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Return-to-work protocols for physi-cians and human resources pro-fessionals who are dealing with em-ployees disabled by mental illness areto be released later this spring by theGlobal Business and Economic Round-table on Addiction and Mental Health.These tools are among the initiativesbeing pursued by the Roundtable aspart of its strategy to engage Canada’scorporate leaders in addressing mentalhealth issues. “The generations of gov-ernment, mainly, and society as awhole ignoring, stigmatizing and fear-ing mental health problems are nowcoming home to roost,” says Round-table CEO Bill Wilkerson. “We’re go-ing to pay the piper for this age-oldignorance through increasing rates ofdisability, increasing insurance costs,increasing drug costs and, I think even-tually, civil suits.”The return-to-work guidelines arebeing put together by a working groupthat includes Dr. William Gnam of theToronto-based Centre for Addictionand Mental Health (for more on hisresearch into depression and return towork, see page 5). Explaining the ra-tionale for the RTW guidelines,Wilkerson says the Roundtable is “try-ing to help people navigate processesright now that are just alien to every-body involved in them.”The guideline for physicians willconcentrate on the manner in whichthey communicate with employers. Ac-cording to Wilkerson, doctors “oftendictatorially set out what the employee

can and cannot do, and the tone andlevel of that communication are alien-ating to the employer. This puts theemployee in the middle of a verystressful situation.” As for the guidelinefor human resources directors, it willaddress the fact that the workplace re-turn-to-work systems that companieshave implemented tend to “break downwithin 12 seconds when they involvesomeone who has been off for a yearwith depression,” he says.
Guideline also developed for BoDsEfforts to get business leaders to paycloser attention to workplace stress andemployee mental health received aboost in mid-February when the chairsand CEOs of some of Canada’s topcompanies endorsed the Roundtable’s“Board of Directors Guideline on Men-tal Health and Safety.” These industryleaders, spearheaded by Dr. JohnEvans, chair of the board of TorstarCorporation, called on corporateboards of directors to put the subject ofemployee mental health on theiragenda as a matter of good governance.The guideline, which is being circu-lated to the boards of all publiclytraded companies in Canada, advisescorporate directors to put the topic ofmental health on all future agendas oftheir boards and relevant committees. Italso advises them to report this actionto shareholders and to support seniormanagement efforts to implement astrategic action plan to promote mentalhealth as a business asset. “In my

judgement, any board that doesn’t in-sist on having environment, safety andhealth — with a special emphasis onmental health — on its agenda is notdischarging its governance responsi-bilities,” Dr. Evans says.According to 16 corporate leaderswho took part in a Roundtable survey,the results of which were released onMarch 22, mental health and stressproblems in the workplace are biggertoday than they were five years ago,with middle managers being the mostvulnerable employee group. These ex-ecutives also say that “CEOs them-selves should assume responsibility forreducing stress at work and eliminatingthe stigma of mental illness in theworkplace.”Other guidelines are also forthcom-ing from the Roundtable. One will beaddressed to institutional investors to
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Addressing mental health issues in the workplace

encourage them to become informedabout the health status of employees inthose companies in which they want toinvest. “This should be a matter of rou-tine due diligence when it comes toassessing the quality of managementand the standards of asset risk manage-ment employed by those firms,” saysWilkerson.Another guideline will be designedfor working parents who may haveconcerns about their own mental health

