspec-
tion of production and distribution
facilities will conversely fall under the
provincial rather than federal umbrel-
la. From an international perspective, it
is also not known how Canadians will
be treated abroad if travelling from a
country where marijuana has been le-
galized to one which has not.

In April, Yasir Naqvi, then-Minister
of Community Safety and Correctional
Services (and now Ontario’s Attorney
General) likened the scope and impact
of the new marijuana legislation to the
end of prohibition in the 1930s. In ad-
vance of the unveiling of the new bills
this year, in 2016 the Ontario govern-
ment established a cannabis legalization
secretariat to proactively start exploring
various options - focusing especially on
youth, public health and road safety, as
well as prevention and harm reduction
- s0 as to be better prepared to respond
to the proposed federal legislation.

Also at the time of the proposed leg-
islation’s unveiling, Manitoba Justice



Minister Heather Stefanson warned
that the provinces could incur signif-
icant costs to enforce new marijuana
laws, including officer training to com-
bat impaired driving, and suggested
that the federal government should
help pay some of these costs. She in-
dicated that while the Manitoba gov-
ernment is pleased their federal coun-
terparts are following in the footsteps
of their province’s Cannabis Harm
Prevention Act, there needs to be clar-
ity over who will pay for both training
and the technology to test for THC
levels in drivers. The lack of a reliable
roadside testing methodology is par-
ticularly problematic, she emphasized.
Some jurisdictions use a saliva test but
measuring THC levels in nanograms is
not reliable, since individuals all me-
tabolize drugs differently.

Similarly, Alberta premier Rachel
Notley expressed concern months ago
that meeting the July 1, 2018 deadline
could be difficult. She said the prov-
inces may need more time because ad-
ministering the new legislation is very
complex. She reiterated this position in
mid-July at the annual meeting of Can-
ada’s provincial and territorial leaders,
where she and her counterparts urged
the federal government to consider de-
laying marijuana legalization past July

2018 until issues such as distribution,
public and traffic safety, measuring
cannabis impairment and protecting
the health of youth are fully addressed.
They also expressed concern that they
do not wish a patchwork of legislation
as exists across the country for beer,
wine and spirits. The premiers and
territorial leaders have decided to es-
tablish a working group to examine
the issues that surround legalization
of marijuana; it is expected to deliver
a preliminary report by November 1st.

Meanwhile, individual provinces
will continue to grapple with the issues
surrounding legalization in their own
ways. In mid-July, Ontario embarked
on a series of public consultations to
gather feedback on the legal age to buy
pot and the appropriate vendor struc-
ture for marijuana sales. Despite the
fact that the public consultations have
just begun, Premier Kathleen Wynne
has already said that consumers will
have to be 19 years old to legally pur-
chase marijuana in Ontario, to align
with the age limit for the purchase of al-
cohol. She also emphasized that as On-
tario makes plans for the legalization
of marijuana, the province will also be
working diligently to align its policies
and practices with Quebec, given that
two of the country’s two most popu-

lous provinces share a lengthy border
and differing rules could drive traffic
across the border in either direction.
British Columbia’s politicians have
similarly pointed out that harmoniz-
ing the tax rates between provinces are
an important consideration because if
they are not standardized, Canadians
may choose to travel to another prov-
ince where the tax rate is lower to pur-
chase marijuana.

The bills put forward by the govern-
ment in April must now be studied by
Commons and Senate committees be-
fore being voted into law. In announc-
ing the proposed new legislation, the
federal government promised a com-
prehensive public awareness campaign
to educate people about the dangers
of both early and long-term marijuana
use, the risks of high-potency products,
and the fact that marijuana impairs
judgment, especially when combined
with alcohol or other drug use. We can
be certain that in the months ahead, im-
paired driving will be an area of intense
focus for federal law makers, the RCMP
and provincial and municipal law en-
forcement agencies. Much work re-
mains to be done before the target legal-
ization date of July 1, 2018, and much
of that work rests on the shoulders of
provincial and territorial politicians.
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Timeline of
marijuana’s

political

and legal

journey

By Paula Roy

s Canada prepares for

the legalization of mari-

juana, widely anticipated

to happen in mid-2018,

it is interesting to take a
look at marijuana’s history in North
America.

1700s: Early American colonists grew
hemp, but it was low in THC ((tetrahy-
drocannabinol, the main psychoactive
component). The plant’s commercial
value was for making rope, paper and
clothing.

1800s: The British grew cannabis in
their colonies of Bengal and India, ex-
porting it to Jamaica where it was given
to slaves to pacify them. This practice
continued into the early 1900s. Smok-
ing marijuana became an entrenched
part of Jamaican culture and spread to
other Caribbean islands.

Early 1900s: at the end of the Mexican
Revolution of 1910-1911, refugees flee-
ing violence brought cannabis with
them into the United States. Sailors who
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plied routes from the Ca-

ribbean also brought it to

New Orleans and a stereotype
developed that it was brown and
black people who smoked marijuana.

1922: Pioneering Canadian feminist Emi-
ly Murphy publishesda strident anti-can-
nabis book called The Black Candle, in
which she claims that marijuana use
turns people into homicidal maniacs.

1923: Cannabis is added to Canada’s
Schedule of the Opium and Narcotic
Control Act.

1930: The aforementioned racial stereo-
typing in the U.S. fuelled activists to
pursue anti-marijuana legislation. As
marijuana use increases, partially as a
response to Prohibition, The Federal
Bureau of Narcotics is established.

