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Yes! is Valley Hope's answer to all of your substance abuse treatrnent
questions. Yes! to a continuum of care that includes residential, day treatment,
non-hospital detox, intensive outpatient, relapse prevention, continuing care
and assessment/evaluation services. And Yes! to affordability and Yes! to

family participation and 12 Step orientation too.

■

TREATMENT WORKS.

There is one more important question you should ask concerning
substance abuse treatment. Valley Hope's answer is Yes!

TREATMENT WORKS. People can and people do recover from
their addiction to alcohol and other drugs. Lost work days become
productive work days. Families torn apart by the addiction begin
to love again. Yes! TREATMENT WORKS. Call today. We would

like to say Yes! to your treatment needs.

VALLEY HOPE
ASSOCIATION

Alcohol and Drug Addiction Treatment
Corporate Office

103 South Wabash P.O. Box 510
1Vorlon, KS 67654

All Valley Hope facilities are JCAHO accredited and/or state licensed.
Treatment facilities in Arizona, Colorado, Kansas, Missouri, Nebraska, and
Oklahoma. Fly to Recovery service available across the United States.

ADMISSIONS 1-800-544-5101 INFORMATION 1-800-654-0486
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Man~.ging Risk
Ido some work for a large EAP. The other day a referral for an assessment and diag-

nosis came in, followed by a "form packet:' Usually there are several pages with

room for the EAP's narrative leading up to diagnosis and referral infonnition. These

forms, however, were all computerized! Top to bottom—fill in the ovals with a #2 pen-
cil. At first, I was put off, thinking this isn't effective—it's the human narrative that
makes good diagnostic information. After a few days, the efficacy of computerized
forms made more and more sense. In this time of increased liability for the EAP and the
claims of over or under utilization of care, the computerized form and some of the sub-
sequent computerized programs can result in improvements in medical diagnosis.
An article in June's Risk Management Magazine enumerated several types of com-

puter programs that address and hopefully lower the incidence of information being

missed during client contact. There are diagnostic programs that narrow symptoms of

the differential diagnosis to a final diagnosis. Health hazard appraisals are available to

assess lifestyle and serve as a spring board for wellness counseling. There are also

treatment programs. Malpractice claims for failing to select the proper level of care,

monitor or follow up with the client might be averted by using a computer program de-

signed to aid these t~•eatment functions. Some programs help with treatment and man-

agement decisions--one lists the latest protocols for treating a particular illness. Others

hone in on accuracy of treatment/diagnosis.
There are also programs that link certain clients with information lbout their illness

through articles and databases on-line. One at the University of Wisconsin Hospital is

made to link patients with like illnesses to each other, providing a kind of "Internet"-

style support group by laptop. Imagine Alcoholics Anonymous by Internet! There is no

substitute for treatment experience and acumen, but wise use of computer programs and

the information highway can be extremely helpful—consider skills-development pro-

grams that address behavior change.
Certainly, concerns about confidentiality arise. How to rest~•ict access to HIV status,

drug use and psychiatric history is one of the thorny issues being worked on. The goal

is to lower the risk by offering employees appropriate care that has been devised by the

provider, program and user.
Thanks to Dr. Seth Emont who passed along some statistics on smoking addiction,

one of this month's risk issues, and to Janet Mann at the American Academy of Health

Care Providers in the Addictions Disorders for taking EA to Harvard Addictions

Conference and the EAPA Symposium in Mlssachusetts.

~ ~~

J. Chip Drotos, CEP
A.rsocinte Puhli.shcr
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Learn From The International
Leader.
Since 1 980, the National Crisis Pmvention

Institute, (CPI), has been training human
'~ service and business professionals in ways

to successfully manage disruptive and
assaultive behavior. In fact, over 800,000

~ individuals across the U.S. and Canada
have participated in our training programs.

Training Backed By Results!
In a recent survey, where over I ,200

facilities that use Nonviolent Crisis
Intervention responded:

77% reported a reduction in the
rnimber of assaultive incidents

72% reported a reduction in disruptive
incidents

69% reported ~ decrease in workers'
compensation claims

98~/o saw an increase in staff confidence

Learn To Prevent Violence
Before It Happens.
With CPI's Nonviolent Crisis

Intervention training, you'll learn how to
de-escalate crisis situations before they
get out of control!

Free Resource Catalog!
Free Poster!

Call I -800-558-8976, or mail, fax or E-mail
the coupon at right to receive more infonna-
tion on CPI's training programs. Plus, mention
this ad and receive a free comprehensive
resow~ce catalog and free 18"x24" full color
"Weapons In the Workplace° poster, a $9.95
value!

Free Poster o/(er wl~ilc supplies Insf, shipped to facility or busi~iess
address only, one rcq~icst per (ncilil}~ please.

~aou~ one Tnre~
e io ence.

To receive a FREE CATALOG AND POSTER or to speak with a know)

edgeable Training Specialist, call 1-800-558-8976 or fill out this
coupon aid mail, fax, or E-mail it to CNI.

Name

'title

Facility

Facility Address

City, State, Zip

~ National Crisis Prevention Institute, Inc.
3315-K North 124th Street, Brookfield, WI 53005
1-800-558-8976 FAX 1-414-783-5906
E-mail cpi~execpc.com 1,6
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t is beyond question that healthcare
costs have become a major public
policy concern and a focus of polit-
ical debate for the ] 990s. While

Congress has stalled over passage of any
federal healthcare reform, initiatives at
the state level are well underway.

If the old system of healthcare deliv-
ery can be described as provider-domi-
nated with little or no challenge to the
professional judgments of clinical
providers, the present system is clearly
purchaser-driven and characterized by
the widespread acceptance of managed
care and cost-containment. Hence, a
treatment or procedure is no longer
medically necessary merely because it
was ordered by a doctor. Rather, the
question of medical necessity requires a
two-fold analysis of contract law end
medical authority.

It is important for all factions of the
healthcare field (i.e., purchasers, payors

By David H. Bralove

and providers) to understand the reim-
bursement issues that confront the pre-
sent system of treatment delivery. The
impact that uniform patient placement
criteria is destined to have on healthcare
financing is often overshadowed by its
clinical contributions. This article exam-
ines the relationship between uniform
patient-placement criteria and the con-
cept of medical necessity.l More specif-
ically, it attempts to explain the value of
the American Society of Addiction
Medicine Patient Placement Criteria2
(hereinafter the "ASAM Criteria") from
the reimbursement perspective in sup-
porting the medical necessity of treat-
ment for substlnce-related disorders—
those set forth in the Diagnostic and
Statistical Manuel of Mental Disorders.

Medical Necessity
The question of medical necessity is

in part a contract question. Almost all

plans of health insurance3 limit benefits
to those services and supplies that are
medically necessary. While plans may
and do define the term differently, the
intent of such provisions is to exclude
from coverage unnecessary services,
equipment or supplies: Insurers and em-
ployers react to unnecessary tests and
procedures and other perceived ailments
in the healthcare delivery system by lim-
iting benefits to medically necessary
treatment.
Plan definitions of a medically neces-

sary service or supply typically contain,
at a minimum, the following elements:
• It must be ordered by a doctor.
• Ic must be of the proper quantity;

frequency and duration for treatment of
the condition for which it is ordered.
• It must not be experimental or in-

vestigative.
Payors assert that the failure to satisfy

the second element of the above defini-

1.NIPLOYEEASSISTANCE



tion of medical necessity is the principal
reason for denying reimbursement for
substance-related disorders.

The ASAM Criteria
The ASAM Criteria has evolved from

the collaborative efforts of well-recog-
nized experts in various disciplines
within the field of chemical dependency
and substance abuse. It represents a con-
sensus of medical opinion as to the ap-
propriate placement of patients within
clearly defined levels of care. The crite-
ria should be viewed as a dynamic in-
strument with periodic revisions and
changes expected as knowledge of the
disease increases and further field data
is reported from facilities that have im-
plemented the criteria.

Regardless of its relatively recent ap-
pearance in the field of chemical depen-
dency, the ASAM Criteria may likely be
viewed by courts considering the issue
to reflect generally accepted medical
practice. Apart from the credentials of
its authors, the criteria have evolved
from other widely recognized ,criteria
(i.e., the Cleveland Criteria) which have
been available and in use in varying
forms for some time. Moreover, in those
situations where an insurer has applied
its own criteria or standard of medic~►1
necessity instead of the ASAM Criteria,
the issue will likely focus on whether
the insurer's criteria are significantly
different from those of the medical com-
munity at large.
Payors have been held liable when

they have applied an overly restrictive
standard of medical necessity. In 1989, a
California Court of Appeals in Hughs v.
Blue Cross of Northern California4 had
an opportunity to review an insurer's
standard of medical necessity in the de-
nial of psychiaU•ic benefits for inpatient
confinement. The facts reported in the
court's opinion indicate that Patrick
Hughes, a 21-year-old male, suffered
from serious mental disorders. His first
hospitalization resulted from an at-
tempted suicide in which he took an
overdose of about 30 aspirins and
stabbed himself repeatedly in the ab-
domen with a screwdriver.

During that confinement, he confided
to a psychiatrist a grandiose delirium
characteristic of schizophrenia. He was
transferred to a psychiatric center that
specialized in providing acute psychi-
atriccare where he remained for a period
of approximately 54 days. While he re-
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mained isolated during that period and
did not respond well to treatment, his
symptoms became less active and he was
released to his family and referred to a
hali'way house. A day after his admission
to the halfway house, he ran away and
again attempted suicide through an over-
dose of aspirin and tehacycline. He was
readmitted to the psychiatric institute for
an additional 35 days of inpatient treat-
ment until he was transferred to an out-
patient program for an additional four

Many courts

take the view that

`medical necessity' or

similar policy language

is an objective standard,

not a delegation of power

to the treating physician.

When an insurer

employs an unreasonable

standard, it does so

at its own peril.

months. His condition worsened. He suf-
fered from insomnia, required a brief
hospitalization and admitted suicidal
thoughts. He was again readmitted for a
32-day inpatient stay at the psychiatric
center until he was transferred to an in-
stitution for long-term care.
Blue Cross denied portions of the in-

patient psychiatric confinement on the
basis that a lower level- of care (i.e., out-
patient) was medically appropriate.
After reviewing the record, the court
disagreed and upheld a jury award of
$150,000 in compensatory damages and
$700,000 in punitive damages. In re-
viewing the policy's limitation of bene-
fits to medically necessary care, the
court stated:

"If the insurer employs a st~►ndard of
medical necessity significantly at vari-
ance with the medical standards of the
community, the insured will accept the
advice of his treating physician at a risk
of incurring liability not likely foreseen
at the time of entering the insurance
contract. Such a restricted definition of
medical necessity frustrates the justified

expectation of liberal construction of the
policy language required by the duty of
good faith...[G]ood faith demands a
construction of medical necessity con-
sistent with community medical stan-
dards that will minimize the patient's
uncertainty of coverage in accepting his
physician's recommended treatment."5
The Hughes decision reaffirms the

view taken by many courts that' "med-
ical necessity" or similar policy lan-
guage is an objective standard to be ap-
plied by the trier of fact, not a delegation
of power to the treating physician.6
When an insurer employs an unreason-
able standard' of medical necessity, it
acts at its own peril.
Whether or not the ASAM Criteria

will be recognized in future court deci-
sions as generally accepted medical
practice or a standard of medical neces-
sity existing within a defined communi-
ty will depend largely upon the extent to
which the criteria are accepted and
adopted by physicians and other profes-
sionals responsible for making patient
placement decisions.

Principles of Contract Law
The question of whether the admis-

sion or continued stay of a patient for al-
cohol dependency is medically neces-
sary for purposes of insurance coverage
is as much a problem of contract law as
it is a question of medical procedure.
The rights of a patient/insured to have
the cost of his or her treatment paid for
by a third party are rights which arise
out of a written contract or agreement.
When that contract or agreement ex-
cludes coverage for expenses that are
not medically necessary for the in-
sured's treatment, the language of the
policy must-first be examined for clarity.
In reviewing the terms of insurance

policies, "rules of construction have
evolved from case law. If the language
employed is unambiguous and clear,
the provision will be ~iven its plain
and ordinary meaning. If, however,
an ambiguity exists, it will be strictly
construed against the insurer and. in
favor of the insured.$ Consequently,
when a claim has been denied for lack
of medical necessity, an effective ap-
peal will not commence until the poli-
cy's terms have been evaluated. If
there is an ambiguity, the rule of con-
struction is applied favoring the in-
sured, and the issue will depend on
whether the treatment in question i'it~
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within the terms of the policy as cov-
ered or excluded.9
The "medically necessary" terms in

health insurance policies typically have
general application to all injury, illness
or disease. As a result, substance-related
disorders (or any other specific illness-
es, diseases or conditions) are not ad-
dressed separately, Where an insurance
policy has not expressly identified a cri-
teria or means of determining the med-
ical necessity of medically monitored
intensive inpatient treatment for an
adult, l ~ the issue for judicial review
should be whether this level and modal-
ity of care is generally accepted by the
medical community. It need not be the
only course of treatment available or
recommended. If a genuine difference
of medical opinion exists as to whether
this level or another level of care is most
appropriate, then an ambiguity exists
that should be resolved in favor of the
insured.

Plaintiffs challenging the denials of
payors and managed care companies to
honor claims on the basis of medical ne-

cessity have asserted various theories of
liability. On the contract side, these in-
clude breach of contract, where only
compensatory damages for the expenses
of the insured are sought, as well as
breach of the implied covenant of good
faith and fair dealing where punitive
damages are requested. The common
law in most states recognizes the
covenant in all contracts.

Charting the Course
A course of treatment will be consid-

ered medically necessary only in part
because it was ordered by a physician.
In terms of patient placement within
the levels of care defined in the ASAM
Criteria, the decision of the treatment
team will be reviewed by the insurer or
managed care company and possibly
by a judge and/or jury. For this reason,
it cannot be emphasized strongly
enough to support all medical and clin-
ical decisions at every stage of treat-
ment with well-documented medical
records. This would, of course, include
all assessments or records originating

ASAM Patient Placement Criteria
for the Treatment of Psychoactive
Substance Use Disorders
A cliuicaldaulc m n~nubi adTrlu ns~d
ndol~cerur m nP~nnPi~nte lene(r of inPntier~t/
outPneierit cnrt, nrid Ca rnnke oGjective
pktcerr~e~it decirimu t~no~p6i
i~udtieiii~iciuimml narmenitr.
ASAM Members $45
Nonmembers $65

Prinaples of Addiction Medicine
A tor~i~tihcruivc t~rtGook
ou nddictim~ n~cdicinc.
ASAM Manbers $115
Nonmembers $140
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American Society of
Addiction Medicine
Linda Fernandez
PO Box 80139, Dept. EA
Baltimore, MD 21280-0139
Phone 800.321.8691
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from an employee assistance program
or other treatment referral source.

