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A major Canadian corporation issuing a family physician for neg-ligence for providing a note that thecompany says falsely verified an em-ployee’s sick leave claim.The company’s lawyer, HowardLevitt, a senior counsel in the Labourand Employment Law Group at LangMichener in Toronto, filed the suit inmid-August. “We’re taking a stand,”says Levitt. “We’re sending a messageto family physicians that they bettertake this stuff seriously. If doctors areasking us to pay money on behalf ofemployees on the basis that they aresick, the doctors better make sure they[the employees] are sick. And ifthey’re not sure, they better say they’renot sure.”The allegations of the case, as statedby Levitt, go like this: An employee ofthe corporation asked for a few daysoff work to visit a dying friend in Otta-wa. The company agreed to accommo-date the employee’s need to visit thefriend, but denied her the specific daysoff she requested. Instead, the companyoffered to let her take some earlier daysoff to go to Ottawa.This, according to Levitt, caused theemployee to say that she was sostressed by the decision that she wasunable to work. She filed a claim fordisability benefits. This claim was ini-tially denied, but the employee’s doctorwrote a series of letters saying that theemployee deserved disability benefitsbecause she was very distressed, wassuffering severe depression and

couldn’t work. As a result, the employ-ee’s disability claim was accepted, andshe ended up on benefits for months.Levitt says he got involved when theemployee went to the Canadian HumanRights Commission with a complaint.He started doing some digging aroundand learned that, instead of going toOttawa to visit a dying friend on thedays the employee requested off, shewent on a shopping trip to New YorkCity. “She wanted those particular daysoff because those dates were booked,”Levitt claims.
Lawyer questions qualificationsSo Levitt turned his attention to thedoctor’s letters, which he claims — inlight of what he had learned — musthave been wrong. Via letter, he ques-tioned the doctor: What tests did youdo? What qualifications do you have todiagnose stress and depression? Doyou have psychiatric training? What doyou know about the jobs at the compa-ny? What discussions of accommoda-tion did you have? “I got a letter backfrom her lawyer refusing to comment,”Levitt says.The company decided to sue the em-ployee for fraud and the doctor for neg-ligence. Because it is only trying torecoup the money it says was wrong-fully paid out in disability benefits, thecompany is suing in small claims court.As Levitt explains, it would not beworth the tens of thousands in legalfees to sue in superior court. Besides,the company is not suing because of

the money; it’s suing because it’s amatter of principle, he adds.If Levitt wins the case on behalf ofhis client, it will “send a bit of a shockthrough the medical profession,” headmits. “Family physicians will learnthat they just can’t send medical re-ports to help out their patients withoutknowing whether or not their patientsare actually disabled.” It’s time fordoctors, he adds, “to start telling thetruth and not be misleading.”The case has already sent somewaves throughout the medical commu-nity. Levitt, who is the Workplace Lawcolumnist for the National Post, toldreaders in his June 1, 2005, columnthat he had been instructed to sue thedoctor for rendering a false opinion. Inthe same column, he also wrote:“False sick leave claims have be-come the most intractable human re-
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source problem facing Canadian em-ployers. The correct question, in decid-ing whether to permit medical absenc-es, is not whether the employee isstressed, has a headache or isn’t feelingwell, but whether the condition is suffi-ciently crippling to render the employ-ee entirely disabled from performingtheir particular job. … As long as somedoctors are prepared to provide medi-cal certificates without the requisitecompetence or adequate investigation,employers must take a vigorous ap-proach to determining who is entitledto absences and disability benefits.”That column led to a brief discus-sion on the U.S.-based Work Fitnessand Disability Roundtable about lettingemployers sue doctors for false disabil-ity opinions. The column also prompt-ed a letter to Levitt from a doctor inCanada who says he has changed hispractices with respect to employeenotes. According to Levitt, this doctornow writes letters to employers thatsimply say something to this effect:“The employee says he’s sick. I believehim. Why don’t you?”
Vigorous defence expectedLevitt is not expecting an easy ridewith this case. First, he assumes thatthe Canadian Medical Protective Asso-ciation will vigorously defend the doc-tor. “It’s a horrible precedent for theCMPA if I win,” Levitt explains. (TheCMPA is a mutual defence organiza-tion for physicians who practise inCanada. It provides legal defence, in-demnification, risk management andadvice to physicians.)Second, because the case is beingheard in small claims court, there is no“discovery” — that is, no sharing ofevidence beforehand. “The CMPA maycall a hundred witnesses saying thatwhat this doctor did was fine, and be-cause it’s small claims court, I won’tknow what the doctor did until I get there.”