which is being headed up by Dr. Gnamand Watson Wyatt’s Joseph Ricciuti,the director of the national group andhealth care practice in Canada.The task force is analyzing disabilitydata provided by insurance companiesin an attempt to get practical answersto two questions: (1) Why do mentalhealth short-term disability claims mi-grate to long-term disability claims asfrequently as they do? (2) What doesand doesn’t work when people are re-turning to their jobs?The Roundtable is also helping tointroduce an on-line early detectionand referral module called “FeelingBetter Now.” The on-line system is thecreation of occupational psychiatry ex-pert Dr. Sam Ozersky, a senior consult-ant at the Toronto Hospital Mood Dis-orders Clinic and president ofMensante, who is working with othertop psychiatrists in Canada and theU.S. in developing the tool.“It’s really a tremendous concept,”says Wilkerson. “It is, in effect, a caremap through which individuals canconfidentially answer questions on-line. This allows them to take a hardcopy of the results of that question-naire, based on DSM-IV diagnosticcriteria, to their family doctor.” (Formore information on “Feeling BetterNow,” check out www.mensante.com.)The Roundtable continues to urgeCEOs across the country to join thegrowing number of top execs who havealready endorsed its Charter for MentalHealth in the Global Workforce. TheCharter names 2004 to 2006 as theBusiness Years for Mental Health, dur-ing which participating companies areasked to turn awareness of mentalhealth problems into actions to addressthem (see box at left).For more information, contact BillWilkerson at (416) 598-5790 or at bill.wilkerson@gpcinternational.com, orvisit www.mentalhealthroundtable.ca. •

Speaking at the second annualConnex/IHPM Canadian/U.S. Em-ployer Forum on employee health andproductivity, held in Toronto in earlyFebruary, Bill Wilkerson offered ideason what companies can do to addressmental health issues:z Create information centres in theworkplace to give executives, manag-ers and employees the opportunity tobecome familiar with the facts aboutthe avoidance, early detection and suc-cessful management of depression,anxiety and substance abuse.z Train executives, managers andworkers in what might be called “men-tal health first aid” — that is, in know-ing how to observe, understand andappropriately respond to the signs ofmental distress among co-workers.z Ensure group health, disability, em-ployee assistance and wellness pro-grams have the capacity to help breakthe vicious cycle of stress, burnout,depression and anxiety and to take intoaccount the very particular characteris-tics of recovery from depression.z Take steps to remove the “awful bur-den” of secrecy and apprehensionamong working people who strugglewith mental illness and don’t knowwhere to turn or who to trust for fearof keeping their job. Foster an internal

culture in which employees are permit-ted, encouraged and helped to talkabout this subject openly.z Establish policies that target theelimination of problem job stress in theworkplace as part of a firm’s perform-ance management policy.z Take steps to eliminate the sources ofworkplace stress that have been provento be injurious to the health of employ-ees: having too much or too little to do,with no control over the situation; lackof two-way communication; being un-appreciated; inconsistent performancemanagement processes; career and jobambiguity; unclear company directionand policies; mistrust; doubt aboutwhere things are headed; random inter-ruptions; and work overload (i.e., toomuch to do at once, leading to a “24-hour” workday).z Take steps to eliminate the four spe-cific management practices that aremost likely to precipitate or aggravatemental ill health in the workforce: im-posing unreasonable demands on sub-ordinates; withholding information thatis materially important to subordinatesin carrying out their jobs; refusing togive employees reasonable discretionover the day-to-day means and meth-ods of doing their own work; and fail-ing to credit or acknowledge the contri-butions and achievements of employees.

or that of a family member. This guide-line will focus specifically on whatworking parents can do when facedwith a mental health crisis among ado-lescent children, Wilkerson says.
Insurance data being analyzedThe Roundtable is involved in anumber of other initiatives of particularinterest to workplace disability manag-ers. One is the Roundtable’s Researchand Return on Investment Task Force,
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Healthy workplaces will not comeabout simply because of “superfi-cial” changes such as the introductionof fitness, stop-smoking or flextimeprograms that focus on individual healthbehaviours. To be successful, thesestand-alone programs must be an inte-gral part of a larger “transformational”strategy that seeks to reduce employeehealth risks through job redesign,workplace culture, organizational sys-tems and management practices.This is one of the key messages oforganizational health researcher andconsultant Graham Lowe, in a reporthe prepared for Health Canada called
Healthy Workplace Strategies: Creat-
ing Change and Achieving Results. Inthe report, released in early March,Lowe admits that this type of organiza-tional change is time-consuming: it caneasily take three to five years. What’smore, if the lessons learned from pastorganizational change experiences areignored, it’s prone to failure: organiza-tional change success rates hover be-tween 25 to 33 per cent.Yet Lowe, based in Kelowna, B.C.,is undaunted. The evidence showingthat healthy workplaces benefit em-ployees, employers, customers, share-holders, citizens and society as a wholeis too compelling to ignore. And, inter-estingly, he essentially puts the respon-sibility for taking the first steps on oc-cupational health and wellness teams.“My emphasis on the need for stra-tegic thinking about the change processmust be taken seriously by practition-ers in workplace health promotion andoccupational health and safety,” Lowesays in his report. “I am challengingthem to redefine their roles in the or-ganization, from providing support