Medical records are maintained pri-
marily to provide complete information
regarding the care and treatment of pa-
tients. Some of the major purposes of
medical records are: to provide a plan-
ning tool for patient care; to record the
course of a patient's treatment and the
changes in a patient's condition; and to
provide information necessary for
third-party billing.l l

A complete and accurate nnedical
record is as important for reimburse-
mentpurposes as it is for treatment pur-
poses. Ordinarily, third-party review-
ers, whether prospective or retrospec-
tive, will not have the opportunity to
examine the patient and benefit from
the insight only available from such
first-hand evaluation. Their decisions
are more often based exclusively on the
medical records supplied by the physi-
cian or treatment provider. If those
records are poorly maintained, even the
patient most deserving of treatment is
virtually guaranteed an insurance prob-

NEW DAY CENTER

• Free Evaluations •Family Interventions •DUI Assessments

• Inpatient Detoxification &Rehabilitation

• Adult Outpatient./ Day Hospital & I.O.P.

• Residential Treatment Facility

• Impaired Professional Program

• 2 Years Aftercare (at no extra charge)

• 24-Hour Admissions

HINSDALE HOSPITAL'S BEHAVIORAL MEDICINE
Sponsored by the Seventh-day Aduenlist Church

Addiction Services: (708) 856-7700

Mental Health Services: l-800-894-1900

120 N. Oak Street Hinsdale, IL 60521

Circle 6 on card.



lem of some kind when the claim is
submitted for payment.
With respect to documenting. and

supporting a specific level of care with-
in the ASAM Criteria, the following
recommendations should be observed:

1. The medical record is a historical
document that records how and why a
hospital or other provider cared for a
patient. Every healthcare professional
who makes an entry in a medical record
should make that entry with the under-
standing that it will be reviewed and
scrutinized by the insurer or third-party
payor.
2. All entries should be neat, legible,

clear and concise, but complete and
meaningful to each patient's course of
treatment.. Facilities that have adopted
and implemented the ASAM Criteria
must learn to speak the language of the
criteria. The evaluation forms, progress
notes and other components of the
medical record must relate specifically
to the criteria, using the same terminol-
ogy.

3. To demonstrate that a dimensional
criteria has been met, the medical
record should have concrete and specif-
ic illustrations supporting it. The mere
recitation that a patient is resistant to
treatment is of little evidentiary value
to support that the acceptance/resis-
tance dimension of treatment has been
satisfied. Rather, the medical record
should give specific examples of ob-
served patient behavior, statements or
history that clearly indicate resistance
to treatment to the degree required by
the ASAM Criteria.
4. Before making an entry, review the

previous entries. A medical record has
several authors. Be careful not to ig-
nore the entries made by others.
Conflicting or inconsistent entries dam-
age the credibility of the entire medical
record.
5. While defensive recordkeeping is

prudent, do not alter, misstate informa-
tion or otherwise compromise the in-
tegrity of the medical records for reim-
bursement or any other purpose. Such
conduct, apart from ethical concerns,
will surely backfire if discovered by a
payor and has serious legal i►nplica-
tions for the provider.
In sum, when the medical record is

professional, accurate and complete, it
is the provider's greatest ally in the re-
covery of a claim denied for lack of
medical necessity. On the other hand,

the medical record that is sparse and il- Historically Challenged
legible must be viewed as the enemy Whether a particular level or modali-
that will almost certainly frustrate the ty of trearinent is medically necessary
appeals process. While it is possible to for the treatment of substance-related
submit information and records devel- disorders has historically been a contro-
oped after discharge in support of a versial and disputed issue between
treatment-level decision, such after- providers and payors. The ASAM
the-fact support is rarely given the Criteria offers amuch-needed solution
same weight and credibility as medical to this troubled area by providing an ob-
records developed and maintained jective and uniform set of criteria. The
contemporaneously during the actual anticipated outcome from the use and
ri~eatment period. recognition of the criteria is the demise

Assessment
A 1 1'1t.5S Sta

Interviews are efficient and referrals accurate with
computerized assessment instruments from ADE.

NEEDS'"" — a comprehensive
assessment tool.
Needs addresses:
• Attitude and emotional stability
• Substance abuse using ASAM
and DSM-IV guidelines

• Employment, health and education
• Relationships and support system
• Criminal history and supervision

levels
JASAE'M (Juvenile Automated

Substance Abuse Evaluation`"')
•Based on adolescent norms
•Measures alcohol/drug use,

attitude, stress, life circumstance

SALCE'M (Substance Abuse/Life
Circumstance Evaluation'M)
• Measures alcohol/drug use,
attitude, stress, life circumstance
• 97%agreement with

professional interviews
With over ten years usage and
1,000,000 evaluations, ADE
instruments have proven their
effectiveness. For free
demonstration materials, call
(810) 625-7200.

Software Solutions
for Human Problems

ADF 6icorpora[ed, P. O. Box 660, Clarkston, MI 48347
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of internal criteria developed by both
payors and providers who are driven by
economic rather than medical concerns.
It is hoped that the ASAM Criteria will
provide a level playing field for all in-
terested competitors.
The extent to which ASAM Criteria

or any other uniform patient placement
criteria will be recognized in future
court decisions as reflecting generally
accepted medical practice as safe and
effective treatment will depend in part
on its acceptance in the field. For this
reason, efforts to educate and inform
healthcare professionals about the
Criteria continue. As more healthcare
professionals adopt them, their proba-
tive value as an indicator of generally
accepted medical practice will necessar-
ily increase.

Finally, to the extent the ASAM
Criteria are challenged, opponents must
be prepared to submit their alternative
criteria for public review. A uniform set
of criteria must reflect the opinions of
the community. To suggest that criteria
are in some way proprietary oz a busi-

ness secret is disingenuous. The practice
of the medical community in the diag-
nosis and treatment of a disease has
never been and should never be a "busi-
ness secret."

1. The term "»iedical necessity" i~icludes
a variety of terms used in insurance poli-
cies, Including "necessary medical, ser-
vices "; "medically required expenses "; or
treatment "required in connection with ill-
ness"; and "services or supplies which are
necessary for the treatment of disease."

2. "Patient Placement Criteria for the
Treatment of Psychoactive Substance Use
Disorders," American Society of Addiction
Medicine, March 1991.

3. For the purposes of this article, the
term "insurance," "policy" or "plan"
refers to private third-party health, hospi-
talization or health and accident insurance,
as well as contractual arrangements to pro-
tect an individual from losses caused by
sickness and injury, such as HMOs.

4. 263 Cal. Reptr. 850 (Cal.App.1 Dist.
1989).

5. Id at 857.

6. See Sarcliett v. Blue Shield of
California, 233 Cal. Reptr. 76 (Cal. 1987);
Free a Travelers Ins. Co. (D. Md 1982), 511,
F.Supp. 554; McLaughlin v Connecticut
General Life Ins. Co. (N.D. Cal. 1983), S65

F.Supp. 434.

7. 43 Am Jur 2d, Irasurunce #271.

8. 43 Am Jur 2d, Insurance #283.

9. For an annotation of cases considering

what services, equipment or supplies are

medically necessary for purposes of cover-

age under medical insurance, see 75 ALR

4th 763.
10. Level 11! of the ASAM Criteria; 37-48.
I1. D. PvZgnr, Legal Aspects of Health

Care Administration, (4th Ed. 1990);131.

David H. Bralove is founder, of The Bralove
Group, a law firm in Washington, D.C., and
president of the board of directors of the
National Treatment Consortium. His prac-
tice is devoted to recovery of claims denied
for chemical dependency and mental health
treatment.

Art by ,Stephen Schildback.

The Toledo Hospital
2142 North Cove Blvd., Toledo, Ohio x}3606

Alcohol and Drug Treatment Center For more information call:
Alcohol and Drug Treatment Center

• Skilled assessments which carefully match patients to the appropriate at 419-471-2300

intensity of treatment for best results. 
Psychiatric Services at 419-479-8850

• Treatment plans which stress change so that 12-step groups can be effective
for patients.

Psychiatric s~rvlces
• A continuum of care for the geriatric, adult and adolescent patient

(special care, acute inpatient, partial hospitalization).
• 24-hour urgent intervention for the person in crisis.

Borh Alcohol and Drug Treatment Center and Psychiatric Services Offer
• Inpatient, outpatient and partial hospitalization for both adults and adolescents
• 24-hour assessments and admissions ,~ q. ,_
• Individual treatment plans ~
• family involvement ~~
• Dual diagnosis treatment--~,
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Em to ee A is s stan ndp y ce a
Model t to I~r La u avvs

Does this sound like a Utopian environ-
mentfor employee assistance practice?

• Specii'ic protection under the law for
the confidentiality of EAP records.
• Tax credits for employer expenditures

for employee assistance programs.
• Seed money i'or the development of

small business EAP consortia.
Last ye1r, the Commission on Model

State Drug Laws, created by the U.S.
Congress, recomulencled the adoption of
these provisions to state governments i~~ a re-
port delivered to Attorney General Janet
Reno; the director o1' the Office of National
Drug Control Policy, Lee Brown: the

By Maureen Kerrigan

National Governors Association; and the
N~itional Conference of State Legislatures.
Not adead-end commission this one! Its

work, with the foal of implementing these
proposals in all 50 states, is being carried out
through an organization formed expressly [o

lobby Por these recommendations, i.e., the

Alliance for Model State Drug Laws.
1 drlPted most v1' the employee assistance

provisions Por diC commission's considera-
tion—in some cases, with the tissistance of

models developed and experience gathered

ou the sCate level. Of particular note are two
EA professionals who have been successful
in enacting laws in Cheir states. Jack

Preckman drafted an SAP licensure bill in
Tennessee, and with Ule 'Tennessee chapter
oP BAPA lobbied tl~e staCe le~islacure to
enact dle fist CAP state licensure law. Kevin
Parker spearheaded a coalition of business
and labor interests in Maine to get a law en-
actecl that requires employers to lave an
EAP to do substance abase testing.

The commission's final recommendations
included 42 model state laws on tive broad

topics: economic remedies; crimes code cn-

forcemei~t; community mobilization and co-

ordii~ated state drug planning mecllauisms;
alcohol and other drug treatment; and drug-

contirauect o~2 page 33

CRUZ CLINIC
' Psychiatric &Psychological Care

Now TopDrawer makes
the insurance connection
while delivering complete,

economical EAP record keeping
TopOrawer, Version 3.0, adds aservice-provider
information screen to record and monitor insurance
required claim information.

Yet, TopUrawer is still the most inexpensive, easy-to-
use elient reeortl keeping and reporting system.

It still provides full~screen intake and case record
updates with pop-up help and classification menus. It
still maintains a referral database so you can match
your resources to clients. It still tracks non~client
activities such as training, interventions, &
workshops. IYs still easy~ta~learn, easy~to-use and
produces meaningful, uncamplieated activity reports.
It's still only S485.00.

TopDrawer keeps it simple

=~~j~~~ FREE SAMPLE PROGRAMI
__-=f~~~ Cel 

or 303~798~9806
FAX 303-8507977

ROTHSCNILD'S

FILES R~thg~h~~d~g F,~eg
P.O.Bax 3108

Littleton CO 80161

ADULT, CHILD AND FAMILY
PSYCHOTHERAPY

~r MARITAL PROBLEMS

~r DEPRESSION

~r FAMILY PROBLEMS

~r SEXUAL DYSFUNCTION

~ PANIC/ANXIETY ~^r SCHOOL PROBLEMS

~:r PSYCHOLOGICAL TESTING

J.C.A.H.O. ACCREDITED
(JOINT COMMISSION ON ACCREDITATION OF HEALTH CARE ORGANIZATIONS)

17177 N. LAUREL PARK •SUITE 131
LIVONIA, MICHIGAN 48152

(313) 462-3210
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Changing.. S healthcare reform momentum

moves from. the political arena to an

Delitie industry-driven process, it is clear
that the prevailing principle of this

Models
change is integration. This continuing develop-
ment will likely change the way EAP services

Change EA
develop and interact with healthcare organiza-
tions and employers.
To fully describe the potential impact of

Se~ices these forces on EAP services, it is important to
understand the various forms of healthcare in-
tegration models. Integration may take a vari-

ety of forms. The two major categories are ver-
tical integration and horiiorctal integration.

Vertical Integration
Vertical integration- forges linkages between

payors and providers or payors, providers and
delivery systems (hospitals, clinics, etc.). These
linkages are formed in a variety of ways. One
type of linkage is a merger of assets where pay-
ors, provider groups and delivery systems form
a single entity to provide all health services to
a specific population. An example of this struc-

ture is Allina Health Systems Corp.,
based in Minneapolis. Allina is the
result of a merger between a hospi-
tal delivery system and an HMO.
Within Allina there is the group
practice organization which em-
ploys physicians and other
providers.
Another example of vertical inte-

gration is a limited-asset merger
such as the one that developed
Aspen Plus in Saint Paul. Aspen
Plus is the result of an acquisition of
the administrative and nonphysician
professional components of a clinic
organization, by Blue Cross Blue
Shield of Minnesota (BCBSM). In
this case, the professional organiza-
tion remains an independent entity
which executes service agreements
and jointly develops strategic plans
with BCBSM.
Additional forms of integration in-

clude the development of provider
owned and managed networks that
are capable of providing compre-
hensive care to populations in at-
risk arrangements with employers
and payors. Criterion is an organiza-
tion that fits this description.
Currently in development, the net-

work has more than 600 physicians
and other professionals contracted
to provide service in Minnesota. In
this example, the providers also may
be shareholders in the parent organi-
zation. This structure offers profes-
sionals an alternative to being em-
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ployed by a large system or operating
only a traditional private practice.
Hybrid structures that accomplish

vertical integration can be developed
when competing organizations form
strategic partnerships which benefit all
partners. The Health Partners managed
care organization is the result of a strate-
gic partnership between Group Health, a
staff model HMO, Ramsey Hospital and
Clinics, Park Nicollet Medical Center
(PNMC) and the Mayo Clinic. In this
arrangement, PNMC and the Mayo
Clinic provide services to Health
Partners' clients in preferred relation-
ships while maintaining their indepen-
dent ability to contract with other
providers. All of the partners jointly de-
velop practice guidelines and other
managed care policies and protocols to
respond to employer requests for pro-
posal (RFPs).
There are certainly many examples of

vertical integration. The key principles
of these structural models include two
main components: (1) The development
of comprehensive service networks of
providers, clinics and hospitals; and (2)
alignment of financial risk between ser-
vice providers and payors.