1937: The U.S. Marijuana Tax Act is
passed; this statute effectively crim-
inalized marijuana, restricting pos-
session to people who paid an excise
tax for authorized medical uses of
the drug.
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1960s: The perception of marijuana as
primarily a ‘coloured-people’s drug’
changed when baby boomers and
white college kids embraced it. Studies
commissioned by Presidents Kennedy
and Johnson concluded that marijuana
use did not induce violence.

1969: The Canadian government estab-
lishes a Commission of Inquiry Into
the Non-Medical Use of Drugs (called
the LeDain Commission after its chair-
person). In 1972 the commission rec-
ommends decriminalizing simple can-
nabis possession and cultivation for
personal purposes.

1976: American conservative Christian
groups lobbied for stricter marijuana
laws. The power of this vocal coalition
eventually led to the 1980s “War on
Drugs”.



1977: Reflective of changing attitudes,
Prime Minister Pierre Trudeau told a
group of students: "If you have a joint
and you're smoking it for your private
pleasure, you shouldn't be hassled."

1986: President Regan implemented
the Anti-Drug Abuse Act which in-
creased penalties for marijuana
offences, and establishes harsh
mandatory "three strikes" sen-

tencing laws.

1989: President George
H.W. Bush declared a
new “War on Drugs”.

1996: California became
the first state to legal-
ize medical marijuana.
Within the next 12 years,
twelve other states fol-
lowed suit, though re-
strictions varied widely.

1999: Two Canadians re-

ceived federal permission

to use marijuana for medici-
nal purposes.
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2000: The Ontario Court of Appeal
ruled that Canadians have a constitu-
tional right to use cannabis as a med-
icine.

2001: New Canadian medical mari-
juana access regulations granted legal
access to cannabis for individuals with
HIV/AIDS and other illnesses. Autho-
rized patients can grow their own pot
or obtain it from authorized producers
or Health Canada.

2012: The Conservative majority gov-
ernment passed the Safe Streets and
Communities Act, which amends the
Controlled Drugs and Substances Act to
provide for minimum penalties for se-
rious drug offences and increase the
maximum penalty for cannabis pro-
duction.

2013: New federal regulations further
changed Canadian medical marijuana
access rules, shifting from homegrown
to licensed commercial growers. Some
37,800 peopled receive authorization
authorized to possess marijuana, up
from fewer than 100 in 2001.

2014: As the result of referendums held
in 2012, Colorado and Washington are
among the first states to legalize the
recreational use of small quantities of
marijuana.

2015: The Liberal Party won the Canadi-
an federal election and Justin Trudeau
became Prime Minister. The party had
including legalizing marijuana as part
of its election platform.

2017: In April, the Canadian govern-
ment announced it will decriminal-
ize marijuana by July 2018.

At the annual meeting of Can-
ada’s provincial and territorial
leaders in July, the group urged
the federal government to consid-
er delaying marijuana legalization
past July 2018 until issues such as
distribution, public and traffic safe-
ty, measuring cannabis impairment
and protecting the health of youth
are fully addressed. They also ex-
pressed concern that they do not
wish a patchwork of legislation as
exists across the country for beer,
wine and spirits.
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The psycholo
pain-related work

By Dr. Michael Sullivan
n North America, work-related
musculoskeletal conditions are the
most expensive non-malignant
health condition affecting the work-
ing-age population . Musculoskel-
etal disorders can arise from activities or
incidents involving muscular strain, falls,
repetitive movements or physical impact.
Although the majority of musculoskel-
etal conditions recover within weeks of
injury, a significant proportion of individ-
uals will remain permanently disabled.
The prevalence of work disability asso-
ciated with musculoskeletal conditions
has been increasing steadily in spite of
numerous policy, prevention and inter-
vention initiatives launched to date.

By the mid-1960s, mounting clinical
and scientific evidence was suggesting
that traditional medical approaches to
understanding (and treating) pain-relat-
ed disability were inadequate. Research
was accumulating indicating that medi-
cal status variables alone could not ful-
ly account for presenting symptoms of
pain and disability that arose consequent
to injury I 2. Biopsychosocial models
have been slowly replacing traditional
medical models as the dominant concep-
tual frameworks guiding research and
practice on pain-related disability. These
models suggest that a complete under-
standing of pain experience and pain-re-
lated disability consequent to injury will
require consideration of physical, psy-
chological and social factors 4.

As intuitive as the premise might be,
pain severity is not the primary deter-
minant of prolonged work disability fol-
lowing injury. Overwhelmingly, research
suggests that pain severity accounts for
only approximately 10% of the variance
in the disability associated with muscu-
loskeletal conditions .. Still, pain reduc-
tion remains the major focus of interven-
tions offered to individuals who have
sustained musculoskeletal injuries. In
light of the weak relation between pain
and disability, it is perhaps not surprising
that pain-focused interventions have not
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been shown to be effective in reducing
the magnitude or duration of work-dis-
ability. Indeed, certain pain-focused in-
terventions, such as the prescription of
opiates, have been shown to increase
rather than decrease disability [

Our work over the past two decades
has examined the role of pain-related
psychosocial factors as determinants of
work-disability following musculoskele-
tal injury. Numerous investigations have
shown that individuals who engage in cat-
astrophic or alarmist thinking about their
symptoms, and who feel that they are suf-
fering unjustly, are individuals at high risk
for prolonged disability following muscu-
loskeletal injury 8. The predictive value
of catastrophizing, and perceived injustice
for prolonged work-disability has been so
robust, that these psychosocial variables
have risen to the status of ‘risk factors’ for
problematic recovery [,

Over the past two decades, great
strides have been made in alerting clini-
cians to the importance of assessing psy-
chosocial risk factors in their evaluations
of individuals suffering from debilitating
pain conditions. Measures of pain-relat-
ed psychosocial risk, such as the Pain
Catastrophizing Scale (PCS) [8] and the
Injustice  Experiences  Questioannire
(IEQ) " have been incorporated into the
assessment protocols of pain clinics and
rehabilitation centers around the world.