programs to contributing far more di-rectly to business goals.”When asked where disability man-agers, workplace wellness advocates,and occupational health and safety pro-fessionals should start, he offers thisadvice. First, they should team up withthe organization’s human resourcesstaff and any other potential collabora-tors in the workplace, such as people inthe organizational development depart-ment or the training department, if theyexist. Together, they should create aninterdisciplinary team to start discuss-ing organizational health issues.Then, ideally using data generatedwithin the organization itself, the teamshould develop a case for organiza-tional change to bring forward to seniormanagement. This argument for changeshould support the strategic prioritiesof the executive team. “This is an easyconnection to make,” says Lowe. “Alot of executives are already concernedabout recruitment, retention, innova-tion, etc. Therefore, the health initiativeneeds to be framed as creating an ena-bling environment that contributes tothese bigger goals.”In his report, Lowe offers an “actionmodel” that the workplace parties canuse to guide the implementation ofhealthy workplace changes. And heconcludes with words of encourage-ment: “Almost every organization hasstrengths to build on and opportunitiesto launch change. Building incremen-tally on these strengths and seizingpresent opportunities, however small tobegin, can start making the vision [of afuture healthy workplace] a reality.”The full report can be downloadedon-line from the Graham Lowe Groupat www.grahamlowe.ca or from theCanadian Policy Research Network atwww.cprn.org (under Work Network).For more information, contact GrahamLowe at (250) 717-7371 or glowe@grahamlowe.ca. •

WORKER HEALTH
DEMANDS STRATEGIC
CHANGE, EXPERT SAYS

WSIB CARE PROGRAM
TACKLES RTW AND
JOB-RELATED ASTHMAEnsuring the early diagnosis andappropriate care of workers withoccupational asthma so they can safelyreturn to work is the aim of the OntarioWorkplace Safety and Insurance Board(WSIB)’s most recent “program ofcare.” The Board’s Program of Care forthe Non-Pharmacological Managementof Occupational Asthma is currentlybeing piloted across Ontario for a six-month period.Based on scientific evidence andbest-practice guidelines, the programsets out a step-by-step assessment andtreatment plan for health care providersfaced with a patient who has been diag-nosed with, or is being investigated for,occupational asthma. According toWSIB spokesperson Perry Jensen, oc-cupational asthma was chosen as thenext program of care because the ill-ness is on the rise in Ontario. However,only a few centres in the province candiagnose it, and early diagnosis andremoval from the sensitizing agent arethe keys to effective management.As for returning to work, the pro-gram recommends that this be done assoon as possible. However, “all stepsmust be taken” to ensure that a workerdiagnosed by a specialist as having oc-cupational asthma is not exposed to thesensitizing agent. As well, during thereturn to the new job or new work area,the worker’s “peak expiratory flowrate” should be monitored at least fourtimes a day: before work, mid-shift, atthe end of the shift and at bedtime to“assess any additional workplace ef-fects on the worker’s asthma.” Thismonitoring should take place duringthe week before the return and the threeweeks after. Depending on the results,workplace adjustments may be needed.
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The WSIB is taking a number ofsteps to ensure doctors are aware of theprogram of care. In February, it sentinformation about the pilot to all physi-cians in the respirology, occupationalmedicine and clinical immunology/allergy sections of the College of Phy-sicians and Surgeons of Ontario. It alsosent information to family physicianswho have treated workers with occupa-tional asthma in the past two years. TheBoard will also notify physicians treat-ing patients with new cases of possibleoccupational asthma about the program.The WSIB’s first program of caretargeted acute low back injuries, and anevaluation of the first year of this pro-gram is near completion, Jensen re-ports. Programs of care for occupa-tional contact dermatitis and noise-in-duced hearing loss are also expectedduring the next few months. Programsof care for persistent low back pain,mild traumatic brain injury and upperextremity injuries are in development.More information is available on-line at www.wsib.on.ca/wsib/wsibsite.nsf/public/healthpocfoa.