Horizontal Integration
In comparison to vertical integration,

horizontal integration generally results
from mergers or partnerships between
like provider or delivery-system organi-
zations. The 1994 merger of Health One
and Life Span which formed
HealthSpan is an example of a horizon-
tal integration between delivery sys-
tems. These types of mergers generally
result from efforts to expand service dis-
tribution in key markets or to create
economies of scale. Value Behavioral
Health is the result of horizontal integra-
tion between two behavioral benefits
management companies, American
Psych Management and Preferred
Healthcare.
As managed care delivery systems

and markets mature, the pace of hori-
zontal integration will decline as verti-
cally integrated systems continue to de-
velop. As such, organizations that can
provide comprehensive health services
to defined populations through geo-
graphically dispersed sites, where the
incentives of the providers and payors
are aligned, will continue to reshape the
healthcare marketplace into the next
decade.

The forces driving this integration in-
clude both cost and quality. Costs are re-
duced through the elimination of redun-
dant administrative and service capabil-
ities, and through the measurement of
cost and quality outcome data. Through
the analysis of cost and clinical outcome
data over time, we will best be able to
demonstrate which of our interventions

Will integration improve

value when defined as

cost reduction and

quality improvement?

Will it become the

predominate model of
care delivery2 And

how will this affect

EAP services?

demonstrate value. Inherent in these be-
liefs are the principles of continuous
quality improvement (CQI). Through
the application of CQI principles, it can
be demonstrated that costs can be, and
often are, reduced while quality indica-
tors rise.

CQI at Allina
An example of this effect was demon-

strated through the integration and re-
engineering of behavioral health ser-
vices at Allina. In this example, analysis
of current processes indicated that: (1)
redundant services were provided
throughout the system, (2) rework was
required many times throughout the care
episode, (3) continuity of care was in-
hibited by multiple "hand offs" of care
throughout the continuum, and (4) ser-
vices were not meeting client needs
when clients were defined as patients,
families, providers, referral sources, em-
ployers and payors. (No hierarchy of
importance is implied by the order of
reference to client groups.)
Through the redevelopment of clini-

cal and administrative services based on
customer requirements, unnecessary
service redundancy was eliminated.
Continuity of care was improved
through the implementation of patient-
focused clinical tracks where the "treat-
ment program" was provided by dedi-

Gated professional teams for each pa-
tient classification. In addition, clients
received care with all other patients with
similar clinical profiles no matter the
level of care, i.e., outpatient, day treat-
ment, partial hospitalization or inpatient
acute care. Case management, which
followed high-risk and high-utilization
patients across the care continuum, in-
cluding nonbehavioral medical treat-
ment, was instituted.

After two years of measurement of
quality indicators including cost, length-
of-stay, readmission rate, patient satis-
faction and provider/referral source sat-
isfaction, significant improvement in all
measures was noted. Cost per unit-of-
care was decreased by more than 30 per-
cent. Length-of-stay was reduced to an
average of eight days for all patients
from children. through geriatric popula-
tions. Recidivism declined to less than 8
percent, compared with a regional aver-
age of 18 percent. Client satisfaction im-
proved on all measures while
provider/referral source satisfaction in-
creased as well as satisfaction with clin-
ical quality and patient outcomes.
While inpatient length-of-stay de-

clined, the overall length of the average
episode of care increased. Overall pa-
tient activity, as measured by admis-
sions to all levels of care, increased.
Cost savings over atwo-year period ex-
ceeded 3.1 million dollars or 20 percent,
Through further integration of provider
services, costs are projected to continue
to decline.
This example is offered to illustrate

how vertical integration can affect care
delivery and to provide empirical sup-
port for this trend. It should be noted
that no measures of health promotion or
reduction in nonbehavioral health ser-
vices were made because of early inter-
vention. (Data that demonstrates im-
proved health status and cost reduction
through early identification and inter-
vention is already well demonstrated in
the literature on medical offset.) The use
of vertically integrated systems of care
can provide an opportunity to enhance
behavioral services to populations espe-
cially when reimbursement is accom-
plished through capitation.

Effect on EAPs
If integration can dramatically

improve value when defined as cost re-
duction and quality improvement, it
raises some questions: Will it become
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CAP INTEGRATION

the predominate model of care delivery?
And, how will this affect EAP services
and providers? The answer to these
questions will depend on variables in-
cluding the size of the market, the level
of HMO penetration and the degree to
which provider groups have organized.
Employer/payor variables include
whether the employer is a regional or
national company, if the employer is
self-insured, and how benefit manage-
ment is provided (i.e., through a carve-

out option vs. a carve-in).
If markets are highly penetrated by

managed care, and organized provider
groups have developed linkages to other
aspects of the care continuum, vertical
integration is more likely to occur. In
markets where there is a smaller popula-
tion base or a lack of interest in the de-
velopment of employer and provider
collaboratives, traditional models of
care coordination and delivery will con-
tinue to dominate. If the employer has a

Behavioral Health, Inc. Managed Care
ServlCes is an FAP and managed mental

health care company, offering all forms of

managed care from ASO to full carve-outs.

BHI started out on the treatment side of

mental health services - so our perspective

and philosophy of providing care are

different from most other EAP and

managed care companies.

Our national and intemaaonal provider

network is made up of counselors who

have been specially chosen for their

ability to challenge and motivate people

to get well.

For xnformarion on how BHI can develop

a program that ensures that all employees

will receive appropriate care in a cost

effective manner, call BHI Managed

Care Services at 1 S00 422-6963.

BEHAVIORAL HEALTH, INC.
MANAGED CARE SERVICES

An ~Qilinte of the Gerrernl Hcrrllh System

national or strong regional present
employees may receive care through ei
then traditional carve-out models or
vertically integrated model dependin
on geography.

In either model, there are threats an
opportunities for EAP providers. I
markets where service integration has
begun to occur, large healthcare organs-~
zations may develop or incorporate EAP~
services into their continuum. This will'
be particularly true where reimburse-
ment is through capitation payments. If
however, reimbursement is on a limited-
risk basis or through fee-for-service, the
incentive for the integrated delivery sys-
tem to develop or acquire EAP services
is limited.

In many cases, integrated delivery
systems may lack their own behavioral
health service capability. In these cir-
cumstances, they will be required to
conh•act with other vendors to provide
services, including an EAP. Even where
reimbursement is on a capitated basis,
some employers may be better served by
acquiring outside EAP services to as-
sure adequate care is provided to em-
ployees. As outcome data becomes' in-
creasingly standardized, it will be less
necessary for this type of external over-
sight to be provided. Since there is wide
disagreement in the field regarding stan-
dardization of outcomes. measurement,
this is not likely to occur in the near fu-
ture. In both the highly penetrated man-
aged care market and the "traditional"
market, EAP services will continue to
be purchased by employers.

Positioning for Integration
To position EAP services for integra-

tion, EAP providers must begin to ex-
plore strategic partnerships with payor
and provider organizations. These rela-
tionships should focus on working col-
laboratively with these and other key
stakeholders to develop broad scope
health-promotion programs, catastroph-
ic crisis-management services and
workplace health and safety regulation
implementation. Traditional roles in-
cluding gatekeeper functions, utilization
review and general case management
services will increasingly become, inter-
nal functions of the healthcare system.
Measurement of the adequacy of

these functions will be compared with
clinical practice guidelines and mea-
sures of clinical improvement that are
predetermined and incorporated into the
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service contract between the provider

and either the employer or payor.
For EAP providers who are currently

a component of a behavioral services
benefit-management company, enhanc-
ing the value of EAP services can be
achieved by working collaboratively
with benefits-management staff and
contracted providers to develop clinical
guidelines and outcome measures.
Further, by developing linkages with the
primary-care provider organization or
network, EAPs can assist in maximizing
patient outcome and minimizing cost.
For example, working with primary-
care providers to implement depression
screening and depression-management
protocols, we can better identify clients
in need of mental health or substance
abuse services and avoid unnecessary
medical testing to rule out physical ill-
ness and unnecessary hospitalizations
whether for physical complaints or the
onset of acute psychiatric symptoms.
Other examples include sri•ess manage-
ment, parenting education and eldercare
management, to name a few.

The Role of Consultant
In their continuing role as consultants

to employers on benefit design, EA pro-
fessionals may be asked to assist in de-
termining whether a behavioral bene-
fits-management organization or inte-
grated delivery system is best able to
meet employers' needs. Since it is not
currently possible to use outcome data
to make definitive statements about
whether either model is inherently bet-
ter, EAPs must determine which type of
organization can best control cost and
quality based on behavioral services
only. If both organizations offer equiva-
lent levels of service, then price and the
willingness to accept risk will likely de-
termine the better vendor. When either
system is comparatively equal in service
and price, it may be advisable to select
the integrated service-delivery model
that demonstrates a willingness to man-
age the coordination of behavioral and
physical medicine services.

-The relationship between EAP ser-
vices, integrated delivery systems and
carve-out behavioral benefit-manage-
mentorganizations is changing. EA pro-
fessionals will be required eo demon-
strate that their services add value. That
measure of value will be less focused
on traditional services such as utiliza-

ninit~:i i i <~<~5

lion management, case management and
other administrative services. Tn the fu-
ture, value will be measured in terms vP
the EAP's ability to assist the employer
and care-delivery system, under any
model, to maximize the employee's ca-
pability to manage issues that affect
daily life and the impact of those factors
on overall health, level of functioning
and work productivity.

As healthcare reform. continues, EA
professionals who define themselves as

. ~~~ou:~{v-:io Q,
~;
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A non-pndi~ huspiial dcvolcd to ircalincnL trnininc anJ
research in the field of nrenlal hcallh. AccrcJiicd: Joint

Commission on Hcallh Cnrc Oig.miralions.

integrators of systems of care with a
focus on improving health status will Ue
successful no matter what form health-
care delivery and management evolve
into during the next decade.

Rid2cird T. Pnlrnisnno !I, formerly vice pres-

ident of behavioral liealtli services fa~ Allirin

Health Systems Corp., is iaow, president cinc!
CEO of Next Generation Health Cnre

Corp.in Plymouth, Minn.
Art by Brad Purse.
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Providing results where there was

once no hope is a daily challenge

faced by Delaware Valley Mental

Health Foundation. Through our

unique family model and individual-

ized treatment, our loving and caring

professional staff creates effective

alternatives in heating severe

emotional and behavior problems.

Each patient has a team oP profession-

als including both psychian•ists and

psychologists to help ensure the best

possible outcome. To learn more

about our Intensive Extended C1re,

Residential and Continuing Care

programs, call or write. At Delaware

Valley Mental Health Foundation, we

provide much more than just hope.
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What is it that distinguishes an employ-
ee assistance professional from a pri-

vate practice clinician, a human resource
specialist or a managed care professional?
What binds them together, regardless of their
different experiences and training or the dif-
ferent program structures within which they
operate?

Paul Roman and Terry Blum have careful-
ly defined the core technologies of employee
assistance, and Roman has consistently
sought (in this very magazine) to define and
clarify its boundaries. The Employee
Assistance Professionals Association has
identified the body of knowledge required to
become a Certified Employee Assistance
Professional (LEAP) as well as national
standards for essential elements of EA pro-
grams.But how do the core technologies, na-
tional program standards and LEAP knowl-
edge base translate into skills, behaviors and
styles of practice that might be considered
specific to EA professionals?
The goal of this column is to address some

of these questions. Let me begin by telling a
little bit about why I wanted to write this col-
umn. I have been in this field since 1974,
having worked in both EAPs and treatment.
For the past 11 years, I have been an inde-
pendentconsultant, designing and evaluating
EAPs and conducting workshops for EAPs.

In the past two years, I have delivered a
series of training classes for EA profession-
als, the focus of which has been the identifi-
cation and explication of those activities and
philosophies that unite EA professionals.
Training and consulting have given me the
opportunity to collect stories, incidents and
anecdotes that illustrate the nature of EAPs
and the thought processes of professionals.
Over the years, many new EAP activities

have been added to the EA repertoire; a few
have disappeared; and many have mutated—

rents
By Brenda Blair

that is, they have kept their original intent,
but have adapted to current conditions. There
has been a remarkable consistency of philos-
ophy and approach among employee assis-
tance professionals, even when their specific
situations may be vastly different because of

While many clinicians

new to the field see

their clients as the people

sitting in front of them,

EA professionls need

to remember they are

neutral problem-solvers

who must serve

multiple clients while

encouraging the

initial client to take

appropriate action.

organizational structure, geography, union or
management setting, internal or external pro-
giam design, .cultural considerations, and
regulatory requirements. In contrast to these
"real" EA professionals, I have meta prolif-
eration of other people calling themselves
EA professionals who don't adhere to this
point of view.

This and future columns will provide a
forum for outlining beliefs and approaches
connmonly held by a wide variety of EA pro-
fessionals, and conversely, also highlight ac-
tivities and practices which, if not done,

clearly indicate that a program is not an EAP,
no matter what it's called.

Worksite Focus: Multiple Clients
EAPs are worksite-focused, and as such

serve multiple clients. Among "real" EA
professionals, the precept is so fundamental,
that stating it probably seems redundant. Yet
there are many programs calling themselves
EAPs that have not integrated that essential
perspective into their standard operations.
To define the issue: A true worksite focus

means that the EA professional understands
the need to serve multiple clients and to be a
neutral problem-solver for the various par-
ties involved in any situation. These multiple
clients include the employee, family mem-
ber, supervisor, union representative, human
resources manager, medical department offi-
cer, benefits manager, safety officer, security
department personnel, the organization as a
whole and sometimes the community.
Achieving this worksite focus does not re-
quire any particular model design (inter-
nal/external) or program location (onsite/off-
site), but rather a commitment to the work
organization's procedures and needs.

The Client in Front of Me
Clinicians new to the EAP field some-

times object to the idea that EA profession-
als serve multiple clients: "My client is the
person sitting in front of me, and any advo-
cacy responsibilities that I have are to this
client:' While every EA professional at-
tempts to provide the best service to that im-
mediate client, we nevertheless have a re-
sponsibility to the other clients we serve. In
fact, many other parties can be "in the room"
or at least in the thought process of the EA
professional. For example, when an employ-
ee discusses possibly committing violent ac-
tions at work, several other "clients" have
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just entered the room: the intended victims,

possibly other co-workers, the supervisor,

perhaps a union representative, the human

resources manager, maybe a security man-

ager, and the company as a whole. Our goal

is always to encourage the immediate client

to take appropriate action, but we also have

responsibilities to all these other "clients.°'

The EA professional, is the neutral prob-

lem-solver of personal problems that have

affected or may come to affect the work-

place. Many of the situations presented to an

EAP are straightforward self-referral cases

in which the "clients" may be limited to the

employee and/or family members. But if the

employee mentions job problems, then the

EA professional is automatically alerted to

the possibility that this self-referral may be-

come asupervisory referral and pursues this

topic of discussion further. Even on a self-
referral, if job problems arise, the EA pro-
fessional will discuss with the employee
whether it might be advantageous for the
employee to request that a supervisor be in-
formed of the situation.