Although psychosocial risk measures
such as the PCS and the IEQ have been
readily adopted, the clinical communi-
ty has lagged in the implementation of

g
! isability

interventions specifically designed to
target these psychosocial risk factors.
While speaking at a recent rehabilitation
conference, I asked members of an audi-
ence of approximately 1000 clinicians to
raise their hand if they used a measure
of pain catastrophizing as part of their
assessment protocol. Nearly every hand
in the audience was raised. I then asked
what clinicians did differently when one
of their clients obtained a high score on
the measure of catastrophizing. Not one
hand was raised to offer a response.

The assessment of psychosocial risk
factors is only worthwhile if there are
plans to institute an intervention specifi-
cally designed to target psychosocial risk
factors. Unfortunately, in many settings,
the assessment of pain catastrophizing
and perceived injustice (and other psycho-
social risk factors) is more likely to be used
to blame the client for failing to respond
to treatment, as opposed to being used to
tailor treatment to the client’s needs.

When measures of psychosocial risk
are used only for assessment purposes, as
opposed to treatment planning, their use
can actually be potentially harmful to the
client. I have witnessed many occasions
where psychosocial risk measures were
included as part of a functional capacity
evaluation. When results fail to reveal a
consistent picture of physical limitations,
and the patient obtains high scores on
pain-related psychosocial risk factors,
the conclusion is drawn that the patient’s
problem is psychological as opposed to
physical. This erroneous conclusion can
have disastrous consequences for the cli-
ent’s eligibility for compensation.

Can the current situation be im-
proved? One significant challenge is that
primary care services are not well suited
for targeting psychosocial risk factors
in the early stages of recovery. Primary
care practitioners, such as physicians
and most physical therapists, have nei-
ther the time nor the skill set necessary
to effectively manage psychosocial risk
factors for work-disability. Additionally,
there are indications that primary care



practitioners do not necessarily consider
their role to include involvement in the
return-to-work process .

It is unrealistic to propose that referral
for psychological services should be con-
sidered earlier in the recovery process
following injury. While, psychological
services are an important component of
the management of chronic pain, psy-
chological services are under-represent-
ed in the management of acute injury.
Perhaps, based more on experience than
empirical data, many injury insurers are
weary that an early referral to a psychol-
ogist will prolong rather than decrease
the period of work-disability. Indeed,
the majority of clinical psychologists are
ill-equipped to function as a ‘return-to-
work’” interventionists. The processes of
work-disability and pathways to occu-
pational re-integration are not core ele-
ments in the curricula of clinical training
programs in psychology.

Our recent work suggests that, unless
successful return to work is the outcome
of rehabilitation interventions for muscu-
loskeletal pain, the majority of treatment
gains are lost shortly following termina-
tion of treatment . From this perspec-
tive, neglecting to place return-to-work as
a central treatment objective in the treat-
ment of musculoskeletal injury could be
associated with high costs. However, the
issue is more than simply economic. Re-
turn-to-work represents the highest level
of independence that can be offered to a
work-disabled individual with a muscu-
loskeletal condition. Our clients are un-
likely to realise this outcome, unless we
are prepared to make return to work part
of our treatment plan ™.

The management of psychosocial risk
factors for delayed recovery has been a
major focus of our work for many years.
Part of this work has involved the devel-
opment of psychosocial risk measures

such as the PCS and the IEQ. More recent-
ly, we have modified these measures to
make them suitable for individuals who
are work-disabled due to mental health
conditions as opposed to being restrict-
ed to individuals who are work-disabled
due to a pain condition. We have also
been involved in the development and
implementation of risk-targeted inter-
ventions aimed at reducing psychosocial
barriers to rehabilitation progress. One
such intervention, the Progressive Goal
Attainment Program (PGAP), has be-
come the most widely applied standard-
ized risk-targeted intervention aimed at
reducing psychosocial risk factors for
delayed recovery. PGAP was conceived
as a psychosocial intervention that could
be delivered by a wide range of reha-
bilitation professionals. PGAP training
workshops have been held in several
countries including Australia, Canada,
France, Ireland, New Zealand, South
Africa, Sweden, and the United States.
In 2013, the Official Disability Guide-
lines (ODG) for Workers” Compensation
Boards of the United States listed the
PGAP as an evidence-based intervention
for the treatment of work-disability.

Future research is likely to continue to
reveal that psychological processes are
critical determinants of recovery trajecto-
ries following illness or injury. The accu-
mulating evidence base will call for the
incorporation of risk-targeted psychoso-
cial services earlier in the management
of disabling illness or injury. In order to
respond effectively to this call, our reha-
bilitation training programs will need to
incorporate training on the psychologi-
cal management of work-disability, and
rehabilitation clinicians, regardless of
their specific discipline, will need to con-
sider placing return to work as a central
objective of the treatments they offer to
work-disabled clients.