Research centre establishedIn the meantime, an occupationalasthma research centre is being createdin Quebec by Montreal’s Sacré-CoeurHospital, University of Montreal andMcGill University. The province’sInstitut de recherche Robert-Sauvé ensanté et en sécurité du travail (IRSST)announced in February that it, too, wasparticipating in the creation of the cen-tre to ensure that the centre’s researchfindings are transferred to those whoneed the information; that is, occupa-tional health and safety communitiesand public health departments.For more information, contact thedirector of the new centre, pneumo-logist and lead respiratory health re-searcher at Sacré-Coeur Hospital, Dr.Jean-Luc Malo, at (514) 338-2796. •

Proposed B.C. reg change
expands violence definitionAdding treatment provisions to preventor reduce the likelihood that workerswill suffer acute reactions (i.e., mentalstress) in the wake of traumatic inci-dents of workplace violence is one ofthe regulatory amendments being pro-posed by the B.C. Workers’ Compensa-tion Board as part of its review of theprovince’s Occupational Health andSafety Regulation. Under the proposal,an employer would be required to ad-vise any worker who is subject to vio-lence or who witnesses a violent inci-dent that immediate debriefing is anoption. Early intervention would beavailable through the WCB’s CriticalIncident Response Program. For moreinformation, visit www.worksafebc.com/law_and_policy/public_hearings/law_40_10.asp#2
B.C. WCB begins
return-to-work auditsThe first audit under the B.C. Workers’Compensation Board’s pilot DisabilityManagement Premium Pricing Initia-tive was conducted in mid-March atEurocan Pulp and Paper, a division ofWest Fraser Timber. The audit was car-ried out by Diversified Rehab, whichhas been certified by the National Insti-tute of Disability Management and Re-search to perform its consensus-basedaudit. The WCB chose the NIDMARaudit for the pulp-and-paper industrypilot (see Back To Work, Jan/Feb 2004).
Manitoba seeks feedback
on workers’ comp lawPublic consultations on Manitoba’s
WorkersÕ Compensation Act are set tobegin on April 14. A committee includ-ing representatives of business, labourand the public will hold hearings untilthe end of June and accept written rec-ommendations until June 3, 2004. Thepublic review, the first in almost 20