Third, Levitt suspects he is going tohave a “very hard time” finding a doc-tor who will say that what the doctor inthis case did was not acceptable. “Doc-tors don’t want to go against their ownprofessional body,” he says. “Whatdoctor in Ontario is going to want totestify and say the CMPA is wrong andthe doctor was negligent? I alreadyspoke to one psychiatrist about testify-ing, and the response was ‘Are youkidding? I want them [CMPA] to pro-tect me if I’m ever sued.’ ”For more information, e-mail Levittat hlevitt@langmichener.ca. •
FIRMS STRUGGLE WITH
TRACKING ABSENCES,
SURVEY SHOWSMany companies are strugglingwith tracking absences due toboth work- and non-work-related inju-ries and illnesses. According to a newsurvey from the human resources con-sulting firm Hewitt Associates, 81 percent of employer respondents said theywould have difficulty producing five

years of data related to disability ab-sences. And these are not small compa-nies: the average size of the workforceamong the 77 organizations respondingto the survey was 2,600 employees.Hewitt’s Disability Absence IndexSurvey, released this month, shows that38 per cent of the organizations at-tribute their inability to track absencesto a lack of resources; namely, a lack oftechnology, people and/or data. Thiscreates “something of a vicious circle,”says Rochelle Morandini, Hewitt’s se-nior organizational health consultant.Many Canadian organizations say theywant proof that wellness and disabilitymanagement programs work beforeinvesting in the required technologyand people to run them — the verythings needed to gather the proof.Even where there are the people re-sources to track absences, Hewitt sug-gests in its survey report that the wrongpeople are being charged with this task.It notes that, when conducting organi-zational health needs assessments, theconsulting firm often finds that thosepeople who are responsible for disabili-

Internal
Managers/supervisors
Disability management co-ordinators
Health and safety representatives
Human resources generalists
Benefit administrators
Occupational health nurse
Occupational therapist
External
Pre-LTD insurance provider
LTD insurance provider
Workers’ compensation agency
Contracted third party*

* Includes EAP provider or rehabilitation/case/claims management company
Source:  Hewitt Associates: Disability Absence Index Survey 2005
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RETURN-TO-WORK RESPONSIBILITY
How much responsibility does each of the following have in the day-to-
day facilitation and monitoring of your RTW program?
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B.C. WCB WILL NOT
AMEND WORKPLACE
VIOLENCE REGThe British Columbia Workers’Compensation Board announcedthis month that its board of directorshas decided not to amend Part 4 of theprovince’s Occupational Health andSafety Regulation in response to a cor-oner’s inquest that looked into the fatalshooting of two government workers inKamloops by a co-worker.After a review of legislative andnon-legislative practices regardingworkplace violence in 22 jurisdictions,the board of directors determined thatB.C. already has some of the mostcomprehensive regulations among thejurisdictions examined. The board has,however, approved increased educationfor health and safety officers on how toenforce existing regulations and in-creased education for employers andworkers on the regulation’s currentworker-to-worker violence provisions.B.C.’s occupational health and safe-ty regulation contains performance-based requirements for addressingworkplace violence. In response to thecoroner’s recommendations, the boardhad been considering expanding thedefinition of violence to include work-er-to-worker incidents and adding newrequirements to address “improper con-duct” (e.g., intimidation and bullying).For more information and a copy ofthe jurisdictional review, go towww.worksafebc.com and click on“Workplace Conduct and Violence inthe Workplace.” •

ty management are performing the keytasks related to both managing absenc-es and managing administrative matters.“For example, we have seen manyworksites where highly skilled resourc-es, such as occupational health nurses,occupational therapists or disabilitymanagement specialists, have limited tono administrative support,” the reportsays. “The required paperwork and sta-tistics gathering may prevent these keypersonnel from focusing on the proac-tive, direct disability management activi-ties that would truly have an impact onan organization’s disability experience.”
Strategy lies with human resourcesHewitt conducted its Disability Ab-sence Index Survey (DAIS) for the firsttime in the spring of 2005. Its aims were:z to establish a database of bench-mark data for future cross-comparisonsbetween companies and industries;z to gain an understanding of thetypes of information companies aretracking and able to produce;z to determine who has primary re-sponsibility for managing disabilities(both internally and externally); andz to create a tool that companies canuse to evaluate their programs annually.Among the survey respondents, theestimated average direct cost per em-ployee for all disability-related absenc-es per year is $1,933 for union employ-ees and $1,579 for non-union employ-ees. With an average workforce of2,000, the potential lost revenue as aresult of absenteeism could exceed $3-million a year, the survey concludes.“Some organizations estimate thesefigures could double if indirect costssuch as administrative and replacementcosts were included,” says Morandini.“These numbers also don’t account forabsence days that are often missed orare simply not tracked, or for lost pro-ductivity time when people remain atwork while coping with injury or ill-

ness. Absenteeism clearly impacts acompany’s bottom line, but without thenecessary data, an organization can’ttruly know how big that impact can be.”As for absence management, theoverall strategic responsibility for over-seeing the disability management pro-gram lies with the human resourcesdepartment in the vast majority (92%)of responding workplaces, the surveyshows. The chart on page 2 shows thegroups responsible both internally andexternally for return to work.To order the 100-page report (whichcosts $150), call (416) 225-5001 ore-mail infocan@hewitt.com. •
QUEBEC REPORTS ON
PSYCHOLOGICAL
HARASSMENT CLAIMSQuebec’s Commission des normesdu travail (CNT) received 2,500psychological harassment complaintsduring the first year that the province’sprohibition against psychological ha-rassment in the workplace was in ef-fect. Of these, 1,200 have been dealtwith — including 36 that were sent onto the Commission des relations travailfor a further hearing.Since June 1, 2004, Quebec employ-ees have been entitled to a workplacefree from psychological harassmentunder An Act respecting labour stan-
dards. A report released to mark thefirst anniversary of the legislation —the first such legislation in NorthAmerica — included these findings:z 93 per cent of complaints involvedrepetitive and ongoing incidents ofpsychological harassment and onlyseven per cent involved a single inci-dent of psychological harassment;z 62 per cent of complainants werefemale, although females representonly 49 per cent of the working popu-lation; andz 81 per cent of complaints cited a