Dr. Michael
Sullivan is a
clinical psychol-
ogist who is cur-
rently Professor
of Psychology,
Medicine, Neu-
rology, Neuro-
science, Physical
and Occupational Therapy at McGill
University (Montreal, Canada), and
Honorary Professor in the Faculty of
Health and Behavioural Sciences at
The University of Queensland (Bris-
bane, Australia).

Over the past 25 years, Dr.
Sullivan has worked as an educator,
director, clinician, and department
chair. He has served as a consultant to
numerous health and safety organiza-
tions, veterans’ administration organi-
zations, insurance groups as well as
social policy and research institutes.
In 2011, he received the Award for
Distinguished Contributions to Psy-
chology as a Profession by Canadian
Psychological Association.

He is best known for his research
on psychosocial risk factors for
pain-related disability, and for the
development of risk-targeted interven-
tions designed to foster occupational
re-engagement following injury. One
such intervention, the Progressive
Goal Attainment Program (PGAP),
was included in the 18th edition of
the Official Disability Guidelines
(Work Loss Data Institute, 2013) as
an evidenced-based approach to the
management of work-disability. Dr.
Sullivan developed the Pain Catastro-
phizing Scale (PCS) and the Injustice
Experiences Questionnaire (IEQ).

Dr. Sullivan has published more than
190 peer reviewed scientific articles, 2
books and 23 book chapters.
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Ethics in governance
The good, the bad and the ugly

By Betty Thompson, FCPA, FCGA,
Partner, Calvista LLP

ou would rarely think of a
not for profit organization
as having ethical issues
to deal with at the Board
table or elsewhere within
the organization. Board members are
usually volunteers, working in the best
interest of their organization, its mem-
bers and any beneficiaries of their sup-
ports and services. However, unethical
behavior can occur in the smallest not
for profit just as readily as it can in the
biggest multi-national for-profit compa-
ny. Boards of directors, as a rule, don't
discuss ethics as an agenda item. There
is an assumption that if they have vol-
unteered, you are lucky to have them.
Individuals” ethics are looked at
through a lens that includes cultural be-
liefs, religious beliefs, personal experi-
ences, current issues in society, and what
ethical behavior has been demonstrated
in other organizations. Ethics are con-
sidered standards of right and wrong to
be applied overall or in particular situ-
ations. As individuals, we need to con-
sider our own moral beliefs and moral
conduct. The ethics discussions need to
include integrity, credibility and values.

Fiduciary duties of a Board
Fiduciary duty requires Board mem-
bers to act honestly and in good faith,
with a view to the best interests of the
organization. This duty requires they
stay objective, honest, and be trust-
worthy. They are stewards of the public
trust and must:

* always act for the good of the or-
ganization rather than incurring a
benefit to themselves;

* avoid conflicts of interest with the
organization and with others within
the organization;

* maintain the confidentiality of in-
formation they acquire by virtue of
their position and not use it for per-
sonal gain; and

* serve the organization selflessly and
with honesty.
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Unethical behavior may not be
illegal, but still impacts the Board
members’ fiduciary duty to think and
behave in the best interests of the or-
ganization.

The Board assumes responsibility
for liability related to non-manage-
ment, negligence or willful misman-
agement, as well as for conflict of in-
terest or self-dealing. You can see the
potential application in the examples
below; some are blatant and some are
less identifiable. The Board sets the tone
at the top and, as a group and individ-
ually, its members have a responsibility
to build a culture of ethical leadership.

Good ethical behavior in

decision-making

Good ethical behavior shows a Board

understands their mandate to act in

the best interest of their organization.

Some examples of good ethical be-

haviour include:

* Anot for profit organization includ-
ed in their code of ethics a policy
that no remuneration is given to
any Board member, other than re-
imbursement for out of pocket ex-
penses following financial manage-
ment policies. This includes any of
the work they may do outside their
role as a Board member as well as
any business relationships they
may have that could be leveraged
to do work for the organization at a
discount. This decision protects the
integrity of the Board and the orga-
nization by recognizing appearanc-
es matter. All Board members sign
off on this code before becoming a
Board member.

* Organizations with a strong set of
values shared openly and relevant to
their mission use a checklist to moni-
tor whether they are onside with their
values in difficult decision-making
situations. This openness to discus-
sion creates a strong culture of ethi-
cal behavior in decision-making by
Board members and staff.

* Board members formally approved
a more modern mission going for-

ward to help their organization be
more relevant. This would involve
a rebranding and probable name
change. One Board member was
not in favor of the change and with
support of some other Board mem-
bers put forth a motion for a name
change to entrench the old direction.
The motion also included a promise
from this Board member to provide a
significant donation to the organiza-
tion if it were to pass. This situation
might be considered bad or ugly, but
turned out well. The Board members
outside of this small group defeated
the motion and the discussion in-
cluded a debate on ethics, resulting
in making the Board much stronger.

