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Points
Impairment at work: what is it, how 
do you spot it

Common causes of impairment 

The drugs: it’s about to get a lot 
worse

(this afternoon we talk about 
resolving the issue - accommodation)



 loss or abnormality of psychological, physiological, or anatomical 
structure or function (WHO 1976)

Workplace safety: cognitive impairment most dangerous

Commonest causes of workplace cognitive impairment:

 sleep deprivation

 alcohol, marijuana, opioids

medication side effects

 depression/mood disorders, burnout

 poorly controlled medical conditions (e.g. diabetes)

 dementia

 acute/chronic brain injury
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What does it look like at work
Attendance abnormalities: medical excuses

Personality/behaviour change

Inconsistent performance

Interpersonal conflict

Social isolation

Gossip

Cover-up



The Drugs: Marijuana

“my doc prescribed it. I only smoke a single joint”



Medical Benefits of Cannabinoids

Definite benefit in treating nausea caused by 
cancer chemotherapy

Some evidence of reduced spasticity in some 
cases of multiple sclerosis, however adverse 
effects might outweigh benefits

Mild analgesic effect, most effective for 
neuropathic pain however the benefit 
relatively small



CBD (cannabidiol)

CBD counteracts some of the impairing effects of THC, but 
not all, and not predictably

CBD does not seem to counter THC motor impairment

Unless synthetically produced or purified, no MJ strain 
produces solely CBD - variable THC content

Even when pure CBD available, onus will be on employee to 
demonstrate non-impairment (Occupational Medical Opinion)

For safety sensitive workers use safer alternative or may not 
be considered fit for work



Strong evidence cannabis use increases risk of 
MVA, as high as double after recent use 
(National)

Drivers who used MJ 3-7X more likely to be 
culpable for the MVA than those who did not 
use MJ (Ramaekers)

In heavy chronic users, impairment could be 
demonstrated 3 weeks after last use (Ramaekers)

Cannabis Cognitive and 
Psychomotor Impairment



MJ Potency

Current THC content in dried plant: 15-20% up to 
maximum 30% (source: Tilray BC)

Oil, Wax, Butter, Crumble, cookies, cakes, gummies -
highly variable concentrations

Shatter (butane extracted, oil) 80% concentration

Most research to date performed on dried plant with 
under 10% THC concentration

With current MJ/THC products it is impossible to 
determine dose









US College of Occupational and 
Environmental Medicine Recommendations:

Cannabis is highly impairing

Drug testing must be part of occupational fitness exam

Workplace education on cannabis and safety

Supervisor training on recognition and referral 

Require fitness clearance from Occupational Medical 
evaluation

Most Canadian physicians who authorize marijuana use by patients are 
unaware and place themselves and the workplace (safety sensitive) at risk



Can. J. Addiction
Jan 2016





Testing for Impairment
• Biologic drug testing detects metabolites 

NOT impairment. Alcohol breath testing 
correlates roughly with impairment

• Insufficient evidence to support 5 ng/ml 
THC serum levels

• Computerized, pen/paper cognitive 
function testing is available, effective, 
accurate



The Take Home on Cannabinoids

•Cannabinoids cause impairment of coordination and 
cognitive function

•WCB makes clear employee, employer and union 
responsibilities about safety

•Wide range of cannabis potency and effects
•Without immediate impairment testing, fitness for duty 

(safety sensitive) impossible to determine
• If policy incorporates testing, oral fluids best
•At this point, recent* cannabinoid use and safety sensitive 

work likely incompatible
•Manage on case by case basis: it comes down to an 

occupational medical fitness determination
•Need a clear policy



Opioids:
codeine, morphine, 
hydrocodone, oxycodone, 
hydromorphone
tramadol, meperidine, 
fentanyl, methadone, 
buprenorphine (suboxone), 







Impairment by Opioids
Cognitive impairment: thinking, 
reacting, learning, memory, decision 
making, concentration

Psychomotor impairment: coordination

Testing:
driving testing
battery of cognitive tests 
(paper/computer)



Opioid Tolerant Patients
review of 48 studies on opioid effects on driving skills

Fishbain 2003

Do opioid stabilized patients have impaired 
psychomotor activities? No: 69%  Yes: 31%

Do opioid stabilized patients have impaired 
cognitive function?   No: 45%  Yes: 55%

Do opioid stabilized patient demonstrate driving 
impairment in simulators or road tests
No: 66%  Yes: 44%



Summary: Impairment

• Opioids impair cognitive and psychomotor function 
in a dose/effect relationship

• Safe dose not known
• Methadone, buprenorphine cause 

cognitive/psychomotor impairment, greater effect 
prior to stabilization/tolerance, greater effect 
immediate post-dosing

• concurrent use of alcohol, benzodiazepines in 
people on opioid maintenance more impairing