Advocacy and Confidentiality
A physician from a major healthcare sys-

tem said: "I don't understand how an EAP

can serve multiple clients. It seems to me
that you have to represent the employee,
even if that puts you at odds with the em-
ployer. After all, that's what healthcare pro-
fessionals have to do, be advocates for their

patients. Besides, you cannot maintain con-

fidentiality if you're serving two masters. It

violates professional ethics:'

There are two separate points here. First,

maintaining confidentiality is a guiding

principle of EA practice, the violation of

which is clearly contrary to both the EACC
and EAPA code of ethics. However, it is
quite possible to maintain confidentiality
and serve multiple clients.
The physician's second point, which was

that EAPs are healthcare professionals and
as such, must be advocates for their patients,
misses a key definitional issue in EA pro-
gramming: we do not define ourselves pri-
marily as healthcare professionals nor do we
see our many different clients as "patients."
We try to help many different participants in
a given situation work together for the best
possible solution. Sometimes this involves
treatment, but sometimes not. The key point,
again, is that EA professionals ~tre neutral
problem-solvers. Defining themselves in
this manner, they do not find it difficult to
balance the needs of multiple clients, pro-
vide advocacy when needed and maintain
confidentiality.

Managed Care and the Worltsite
How would you .react to the following

comment from a managed care profession-
al? "The difference between EAPs and man-

aged care is .that for the EAP, the ̀ client' is

defined as the employee whereas for the

managed care vendor, the ̀ client' is the em-

ployei:"

I find this a narrow view, and inaccurate!

The EAPA definition of employee assistance

stresses the notion of "a worksite program."
Our focus on the workplace and our aware-

ness of needing to serve multiple clients is

one of our oldest tenets of practice.

However, it is easy to understand how this

misapprehension may have occurred. While

most EA professionals routinely incorporate

the multiple-client philosophy in their prac-

tice, most EAP statistics count only one

group of clients: the employees and their de-

pendents. Think about how EAPs typically

present data in quarterly and annual reports.
Employees and their dependents are usu-

ally counted as "cases"—sometimes called

"clients"; utilization rates are calculated

based upon the number of employees and

dependents who seek assistance from the

EAP. Many EAPs still do not count and get
full credit for supervisory and union consul-

tations, critical incident debriefings, training

sessions, policy consultations and many

similar services provided to the other clients

of the EAP. The language and reports used

by many EA professionals often contributes

to the misunderstanding of our worksite

focus serving multiple clients.

Much of the focus of EAP activity in the

last few years has been on the integration of

EAPs with managed mental healthcare. In
an "integrated" effort, EAPs typically per-

form several functions: acting as the "gate-

keeper" or entry point to the managed care

system; providing assessment and short-

term problem resolution, usually up to eight

sessions, for those problems not requiring

treatment through the employer's benefits

package; assisting in the selection and ongo-

ing evaluation of preferred provider net-

works; and participating in selected aspects

of case management services in partnership

with the managed care clinicians. In this

role, the EAP serves multiple clients: the

employee, the family, the supervisor, the

union representative, the employer's benefits

department, and the company as a whole.

In fact, managed care professionals may

actually be serving a more specific "client'

base than the EAP. Managed care focuses on

providing high quality care, which is appro-

priate and necessary, at acost-effective

price. As such, managed care professionals
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• DOT Evaluations

Now available for
Macintosh, DOS and
Windows Platforms!

Try an ASAP
Starter Kit for

Only $20!

The Addiction Severity Assessment
Program is an exclusive product c~l:~

Accurate

Assessments

P.O. Box 105
Boys Town, NE 68010

1-800-324-7966
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EA REALITIES

usually hive co~ltact with the employer's
benefits deparhnent, with network

', providers, and with clinicians at network fa-
cilities. By necessity, this clinician-to-clini-
cian contact may leave out information
which is available through the EAP.

I I The EAP can have direct contact with thei,

~ ' family and the workplace, identifying the
j j needs of multiple clientsand communicating

with the managed care clinician concerning

how those needs may affect the course of
treatment. The multiple-client focus of the

~ EAP, in collaboration with the medical ne-~ ~~

i cessity criteria of managed care, can have

j. very positive results for all interested parties.
i ~ As an example, consider the factors EA

professionals reflect on when handling a
~ chemically dependent employee. The EA

I~ professional can provide the managed care
clinician useful information concerning the
employee's job duties and job status. If the

I~ ~' person is in asafety-sensitive position and
will lose his job in the event of a single re-
lapse, then perhaps the treatment program
needs to be more tightly organized, with the
EAP providing ongoing, structured follow-
up. If the employee is in denial, the EAP can

provide corroborating job-performance data

from the supervisor and the family to help
determine the most appropriate level of care.
The EAP can coordinate with the union,
company medical department and human re-
sow•ces staff to assist in resolving return-to-
work issues. The EAP should have current
knowledge of 1ny regulatory requirements

that apply. The EAP clearly is serving multi-

ple clients. Ideally both. the EAP and man-

aged care functions are designed to meet the

needs of employee and employer.

Terminology: Clients and Custqmers
A journalist told me: "I have never really

understood who is the customer of an EAP.

Different EAPs offer such greatly different
services, and each of them seems to define
the customer differently."

This confusion is understandable. Be-

cause agood EAP is custom-designed to the

needs of the employer organization Ind the

employees who work there, the configura-
tion of services may be different to respond
to the needs of a variety of customers. For
example, an EAP serving a bank may have
special expertise in critical incident debrief-

ENSURE Personal Alcohol Tester
Now there is a personal breath
alcohol tester as accurate as
those used by the law enforce-
ment officials.

It is small enough to fit in a shirt
pocket, antl uses a 9 volt
alkaline battery so you can carry
it with you and use it anywhere.

ENSURE gives you the infor-
mation you need to avoid a
mistake that can change
your life.

ix

For more information, contact us at
the address below.

Alcohol Countermeasure Systems
1009 Grant Street, Suite 104
Denver, CO 80203

Telephone 303 863-9801
Fax 303 863-9803

ALCOHOL
COUNTERMEASURE
SYSTEMS
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ings to respond to robbery attempts as well

as expertise in parenCing issues, eating dis-
orders, and relationship questions because

of a large number of women employees. By
contrast, an EAP serving a transportation

company will need to address safety-sensi-

tive positions, DOT regulations Ind retu~n-

to-work issues because of the potentill im-

pact of accidents and drug testing for the

workplace community.

Another example: An EAP serving a man-

ufacturing plant with an older workforce will

need to be familiar with union issues, prere-

tirement planning, the needs of the "sand-
wich" generation, and the health issues of an

aging workforce. Because the EAP serves

multiple clients, the identified "customer"
will differ in different situations.
Maybe we need to talk about customers in-

stead of clients. Regardless of the terminolo-

gy used, as long as we keep our focus on the

worksite and act to serve the interests of all

concerned, we are performing as true EA

professionals.

Brenda R. Blair, MBA, CEAP, is president of
Blair Associates in Bryan, Texas.

AT~s~r, ATAS~r...
IsT~sYovR IN -

HELP YOUR PEOPLE TAKE CONTROL ~
GET CERTIFIED ~

ESSI SYSTEMS' STRESS MASTERY
TRAINER CERTIFICATION

Teach your people the best way to handle change and
become stress hardy with Essi Systems' Stress Mastery
Education Program featuring the StressMap°, proclaimed
"..by far the best"— by Men's Health Magazine.

Call to reserve your space!
April S-6...Los Angeles / Apri125-26...Minneapolis
May 17-18....San Francisco /July 19-20....Denver'

TRUST THE EXPERTS I GET THE MAP ~

I,~,/ ESSI SYSI~NIS, INC.
CAtL: 800-252-FSSI / 415-252- 8224
StressMap is the registered trademark of Essi Systems, Inc.
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Teen Drug Abuse
Manual Offers
Hands-On Help

George R: Ross, PhD, a leader in the

field of teenage substance abuse, has writ-

ten anew book on the subject. Treating
Adolescent Substance Abuse is a manual

that presents hands-on help for diagnosis

and treatment. In the book, Ross shows
how the adolescent views his/her own prob-
lem; what the family interview shQUld in-
clude; how to recognize the mental states
common to chemically dependent teens;
and treatment objectives with step-by-step
treatment strategies.
The guide has a number of ready-to-use

features, including: treatment strategies for
enhancing awareness; providing alternative
means to managing feelings and explaining
how change was possible; techniques for
helping to change self-defeating self-talk;
and ideas for helping parents respond emo-
tionally and behaviorally to the situation.

For more information on the guide, call
(800)278-3525.

~:- , , ..,.:.,Is .:.

Thousands have

called 1-800-ALCOHOL

for information on alcoholism

and drug dependency.

~ ~ ~~

Get help for yourself

or someone you love,

1 1 ~ ~ • •

l
k Toll Free 24 hours n dray & Coii~identinl
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RESOURCES

Video-Based
Diversity Training
Targets All Levels

AccorJing t~~ a survey by the Society for

Human Resource Management, workforce

diversity has increased 63 percent during
the last decade. As a result, employee popu-

lations are too diverse for supervisors and

managers to ignore.
To help create a culture where differ-

ences are appreciated and utilized, the

Bureau of Business Practice and the

Society for Haman Resource Management

are offering a new video-based training pro-

gram, "The Workforce Kaleidoscope: A

Systems Approach to Diversity:'

The program is divided into three seg-

ments: an executive/upper management seg-

ment which explains the importance of di-

versity initiative, amid-managemenbsuper-

visory-level segment, which focuses on

managing a diverse workforce, and an em-

ployee-level segment which teaches em-

ployees how to work effectively with em-

ployees different from themselves.

For more information, contact the

Bureau of Business Practice, 24 Rope Ferry

Road, Waterford, CT 0638(. Call (800)

376-9105.

Employee Attitude
Assessment Helps
Explain Dynamics

The Organizational Belief Survey, made
available by Xicom, is a.self'-scoring instru-
ment designed to help an organization un-
derstand the underlying dynamics and atti-

tudes that play arr important role in how the
organization functions.

The OBS works by assessing an individ-

ual's beliefs about what he can control in

his organization. Thirty aspects of organiza-

tional life that affect job performance are

presented, and each is ranked in an individ-

ual profile. The OBS is an excerpt from the

Workbook For Implementing The Five

Tracks, an organizational program.

For more information call (914) 351-

4735 or (800) 759-4266.

Are Your Costs
Rising from

Denied
Medical
Claims?

If So, We Have the Prescription
for Reversing that Trend.
■ Nationwide representation of behavioral

health care providers in claims recovery and
receivables management.
■ Comprehensive knowledge of the law and

medical issues unique to your claims.
■ Persuasive and authoritative appeals backed

by the power of afull-service law firm.

5225 Wisconsin Avenue, NW

Washington, DC 20015

(202)363-6100
I~AX (202) 363-6846

No Recovery — No Charge!
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lJnaddressed Comorbidity Is Healthcare's Biggest Risk Factor

Recently one of our associates conduct-
ed a PARETO audit of healthcare

claims for a large private sector employer.
With 30 years of experience in claims
analysis, he was not surprised that 15 per-
cent of enrollees represented nearly 80 per-
cent of the claims paid, with 5 percent con-
suming 40 percent of the plan's claims. A
close review of the claimants files indicat-
ed that 70 percent to 80 percent of claims
paid were either directly or indirectly dri-
ven by untreated behavioral health prob-
lems with alcoholism being the single
largest factor. Anyone who is willing to
study the issue in even a cursory manner
will see that substantial evidence of a
strong comorbid relationship between
chemical dependency and various med-
ical/surgical and other behavioral health
problems has long existed.

The Hard Data
In 1963, "Alcoholism and Mortality"

(Per Sunby, MD, University of Norway,
Oslo) showed mortality among alcoholics
was double the expected rate for the gener-
al Norwegian population, ranging from 1.6
for cardiovascular disease to 8.0 for sui-
cides. In 1970, Sidney Pell, PhD, and C.A.
D'Alonzo, MD, at DuPont, did a study en-
titled "Frequency Rates of Alcoholics and
Controls by Diagnostic Category" which
showed alcoholic employees are twice as
likely as nonalcoholics to have any number
of medical problems resulting in lost time
from work with absence among alcoholics
rarely ath•ibuted to alcoholism.

By James T. Wrich

In the early 1980s, the Penjerdel Corp.
studied Blue CrossBlue Shield enrollees
in Pennsylvania, New Jersey and
Delaware. It found that identified sub-
stance abusers had-more than five times as
many admissions for diagnoses other than
drugs/alcohol than nonabusers and total
days hospitalized were eight times greater
for substance abusers vs. non-substance
abusers.

In 1985, the Aetna Life Insurance con-
ducted afederal study which found that al-
coholic families used healthcare services
and incurred costs at about twice the rate
of similar families with no known alco-
holicmembers. It also showed dramatic re-
ductions in medical costs for families of al-
coholics after treatment. It is estimated the
cost to treat alcoholics could be offset by
reductions in other healthcare costs within
two to three years.

Department of Health and Human
Services: Alcohol and Health, Seventh
Annual Special Report, 1990 did research
linking long-term uncontrolled drinking
and the severity of alcohol-related medical
complications. In 1992, Cynthia Loveland
Cook, et al, completed a study entitled
"Alcoholism Treatment, Severity of
Alcohol-Related Medical Complications
and Health Services Utilization" that
showed far greater severity of medicll
complication among those who were not
treated for alcoholism vs. those who were.
An example is found in a follow-up

study entitled, "Adult Inpatient Completers
One Year Later," by P.A. Harrison and

N.G. Hoffman. It showed the dramatic
changes in hospital use one year after alco-
holism treatment vs. one year before: 50
percent reduction for medical services; 60
percent reduction for psychiatric services;
30 percent reduction in emergency medical
admissions; 50 percent reduction in emer-
gency psychiatric services; and 75 percent
reduction in admissions for detoxification
services.
The positive effect of right care in the

workplace is shown in a comprehensive
study done by E. Gaeta, R. Lynn and L.
Grey in 1981 entitled, "AT&T Looks at
Program Evaluation": 76 percent of a sam-
ple of employees was rated "poor" at the
time of referral to the EAP; 17 percent,
"fair"; 7 percent, "good"; and 0 percent,
"excellent." Post-program results showed
12 percent "poor;" 9 percent, "fair"; 43
percent, "good"; and 36 percent, "excel-
lent."The same study showed a decrease in
days absent from 421 to 92; a decrease in
absence because of disability from 1,531
days to 192; a decrease in visits to the med-
ical department from 818 to 439; and a de-
crease in on-the job accidents from 26 to 5.
On the other hand, the cost of not pro-

viding appropriate care, especially in the
earlier stages of the disease, is illustrated in
a study conducted by MEDSTAT Systems,
in 1991 "Per Diem Cost Comparison for
Conditions Associated with Untreated
Substance Abuse Versus Substance Abuse
Treatment, 1989:' This analysis shows the
per diem inpatient costs of treating medical
conditions commonly associated with ac-
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five substance abuse as 3 to 5 times greater than rates for inpatient
.substance abuse treatment.