years, is wide open. Comments on allareas of the Act are being accepted. Forinformation, call (204) 957-0024,e-mail info@wcbactreview.com or visitwww.wcbactreview.com.
Disability prevention model
a step closer in OntarioThe Round Table Project on Safe &Timely Return to Function & Return toWork is moving forward on its plan toinvestigate the implementation of anevidence-based disability preventionmodel in Ontario. It has hired StarfieldConsulting to facilitate strategic plan-ning with respect to the model, whichis based on Dr. Patrick Loisel’sPREVICAP system (see Back To Work,September 2003).
Newfoundland claim rates
to reflect RTW effortsThe Newfoundland Workplace Health,Safety & Compensation Commission ischanging the way it calculates em-ployer premiums so that employershave a financial incentive to preventworkplace accidents and get injuredworkers back to work. Called PRIME(Prevention, Return to Work and Insur-ance Management for Employers), thenew rate-setting method aims, in part,to change the fact that injured workersin Newfoundland and Labrador missmore work because of their injuries thanworkers in any other part of Canada.PRIME will, in the first phase, re-fund employers up to five per cent oftheir total assessment rate for meetinglegislated criteria with respect to pre-vention and RTW policies. In the sec-ond phase, PRIME will send refunds toemployers who significantly reducetheir claims costs from one year to thenext and levy a penalty on those whoseclaims costs increase significantly. TheWHSCC began consulting with em-ployers about the new rate-settingmethod in February. •
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10 TIPS FOR RETURNING
WORKERS WITH DEPRESSION
Research scientist and psychiatrist Dr. William Gnam offers some practical tips for
disability managers who face one of the most complex and challenging case
management situations: helping workers with depression return to work.When Dr. William Gnam looks atcurrent practices for managingdepression in the workplace, he sees alot that is going wrong: little or no sur-veillance for early detection; poor com-munication between the treating physi-cian and rehabilitation staff; the risk ofsubstandard clinical care; and, often,no clear benchmarks for the treatment,recovery or return to work of employ-ees diagnosed with depression.Dr. Gnam, a research scientist andhealth economist at the Centre for Ad-diction and Mental Health (CAMH), isalso a practising psychiatrist at theCAMH’s Depression Clinic. His expe-rience as both a scientist and clinicianhas made him a leading expert inCanada on the return to work of peoplediagnosed with depression and a keyplayer in the work of the Global Busi-ness and Economic Roundtable on Ad-diction and Mental Health (see page 1).What follows is some advice fromGnam about how to improve currentpractices when it comes to returningpeople with depression to work.
1 Implement early detection
protocols in the workplace.  Becausemassive stigma is still attached to men-tal health problems, getting people torecognize that they might have a prob-lem for which they need to seek help isa slow and incremental process. How-ever, workplaces can help by educatingemployees and supervisors about thesigns of depression and integrating em-ployee assistance programs (EAPs)with a workplace’s occupational healthservices. They can also make available

to employees Internet-based health-screening tools that employees can useon an anonymous and confidential ba-sis. These on-line assessments don’treplace a psychiatrist or family doctor,but they can help get around the stigmaof asking for help.In the end, however, nothing helpsmore in the early detection of depres-sion than a supportive workplace.There is no substitute for a culture inwhich people feel empowered to lettheir employer know that they are introuble. Only when employees feel safecommunicating their problems, know-ing that their information will remainconfidential, can disability managersknow if treatments are going asplanned or if tailor-made RTW pro-grams are needed.
2 Become familiar with what con-
stitutes “guideline treatment” of peo-
ple with depression.  People involvedin the vocational rehabilitation and re-turn to work of people suffering fromdepression should know what consti-tutes “good treatment” when it comesto depression. That’s because they maybe called upon to assess the quality ofthe treatment in the course of theirwork, especially practitioners who aremembers of regulated health profes-sions (e.g., nurses, occupational thera-pists) and have access to this type ofconfidential information.Clinical best practices are not hardto understand, and they make it possi-ble for educated readers to make judge-ments about the quality of care some-one is getting. People who get and fol-