Bad ethical behavior in
decision-making
Bad ethical behavior may not be ille-
gal but it can still have a detrimental
impact on the organization, the Board
itself, its stakeholders and staff. It tests
the moral fibre of an organization and
may take years to recover. Some exam-
ples of bad ethical behaviour include:

* An organization had no clear guid-
ance or policies on what was ex-
pected of Board members. This led
the group to ‘making up rules on
the fly’ and a tendency for ‘group
think” to prevail, meaning Board
members ‘went along with it" even
though some struggled with the
ethics of the decisions. This resulted
in poor financial management and
actions such as over-inflating ex-
pense reports, not matching Board
costs against criteria in line with
financial resources and other activ-
ities which impacted the reputation
of the organization.

e A lack of transparency from the
Board to the members and others
about the strategic direction of the
organization, financial information,
and organizational management
leads to major disruptions benefit-
ing no one, especially the members.
There have been many takeovers at-
tempted by groups of Board mem-



bers and others at AGMs, intended
to further agendas that may not be
in the best interest of the organiza-
tion. In some cases, the organization
never recovers.

* Stretching the truth about the finan-
cial health of an organization in a
funding application or to members
of the organization can border on
fraud if the organization is, in fact,
barely hanging on. This behaviour
usually doesn’t turn out well.

Examples of ugly ethical behavior
in decision-making

Ugly ethical behavior usually involves
fraud at some level and the organiza-
tion always loses. Some examples of
this behaviour include:

* An organization received a grant
for expanding their space. They
were also fundraising for opera-
tional funds for the increased ca-
pacity of service to be provided.
The fundraising did not raise the
funds expected but the expan-
sion proceeded. The organization
started to use the grant dollars for
operations with the intent of in-
creasing their fundraising efforts.
The contractors completing the
space expansion did not get paid
and complained to the funder.
The funder initiated an investiga-
tion resulting in individual Board
members with potential financial
liabilities having to pay the funder
back. In addition, the executive di-
rector was convicted of fraud and
the organization was ultimately
dissolved.

* One charitable organization faced
significant controversy and suffered
a blow to their reputation around de-
cision-making in the use of funds do-
nated following a tragedy of global
significance. The donors had antici-
pated that the organization would
use all the donated funds to assist
affected individuals directly im-
pacted by this specific tragedy. The
charitable organization had, in fact,
followed their established policy of
putting a significant amount of the
funds into a fund for future catastro-
phes. They amended their policy but
suffered reputational damage.

* A Board delegated all decisions, in-
cluding financial oversight, to their
CEO as they believed this would
be more efficient. The CEO took
advantage of this approach and
provided preferential treatment to
herself, ‘borrowed” organizational
assets, went unsanctioned trips to
other parts of the world, and gar-
nered additional perks. The CEO
was charged with fraud and the or-
ganization dissolved.

In considering the examples above,
we can see where unethical behavior
leads. So what are the best practices for
ethical decision-making? Suggestions
include:

* Related policies (approved by the

Board) for ethical behavior:

o Creating a clearly articulated
mission, unambiguous roles and
responsibilities for Board, indi-
vidual Board members and com-
mittees;

o A policy of robust Board recruit-
ment and orientation processes
with a focus on ethical behavior;

o Establishing and adhering to
policies providing credible and
effective oversight of all aspects
of the organization;

o Developing and following a
stringent code of ethics/code of
conduct, including values with
guidelines for ethical discussion
processes to make choices and
be accountable for those choices.
This code should be fully trans-
parent and available to every-
one, with each Board member to
sign off annually to confirm their
commitment to the code;

o Creating a conflict of interest
policy that is transparent with
clear processes to include sanc-
tions for non-compliance and is
signed off by individual Board
members;

o Establishing sound financial
management policies to enhance

organizational management,
transparency, and financial ac-
countability;

o Developing whistleblower poli-
cies and processes to provide an
avenue for discussion with rele-
vant party(ies) without recrimi-
nation; and

o Preparing a confidentiality poli-
cy that defines what information
is private and what should be
provided to members and other
stakeholders.

* Have members and other stake-
holders present for discussions of
importance to them so effective
planning can occur;

* Demonstrating outcomes and effec-
tiveness (impact) to the members
and other stakeholders of the orga-
nization.

In making decisions, ask yourself:

e Isitlegal?

e Isitethical?

e Isit fair and honest?

* Does it follow organizational poli-
cy?

* Does it advance the cause or the or-
ganization?

* Does it make sense?

* Does it identify the risks?

The VRA Code of Ethics provides an
ethical decision-making model outlin-
ing ethical decision- making steps to as-
sist in the process of choosing the action
that is most consistent with the ethical
principles of VRA. The VRA Code of
Ethics is available on the VRA website.

Betty Thompson, FCPA, FCGA provides
consulting services in Board governance
and financial management to a variety of
non-profit organizations. She has been a
Board member serving many types of or-
ganizations for a number of years. Betty is
currently a partner at Calvista LLP in Cal-
gary and provides auditing and consulting
services to a broad range of non-profit cli-
ents in Calgary and Alberta.
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On developing the Career
Handbook’s third edition

By Francois Paradis, M.A., CVE, CCVE,
Career Options

he Career Handbook is the

counseling component of

the National Occupational

Classification (NOC), first

published in 1996 as a com-
panion volume to the 1992 version of
the NOC. The NOC itself is a replace-
ment for the Canadian Classification
Dictionary of Occupations (CCDO)
first published by the Department of
Manpower & Immigration and the Do-
minion Bureau of Statistics in 1971. The
Career Handbook, now in its second edi-
tion, was last updated in 2003, based
on the 2001 edition of the NOC. It has
been for more than 20 years a valuable
resource to a variety of professionals,
including those in career counseling
and vocational rehabilitation.