BCCSU Standards of Care for Managing Opioid dependence



BCCSU Guideline (opioids)

Strong recommendation to start Suboxone as 
first line treatment of OUD

Prescribers urged to inquire whether safety 
sensitive work, then consult College or CMPA 
re: notification of employer

Naltrexone (opioid antagonist) may be safe 
alternative in people with strong desire to 
pursue abstinent recovery or those in safety 
sensitive occupations



Summary

• Many common causes of workplace 
impairment

• Workplace impairment due to drugs is 
common and about to get a lot worse

• Drug testing won’t solve the problem
• It will be more important than ever to have 

a comprehensive workplace policy and 
process in place (come back this afternoon 
to learn more)



Thank You
hope to see 
you later
rbaker@interchange.ubc.ca

For Slides
healthquest@shaw.ca

mailto:rbaker@interchange.ubc.ca


References
Allan, Michael. Simplified guideline for prescribing medical cannabinoids in primary 

care. Canadian Family Physician. Vol. 64. February 2018.
Allan, Michael. Systematic review of systematic reviews for medical cannabinoids. Canadian 

Family Physician. Vol. 64. February 2018.
Broyd, S.J. Acute and Chronic Effects of Cannabinoids on Human Cognition—A Systematic 

Review. Biological Psychiatry April 1, 2016; 79:557–567.
Campbell, Michelle. Effect of cannabis use in people with chronic non-cancer pain 

prescribed opioids: findings from a 4-year prospective cohort study. Lancet Public Health 
2018; 3: e341–50 

Caputi, Theodore. Medical Marijuana Users are More Likely to Use Prescription Drugs 
Medically and Nonmedically. J Addict Med 2018;12: 295–299.

Crean, Rebecca. An Evidence-Based Review of Acute and Long-Term Effects of Cannabis 
Use on Executive Cognitive Functions. J Addict Med 2011;5: 1–8.

CTADS. Canadian Tobacco and Drugs Survey 2015
Decision Critical: Fan, Xiangning and Els, Charl. “Decision-critical” work: a conceptual 

framework. Journal of Occupational Medicine and Toxicology (2016) 11:22.
Hall, Wayne. The adverse health effects of cannabis use: What are they, and what are their 

implications for policy? International Journal of Drug Policy 20 (2009) 458–466.



References (cont)
Hall, Wayne. The adverse health effects of cannabis use: What are they, and what are their 

implications for policy? International Journal of Drug Policy 20 (2009) 458–466.
Lopez-Quintero, Catalina. Probability and predictors of transition from first use to dependence 

on nicotine, alcohol, cannabis, and cocaine: Results of the National * Epidemiologic Survey on 
Alcohol and Related Conditions (NESARC). Drug Alcohol Depend. 2011 May 1; 115(1-2): 120–
130.

National: The Health Effects of Cannabis and Cannabinoids: The Current State of Evidence and 
Recommendations for Research. Committee on the Health Effects of Marijuana: An Evidence 
Review and Research Agenda. Board on Population Health and Public Health Practice Health 
and Medicine Division. The National Academies Press, Washington, DC.

Phillips, Jennan. Marijuana in the Workplace: Guidance for Occupational Health Professionals 
and Employers. JOEM. Volume 57, Number 4, April 2015.

Ramaekers, J.G. Dose related risk of motor vehicle crashes after cannabis use. Drug and Alcohol 
Dependence 73 (2004) 109–119.

Tilray. 
www.vancouversun.com/health/high+medical+producers+failing+compassionate+pricing+repor
t+card/11109360/story.html

Zwerling, Craig. The Efficacy of Pre-employment Drug Screening for Marijuana and Cocaine in 
Predicting Employment Outcome. JAMA: 264.20 (1990): 2639. 


	Impairment at WorkorHow BC Has Created the Most Dangerous Workplaces  
	Speaker Disclosures 
	Slide Number 3
	Points
	Impairment 
	Alcohol & Drug Use Continuum
	What does it look like at work
	The Drugs: Marijuana
	Medical Benefits of Cannabinoids
	CBD (cannabidiol)
	Slide Number 11
	MJ Potency
	Slide Number 13
	Slide Number 14
	Slide Number 15
	US College of Occupational and Environmental Medicine Recommendations:
	Slide Number 17
	Slide Number 18
	Testing for Impairment
	The Take Home on Cannabinoids
	Opioids:codeine, morphine, hydrocodone, oxycodone, hydromorphonetramadol, meperidine, fentanyl, methadone, buprenorphine (suboxone), 
	Slide Number 22
	Slide Number 23
	Impairment by Opioids
	Opioid Tolerant Patientsreview of 48 studies on opioid effects on driving skillsFishbain 2003
	Summary: Impairment
	BCCSU Standards of Care for Managing Opioid dependence
	BCCSU Guideline (opioids)
	Summary
	Slide Number 30
	References
	References (cont)