manager as the alleged perpetrator ofthe psychological harassment.The CNT is promising to step up itseducational campaign this year to helpworkplaces prevent and deal with psy-chological harassment. For more infor-mation, visit www.cnt.gouv.qc.ca.
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HANDS ON

Workers with brain injuries often present a variety of cognitive, emotional, physical

and social barriers to re-employment, making their return one of the most challeng-

ing tasks facing a disability manager. By Garry Corbett*

DEALING WITH THE CHALLENGE
OF A TRAUMATIC BRAIN INJURY

The National Institute of DisabilityManagement and Research hasjust published a book for return-to-work practitioners on dealing withchallenges in disability management.This excerpt — reprinted and adaptedfrom Challenges in Disability Manage-
ment: A Resource Manual for Return to
Work Practitioners with the permissionof NIDMAR — looks at traumatic braininjuries. For information on the book,see the box on page 7.
WHAT IS A TRAUMATIC
BRAIN INJURY?Brain injury is often described as either“traumatic brain injury” or “acquiredbrain injury.” Some use these twoterms interchangeably, but in generalthe term traumatic brain injury includesall incidents where there is direct dam-age to the brain, usually through someform of accident. Acquired brain injuryincludes these injuries plus other non-traumatic causes, such as infection,meningitis, hepatic encephalopathy,aneurysm, stroke and tumour.This [article] looks at the effects oftraumatic brain injury (TBI) on the re-turn-to-work process. Many of theprinciples that apply to individualswith traumatic brain injury also applyto those with acquired brain injury.It is estimated that over 50,000 indi-

viduals sustain a traumatic brain injuryevery year in Canada. Of this group,the majority are young men under theage of 34, with the largest group be-tween the ages of 19 and 24.At one time, the survival rate for atraumatic brain injury was very low,but with advances in medical proce-dures, approximately 95 per cent nowsurvive. The results of a traumaticbrain injury can range from mild physi-cal disability to a pervasive set of phys-ical, behavioural and cognitive deficitsthat severely affect functioningthroughout the individual’s life.The ongoing effects of a brain injuryare dependent upon which part of thebrain is damaged.z The frontal lobe is located just be-hind the forehead. It is responsible forsuch functions as initiation, problem-solving, inhibition of behaviour, orga-nization, mental flexibility, attentionand concentration, planning, personali-ty and emotional control.z The cerebellum is located at thebase of the brain. Its specific functionsinclude balance, co-ordination of vol-untary movement and skilled motoractivity.z The occipital lobe is towards theback of the head. This area controlsvision.z The parietal lobe is located nearthe back and top of the head. It has thespecific function of controlling thesense of touch, visual perception, ma-nipulation of objects and identificationof size, shape and colour.z The brain stem is located deep inthe brain and leads directly to the spi-

nal cord. The brain stem’s functionsinclude controlling breathing, heartrate, arousal and consciousness, sleepand wake cycles, attention and concen-tration, blood pressure, digestion, senseof balance and body temperature.z The temporal lobe is located at theside of the head above the ears. Its spe-cific functions include memory, hear-ing, receptive language, organizationand sequencing.In a brain injury, there are primaryand secondary processes by which thedamage occurs. The primary forces arecompression, tension and shear (i.e.,twisting). These can combine togetherto produce both localized and diffusedamage. For example, when a headstrikes the windshield of a car, thebrain, which is floating in cerebrospi-nal fluid, smashes into the skull. Thecompression at the site of impact tearsand bruises the nerve fibres. Certainareas of the skull, most notably thebase of the frontal and temporal lobes,have bony ridges that increase the like-lihood of bruising in this area.As the compression wave travelsthroughout the brain, further damageoccurs. As the brain is a soft, jelly-likemass, it will often rebound from theforce of the initial impact and be driveninto the opposite side of the skull. Thisis referred to as coup/countra-coupphenomenon.The brain can also be injured whenit rotates severely within the skull. Thebrain is anchored at its base by the spi-nal cord and cranial nerves. If the headis rotating at the time of the impact, theskull will stop its rotation while thebrain inside does not. This can causesignificant stretching of the nerve tis-sue. This twisting action (shearing) isnot limited to the base of the brain, butcontinues upward to higher levels. Thebillions of thread-like nerves are stretchedso severely that they either snap or be-come temporarily dysfunctional.

* Garry Corbett, PhD, CCRC, CRTWC,is the principal of his own consultingfirm — Dr. Garry Corbett Inc. — inWinnipeg. He is also the current presi-dent of the Canadian Association ofRehabilitation Professionals.
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What are the effects of a brain injury?