low guideline-level care have the high-est probability of recovering from theirsymptoms and of returning to work.Unfortunately, the latest figures showthat only 20 per cent of people diag-nosed with depression are getting“guideline” care.People are more likely to get guide-line-level care when they are treated bya specialist (e.g., psychiatrist). Special-ist care is more expensive, but the addi-tional costs are usually offset by earlierwork returns. However, specialists areoften hard to access, especially in re-mote areas, leaving family physiciansas the front-line health care providers.This makes it all the more importantthat disability managers be aware ofguideline care.The Canadian Psychiatric Associa-tion released “Clinical Guidelines forthe Treatment of Depressive Disorders”in June 2001. You can download theguidelines from the CPA Web site atwww.cpa-apc.org/Publications/Clinical_Guidelines/depression/clinicalGuidelinesDepression.asp, orby calling (613) 234-2815 or e-mailingcpa@cpa-apc.org.
3 Be aware of a number of “red
flags” that may indicate employees
with depression are not getting the
proper care.  Signs of non-guidelinetreatment include:z Wrong dosage or type of medica-
tion: If the drug prescribed is not anantidepressant, that is certainly an indi-cation the person is not getting guide-line-level care. For example, benzo-diazepines — or tranquillizers — arenot the proper medication for treatingdepression.As well, even if a person is pre-scribed an antidepressant, it might notbe at the right dose or the right type. Ifsomeone has been on the same dose ofa particular antidepressant for sixweeks without evidence of any benefit
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to the patient, then something is amiss.Six weeks is long enough to figure outif a dose is adequate. The leading prob-lem is that antidepressant dosages arepersistently below the minimum sug-gested by guidelines.If someone is getting the right doseof a particular antidepressant and thereis still no evidence of improvementafter 12 weeks (unless the drug is beinggiven in combination with another),then it is not working. Therefore, if youget a report four months later that saysa person is not getting better, and younotice they’re getting the same treat-ment now as they were four monthsago, something needs to change.z Improper duration. Not keepingpatients on their medication longenough is the most prevalent problemin treating people with depression. Ac-cording to clinical best-practice guide-lines, people suffering from depressionfor the first time should be treated forone year, people for the second or thirdtime should be treated for two years,and people for the fourth time or moreshould be treated for their lifetime.z Fuzzy or non-conventional diagno-
sis. If you see a diagnosis like “stressdisorder” or “burnout,” then it’s an in-dication of “imprecise thinking.” Evenfamily doctors should know how todiagnose depression.z Wrong type of psychotherapy. Cer-tain types of psychotherapy have beenshown to work well for major depres-sion, but these are not the types thatdoctors and psychiatrists typically pre-scribe. Only cognitive-behavioural andinterpersonal psychotherapy have beenproven effective. Getting the wrongtype of psychotherapy is especiallyproblematic if psychotherapy is theonly treatment (i.e., not in combinationwith medication) because the probabil-ity of return to work is much lower.A family physician or psychiatristmight very well respond coldly to any

kind of suggestion from an occupa-tional health nurse or disability man-ager that his or her treatment is notwhat it should be. One way to get aroundthis barrier is to ask for a specialistconsultation. Specialist expert opinionis hard to ignore by most doctors.
4 Consult with a specialist after a
defined period of work absence.Specialty treatment should be recom-mended as soon as possible for thoseworkers with concurrent depressivedisorders, with substance abuse prob-lems or with repeated absences. For allother cases of depression, consultationwith a specialist (such as a psychiatrist)should occur, at the very latest, withinfour months of being absent fromwork. As the next step, a workplaceshould consider consulting a third-party clinical specialist (an independentpsychiatric evaluator), particularly ifthere are concerns about the standardof care.
5 Don’t be too hasty in concluding
that an employee is unmotivated to
return to work.  A depressed employeecan seem very unmotivated about hisor her career or the prospect of return-ing to work. But a person’s motivationshould not be judged when he or she isill: it’s part of the illness.
6 Initiate a graduated return-to-
work protocol once recovery begins.It used to be believed that a depressedperson’s functional recovery laggedbehind his or her symptomatic recov-ery by about four to eight weeks. As aresult, it was recommended that, eventhough a person’s symptoms of depres-sion might have lifted, he or she mightneed another month or two before be-ing able to adequately function atwork. But the thinking on this front is
changing.Recent systematic reviews of the