Over the years, there have been nu-
merous requests to update the Career
Handbook'!.  Employment and Social
Development Canada (ESDC) is now
undergoing the process of updating the
Career Handbook and aligning it with
the 2011 structure of the NOC. The aim
of this article is to inform you on what
shape the next Career Handbook may
take. An overview of preliminary re-
sults of a survey of VRA members con-
ducted thisyear by VRA onthe use of the
Career Handbook will also be included.

On May 19, 2017, I had the pleasure of
interviewing Ms. Laura Sauer, Research
Advisor, and Ms. Christine Beeraj,
Manager, both with the Labour Market
Information Directorate at ESDC. The
meeting took place at ESDC’s offices
in Gatineau, Quebec. This was an op-
portunity to ask some key questions
regarding the development of the third
edition of the Career Handbook. The in-
formation gathered will be summarized
and commented upon in this article.

In partnership with Statistics Can-
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ada, ESDC has decided to increase the
frequency at which it updates the NOC
occupational descriptions to improve
its relevancy and timeliness with regard
to the Canadian labour market. Until
now, non-structural (descriptive content)
updates to the NOC have taken place
alongside with national census data on
a five-year cycle. NOC structural revi-
sions, which include changes to the NOC
codes, have taken place and will contin-
ue to take place every 10 years. The most
recent non-structural update to the NOC
took place in 2016 and the next structural
revision is scheduled for 2021.

ESDC understands the crucial role
the Career Handbook plays in making
informed educational and career deci-
sions but that its data has become in-
creasingly obsolete. Their primary ob-
jective is to ensure the next edition of
the Career Handbook meets users’ needs
and reflects the changes that have oc-
curred in the labour market over the
past 15 years as well as those that will
occur in the future.

On December 20, 2016, ESDC
launched consultations to get input
from Career Handbook users and stake-
holders on its relevance and utility.
Ongoing consultations, which has in-
cluded the VRAC, have been taking
place to seek comments and sugges-
tions on how to improve the NOC and
Career Handbook content. This phase
concluded in August 2017, although
ESDC indicated there will be ongoing
consultations and feedback analysis.
ESDC is now working on designing
the appropriate methodology to collect
occupational data to update the Career
Handbook and data collection is expect-
ed to begin in 2018.

Feedback?® received highlights the need
to align the Career Handbook’s content
and terminology and make it more con-
sistent with the NOC and other sourc-
es of career information. Requests for
clearer language in a more user-friend-
ly format have been made, as some
have found the current code system
of the Career Handbook non-intuitive.
There have also been requests to bet-
ter define and more clearly communi-
cate the research methodology used in
updating the Career Handbook, to foster
confidence in its validity and reliability.

Survey data® collected from VRA
members suggests the Career Handbook
is used more or less regularly (weekly to
monthly or less) by case managers, ca-
reer counselors and program managers.
In this group, respondents indicated
they tend to rely more on other sourc-
es of occupational data, such as the
NOC, job sites, job postings, employers
or provincial occupational profiles. A
common observation is that the Career
Handbook is not an easy tool to use.

In contrast, the Career Handbook ap-
pears to be an essential tool among
vocational rehabilitation evaluators,
many using it daily for services such
as transferrable skills analysis or vo-
cational assessment with clients hav-
ing sustained injuries. In this group,
several respondents stated that occu-
pational aptitude profiles, physical de-
mands and educational requirements
are crucial elements in determining
the suitability of alternate employment
for their clients. However, many users
also consult other sources for informa-
tion that is more up to date or missing
in the Career Handbook, such as essen-
tial skills profiles or for more detailed
information on cognitive, physical or
educational requirements. Popular
sources include provincial occupation-
al profiles, physical demands analysis
reports and job postings. The Ameri-
can O*NET (Occupational Information



Network) is also popular and its prede-
cessor, the Dictionary of Occupational
Titles (DOT), still consulted by sever-
al for its wealth of quantitative data.
Overall, the survey highlights the need
to update and expand the information
found in the Career Handbook.

In response, ESDC has expressed its
intent to not only redesign and expand
the Career Handbook but to also make
it more accessible. This will involve a
thorough review of its descriptors and
scales to make them easier to under-
stand and improving the user inter-
face so that information can be found
more easily. To improve ease of access,
ESDC is considering integrating data
from the NOC, Career Handbook, Skills
and Knowledge checklist and Essential
Skills Profiles into one portal. The Job
Bank portal* has been used by many
Canadians to access a variety of career
and labour market information by geo-
graphic area, occupation, education
program, skills and knowledge, etc. So
far however, the Career Handbook infor-
mation is not accessible through Job
Bank but once updated, the user expe-
rience will likely be enhanced to im-
prove the navigation and accessibility®.

During the consulting phase, ESDC
gathered the views of various stake-
holders and users on the relevance
and importance of the wide array of
possible occupational descriptors. It
also looked at other sources of occupa-
tional information within Canada and
abroad. Canadian sources included
Essential Skills profiles, the Skills and
Knowledge checklist, the National Oc-
cupational Standards and the Nation-
al Occupational Analyses (Red Seal)
for trade occupations. European and
Australian occupational Classifications
were also reviewed to identify any
additional occupational descriptors.
Closer to home, the typology, terminol-
ogy and definitions of the U.S. O*NET
occupational classification were also re-
viewed. The goal is not only to update
the Career Handbook but also to make its
language more consistent in the wider
environment of career information.