Many other studies also point in the same direction: unaddressed

or improperly treated behavioral health problems—especially
chemical dependency—take a terrible toll in a variety of business
performance areas. In light of findings which have been so consis-
tentover such a long period, the general failure to recognize. this re-
lationship and effectively intervene in it should be one of the pro-
fessional emUacrassments in healthcare generally and behaviorll
healthcare in particular.

Problem$ for MBHC
Even without research studies, managers frequently make sopnd

decisions by using common sense and a little imagination. Applied
here, the rationale might be as follows: overall healthcare costs in
1992 were about $920 billion. Administrative costs were estimated
at about 30 percent or $275 billion, leaving $645 billion for direct
care. Of that amount, it has been estimated that approximately 10
percent or $65 billiom was spent on direct behavioral healthcare.

This leaves $580 billion for medicaU surgical. If 15 percent of
the enrollees accounted for 80 percent of that cost, they consumed
$465 billion. If 70 percent of the $465 billion is driven directly or
indirectly by behavioral health problems, the comorbid impact
computes to $325 billion annually. To those who think this seems
too high, be our guest—cut it inhalf—and that still leaves about 25
percent of direct care costs exposed to the general failure to prop-
erly diagnose and treat behavioral health problems.

It would seem that this situation presents a golden opportunity to
managed behavioral healthcare (MBHC) firms to make a monu-
mental contribution in the form of truly containing overall health-
care costs by helping the millions of people they cover to get the
right care the first time, but this does not seem to be the case.

Instead, in their marketing efforts many MBHC firms make it
sound like the 10 percent healthcare costs spent in the behavioral
health segment is an emerging monster that needs to be captured
before it destroys the system. Still others market so-called "at-risk"
contracts and then proceed to transfer the risk away from them-
selves and onto their clients' medicallsurgical plans by obstructing
access, denying care and most importantly, not diagnosing chemi-
cal dependency even when its likelihood is apparent. That this is
happening is not a matter of speculation on our part. It is based on
audits we have conducted of managed behavioral care services, re-
views of the placement criteria of most of-the major MBHC firms,
and dialogue with community therapists whose practices have been
significantly affected.

Conflict of Interest
As prices are cut to the bone to increase market share, abuilt-in

conflict of interest emerges because of the disincentive to provide ad-
equate care to stay within cost parameters. Denial of care under the
guise of lack of medical necessity can be tempting to even the most
ethical MBHC firms. Consequently, a critical issue facing benefit
managers is how to reduce or eliminate conditions in at-risk contract-
ing where denial of care enhances profitability to managed care firms.
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There are also disincentives to unmask

chronic behavioral health problems relat-

ed to acute-care episodes. When behav-
ioral care is carved out fi•om medical,

there is a tendency for the patient with a

comorbid medical/behavioral problem to

end up on the medical care side where the
chronic - behavioral issue is seldom

addressed. We have seen records of

patients who were clearly alcoholic who

had been repeatedly admitted to emer-
gency rooms for accident. injuries with no
indication that any attending physician
had even inquired about their drinking.

Worse yet, we have found that this is often

a problem within the behavioral health

arena itself where addictions attended by

depression or anxiety are overlooked or

ignored.

Medical doctors generally have little
training or experience in recognizing even
the more obvious symptoms of chronic
behavioral health problems and behavioral

practitioners generally fail to recognize
and adequately respond to addictions. Our

audits of managed behavioral health sys-

tems indicate patterns that raise serious

questions about who is really absorbing

the financial risk.

Outside Auditors
Tv find out how well behavioral man-

aged care providers are really performing,

benefits managers are turning to outside

auditors.

The scope of such audits can vary. Our

own usually focus on three major areas:

• The provider network.
•The quality of diagnoses, referral and

treatment.
• The administration of the service.
The audit process can involve review of

hundreds of pages of provider policies and
procedures; interviews and meetings with
nearly all of the provider's key manage-
ment and clinical staff; analyses of hun-
dreds of case managers' patient charts; in-
terviews with network treatment providers;
review of claims paid to treatment

providers; observation of the managed care

provider's intake and screening process;

setting up and observing double-blind
mock interviews with providers; and input
from employees who used the service.

"When an
emotional crisis
just can 't wait... "

..

-~ -.

for children,
adolescents and adults

Emergency Admissions 24 hours, 7 days.
Psychiatric Interview within 24 hours.

HAVENWYCK
MENTAL HEALTH SYSTEM

AUBURN MILLS, MI 48326

ill ~ 1 • •

At this point, a note. of caution. While

we hesitate [o say that one can generalize

to the whole industry from our findings,

we do not believe they are entirely unique.

Moreover, traditional inefficiencies and
abuses necessitated managed care services

to begin with. However, the similarities in

placement criteria, pricing and service

structure among major managed behav-

ioral care companies should cause client

companies to proceed cautiously. Among

our findings are tHese;
• Lack of delineation between diaguos-

tic and treatment functions that create po-

tential conflict of interest and inappropri-

ate channeling of patients.

• Assessment and diagnostic proce-

dures were found to be generally weak and

sometimes virtually nonexistent for chem-

ical dependency.

• Provider admissions and placement

criteria were far too restrictive for treat-

ment above the individual and group ther-

apy levels and posed potential danger to

the patient or those with whom the patient

would be in contact. Some required previ-

ous treatment failure at a lower level of

Recover
is Possibly.
}~~~f;

Chi ea Arbor
Sub~t nce Abuse Services

Comprehensive services from

outpatient through residential.

Locations in Ann Arbor,
Chelsea

313/930-020 7
1-800/828-8020

A Joint Program of the
University of Michigan Medical Center
and Chelsea Community Hospital
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care; others required an attempted suicide
within the previous 24 hours; some re-

quired the patien[to be dangerously close

to DTs before being allowed to go into a
detoxification program; and some. required
several of these criteria to be present si-

multaneously.

• Significant clinical problems with

more than 30 percent. of the charts studied.
The most frequent problems were lack of
adequate case manager follow-up with pa-
tients on medications; failure to recognize

comorbid conditions especially were po-
tential substance abuse and addiction were
clearly indicated in the chart; failure to
refer to the appropriate level of care when
the diagnosis was accurate; inadequate re-
gard for cultural differences.
• Insufficient follow-up and case-clo-

sure procedures.

• General failure to recognize and work
effectively with eating disorders, frequent-
ly referring to therapists with inadequate
experience in this area.
• Low ratios of direct care claims to pre-

miums paid. Often less than 50 percent of
premiums is spent on direct service.

• Over-reporting of utilization. One

provider over-reported by 50 percent.

• Inefficiencies in authorization proce-

dures that resulted in no treatment.

Assessing Quality—The Diagnosis

Audits are limited in their ability to de-

termine if quality is good because the
truest way of doing so requires direct ob-

servation of treatment techniques.
However, audits can determine if treatment
is inadequate or poor. Putting aside cost,

length and level of care, if the right kind of
treatment is not provided initially, other
considerations become moot. The first step
to getting the right care is an accurate di-
agnosis. Appropriate placement is next in
importance. Thus, an audit should include
an in-depth assessment of the diagnostic
and placement procedures. This is where
existing research can be a great help in de-
termining whether ap audit is needed.

As a starting point, the Epidemiological
Catchment Area Study (ECA) by Lee N.
Robins, PhD, and Darrel A. Regier, MD,
MPH, is a helpful study. Among its find-
ings: the disorders most likely to have re-

ceived care are those which respondents

presented to their physicians, not the pri-
mary problem that may underlie the pre-
senting issue; about half of diagnoses of a1-
coholism coexist with a second diagnosis;
alcoholism and drug abuse are among the
disorders least likely to have been treated;
and routine inquiry about drug use could
reduce the number of missed cases.
Our audits have produced similar find-

ings. We use the ECA estimates as a guide

to determine the extent to which various

disorders, not just addictions, are being

properly diagnosed. To assess the need for

a performance audit, a benefit manager can

profile his or her program's utilization by

rate of diagnostic disorder against the ECA

incidence and prevalence rates.

Unexplained gross differences would war-

rant acloser look at performance and pro-

cedures. The ECA indicates that more than

40 percent of those with a current psychi-

atric disorder are either addicted to or
abusing substances, but our audits of man-
aged behavioral care firms show the prob-
lem is typically diagnosed and treated at
about one-fourth that rate or less. This rate

EAPs ADO~r Pov~x~v~., NEw
PROBLEM-SOLVIl~TG TOOL

Most Frequently Used More EAPs Identify Legal Counseling As

EAP Services 1'he Single Most Needed Service

LEGAL •Almost every behavioral health issue can trig er a legal problem, ThaNs
why some of the country's best EAPs now provi~e legal counseling through220~o
LAWPHONE, a national legal assistance program.

MENTAL
~,~ • LAWPHONE helps you reach troubled employees who deny they have a

to help. Encourage.~7% problem or are afraid seek them to come to you when
substance abase or family problems get them into legal trouble. Their legal
troubles will signal your counselors that deeper problems may east:

o`~" FINANCIAL • LAWPHONE gives you attorneys nationwide to counsel employees over the
10% telephone or in person. You can quickly reach an attorney in any state by simply

dialing our toll-free number.

• You'll be confident because our 10,000 attorneys are carefully selected and
monitored. Oiir average Access Attorney has 20 years of legal experience.

• Clients will value your services even more because you'll provide them with
a complete problem-solving package.

---- _ — ~~" _ •Call now so you don't miss a single chance to help another troubled employee.

~~3----~T ~+~~✓1 ri~l~1E~ 1-800-535-1182
Advisory Communications Systems, Lic. • 4501 Forties Blvd. •Lanham, MD 20706
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BEHAVIORAL SERVICES~
Chemiutl dependency treatment
• Treatment for alcoholism, cocaine and other

drug addictions.
• Residential and outpatient programs for teens

and adults.
• Intensive outpatient programs for aduks.
• Family treatment

Prog'ams °~o 
in: •Intervention service.

Allen Park 
(313) 38 ~ 50 Call: (810) 661-6100

D~~m (313) 
87b25'wp~o~ (3~3~

(810) 689-166
MAPLEGROVE and

Troy g4~.i000
Clair Shapes (810)

MAPLEGROVE Youtlz Treatment Center
gc 6773 W. Maple Road, West Bloomfield, MI 48322

JCAHO accredited •Blue Cross approved
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The Most Powerful
Employee Assistance
& Workplace Behavior
Information Tool ...

is Sitting Right on Your Desk.

A Simple Telephone.
A Fax Machine.

And The Human Resource Report Network.
That's all it takes to connect with the most impressive business

information reference report library.
Just call atoll-free number and your telephone gives you

immediate access to a vast reference report resource ... by fax.
HRRN is the easy way to get timely and in-depth information on

Employee Assistance &Workplace Behavior ... reports on programs
and services, business information and directories.
If you administer, support, or deliver Employee Assistance

programs or services, HRRN will give you the information you
need, when you need it ... in minutes ... by fax.
In short, HRRN has every information resource report you'll ever

need ... or use. On a moment's notice.

i ~: dl~ NOW.
And turn that simple telephone on your desk into the

most powerful human resource information tool available.

24

1-800-THE-HRRN

H~v
CAPUTO ROAD •BOX 659 •NORTH BRANFOItD, CONNEC'I'ICU"T •06471-0659 • 203-484-7137
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also falls far short of the levels we have
seen in EAPs we have audited, especially
when owned by a large managed behav-
ioral care organization.

It appears that there are three major con-
tributing factors:
(1) chemical dependency is difficult to

identify because of patient denial;
(2) not enough attention is paid to net-

work providers' ability to diagnose (as op-
posed to treat) addictive disorders;
(3) these cases tend to be the most ex-

pensivebehavioral illnesses to treat and the
costs are. not adequately factored into chc
pricing structure of at-risk contracts, espe-
cially when there is intense competition for
the business; and
(4) most health practitioners have insuf-

ficient training and experience in diagnos-
ing chemical dependency and lack the type
of supervision that could improve compe-
tency.

Also significant: chronic addiction does
not generally lend itself to the low-cost,
brief therapeutic treatment techniques that
have been gaining in popularity.

Selecting Diagnosticians
Directly related to the underdiagnoses

of substance use disorders is another con-
sistent finding. The managed behavioral
healthcare firms' selection criteria for pre-
ferred provider panels lack adequate
guidelines for determining practitioners'
ability to diagnose high-incidence, psy-
chiatric disorders in general and addic-
tions in particular. While academic train-
ing is often broadbased, most caregivers
say that they really learned how to treat by
doing it.

The financial incentives in the field
have been heavily weighted toward spe-
cialists, especially if they serve particular
types of patients. The crucial issue is
whether they can at least rule out each of
the high-incidence disorders that cut
across age, gender and ethnic boundaries
and can either mask or be masked by
other problems. This requires a skilled
diagnostic generalist.

Benefit managers should seriously
question the manner in which the service
networks are developed. Managed care
firms should start with what the expected
incidence and prevalence might be for the
highest risk disorders based on the best
date available. They should employ gener-
alists who can make expert assessments of
all four high-risk areas at a minimum and
who in turn refer to the appropriate treat-
ment specialists. The diagnostic function

EMI'LOYEEASSISTANCF



should be kept separate from treatment
whenever possible.
Many do not conduct in-depth, face-to-

face interviews and even when they do,
adequate measures are not built into the
process to specifically determine what the
practitioner can competently diagnose
and treat. Thus, an essential, imperative
step is missing—the ability to determine.
whether the practitioner can differentiate
between ,secondary problems and the pri-
mary underlying problem.

Since so many patients have more than
one problem; nearly any specialist can
find something they believe they can treat
and their diagnosis can be biased by their
specialized experience. When their re-
sponse is limited to the secondary issue or
only one facet of comorbid conditions,
cost is added to the benefit plan without
corresponding value and the ramifications
will be felt fox years to come.