research evidence have concluded, infact, that recovery in functioningclosely parallels symptomatic recovery.Therefore, it is reasonable to initiate agraduated return-to-work protocol oncea person with depression has achieveda partial improvement in symptoms.
7 Recognize that a partial return
before all symptoms have abated is
possible and, often, advisable.  Anearly offer of accommodation can helpwhen dealing with people with depres-sion. The isolation that can come fromfeeling disconnected from the workingworld can perpetuate depression. In-deed, it has been said that the chancesof a successful return are 50 per centfor an absence of less than six months,20 per cent for an absence of a year, 10per cent for an absence of two yearsand zero per cent for an absence ofover two years,A respectful workplace culture andthe willingness to offer flexible work-place accommodations are crucial tosuccessful work-returns. So, too, is earlycontact with the treating medical pro-vider. A company should consider cus-tomized workplace accommodations forthose workers suffering from a combi-nation of depression and anxiety, espe-cially if the workplace triggers the anxiety.
8 Institute a progressive return-to-
work model.  A phased return to work,from part-time to full-time hours,should arguably be the standard fordepression, and be stated in the compa-ny’s disability management policies asstandard practice. People with depres-sion have dysfunctional thoughts abouttheir ability and do not believe in theirability to succeed at work.A phased RTW allows people tohave successes, and encouraging peo-ple to take small steps to ensure theyexperience successes is one of the prin-ciples of cognitive therapy. A phased-in
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return to work is the easiest way to cre-ate successes. Phased-in hours allowfor the correction of cognitive distor-tions associated with depression.In terms of standards for phasing inwork, none exist (although theRoundtable is developing such stand-ards). At present, the recommendationis to start a worker at no more than 50per cent of his or her regular job hoursif all symptoms have disappeared —and at no more than 25 per cent if theyhave not — gradually phasing in hoursup to full-time over at least four weeks,and more likely eight.
9 Be very aware of the potential for
relapse.  Relapse following the remis-sion of symptoms is a big problem withdepression. Indeed, it is estimated that85 per cent of people who recover fromdepression will experience a recurrencewithin 15 years. Some people whoshow a good early response to treat-ment suffer a rapid relapse.
10 Expect some failures.  Al-though the proper clinical treatmentcan lead to a marked improvementamong many workers with depression,about 20 per cent of people, for reasonsnot yet known, don’t respond even toguideline-level treatment. Theworkplace parties and insurers mustguard against having unrealistic stand-ards or expectations of recovery.

Gnam says research still has plenty ofquestions to answer about managingdepression in the workplace. In themeantime, knowing what we do knowat this point, he advocates for depres-sion disability management that ischaracterized by early detection, workaccommodation, early specialist con-sultation and incremental return towork. For more information, e-mail Dr.Gnam at william_gnam@camh.net. •

Quebec publication tackles
workplace mental healthA publication on preventing psycho-logical health problems in the work-place is now available from the Institutde recherche Robert Sauvé en santé eten sécurité du travail (IRSST). Re-leased in February, the publication —entitled La santé psychologique au tra-
vail … de la définition du problème aux
solutions — was produced under thedirection of Jean-Pierre Brun, the Uni-versity of Laval’s Chair in Occupa-tional Health and Safety Management.The three-part publication talks aboutthe prevalence, sources and preventionof occupational stress. Available inFrench only, the free publication can befound at www.irsst.qc.ca.
Graduate program trains
work disability researchersThe University of Sherbrooke is hop-ing to develop a cadre of high-qualityresearchers specifically trained to an-swer the difficult questions that arise inthe field of work disability prevention.The second session of this new pro-gram, called the Work Disability Pre-vention CIHR Strategic Training Pro-gram, gets underway this month.Developed with the support of theCanadian Institutes of Health Research(CIHR), the three-year program recog-nizes that current research in the fieldof work disability prevention rarelyaddresses all of the factors that influ-ence this complex and multidimen-sional problem. The program hopes tofill this gap by developing transdisci-plinary knowledge among students in-terested in work disability research.Designed for PhD students and post-doctoral fellows, the program involves24 key “mentors” from nine differentCanadian universities — and the list ofnames reads like a “who’s who” ofpeople currently doing research workin the field of work disability preven-

tion. The program’s director is Dr.Patrick Loisel, a professor in the uni-versity’s Faculty of Medicine, and thedriving force behind the PREVICAPdisability prevention model.For more information, visitwww.usherbrooke.ca/wdp/eng, or con-tact the program’s co-ordinator atvirginie.benjamin@usherbrooke.ca or(450) 463-1835, ext. 1799.
New consumer magazine
focuses on mood disordersA quarterly consumer magazine called
Moods — the first of its kind in Canada— hit the newsstands in January. Fo-cused on mood disorders and relatedillnesses, the magazine discusses cur-rent research, workplace issues, treat-ment options, pharmaceuticals, life-style and more. Bulk subscription ratesare available for organizations that wantto offer the magazine through their well-ness programs. For information, visitwww.moodsmag.com, e-mail info@moodsmag.com or call (905) 897-2558.
Workers’ comp group
creates research databaseThe Association of Workers’ Compen-sation Boards of Canada (AWCBC) hascreated a Web-based research inventoryto make it easier for people to find outabout research funded by workers’compensation boards across the coun-try. The inventory currently containsabout 170 summaries of current re-search projects organized according tofive priority areas — including oneheaded “Compensation, DisabilityManagement and Return to Work.” It isavailable at www.awcbc.org.
Annual report discusses
workplace benefit trendsU.S. employers who encourage work-ers to take more responsibility for theirindividual health care decisions — bysignificantly increasing employee pre-