INJURY AFTERMATH

In addition to these primary forces,commonly occurring secondary pro-cesses can result in additional damage.When the brain receives an assault,there is often bruising (haemorrhag-ing); the pooled mass of blood com-presses and displaces nerve fibres. In-creased intracranial pressure may resultas the brain swells and there is a reten-tion of the blood flow. This increase inpressure can cause damage to parts ofthe brain, well away from the initialtrauma. Prompt and appropriate moni-toring and control of intracranial pres-sure during prehospital stabilizationand transportation and during criticalcare treatment can decrease secondaryinjury and improve outcomes.It is possible to make a general de-termination of the severity of the braininjury soon after the initial insult. TheGlasgow Coma Scale (GCS) is oftenused to label the severity of a TBI. TheGCS is an objective measure that ratesthe injured person based on eye open-ing, verbal abilities and motor abilities.With scores ranging from 3 to 15, aGlasgow score of 8 or below indicatesthe individual is in a true coma (for anexample of the Glasgow Coma Scale, goto www.trauma.org/scores/gcs.html).
WHAT IS THE TYPICAL COURSE OF
RECOVERY FOR AN INDIVIDUAL
WITH A BRAIN INJURY?The course of recovery for an individu-al who has experienced a brain injuryis dependent upon severity.

Mild injury:  Persons experiencingno or, at most, a brief (i.e., less than 20minutes) loss of consciousness are saidto have a mild brain injury. This cate-gory of brain injury is by far the mostcommon that will occur at a worksiteor in a sporting accident. Neurologicalexaminations are normal and, eventhough some nausea, headaches anddizziness may be present, it has typi-cally been assumed that no permanent

No two brain injuries are alike; they areas unique to the individual as a finger-print. Whatever abilities an individualpossesses are at risk of being disruptedby the effects of a brain injury.[The information below] looks at therelatively common deficits resultingfrom a moderate or severe brain injury.While the deficits resulting from a mildbrain injury are not specifically dis-cussed, it is understood that many ofthese deficits may be present in a lessintrusive form and be overlooked ormisunderstood. Deficits may be physi-cal, cognitive, executive function orpsychosocial.
Physical deficits  are a very com-mon result of brain injury. The individ-ual may experience: z weakness or paralysis to one side ofthe body (hemiparesis or hemiplegia);z unco-ordinated muscle control (ataxia);z fine or gross motor control difficulties;z balance problems;z difficulties with endurance;z motor difficulties in the speech appa-ratus, commonly called dysarthria(i.e., difficulty in the articulation ofspeech sounds due to injury in themotor speech nerves) and apraxia (animpairment of the programming ofthe cortex);z deficits in sensory and tactile sensa-tion (taste, smell, pain, temperatureand texture).For an individual with a brain injury,

cognitive deficits  usually present agreater barrier to reintegration backinto the workplace than do the person’sphysical injuries. There are numerouscognitive problems the person mayencounter, including:z arousal problems (difficulty maintain-ing any consistent degree of alertness);z diminished attention and concentration;z easily distracted;

z poor memory (short- and long-term);z problems with concept-formation andproblem-solving;z problems with visual-motor co-ordi-nation and spatial relations;z asphasia (disruption of linguisticcompetence and performance);z expressive aphasia (difficulty ex-pressing thoughts in writing or orally);z receptive aphasia (difficulty under-standing written or oral communication);z dysnomia/anomia (difficulty with ortotal loss of word-finding ability); andz dysgraphia (impairment of writingability).
Executive function deficits resultwhen the functions associated with thefrontal lobes are affected by a braininjury. Problems in this area can occureven in mild brain injury cases. Indi-viduals are unable to self-direct andself-initiate. Workers who have deficitsin their executive functions find it verydifficult to return to work and oftenencounter significant problems.
Psychosocial deficits  can arisefrom damage to the brain structure thatgenerates and modulates the emotions(i.e., the frontal lobe) or from impairedperception and understanding of envi-ronmental cues. They may also becaused by feelings of anxiety and fearabout one’s situation. Often, right afterthe injury, the individual may exhibitdisorientation, agitation, violent behav-iour, delirium, hallucinations, unpre-dictability and impulsive behaviours.These symptoms often subside overtime. Some of the more persistentproblems include:z irritability;z impatience;z impulsiveness;z poor frustration tolerance;z denial; andz anxiety, depression and anger.