Is Good MBHC Affordable?
The pattern of underreferring and un-

dertreating, whether done deliberately or
through lack of clinical acumen, is hardly
excusable in light of some of the adminis-
trative and profit margins we have seen.
We have found that the percentage of pre-
miums paid by employers that actually end
up going for direct care can be as low as 37
percent, leaving administrative expense
and profit loadings above 60 percent of the
employer-paid premium. Based on our
audit findings, here is how it can develop:.
A large employer spends $150 million

per year on employee healthcare. Ten per-
cent or $15 million went for substance
abuse and psychiatric care. A consultant or
managed behavioral care firm, sometimes
with dubious rationale, suggests that the
expenditure is too high and that during the
past 10 years, it may be the fastest rising
segment of the employer's healthcare-cost.
The employer ultimately contracts on an
at-risk basis for $10 million, an impressive
apparent savings. The managed behavioral
care firm allows employees almost unlim-
ited individual therapy sessions and some
day treatment. But, very little intensive
outpatient or partial hospitalization is au-
thorized and virtually no primary residen-
tial care unless the patient goes in on his
own and the h•eatment program fights the
managed care firm for increments of 3 to 5
days. The overall net result can be an an-
nual expenditure of $4 million for direct
care versus the $10 million premium and
the $15 million for direct care expended
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Graceland offers the ne~est design in cla~ssroo comfort ands
convenience — yo`~:~~ own home. ~arn your ba~c~c~~o~~ degree
or certificate of completion without jnajor disruption to family
and job.

Graceland offers you:

Q Study at Home

You work at home with minimal interruption to work
and family obligations.

Q Credit for Life Experience and Previous Training

Your training and work experience in the addiction
field is valued by Graceland.

Q Courses Developed by Nationally
Recognized Educators and Authors

You receive the latest in addiction studies from
quality educators.. Merlene and David Miller are
well known for their dedication to the addiction
education field and as authors and coauthors of such
titles as, Learning To Live Again, Staying Sober, and
their latest book, Reversing the Weight Gain SpiNal.

To begin your bright new future and help reverse
the spiral of addiction, ca11 or write today:

Graceland
College
Addiction Studies Outreach Program
700 College Avenue
Lamoni, IA 50140-1696
(800)585-6310 or (515) 784-5441
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Announcing a new aid
for the treatment of alcohol dependence

REVIA'"' is the first medication
in a novel approach shown to
enhance the outcomes of
treatment programs.

REVIA~M is indicated for

the treatment of alcohol
dependence as part of a
comprehensive treatment
program.

When used for
12 weeks, REV1A'"^

Reduced craving'~z

Significantly increased
abstinence rates'~z

There are no clinical trials evaluating the
safety and efficacy beyond 12 weeks.

REVIA "̀' has the capacity to cause
dose-related hepatocellular injury
(see WARNINGS in brief sum-
mary of Prescribing Information).

It maybe necessary to administer
a NARCAN° (naloxone hydro-
chloride injection, USP) challenge
test (see brief summary of
Prescribing Information) if there
is the possibility of opioid abuse
within the past 7 to 10 clays.
REVIA'"' is well tolerated by most
patients. The following adverse
reactions have been reported with
R~ViA~~^ at an incidence rate of

more than 10%: difficulty sleeping, anxiety,
nervousness, abdominal pain/cramps, nausea
and/or vomiting, low energy, joint and
muscle pain, and headache.

For more information about REVIATM please call us at 1-800-4PHARMA.

R E V I A

Reduce the dependence...reinforce the therapy
WARNINGS:
HeptUnloxicily:

«eVin"' has the capacity to cause hepa~ocellular injury when given in excessive "f he ~uargin of separation between the app:trendy safe dose of ~teVin'"' .aid the
closes. dose causing hepatic injwy appecu's to be only fivefold ur Icss. aeVin'"' does

iuVin"' is coutrniudicaicd in acute hepatitis or liver failure, and its use in 
not appear to be a hep.~lotoxin nt the reconmiended doses.

~~llicnts with active liver disease must be carclidly considered in light of its Patients shoidd be warned of tl~c risk of licpatic iiyury and advised ~o stop
iepatotoxic effects. tl~e use of ia:Vin'"' and secic medical aucn~ion if they experience symptoms vl

aauc hepatitis.

J1995 DuPont Pharma Please see adjacent brief summary of Prescribing Information. ~_,
UUYVNI

NARCAN~ is a Registered U.S. 7Yademark of'The DuPont Mercic Pharmaceutical Co. CICCIe 23 Oh CaYCI. 
pHARMAkHVw'° is a Trademark of The DuPom Merck Pl~armaceu~ical Cu.



erVin~° (naltrexone hydrochloride tablets)
BRIEF SUMMAflY OF PRESCflIBING INFOPMATION

INDICATIONS AND USAGE:
rsr:Vin (naltrexone hydrochloride) is indicated;

In the treatment of alcohol dependence and (or the blockade o(the eBects of exogenously administered opioitls.
wsVin has not been shown to provide any therapeutic henefil except as paA of an appropriate plan of management

for the addictions.
CONTflAINDICATIONS:
msVin is contraindicated in:
1 Patients receiving apioid analgesics.
23 Patients currently dependent on opioitls.
33 PatieMS in acute opioid withdrawal see WARNINGS).
4 My individual who has failed the NA CAN° (naloxone hydrochloride) challenge lest or who has a positive urine screen
for opiaids.
5) My individual with a history of sensitivity torsi=.Vin (naltrexone hydrochloride). It is not known it there is any
cross-sensAivity with naloxone or the phenanth2ne canlaininq opioids.
6) Any individual with acute hepatitis or liver failu2.

WARNINGS:
Hepalotoxicity:

i~icvin has the capacity to cause hepalocellular Injury when given in excessive doses.
icr:Vi,~ is canlralndicated in acute hepatitis or liver (allure, and its use in patlenls with active liver disease

must be carefully considered in light of its hepalolozic e8ecls.
The margin of separation between the apparently safe dose of auV~n and the dose causing hepatic injury

appears to 6e only five-fold or less. rs~<v~n does not appear to be a hepatotozin at the recommended doses.
Patients should be warned of the risk of hepatic injury and advised to slop the use of i,cv~,~ and seek

medical attention it they experience symptoms of acute hepatitis.

Evidence of the hepatoloxic potential of ervin is derived primarily from a placebo wntrolled study in which eevin
was administered to obese subjects at a dose approximalety five-fold that recommended for the blockade of opiate
receptors (300 mg per day). In that study, 5 of 26 ia;vin recipients developed elevations of semm transaminases (i.e.,
peak ALT values ranging from a low of 121 to a high of 532; or 3 to 19 times their baseline values) offer th2e to eight
weeks of treatment. Although the patients involved were generally clinically asymptomatic and the transaminase levels
of all patients on whom follow-up was obtained returned to (or toward) baseline values in a mager of weeks, the lack of
any transaminase elevations of similar ma$nilude in any of the 24 placebo patients in the same study is persuasive
eatlence that xr,Vi,~ is a direct (i.e., not idiosyncratic) hepatotoxin.

This conclusion is also suppodetl by evidence Irom other placebo contmlletl studies in which exposure to nrv~n at
doses above the amount recommended (or the treatment of alcoholism or opiate blockade (50 mg~day) consistently
produced more numerous and more significant elevations of serum transaminases than did placebo. Transaminase
elevations in 3 of 9 patients with Alzheimer's Disease who received ia;Vin (at doses up la 300 mg/day) for 5 to 8
weeks in an open clinical trial have been 2poded.

Although no cases of hepatic failure due to ~ar:Vw administration have ever been reported, physicians are advised to
consider this as a possible risk of treatment and to use the same care in prescribing ~ei;Vin as they would other drugs
with the potential for causing hepatic injury.
Unintended Precipitation of Abstinence:
Ta prevent occurrence of an acute abstinence syntlroine, ar exacerbation of apre-existing subclinical aUslinence
syndrome, patients must be opioid-free for a minimum of 7-10 days before starling ar:V~n. Since the absence al
an apioid drug in the urine is often riot sullicienl praol that a patient is apioid-Tree, a NRHCAN challenge should be
employed if the prescribing physician feels there is a risk of precipitating a withdrawal reaction following adminis•
tralion of ervin. The NAHCAN challenge lest is described in the DOSAGE AND ADMINISTNATION section.

While Hr;Vin is a potent antagonist with a prolonged pharmacologic effect (24 to 72 hours), the blockade produced
by iu•;Vi,~ is surmountable. This is useful in patients who may require analgesia, but poses a potential risk to individ~r
als who attempt, on their awn, to overcame the blockade by administering large amounts of exogenous opioids.
Indeed, any attempt by a patient to overcome the antagonism by taking opioids is very dangerous and may lead to a
fatal overdose. Injury inay arise because the plasma concenUatian of exogenous opioids atlainetl immediately follow

I trig theiracute administration may be sufficient to overcome the competitive receptor blockade.
As a consequence, the patient may be in immediate danger of suffering life endangering opioitl intoxication (e.g.,

respiratory arrest, circulatory collapse). Also, lesser amounts of exogenous opioids may pmve dangerous if They are
taken in a manner i.e., relatively long aRer the last dose of naltrexone) and in an amount so that they persist in the
body longer thane ective concentrations of natlrexone and its metzbolites. Patients should 6e told of the serious
consequences of tying to overcome the opiate blockade. (See Information for Patients section.)
PRECAUTIONS:
GENERAL:
When Reversal of xicVu Blockade is flequired: In an emergency situation in patients receiving fully blocking doses
of icr:vi,~, a suggested plan of management is regional analgesia, conscious sedation with a benzodiazepine, use of
non-opioid analgesics or general anesthesia.

In a situation requiring opioid analgesia, the amount of opioitl required may be greater than usual, and the resNting
respiratory depression may be deeper and more prolonged.
A rapidly acting opioid analgesic which minimizes the duration of respiratory depression is preferred. The amount of

analgesic administered should be titraled to the needs of the patient. Non-receptor mediated actions may occur and
should be expected (e.g., facial swelling, itching, generalized erythema, or bronchoconsiriction)presumably due to
histamine release.

Irrespective of the drug chosen to reverse ar vin (naltrexone hydrochloride) blockade, the patient should be moni-
toredclosely by appropriatelytrainedpersonnel in asetting equipped and staled for caNiopulmonary resuscitation.
When Withdrawal is Accidentally Precipllated Wllh xrvu: Severe opioid withdrawal syndromes precipitated by the
accidental ingestion of nrvin have been reported in opioid-dependent individuals. Symptoms of withdrawal have
usually appeared within five minutes of ingestion of Kevin and have lasted for up to 48 hours. Mental status changes
including confusion, somnolence and visual hallucinations have occuRed. Significant Iluitl losses from vomiting and
diarrhea have required intravenous fluid administration. Inall cases patients were closely monitored and therapy with
non-opioitl medications was tailored to meet individual requirements.
Suicide: the risk of suicide is known to be increased in patients with substance abuse with or without concomitant
depression. This risk is not abated by treatment with aisvin (see ADVERSE REACTIONS).
Information for Patlenis: It is recommended that the prescribing physician relate the following information to patients
being treated with x~:Yw:

You have been prescribed x~Vin (nalirexone hydrochloride) as part of the comprehensive treatment foryauralco-
hollsm or tlrugdependence. You should carry itlentiflcation to alert medical personnel to the fact that you are taking
HNvw. A ei;Vu medication card may be obtained from your physician and can be used for this purpose. Cartying the
idenliflcatian card should help to ensure that you can obtain adequate treatment in an emergency. If you require
medical treatment, be sure to tell the treating physician that you are receiving wav~n therapy.

You should take w:Vin as directed 6y your physician. IIyou atlempt toself-administer heroin or any other opiate
drug, in small doses, you will riot perceive any effect. Most imo rtant however dyou atlemot rosell-administer lame
doses of heroin ar anv other narcoticyou m die or sustain serious in wy inclu trig coma

Nwvin iswell-tolerated in the recommended doses, but may cause fiver m~ury when taken in excess ar in people
who develop liver disease from other causes. If you develop abdominal pain lasting more than a few days, white bowel
moveinenis, dark urine, or yellowing of your eyes, you should stop taking xcViA immediately and see your doctor as
soon as possible.
Laboratory Tasts: A high index of susplclonfor drug-related hepatic injury is critical if the occurrence of liver damage
induced by Nevin is to be detected at the earliest possible lime. Evaluations, using appropriate batteries of tests to
detect liver injury are recommended at a frequency appropriate to the clinical situation and the dose of w:Vin.

w:Vin does not interfere wilhthin-layer, gas-ligwd, and high pressure liquid chromatographic melhodswhich
maybe used for the separation and detection of marphine, methadone or quinine In the urine. m:V~~ may or may not
inteAere with enrymatic methods for the detection of opioids depending on the specificity of the test. Please consult
the test manufacturer for specific details.
Drug Inte2ctions: Studies to evaluate possible interactions behveen aeVin and drugs other than opiates have nol6een
performed. Consequenty, caution is advised it the concomitant administration of xi wn and other drugs is required.

The safety and efficacy of concomAant use of xrvin and disulliram is unknown, and the concomitant use of two
potentially hepaloloxic medications is not ordinarily recommended unless the probable benelils outweigh the
known risks.

Lethargyand somnolence have been reported following doses of w;v~ (naltrexone hydrochloride) and thioridazine.
Patients taking xiaVu may not benefit from opioid containing medicines, such as cough arid cold preparations,

antidiarrheal preparations, and opioitl analgesics. In an emergency situation when opioid analgesia must be adminis-
p tared to a patient receiving a~sVin,the amount of opioid reginred may be greater than usual, arid the resulting respirato-

ry depcession may be leeper and more prolonged (see PRECAUTIONS).
i CAHCINOGENESIS,MUTAGENESISANUIMPAINMENTOFFERTILITY:

Carcinogenasis: In a hvo-year carcinogenicity study in rats, there were small increases in the numbers of mesolhe-
i liomas in males, and tumors of vascular origin in both sexes. The number of tumors were within the range seen in
' historical control groups, except for the vascular tumors in females, where the 4 % incidence exceeded the historical

maximum of 2%.

Mutagenesis: A total of hventy-Rvo distinct tests were peAormed using bacterial, mammalian, and tissue culture
systems. All tests were negative except tar weakly Positive findings in the Drosophila recessive lethal assay and
non-specilic DNA repair tests with F,~j. The significance of these findings is undetermined.
Impairment of Fedllity: w;Vin (100 mg/kg, approximately 140 times the human therapeutic dose) caused a signifF
cant increase inpseudo-pregnancy in the rat. A decrease in the pregnancy rate of mated female rats also occurred. The
relevance of these observations to human fertility is not known.
Pregnancy: Calepary C. ai;vin has been shown to have an embryocidal effect in the rat and rabbitwhen given in doses
approximatety 140limes the human Therapeutic dose. This effect was demonstrated in rats dosed with w.v~n (100 mgikg)
poor to and throughout gestation, and rabbits treated with 60 mg/kg of xeVin during the period o(organogenesis.