Some Possible Features of the Next
Career Handbook

Some key elements® of the Career Hand-
book being considered for change or ad-
dition include:

* Integration and expansion of the
Competencies category to include
foundational/essential  skills as
well as analytical, technical, social
and management competencies.

e Transition from the CWPI interest
codes to Holland codes.

* Integration and expansion of the
Abilities category, divided into the
sub-categories of: cognitive abili-
ties, physical abilities, psycho-mo-
tor abilities, sensory abilities and
personal attributes.

* Addition of information on the
work activities and work context to
occupational profiles.

ESDC is now designing a research
methodology for the occupations
and descriptors to be included in the
third edition of the Career Handbook.
There are several possible sources of
information that will be considered,
including job incumbents, vocational
experts, career counselors, profession-
al and educational associations as well
as any stakeholders having an interest
in updating the Career Handbook. To
facilitate this influx of information,
ESDC is currently building a web
based collaborative platform that will
be used to get feedback and sugges-
tions on the content of the NOC and
Career Handbook.

My View on This Project
In my opinion, updating and expand-
ing the Career Handbook is an ambitious
project faced with several challenges.
What follows are some factors and re-
sources I think ESDC should consider
in updating the Career Handbook:
Currently, it is not easy to assess
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how quickly skills for any given oc-
cupations become obsolete’. This is
especially important when trying to
determine if a person’s skills are still
relevant in the current job market after
a prolonged absence. While we know
that some sectors such as Technology
or Health Care are more sensitive to
skill obsolescence, it is less obvious for
other sectors and a more systematic
method would be beneficial.

The current structure of the Career
Handbook allows assessing skills trans-
ferability and inter-occupational mo-
bility to a certain degree but while the
Career Handbook makes it clear there
is transferability within the same unit
group, it is less obvious between dif-
ferent unit groups or across different
industries®. Transferability of skills is
particularly important to assess em-
ployability from one sector to another.
It is worth noting that this issue has
been tackled in the United States and
the work of Dr. Billy J. McCroskey”’.
Dr. McCroskey has designed a statisti-
cal method, the McCroskey Vocational
Quotient System (MVQS), to assess the
closeness of relationship on a percent-
age scale between various occupations
of the DOT. Such a system would be a
valuable source of inspiration for the
next Career Handbook.

Assessing if a person has spent suf-
ficient time learning a job to be con-
sidered qualified in terms of skills
and aptitudes is problematic with the
current version of the Career Handbook.
According to the Revised Handbook
for Analyzing Jobs'” (RHAJ), the con-
cept of Specific Vocational Prepara-
tion (SVP) is defined as the amount
of lapsed time required by a typical
worker to learn the techniques, acquire
the information and develop the facili-
ty needed for average performance in
a specific job-worker situation. The
SVP component was included in the
DOT and CCDO on a scale that varied
from a short demonstration to over 10
years of preparation. This component
has been adapted for the O*NET under
the category of Job Zones. It would be
a valuable addition to the next Career
Handbook.

Regarding data collection methodol-
ogy, I would also suggest ESDC looks
at what the Social Security Agency

Continued on page 26
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(SSA) in the United States. The SSA
has over the past several years been
working on a new Occupational In-
formation System! (OIS) to replace
the DOT, as the O*NET does not pro-
vide sufficiently detailed information
on physical demands of occupations
to meet their needs in adjudicating
disability applications. The SSA has
designed, in partnership with the US
Bureau of Labor Statistics a data col-
lection methodology. Collection be-
gan in November 2012, with the first
complete set of occupational data ex-
pected in 2019. The OIS is likely to be-
come a major source of occupational
information in North America within
the next few years and ESDC would
benefit from having a look at the
SSA’s methodology, at the very least.

Aside from designing an effec-
tive data collection methodology,
ESDC will have to collaborate with
stakeholders that have a vested in-
terest in the Career Handbook. 1 can
think of 3 major sources: Workers
compensation boards, auto insur-
ers and employers. The first two,
in my experience, have accumulat-
ed over the years a vast amount of
occupational data through Job Site
Analyses and Physical Demands As-
sessments for adjudication purposes.
Many employers also have detailed
job descriptions outlining tasks, en-
vironmental conditions and physi-
cal demands. Harnessing such rich
sources of occupational data would
support a successful update to the
Career Handbook and help keeping it
up to date more effectively.

If ESDC wants to maximise the use
of the Career Handbook, it will have to
consider the availability of reliable
tools to assess people against its de-
scriptors, such as essential skills and
aptitudes. In the case of aptitude test-
ing, the English version of the GATB,
a popular aptitude test, in spite of its
age, is now being phased out by its
publisher, Nelson Assessment, and
will no longer be available once ex-
isting stocks are depleted. The French
version of the GATB, last re-normed
in 2012, remains available through
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web-based delivery with the Insti-
tute of Psychological Research. The
Career Handbook is poised to become
the only occupational classification
(aside from the increasingly obsolete
DOT) in the G7 countries to include
aptitude profiles, invaluable in as-
sessing work potential and future
outcome. Having reliable assessing
tools will be key to the success and
popularity of the Career Handbook.