damage to the brain has occurred.If an individual participates in veryphysical sports (e.g., football or rugby)or works in a dangerous environment,he or she could experience the cumula-

tive effect of a number of mild braininjuries. The individual may experienceeither no or a brief period of uncon-sciousness, thus the incident may looklike a mild brain injury. However, due
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to previous mild brain injuries, thesymptoms may be similar to thosefound in a moderate brain injury.There is considerable controversy inthe medical community regarding thevalidity of mild brain injury. Some pro-fessionals in the field of brain injurybelieve that there is no such thing as amild brain injury, and that any ongoingeffects should be termed “post-concus-sive syndrome.” In their view, any re-sidual effects of post-concussive syn-drome should totally abate within sixmonths of the injury.Others in the brain injury professionalcommunity believe that mild brain in-jury is a valid diagnosis and can haveongoing effects for the individual.These professionals feel that, eventhough organic damage may not appearon an MRI or a CT scan, damage to thebrain can occur at the cellular level.With a diagnosis of mild brain injuryor post-concussive syndrome, mostindividuals will return to work in just afew days with no residual effects.However, it has been found that a sig-nificant number of these individualsare unable to maintain their preinjuryperformance.Ongoing symptoms of a mild braininjury can include dizziness, impairedconcentration, fatigue, depression, irri-tability, headache, insomnia, poormemory and restlessness. In most cas-es, these residual effects diminish with-in six months of the accident. Manywho experience a mild brain injury donot understand what is happening tothem. These mild impairments can of-ten lead to feelings of frustration andincompetence. It is not uncommon forthese individuals to return to work, failto perform adequately and then be fired.
Moderate injury:  Moderate braininjury is characterized by a period ofunconsciousness ranging from one to24 hours. Usually, the individual ishospitalized for some period of time

before being transferred to a rehabilita-tion centre. Where there is wide vari-ability in the degree of physical, cogni-tive, emotional and social disabilityresulting from the injury, it is usuallysix months to a year before return towork is achieved.Physical disabilities could includespasticity, tremors, weakness, paraly-sis, lack of co-ordination and seizures.Cognitive impairments could includeproblems in language, learning, memo-

The relatively common deficits —physical, cognitive, executive functionand psychosocial — of moderate andsevere brain injuries are discussed in thebox on page 5.
HOW CAN THE RETURN-TO-WORK
PRACTITIONER ASSIST A WORKER
WITH A BRAIN INJURY?For a worker with a brain injury, it isvery important to follow the acceptedprotocol for the return-to-work process.Early contact with the worker is proba-bly more important for this type of in-jury than any other illness or injury.The worker will probably be confused,anxious and in a state of despair aboutwhat is happening. Early contact by thereturn-to-work practitioner providesworkers with a sense of attachment totheir preinjury lives. It can also givethem a feeling of hope for their futurerehabilitation and recovery.The return-to-work practitionerneeds to be aware that, after a braininjury, the worker may display atypicalbehaviours. Anger and loss of emotion-al control often accompany this type ofinjury The return-to-work practitionermust remember that the worker has nocontrol over these emotions and theyare not intended to be directed at thepractitioner.Denial of the severity of the injury isalso very common (e.g., “I’ll be back atwork next week…”). The worker mayhave a very significant brain injury thatmay require months or years of rehabil-itation before the worker can considerany type of employment. However, heor she may feel that there is nothingwrong with them and that they shouldbe able to return to work right away.The return-to-work practitioner needsto recognize that this is a “normal”course for this type of injury. Trying toconvince the worker otherwise is futile.Depending on the severity of thebrain injury, it could be a few days to

The return-to-work
practitioner needs to be
aware that, after a brain
injury, the worker may
display atypical
behaviours.

ry, perception, planning and judgement.Up to two-thirds of individuals whoexperience a moderate brain injury areunable to return to work even a year ormore after injury.
Severe injury:  These individuals arein a coma lasting more than one day.Such individuals tend to have moresevere physical deficits because of thedamage to the brain stem. Acute caremay be followed by a considerablelength of time in rehabilitation. In-volvement in post-acute rehabilitationprogramming may not begin for a yearto two years post-injury and may lastfor years. Individuals with a severebrain injury may not return to work fora number of years and, if they do, mayreturn in a much reduced capacity.Many individuals in this category willneed ongoing professional assistance tomaintain any type of employment.The greatest predictor of an individ-ual experiencing brain injury is a previ-ous brain injury. Persons who have hadeven a mild brain injury previously aremore likely to experience a second whencompared to the rest of the population.

HANDS ON
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RESOURCES
 NIDMAR guide tackles

RTW challenges

two or more years before a return-to-work plan can be developed. Due to thecomplexity of this type of injury, thereturn-to-work practitioner will need towork closely with the professionalsinvolved. Two of the key players in thisprocess will be the neuropsychologistand the occupational therapist.A neuropsychologist is a psycholo-gist who has been trained in the field ofbrain function and disability. Typically,an individual with a brain injury willhave a neuropsychological assessmentwithin two to three months followinghis or her injury [to provide] informa-tion regarding the individual’s cogni-tive, emotional and psychological func-tioning. Throughout the rehabilitationprocess, the individual may have twoor more neuropsychological assess-ments to assist in determining thespeed and level of recovery.For most return-to-work practitio-ners, trying to understand a neuropsy-chological assessment is a dauntingtask. Direct contact should be madewith the neuropsychologist to ask spe-cific questions regarding the worker’slimitations and the best course of ac-tion for the return-to-work process.The other professional who is ofteninvolved with a brain-injured worker isthe occupational therapist. The occupa-tional therapist usually conducts a thor-ough functional capacity evaluationthat delineates the worker’s physicalabilities. These reports are usuallystraightforward and relatively easy tounderstand. A protocol for an occupa-tional therapy work skills assessmenthas been developed and tested in Brit-ish Columbia. This protocol is intendedto give a more accurate assessment ofthe functional capacities of a workerwith head injuries (see Chappell I.,Higham J., McLean A, “An occupa-tional therapy work skills assessmentfor individuals with head injury,” Ca-
nadian Journal of Occupational Therapy,

70(3): 163-169). In assisting a brain-injured worker back to work, it is ad-visable to work closely with the occupa-tional therapist when setting up the plan.
WHAT ACCOMMODATIONS CAN BE
USED TO ASSIST A WORKER WITH
A BRAIN INJURY?Accommodating the worker with abrain injury is a challenging task forany return-to-work practitioner. Aworker with this type of injury canpresent a vast array of residual effects.