There are no adequate and well-controlled studies in pregnant women. ei;Vin should be used in pregnancy only
when the potential benefit justifies the potential risk to the fetus.
Labor And Delivery: Whether or not icF;vin affects the duration of labor arid delivery is unknown.
Nursing Mothers: Whether or riot eeV~n is excreted inhuman milk is unknown. Because many drugs are excreted in
human milk, caution should be exercised when ier:Vin is administered to a nursing mother.
Pediatric Use: The safe use of kr,Vin in subjects yowiger than 18 years old has not been established.
ADVEflSE REACTIONS:

During hvo randomized, double-blind placebo-controlled 12 week trials to evaluate the eKicacy of arv~n as an
adjunctive treatment of alcohol dependence, most patients tolerated icisVw well. In these studies, a total of 93 patients
received xr•.Yin al a dose of 50 mg once daily. Five of these patients discontinued iai•:Vin because of nausea. Na seri-
ousadverse evenlswere reported during these two trials.

While e~Aensive clinical studies evaluating the use of eeVin in detoxified, formerly opiaid dependent
individuals failed to identity any single, serious untowaN risk of wsVw use, placebo controlled studies employing up
to fivefold hlgher doses of w:Vin (up la 300 mg per day) than that recommended for use in opiate receptor blakade
have shown that w:V~n causes hepatocellular in~ury in a substantial proportion of patients exposed al higher doses
(see WARNINGS AND PRECAUTIONS: Laboratory Tests)

Aside from this finding, arid the risk of precipitated opioid withdrawal,available evidence does not incriminate
kr•,Vin, used at any dose, as a cause of any other serious adverse inaction far the patient who is "opioid free." Il is
critical to recognize that ervin can precipitate or exacerbate abstinence signs and symptoms in any individual who is
not completey free of exogenous opioids.

Patients with addictive disoNers, especially narcotic addiction, are at risk for multiple numerous adverse events
arid abnormal laboratory findings, including liver Junction abnormalities. Data from both controlled and observational
studies sug est that these abnormalities, other than the dose-related hepatotoxiciry described above, arc not related
to the use o~ xi:Vin.

Among opioid free individuals, Hi;Vin administration al the recommended dose has not been associated with a
predictable profile of serious adverse or untoward events. However, as mentioned above, among individuals using
opioids, ier:v~n may cause serious withdrawal reactions (see CONTRAINDICATIONS, WARNINGS, DOSAGE
AND ADMINISTRATION).
Reported Adverse Events

iir:Vo~ has not been shown tocause signilicantincreases incomplaints inplacebo-controlled trials inpatients known
to be Tree of opioitls for more than 7-10 days. Studies in alcoholic populations and in volunteers in clinical pharmacology
studies have suggested that a small Traction of patients may experience an apioidwithdrawal-like symptom complex
consisting oftearfulness, mild nausea, abdominal cramps, restlessness, bone or joint pain, myalgia, and nasal symptoms.
This may represent the unmasking o(occull opioid use, or it may represent symptoms atlri6utable to nallrexone. A
number of alternative dosing patterns have been recommended to try to reduce the frequency o(these complaints
see Individualization of Dosage).
Icoholism:
In an open label safety study with approximately 5701ndividuals with alcoholism receiving nr.V~n, the following

new-onset adverse reactions occurred in 2 ~ or more of the patients: nausea 10%), headache (7 % ), diainess (4 % ),
nervousness (4 % ,fatigue (4 % ~, insomnia 3 % ), vomiting (3 % ), anxiety 2%Sand somnolence (2 % )

Depression (5-~% ), smcidal ideation (2 ~), and attempted suicide (<1 S) have been reported in individuals on
w~:Vin, placebo and in concurrent control groups undergoing treatment for alcoholism. Although nocausal relation-
ship with HisVie is suspected, physicians should be aware that treatment with ier:Vi,~ does not reduce the risk of sui-
citle inthesepatients (see PRECAUTIONS).
Narcotic Addiction:

The following adverse reactions have been repaAed both al baseline and during the xi±Vu clinical trials in narcotic
addiction at an incidence rate of more than 10

Difficulty sleeping, an~uety, nervousness, abdominal paiNcramps, nausea and~or vomiting, low energy, joint and
muscle pain, and headache.

The incidence was less than 10 %far:
Loss of appetite, diarrhea, constiPation, increased thirst, increased energy, feeling down, frritabiliry, tliainess, skin

rash, delayed ejaculation, decreased potency, and chills.
The following events occurred in less than 1 % of subjects:

Respiratory: nasal congestion, itching, rhinorrhea, sneezing, sore throat, excess mucus or phlegm, sinus trouble,
heavy breathing, hoarseness, cough, shortness of breath.
Cardiovascular. nose bleeds, phlebitis, edema, increased blood pressure, non-specific ECG changes, palpitations,
tachycardia.
Gasfrointestii~al: excessive gas, hemorthoids, diarrhea, ulcer.
M~sculoskelefal. painful shoulders, legs or knees; lreinors, twitching.
Genitourinary: increased frequency ot, ar discomfort during, urination; increased or decreased sexual interest.
Dermafologic: oily skin, pruritus, acne, athlete's foot, cold sores, alopecia.
Psychiatric: depression, paranoia, fatigue, restlessness, contusion, disorie~alion, hallucinations, nightmares, bad dreams.
Special senses: eyes—blurred, burning, light sensitive, swollen, aching, strained; ears—"clogged", aching, tinnitus.
General.•increasedappetite, weiQhtloss, weight gain,kawning, somnolence, fever, dry mouth, head "pounding",
Inguinal pain, swollen glands, "side" pains, cold feet, hot spells."
Other. Depression, swcide, attempted swcide and suicidal ideation have been reported in the post-marketing
experience wdh xr•.Vi,~ used in the treatment of narcotic dependence. No causal relationship has been demonstrated.
Laboretorytests: Wtththe exception of liver test abnormalities (see WARNINGS, PRECAUTIONS, elc.~, results of
la6oralary tests, like adverse reaction reports, have not shown consistent patlems of abnarmaliGes that can he
atlribuled to treatment with ia:vin.

Idiopathic thrombocylopenic purpura was reported in one patient who may have been sensitized to w:Vu in a
previous course of treatment with xiavin. The condition cleared without sequelae offer discontinuation of w;V~n and
corticosteroid treatment.
DOSAGE ANO ADMINISTRATION:
IF THERE IS ANY QUESTION OF OCCULT OPIOID DEPENDENCE, PERFORM A NARCAN CHALLENGE TESTAND DO
NOT INITIATE nisVin THERAPY UNTIL THE NARCAN CHALLENGE IS NEGATIVE.
Treatment of Alcoholism
A dose of 50 mg once daily Is recommended for most patients (see Individualization of Dosage in full Prescribing

Information .
iervin s ould be considered as only one of many laclors determining the success of Ueatment of alcoholism.

Factors associated with a good outcome in the clinical trials with itH:V~,~ were the Type, intensity, and duration of
IreatmenF, appropriate management of comorbid conditions; use ofcommunity-based suppoA groups;and good
medication compliance. To achieve the best possible treatment outcome, appropriate compliance-enhancing
techniques should be implemented for all components of the treatment program, especially medication compliance.

Treatment of Narcotic Dependence:

Initiate treatment with Hr:Vin using the following Buldelines:
1. Treatment should not be attempted unless the patient has remained opioid-Iree for at least 7-10 days. Self-repacting
of abstinence from opioids in narcotic adtlic~s should be verdietl by analysis of the patleirt's urine for absence of
opioids. The patient should no[ be manifesting withdrawal signs or reporting withdrawal symptoms.
2. II there Is any question of occult opioid dependence, pettorm a NARCAN challenge test. If signs of oplaid withdrawal
are still observed following NARCAN challenge, treatment with erVin should not be attempted. The NARCAN
challenge can be repeated in 24 hours.
3. Treatment should be initiated carefully, with an initial dose o125 mg of wsVin. If no withdrawal signs occur, the
patient may be staled on 50 mg a day thereafter.

NAHCAN Challenge Test: The NARCAN challenge test should not be performed in a patient showing clinical signs or
symptoms of opioid withdrawal, or in a patient whose urine contains opioids.

DuPont Pharma
Wilmington, Delaware 19880

NARCAN" is a Registered U.S. Trademark of The DuPont Merck Pharmaceutical Co.
iiisvin^ is a Trademark of The DuPont Merck Pharmaceutical Co.

Made and Printed in U.S.A. 6389-1/Rev. Jan.,1995
For complete Prescribing Information, consult package insect.

References:
1. Volpicelli JR, Allerinan AI, Hayashida M. O'Brien CP. Nallrexone in the treatment of alcohol dependence. Arcl~Gen
Psych~alry. 1992;49:876-880.
2.O'Malley SS, Jalle AJ, Chang G, Schollenleld RS, Meyer RE, Rounsaville B. Nall~ezone and coping sltills therapy for
alcohol dependence. Aah Gen Psychiatry. 1992;49:881-887.
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MANAGED CARE

before the care was managed.

The remainder is absorbed by adminis-

trative loadings, marketing expense and

profit. Since the managed behavioral care

firm has no responsibility for the medical-

surgical expense (some even exclude

DSM-III-R Axis II disorders), long-tail

claims are rare. Consequently, reserves can

be low. However some vendors will try to

make a case for high reserves to report

higher than actual costs.

While these figures and ratios may

seem exorbitant, they are not altogether

dissimilar to the premium-to-claims ratios

of some indemnity health plans. When

administrative and profit loadings exceed

30 percent in a program that is fairly

priced, a mandatory gatekeeper EAP with

a properly designed benefit plan for be-

havioral care can provide more care at a

lower overall cost to the self-funded em-

ployer, making the system as a whole

more costworthy. ,

In one audit, we recommended more

than 40 changes. Our customer reported

being able to negotiate a 13 percent price

reduction, a rebate of several hundred

thousand dollars, and still implement 90

percent of our recommendations.,

The Short-Term Fallacy

In our experience, neither managed

medical care nor managed behavioral care

provide sufficient protection to their

customers against the adverse effect on

medical/surgical claims from untreated

chronic behavioral health problems.

Employers on the whole are still using

short-term healthcare cost-containment

measures without sufficient regard for out-

comes. As long as contracts and perfor-

mance markers are based on short-term

cost reduction objectives, there's not much

incentive for MBHC firms to change.

Overall healthcare costs cannot be con-

tained as long as the responsibility for

delivery of care is segmented between

medical-surgical and behavioral health-
care. If employers and benefit mangers do
not hold MBHCs accountable for the
adverse effects of decisions that deny
adequate care, particularly for addictive
disorders, overall costs will continue to rise
regardless of co-payments, deductibles and
the kind of payor system they have.

Trae Risk Management
True risk management must effectively

address the issues of care as well as
money, the care must include both behav-
ioral and medical/surgical. The ultimate

MARCH 1995

risk-taker must manage the system with a
single entity and have the entire responsi-
bility for assuring that employees get the.

right care the first time, at a reasonable

cost. Who should that be? Not the man-

aged care firms that can virtually elimi-

nate their risk through denial of care. It

must be the responsibility of the employ-

ers and employees who use and pay for

the service. To do this, they need to close-

ly scrutinize the performance and

outcomes of their systems in a joint effort

based on sound clinical and financial

criteria.

Benefits managers are the key to revers-

ing the current trend of cost shifting

through denial of care. As long as the

managed care firm calls the shots where

access, length and level of care are con-

cerned, they are not at risk in "at-risk"

contracts and the numbers bear this out. At

risk are the enrollees who do not get the

care they need and the employers who

have transferred the risk not to the man-

aged care firm but to their medical/surgi-

cal plan and other benefit areas such as

paid time-off.

A Change in Paradigm

Considering the metamorphosis that has

characterized healthcare delivery during

the past 10 years, suggesting another

change in paradigm seems overworn.

Moreover, managed care has reduced inef-

ficiencies and in many instances improved

care. But there is a structural issue that has

not been addressed regarding traditional

cost-containment approaches. .Systemic

changes notwithstanding, we persist in

providing and managing healthcare that

extracts the parts as though they were

from a machine and analyzing them as in-

dividual entities. Then we repair the parts

and put them back into the same old ma-

chine, hoping to reduce costs clinically

and administratively. Understanding and

appropriately responding to the impact

one vital part has on another is where the

largest efficiencies must come in the fu-

ture. If behavioral healthcare and medical

surgical care are not integrated, efforts to

contain costs may not be efforts to deliver

the right care the first time.

James T. Wrich is president of J. Wrich

Associates, a health systems performance

company based in Chicngo. Wrich, who

developed the early, internal managed be-

havioral health system, is also the focencl-

ing president of the Employee Assistcuice

Society of North America.
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m~s~ , ~~~ a Range from the Formative Stages of CD Treatment to Growing
,~oadbrush Programs Marked by Individual Cultural Traits.

As work goes forward on the, devel-
opment of guidelines for EAPs in-

ternationally, EA professionals are invit-
ed to check out how things are changing
in reaction to corporations' increased
global involvement. Employee assis-
tance as a concept and a marketable ser-
vice is enjoying an exciting period.

United Kingdom
Like their broadbrush, industrial

"chaplaincy" predecessors, EA pro-
grams in the UK find that personal and
family relationship problems dominate:
According to Richard Hopkins, manag-
ing director of Pinnacle Counselling
Ltd., and president of the EAPA Britan-
nic Chapter, substance misuse accounts
for no more than 10 percent of present-
ing problems. Also, most referrals are
self-referrals with widespread use of 24-
hour telephone counseling services.
Hopkins noted that some internal

EAPs have been in place for about 20
years, but the first external provider set
up shop less than 10 years ago.
"Currently, external providers are lead-
ing the way with 250 programs in
place," he said. "In an increasingly com-
petitive marketplace, there area half-
dozen established national providers
with Personal Performance Consultants
UK Ltd., the market leader."
Hopkins added that it is accepted that

an EAP pays for itself. Employee/man-
agement feedback and program-usage
data are com►nonly used as measures of
success; however, external auditors are
beginning to be used because measuring
service quality and the effectiveness of
programs and professionals continues to
be important, he said.
"Corporate management in the United

Kingdom has turned its attention away
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from downsizing toward the survivors
and EAPs," Hopkins said. "A recent
three-year government study showed
management puts in an EAP to support
its employees in coping with change and
high levels of stress. Stress-related ill-
ness is at last recognized as a drain on
the resources of the National Health
Service. The Health and Safety
Executive, a government agency that re-
gards stress as the responsibility of em-
ployers, will shortly be publishing
guidelines for employers.
"The first successful case of workers'

compensation for stress created by an
employer was tried only last year and
seen as a stark warning to employers:'
Hopkins said British business is sub-

ject to fewer mandatory provisions in
broadbrush EA areas of concern than in
the United States. "There are equal-op-
portunities legislation and well-estab-
lished health and safety regulations;
however, very few organizations run ef-
fective alcohol policies, and drug poli-
cies are virtually nonexistent," he said.
In most of the rest of Europe, the

long-standing practice of treating alco-
holism and drug dependency through
psychiatric services has tended to work
against implementing EAPs, in part be-
cause of strong feelings about keeping
what is considered a private problem
separate from work. Other EA basics,
such as accepting that alcoholism is a
disease and the tenets of Alcoholics
Anonymous, also encounter resistance.