• • •
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CONNECTIONS
CONTINUING ED

Upcoming conferences

•••

miums and point-of-care cost sharingand by providing them with tools tohelp make better health care purchas-ing decisions — are doing better atkeeping health care costs in check.This is a key finding in the ninthannual report on U.S. health care ben-efits trends published by the NationalBusiness Group on Health (formerlythe Washington Business Group onHealth) and Watson Wyatt. You canaccess the report at www.wbgh.com orwww.watsonwyatt.com.
U.S. insurance study links
health care and RTWCIGNA, a U.S. insurer,  released astudy in mid-March that, although tiedto the American health care system,included some interesting findings. Forexample, it found that the length oftime on short-term disability — as wellas how quickly a disabled person re-turns to work full-time — is better forthose individuals with an integrateddisability and health care program. (Thisfinding was so strong, in fact, thatCIGNA lowered the cost of disabilitybenefits for U.S. employers who alsopurchase CIGNA medical coverage.)The study also found that almosthalf (45%) of the expense of treatingdepression stems from people who suf-fer from other disabilities such as lowback pain or heart disease, not frompeople seeking treatment for the mentalhealth condition itself. The full study,
The Disability and Health Care Con-
nection: How Strong is the Link?,  isavailable free, upon request, by e-mail-ing gloria.barone@cigna.com.
Disability management group
offers free on-line seminarsThe U.S.-based Disability ManagementEmployer Coalition (DMEC), in con-junction with Unum Provident, is onceagain offering free “virtual educationforums” on disability, absence and pro-

The annual conferences of a numberof associations representing profes-sionals instrumental in disability man-agement are just around the corner:z The annual conference of the Ca-
nadian Association of Rehabilita-
tion Professionals (CARP) takesplace May 13-14 in Victoria. Call(604) 681-0295 or visit www.carpbc.org.z The Canadian Physiotherapy
Association’s national congress isbeing held in Quebec City on May 27-30. Call (416) 932-1888 or visitwww.physiotherapy.ca/2004.z June 9-11 are the dates for  theannual conference of the Ontario Oc-
cupational Health Nurses Associa-
tion, taking place in Hamilton, Ont.Call (416) 239-6462 or visitwww.oohna.on.ca.z The Canadian Association of
Occupational Therapists is holdingits annual conference in Charlotte-town, P.E.I., on June 24-26. Call1-800-434-2768 or visit www.caot.ca.
The Canadian Institute is holding itssecond annual conference on Manag-
ing and Litigating Depression Dis-
ability Claims  on June 3-4 in To-ronto. Call (416) 927-7936 or visitwww.canadianinstitute.com.
Return to work is the focus of theB.C. Workers’ Compensation Board’s
1st Annual Health Care Provider
Conference, taking place June 4 inVancouver. Call (604) 276-3329 orvisit www.worksafebc.com.
Looking for a good reason to travelout of country?z The ninth annual National Dis-
ability and Absence Management
Conference, hosted by the DisabilityManagement Employer Coalition,takes place in San Francisco on July18-21. E-mail assoc.dir@ dmec.org orvisit www.dmec.org.z The second International Forum
on Disability Management is beingheld in Amsterdam September 13-15— the first forum having been heldhere in Canada. E-mail info@ifdm.nlor visit www.ifdm.nl.

ductivity management. Still to comethis year are one-hour on-line sessionson the impact of the corporate work-health culture on lost time, health carecosts and productivity (May 25),  theprevalence and management of inci-dental absences (September 21); andbest practices on building a businesscase to sell ideas to upper management(November 11). For information, visitwww.dmec.org and click on 2004 Vir-tual Education Forum. •