 The first step in assisting this work-er back to the jobsite is to have a clearunderstanding of his or her restrictions.This information is usually found inreports and discussions with the profes-sionals involved in the case. Duringthis process, the return-to-work practi-tioner needs to work very closely withthese professionals in the development,implementation and monitoring of theplan. (For specific accommodationideas, see the insert with this issue.)
WHAT CAN BE DONE TO ASSIST
SUPERVISORS AND CO-WORKERS?For many individuals, working withsomeone with a brain injury is a fright-ening experience. Workers may lookjust the way they did prior to their acci-dent, but they are now completely dif-ferent  people. Education is the key toassisting supervisors and co-workers inmaking the return-to-work process aseasy as possible for all involved. Thereturn-to-work practitioner should edu-cate the supervisor (or other key stake-holders) in the following principles:z Do not take the behaviour personally.z Do not base an opinion of theworker’s behaviour by usual standards.z Remember a brain injury healsvery slowly. It may be months or yearsbefore the worker returns to preinjurycapabilities. In some cases, workersmay never regain past capabilities.z Do not have overly optimistic orunrealistic expectations.z Set up frequent times to go overthe worker’s production, quality ofwork and interaction with others.z Never openly compare the work-er’s post-accident quality/quantity ofwork to what was achieved before theaccident.z Set small realistic goals for theworker with a brain injury.z Attempt to give important direc-tions in writing, not just verbally.z Be sure to give positive feedback. •

Challenges in Disability Manage-
ment: A Resource Manual for Return
to Work Practitioners was releasedthis month by the National Instituteof Disability Management and Re-search. The 106-page handbook isdesigned to help RTW practitionersmanage some of the more difficultreturn-to-work situations.The first part of the guide looks atthe issues surrounding particular dis-abling conditions. These include:z chronic illnesses and diseases, in-cluding cancer, cardiovascular dis-ease and multiple sclerosis;z chronic pain, including low backpain;z mental health issues, includingstress, depression and anxietydisorders;z alcoholism; andz traumatic brain injury.The second part looks at the issuessurrounding problematic practiceareas in disability management. Theyinclude the duty to accommodate, thephases of adaptation to serious illnessor injury, the role of various profes-sionals in the RTW process, and dis-ability management in small firms.For more information or to orderthe book, which costs $42, go towww.nidmar.ca and click on “Prod-ucts” and then “Publications,” call(250) 386-4388, or e-mailnidmar@nidmar.ca.
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OMA offers guidance on
RTW of physiciansThe Ontario Medical Association haspublished a guideline for physicianswho are treating fellow physicians withmental illnesses. The guideline in-cludes advice for developing return-to-work plans for physician patients. Thisadvice includes strategies such as:z use an individualized approach;z consider clinical stability so that

the stress of work does not cause re-lapse or a worsening of symptoms;z be familiar with the work settingand demands;z advise returning to work in stages;z be specific (because general advicesuch as “work part time” might mean40 hours a week to some doctors);z be flexible and re-evaluate often; andz consider formal monitoring.The full guideline is available atwww.oma.org/pcomm/omr/jul/05physhealth.htm.
Accommodation conference
coming to VancouverThe Canadian Information Exchange isholding its “Update 2005: Accommo-dation to the Point of Undue Hardship”conference on September 14-15 in Van-couver. The conference explores theexpanding scope of “disability” andhow to accommodate both physical andpsychological disabilities. For informa-tion, visit www.informationexchange.ca,e-mail info@informationexchange.caor call 1-866-516-7833.
EAC offers RTW workshopsThe Employers’ Advocacy Council ispresenting half-day workshops on re-turn to work and claims management in14 Ontario cities this fall. From Sep-tember 21 to December 1, the Councilis presenting “A Workplace Guide toWSIB Claims Management and Returnto Work.”The afternoon workshop is devotedto return to work. It looks at RTW pro-gramming, disability theory, the duty toaccommodate, RTW placement andRTW work plans. For more informa-tion, visit www.EACforEmployers.orgor call (519) 748-5771 or 1-888-663-4929.
Advice now in book formA book of collected disability manage-ment advice columns is now availablefrom the U.S. Disability Management