Conclusion
In summary, surveys have shown the
Career Handbook remains an important
source of occupational information
and that there is pent up demand for
an update. ESDC is taking steps to up-
date and expand it. The consultation
phase was critical in assessing the level
of interest for an update and feedback
collected will guide ESDC in identify-
ing an appropriate research methodol-
ogy and establishing priorities.
Updating and expanding the Ca-
reer Handbook with available resourc-
es and aligning it in a timely manner
with the NOC 2011 structure will be
challenging. It will certainly take
several years to do so and by the time
it is complete, we will be on the cusp
of another restructuring of the NOC
(due for 2021). It is ESDC’s hope that
a more efficient collaborative struc-
ture will help ensure that future up-
dates of the Career Handbook continue
to be aligned with the NOC updates
and meet the needs of its users.
There is currently no timetable on
the release of the next Career Handbook
but one will be determined once the
research design and methodology for
the update is in place. This is there-
fore a work in progress and its suc-
cess will depend in part on the lev-
el of interest and contribution from
stakeholders and the professional
community. Although initial consul-
tations are now complete, ESDC has
expressed a desire for ongoing input
from users. You therefore have an op-
portunity to take active part in this
project and help ESDC bring it to fru-
ition by submitting your comments
and suggestions to NC-ICSE-CIES-
GD@hrsdc-rhdcc.ge.ca.
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BOOK REVIEW

By Anitia Kennedy, B.Sc., CWC Dip., RRP
March of Dimes Canada

It’s Hard Not to Stare:

Helping Children Understand
Disabilities

Written and Illustrated by Tim Huff.
Includes a Parent & Teacher Discussion
Guide by Jan Fukumoto

Forward by the Honourable

David C. Onley

Published by Castle Quay Books 2013.

40 pages

his children’s book is

written with simple prose

and beautiful illustrations

used to help children un-

derstand that people are
different. It is a book that parents and
educators can utilize to teach children
about disabilities and how to interact
with people that are differently abled.
This book gently encourages children
to learn more about disabilities and
to see the person first, not the disabil-
ity. Children can learn to accept, not
fear, a disabilities and to learn how to
compassionately interact with people
who are different.

A discussion guide is included with
questions and tips that can be used to
promote discussion with children and
assist in the comprehension of the is-
sues.

This is the second book in the au-
thor’s Compassion Series, the first be-
ing The Cardboard Shack: Beneath the
Bridge - Helping Children Understand
Homelessness.

The foreword by the Honourable
David C. Onley discusses the former
Lieutenant Governor’s personal strug-
gles to break down barriers both physi-
cal and perceptual within Canadian so-
ciety. He discusses how this book can
guide “children forward from staring
to caring”.

The book is beautifully illustrated
by the author, creating engaging pic-
tures that will capture the children’s’
imaginations and help them to com-
prehend the meaning of the book.

As noted on the back of the book:
Tim Huff is a Toronto native who has

Children can learn to accept, not fear,
a disabilities and to learn how to
compassionately interact with
people who are different.

lived a life of service to his commu-
nity. Including; staff director at the
Ontario Camp of the Deaf, founding
director of Frontlines Youth Centre,
founding director of Youth Unlimit-
ed Light Patrol street outreach and
Operation Good Thing, member of
the boards of directors for Hockey

Helps the Homeless and the Daily
Bread Food Bank, and chairperson
for several national social-justice con-
ferences and campaigns. Tim is also
the co-founder of The Hope Exchange
Street Level Network, currently serv-
ing as the director of community en-
gagement.
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The Finest Health & Dental

PR@-{:I—N—K Benefits Available Exclusively

Canada’s Insurance Connection

Extended Health Care

$10,000 annual reimbursement limit for prescription drugs (with drug card);

80% reimbursement with dispensing fee deductible;

15 Paramedical Services (i.e. Massage, Chiropractic, Homeopath, etc.);

S5 million Emergency Medical Travel coverage for trips up to the provincial duration.

Vision coverage, S50 for examinations (every 24 months),
$250 for hardware (frames, lenses, contacts - every 24 months).

Dental

80% reimbursement for preventative and basic restorative procedures, including periodontal (gums)
and endodontic (roots) treatments.

Life Insurance and Accidental Death & Dismemberment

$50,000 payable in the event of death from natural causes;
Additional $50,000 if death is a result of an accident.

If you become totally disabled this benefit pays $250 weekly;

Benefits begin the first day of an accident or hospitalization and on the 15th day of sickness and
continue for a period of 26 weeks (if necessary).

The Plan includes
the Tax-Efficient
“Cost-Plus” feature:

After 26 weeks of continuous total disability, up to
$3,000 monthly benefit is paid out tax free;

Benefits will be paid for a period of 24 months under

your ‘own occupation” and continues to age 65. Allows for all non-reimbursed

Health & Dental expenses to be paid
as a business expense.

Provides confidential counseling and advisory services : Premiums qualify as a 100%
from a network of experienced counselors, psychologists, : business deduction according

. .. to current Canada Revenue
social workers and specialists. Agency guidelines.

For VRA Group Benefits, Life, Disability & Critical Iliness Insurance:

JEFF CLEARY Life and Health Insurance Specialist
P: 416 644 7718 C: 416 459 5258 TF: 1 800 663 6828 E: JeffC@PROLINK.insure

to VRA Canada Members

[09 27 16]
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