Henry Harder  has joined Back To
Work’s board of expert advisors.Harder is a registered psychologistspecializing in rehabilitation and fami-ly psychology. He holds a doctorate incounselling psychology from the Uni-versity of British Columbia.Harder has been in the field of vo-cational rehabilitation and disabilitymanagement for approximately 18years. He is currently an associateprofessor at the University of North-ern British Columbia, where he is alsochair of the Disability ManagementProgram and Psychology Program.Immediately prior to this, he was inprivate practice in Vancouver and Del-ta, B.C. He is also the past trainingdirector for the National Institute ofDisability Management and Research,as well as the former director of theVocational Rehabilitation ServicesDepartment at the Workers’ Compen-sation Board of B.C. You can reachHarder at harderh@unbc.ca.
Back To Work expert advisor Gene
Shematek  recently left her job as theOccupational Health and Safety Prac-tice Leader with TELUS SourcingSolutions Inc. in Calgary to set up herown consulting company. Still basedin Calgary, the company is calledGMS & Associates Ltd. and focuseson strategic occupational health andsafety services, program/managementsystems auditing and problem-solving.You can reach her at (403) 547-5591or at shematek@gmsassociates.ca.

Employer Coalition. Called Disability
Prevention and Management: The Col-
lected Columns of Dr. J, the bookbrings together the question-and-an-swer columns written by Dr. JenniferChristian over the last several years forDMEC’s monthly bulletin .The book, which costs US$42 fornon-members of DMEC, can be or-dered by e-mailing admin.dir@dmec.orgor mail@webility.md or by calling(508) 358-5218. •
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z Some individuals with a brain injury can
function well in the morning; others work
better in the afternoon. Try to schedule the
worker during those times when he or she is
at peak efficiency.z Allow time and space for naps during the
morning or afternoon.z Allow a longer lunch break to permit the
individual to take a nap.z Provide a timer or some other alarm system to
remind the worker to take a break after a set
period of time.z Have workers perform their work at ground
level and not on ladders or elevated platforms
from which they could fall.z Provide supportive computer technology (e.g.,
speak/write word processing program).z Remove tasks that require the individual to
have fine motor control.z Allow more time for workers to move from one
area of the worksite to another.z Place the worker in an environment where
safety and performance is not compromised
by a loss in the sense of smell (e.g., leaking
gas) or taste.

* Reprinted and adapted, with permission, from Challenges in Disability Management: A Resource Manual for Return to Work Practitioners
(2004, 106 pp., $42, ISBN 0-9687859-3-X), which was published in August 2005 by the National Institute of Disability Management and
Research. For information or to order, go to www.nidmar.ca and click on “Products” and then “Publications,” call (250) 386-4388, or e-mail
nidmar@nidmar.ca. Because of the wide array of residual effects, only those physical, cognitive and emotional/behavioural deficits that cause
the most difficulties at the worksite are discussed below. The return-to-work practitioner needs to consider these deficits and potential accom-
modations in developing a return-to-work plan for a worker with a brain injury.

ACCOMMODATING WORKERS WITH A TRAUMATIC BRAIN INJURY*

Fatigue:  Almost all individuals with a traumatic
brain injury experience fatigue. Even though they
may appear to be physically healthy, they may need
many more hours of sleep than those without a
brain injury. It is not uncommon for an individual
with a brain injury to sleep 10 to 12 hours every
night and require naps during waking hours.

Diminishment of muscle control: This could
include loss or diminishment of fine or gross motor
control, hemiplegia, hemiparesis, ataxia or balance
problems. The return-to-work practitioner should
recognize that these difficulties are not related to
body mechanics but to upper pathways.

Loss of sense of taste/smell:  A common residual
effect that is sometimes not recognized in the
rehabilitation setting is the worker’s loss of sense of
taste or smell. Remember that the loss of taste
and/or smell may go undetected for some time. The
return-to-work practitioner should ask the returning
worker about these senses.

Nature of deficit Examples of deficit Potential accommodations

Memory difficulties:  Nearly 40 per cent of
individuals with a brain injury will experience some
memory loss. Memory loss may affect a worker’s
ability to recall information such as a phone number
found in the directory long enough to dial it (short-
term memory) or to recall events that happened at
an earlier time (long-term memory).

Problem-solving deficits:  Minor problems include
not being able to make a decision in a timely
manner or having difficulties with complex business
decisions. Severe deficits can result in an inability
to complete even the simplest tasks that require
problem-solving. In some cases, these difficulties
can put the individual in danger at the worksite. The
return-to-work practitioner and the direct supervisor
must be aware, for safety reasons, of any
difficulties the worker has with problem-solving.

z Appearing at appointments on
the wrong day or at the wrong
timez Forgetting where tools were left
at the end of a previous taskz Forgetting co-workers’ or
customers’ namesz Asking numerous times for an
answer to the same questionz Taking unnecessary risks in
order to get the job donez  Being unable to “think on
one’s feet”z  Missing deadlines or having
to work late because work is
not done in a timely manner

z Encourage individuals with memory difficulties
to use compensatory devices such as
journals, notebooks, calendars and tape
recorders.z Give the worker directions or information in
writing, as well as verbally.z Provide as many environmental aids as
possible (e.g., labels on items, signs on
bulletin boards, checklists).z If possible, remove time constraints from job-
related tasks.z Consider whether a change in job
responsibilities may be necessary.

Nature of deficit Examples of deficit Potential accommodationsz Arriving at work every
morning looking tired and
sleepyz Functioning well for the first
two hours at work, but then
experiencing fatiguez Requiring a nap after only a
short period of work

z Unsteady gaitz Inability to use one side of the
bodyz Slurred speechz Frequent trips or falls

z Complaining that food doesn’t
have any tastez An inability to smell noxious
odours that everyone else
can identifyz Using an excessive amount
of salt or pepper on food
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PHYSICAL DEFICITS

COGNITIVE DEFICITS



z Establish a timeline for the completion of a
task.z Give the worker a series of small tasks rather
than one large assignment.z Make job expectations clear at the beginning
of a task and reinforce these expectations as
needed.z Ensure that the return-to-work practitioner and
supervisor define the worker’s roles and
responsibilities both verbally and in writing
when the worker first returns to the
workplace. It should be clear to the worker
who is to be consulted if there is a problem
concerning the work being done.z If possible, structure the job so that there is a
series of related tasks rather than a number
of divergent tasks.z Attempt to have the worker steer clear of
potential confrontational situations.z Ensure that the worker’s work area is as
uncluttered as possible.z If possible, isolate the worker from visual and
auditory distractions.z Place visual cues in the workplace to assist
the worker in “staying on task.”

z Failing  to get started on a
task, despite knowing all the
steps that are neededz Chatting to anyone that comes
by rather than staying on taskz Playing games on the
computer rather than workingz Criticizing the supervisor and
co-workers as to how they are
doing the jobz Inability to switch from one
task to anotherz Inability to complete tasks
when a variable is changedz Becoming involved in heated
arguments over the “right” way
to complete tasks

z Stopping work to watch and
listen to othersz Becoming so distracted by
activity that the simplest of
tasks are not completedz Inability to read or operate a
computer due to the ambient
noise

Lack of initiative:  A worker with a brain injury
may have difficulties starting or staying at a
particular task. This is often labelled as “lack of
motivation” or laziness. Workers who display lack
of initiative may become “talkers” in order to avoid
the difficulties they encounter in getting involved in
starting a task.

Cognitive inflexibility: This area probably causes
more difficulty at the worksite than any other
deficit. Cognitive inflexibility means the individual
is unable to use divergent thinking skills. The
worker may make up his or her mind regarding a
certain course of action and be unable to think of
or consider alternatives. When working with
others, this can lead to the worker becoming
short-tempered and argumentative.

Lack of concentration:  A significant difficulty for
many individuals who have had a brain injury is
the inability to concentrate or “stay on task.” A
worker with this problem may have difficulties
filtering out things that are going on around them.
Co-workers may complain that the worker is
listening in on their conversations or constantly
trying to find out what they are doing.

Nature of deficit Examples of deficit Potential accommodations

COGNITIVE DEFICITS (CONTINUED)

Nature of deficit Examples of deficit Potential accommodations

EMOTIONAL/BEHAVIOURAL DEFICITS

Agitation:  An individual who has experienced a
traumatic brain injury is often very agitated when
coming out of the coma. This may last from a few
hours to a few months. Usually, some degree of
agitation remains and can be seen in restless,
unfocused activity. This can occur on either an
episodic basis or continuously. There is very little
that the return-to-work practitioner can do about
this other than try to diminish its effects on other
workers.

Verbal outbursts:  It is very common for an
individual with a brain injury to blurt out the first
thought that emerges from confused thinking. A
person who has never uttered a curse word before
the injury may “swear a blue streak” on a regular
basis.

Physical outbursts:  Although somewhat rare,
physical outbursts are an extreme challenge for
the workplace. Physical outbursts may occur after
a verbal exchange or when the individual is feeling
insecure. Usually, these outbursts are directed
against inanimate objects, but occasionally may
be against another person.

z Continuously tapping a pencil
during a meetingz Finger drumming, pacing,
foot-tapping or any other
repetitive behaviour occurring
during periods of inactivityz Shuffling papers
purposelessly

z Having difficulties undertaking
a task that could easily be
completed preinjuryz Making a point if the worker
believes he or she is not
being heardz Experiencing any stressful
situationz Punching a wall or other
object when frustratedz Taking out frustration on tools
or equipmentz Getting into an altercation with
a co-worker over a seemingly
trivial matter

z Keep any waiting periods as short as possible
for the worker.z If possible, excuse the worker from meetings
requiring sitting for extended periods of time.z Arrange for the worker to have frequent short
breaks rather than three scheduled breaks
during the day.z Allow time for exercise and relaxation
techniques.z If all else fails, place the worker in an area
where he or she is not a distraction to others.z Have worker return to work in a systematic
manner, leaving the more difficult tasks until
later when he or she is feeling more
comfortable coming back to work.z Avoid confrontation with the worker unless
absolutely necessary.z Educate the supervisor and co-workers not to
take the verbal outbursts personally.z If the physical outburst is directed against an
inanimate object, ignore the situation whenever
possible.z Educate all involved not to take the outbursts
personally.z Discuss with the worker the effects the
physical outbursts have on others.z Whenever possible, remove the worker from
confrontational situations.
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