Belgium
Sally Lipscome, EAP consultant and

chairman of the International Commit-
tee for EAPA, cited Arco Chemical,
Delacre Biscuit, DuPont (Belgium),
Exxon Chemical International, Credit

Communal, Levi Straus Europe and
Proctor &Gamble as companies that
have developed a range of assistance
programs. In an October 1994 article for
AMCHAM, she said that identifying and
helping. alcoholic employees remain the
vital core for EA, however.
The European Alcohol Action Plan by

the World Health Organization (WHO)
reported that Europe accounted for the
highest alcohol consumption in the
world, with Belgium ranking ninth of 27
countries. By the year 2000, WHO
hopes to reduce the consumption of al-
cohol in Europe by 25 percent.
Lipscome said European corporations

are beginning to look at the cost-benefits
of rehabilitating rather. than. firing alco-
holic employees. Beyond that, the
European economy is pressed by local
unemployment payout requirements to
retain valued employees. She said that
EAPs are beginning to be seen as able to
meet other threats to corporate produc-
tivity, such as stresses from downsizing,
changes in management style and the in-
crease of trauma and violence in the
workplace.
Lipscome pointed out an optimistic

note on training—the newly founded
International Health Institute will focus
on preventive mental health services at
the worksite.

Australia
Although the Drug and Alcohol agen-

cies (D & A) were the original impetus
for .having EAPs, said Roger F. Peters,
president of the Employee Assistance
Professionals Association of Australia
(EAPAA), EAPs could now be de-
scribed as "mega-brush" in approach.
"While drug abuse and alcoholism re-
main on the agenda, they have slipped
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from focus...government funding that
provided for in excess of 80 percent of
external EAPs has been withdrawn.
State funding, which was available for
the previous decade, has been almost to-
tally withdrawn, leading to a kind of
`privatization' of those providers except
where EAPs were internal programs.
"Tobacco and alcohol use and abuse

remain the rprimary concerns of most
workplaces," Peters said. "While there
is no pre-employment screening for
drugs, random testing using urine analy-
sis for a wide spectrum of drugs. is
emerging in a growing number of work-
places with D & A policies. In industries
where these policies have been intro-
duced, there is normally an EAP of
some type in place.
"The American influence is primarily

in philosophy. While many American
companies have influence in their
Australian branches, they are not always
effective in implementing an EAP, even,
as in one case, when the American
counterpart program won an award for
excellence:'

According to Peters, Australian com-
panies generally have had welfare offi-
cers, now chaplains, who are actively
and successfully marketing themselves
as EAP providers.. There are basically
six models generating a fairly complex
matrix of provisions. Because "many
[calling themselves EAPs] are quite
clearly underqualified to deal with
clients with serious pathologies," EAPA
in conjunction with EAPAA, has been
working toward establishing an accredi-
tation criteria and toughening the guide-
lines that currently exist.

The Philippines
William J. O'Donnell, CEAP, with

Unocal Corp. in California, has made
extensive visits throughout Asia to in-
vestigate the state of awareness of sub-
stance abuse and resources for dealing
with drug dependency and alcoholism,
and other more broadbrush issues. Here
EA services are largely connected to ex-
patriate workers of American compa-
nies, but are not yet offered to the na-
tionals.

"Alcohol is the drug of choice in the
Philippines, although ̀ Shabu,' a form of
methamphetamine, receives more pub-
licity," O'Donnell said in a report to
Unocal Corp. Professionals find that an
addiction to Shabu, which is smoked, is
often the second half of a dual diagnosis
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that started with alcohol addiction.
O'Donnell noted that chemical de-

pendency is not considered a treatable
disease, and therefore, is not covered by
insurance for nationals—expatriates are
covered. The treatment centers avail-
able, some based on .the Johnson
Institute/Hazelden models, have AA-
orientation, offer inpatient care between
28 and 45 days and include group thera-
py, aftercare sessions and self-help
groups.

O'Donnell's report included the fo1-
lowing observations:. In this culture, the
decision to enter treatment is only made
with the consensus of the extended fam-
ily; there are some efforts to encourage
structured outpatient programs; there
are also problems with inhalants and
minor tranquilizers; and counseling at
one facility addresses a variety of fami-
ly problems and crisis intervention.

Singapore
"The drug of choice in Singapore ap-

pears to be heroin, but among expatriate
employees, alcoholism is definitely a
problem," O'Donnell said. The treat-
ment focus is a lengthy detoxification in
a hospital, starting at 21 days and con-
tinuing to six months for those who re-
lapse. If patients go through the court
system, upon release from detox, they
must submit to urine screens at police
stations. Drug traffickers face a death
sentence.
O'Donnell said the Singapore

American Community Action Council
(SACAC) has counseling for family
problems, depression and anxiety, as
well as substance abuse; and there are
AA meetings everyday at a local church.

Thailand
Bangkok's approach to substance

abuse is slightly more developed than
Singapore's. There are 140 treatment fa-
cilities in Thailand offering treatment
for heroin addiction—heroin is also the
Thai drug of choice.
One treatment center O'Donnell visit-

ed encourages detoxed patients to re-
main -for rehabilitation, a 21-month
treatment process. Those who have
completed rehabilitation are monitored
for five years afterward. Outcomes show
an 85 percent recovery rate.
On the down side, alcohol consump-

tion is extremely high in Thailand. "The
culture permits occasional heavy use
wiCh most families tolerating rather than

Thy
Time
~~~

Co~rne.
...to send for the 12
copy of the free
Consumer Inform
Catalog.

Tt lists more than
200 free or low-cost
government publications
on topics like money,
food, jobs, children,
cars, health, and federal
benefits.

Send your name and
address to:

Consumer Information Center
Department TH
Pueblo, Colorado 81009

A public service of this publication and
the Consumer Information Center of the
U.$. General Services Administration

Ourur ose is toP P
provide a caring,

structured and disieplined

environmentthat

encourages continued

recovery at a time when

the alcohol or drug

dependent client is most

vulnerable to relapse.

For additional information camact

Robert D. Larson ar
1-715-426-5950
or by calling 1-800-525-4712.

~`~~~ Kuvivic F~,s

Rinnc Falb AIroMl~ Dryg Abn~e Suvica, Inc.
SVIO S Orungr Strtc(. River Fulls. N'tuuasin 54012

Circle 27 on card. 31



•Specialized inpatient and partial care
treatment exch~sively dedicated to
females suffering fro►n anorexia, bulimia
and related issues.

• State licensed, JCAHO accreditation with
commendation and GRAMPUS provider.

• Highly skilled professional staff of
psychiatrists, internists, psychologists,
RN's, masters level therapists and
registered dietitian providing
comprehensive individualized programs
and lengths of stay,

• Unique combination of medical,
nutritional and psychological
components blended with a non-
denominational Christian perspective.

• Individual, group and didactic therapy.
Nutrition, Addictions, Sexual Abuse and
Spiritual Growth groups: Equestrian, Art
and Body Image components. Complete
Family Week.

• Treatment covered by most insurances.
Expert assistance provided to
prospective patients in determining
availability of benefits or payment plan.
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Center for Anorexia and Bulimia

Jack Burden Road Box 2481
Wickenburg, Arizona 85358
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confronting this behavior," O'Donnell
said. "Alcoholism is treated in hospitals
for detox only, but some alcoholics self-
admit to long-term drug abuse treat-
ment." According to O'Donnell, drink-
ing and driving laws are raising aware-
ness of the dangers of alcohol abuse, but
there are too few counselors, making
case loads impossible to manage and
treatment inadequate.

The Community Services of
Bangkok (CSB) is probably the organi-
zation closest to being an EAP. Besides
seeing expatriates and their families for
broadbrush counseling, it offers a vari-
ety of workshops and a place for AA-
style, self-help groups to meet. C5B
doesn't have psychiatrists on staff, but
refers psychotic patients for medically
managed treatment.

Jakarta
In Jakarta, O'Donnell visited the

International Community Activity
Center (ICAC) which provides very ac-
tive services, including self-help groups
and one-on-one outpatient counseling
for chemical dependency, codependen-
cy, eating disorders, and marital and
family problems. Not surprising, ICAO
contracts with EAP programs based in
U.S. corporations. with expatriate em-
ployees. He also checked out the Drug
Dependency Hospital that focuses on
hard-core patients whose average length
of stay is three to four months. There
was a predominately adolescent patient
population at the time O'Donnell was in
Jakarta. Of interest: an inexpensive
sedative called "mogadona" is the front
runner in drug popularity.

South and Central America
Ken Burgess, LEAP, Med, EAP

manager for the Aluminum Company
of America (Alcoa) and project coordi-
nator of EAPA's International
Guidelines Committee, reported that
EAP services in Brazil are limited, but
an EAPA chapter has been established
in Sao Paulo. Accepted medical views
do not subscribe to the disease concept,
so alcoholism and drug dependency are
treated by psychiatrists using a psycho-
analytic approach, he said.

According to Burgess, similar to the
welfare or chaplaincy movement in
Europe, Brazil has a long history of
using social assistants who handle fam-
ily and mental health problems but who
have no training in working on sub-

stance abuse. Any change that gets
Brazil closer to EAPs will most likely
be accomplished through these social
assistants and the influence of several
multinational companies. The EAP
used by Alcoa Alumino-Brazil in Sao
Luis de Marinho was developed as a
component of social assistance and has
been performing well, Burgess said.
He noted that Argentina, Columbia

and Guatemala could be on the thresh-
old of developing programs, in part be-
cause o~ the need to treat substance
abuse problems surfacing among expa-
triate employees of U.S. corporations.
He sees EAI' services in Mexico as
very limited with the exception of pro-
grams implemented by Alcoa and its
Latin American subsidiary. "Treatment
has been heavily influenced by physi-
cians and psychologists, but Alcoholics
Anonymous meetings .can be found
throughout the country," Burgess said.
Treatment usually involves long-term
sanitorium stays with long waiting
lists.

The Caribbean
EAP services in the Caribbean are be-

ginning to develop in scope and struc-
ture. Burgess credits the Caribbean
Institute on Alcohol and Drug Services
on the Virgin Islands, founded by
Michael Beaubrun, MD, and Don
Meeks (Canada), with being the motiva-
tion behind this development. It offers
courses in treatment and worksite inter-
vention and EAPs. Currently, two
groups on Bermuda are responsible for
offering contract services to public and
private sectors.
In Trinidad and Tobago, one early ef-

fort to establish an EAP went through a
reorganization that produced an internal
company EAP with a joint labor and
management committee. Jamaican-
owned businesses, as well as foreign-
owned industries, are showing consider-
able interest in the first complete-ser-
vices EAP on that island put in by
Jamalco (Alcoa) in 1993.

The editor would like to give special
thanks to Ken Burgess who was so helpful
in suggesting contacts and providing in-
formation, to Wiliam O'Donnell who
passed along reports from his trips in the
Pacific and points East, and to Sally
Lipscome, Richard Hopkins anti Roger
Peters for their contributions on what•was
happening in their parts of the world.
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MODEL LAWS

continued from page 11
free families, schools and workplaces. The
EAP provisions are contained in the last cat-
egory. Each of the five topics was studied by
a committee, which held hearings and gath-
ered data.

Unique in its approach, the commission
was comprised of a bipartisan group that in-
cluded treatment providers working along-
side law enforcement. According to Sherry
Green, executive director for the alliance,
the recommendations "bridge punitive mea-
sures with treatment and education, provid-
ing acarrot and stick approach."

EAP Licensure
The commission recommended state li-

censure based on the Employee Assistance
Certification Credential (EACC). The com-
mission recommended licensure as a matter
of consumer protection for those using EAP
services.
The recommendations include three

venue options for the administration of a li-
censure program: a board, attached to the
state department of labor; the state alcohol
or drug agency; or the state licensing body.
Administration under the Tennessee EAP li-
censure law is carried out through a state
board. By law, the majority of the board are
practicing EAPs.

Because in most state governments, strict
financial controls create reluctance on the
part of governments to implement any new
programs, the licensing program would be
self-supporting through licensure fees. The
tasks involved in administering the license
would be minor as would be the fees. Under

the board model, for example, the board
would only be required to meet four times a
year, at a cost for expenses and per diem of

$50/day to board members.
It could be-the most popular venue alterna-

tive for two reasons. From the state govern-

ment's perspective, there would be inherent
cost controls in administering through an nd
hoc body. From an EAP perspective, there
would be assurances of direct input through
representation on the board. The licensure
law would"in large part adopt the EACC pro-
visions regarding the grounds for license re-
vo¢ation and disciplinary actions.

Unlike the Tennessee law, which only gov-
erns external EAP providers, the commission
recommended licensura for internal and ex-
ternal providers. However, Tennessee's expe-
rience in lobbying for their bill was that if the
legislation advocated for direct regulation of
employers' hiring practices, by mindating
that employers hire licensed EAPs, political
success would have been more difficult.

Confidentiality of EAP Records

Some employee assistance records may

be considered protected by the federal confi-

dentiality regulations governing alcohol and

drug treatment records (42 CFR part 2), but,

in some circumstances, they may not be cov-

ered. The commission's recommendations

would provide specific protection for EAP

records in order to ensure comprehensive

protection. Exceptions paralleling the feder-

al regulations governing alcohol and drug
records would apply.
• Evaluation and Assessment of

Employee Assistance Programs
The commission recommended that states

issue guidelines to assist employers in eval-
uating the efficacy of programs. The evalua-
tionswould assess administrative factors; di-
rect and indirect cost reductions; and subjec-
tive factors.
• Tax Credits
To encourage the development of employ-

ee assistance programs, the commission rec-
ommended that employers be given a tax
credit of 10 percent of employee assistance
program expenditures. The credit could not
exceed $50 per employee. It would not su-
persede any existing deduction or credit now
allowed employers under other laws.
Therefore, employers that now deduct the
expense of EAPs could continue to do so, in
addition to being eligible for the credit.
• Small Business Consortia Grant

Program
To encourage the delivery of EAP ser-

vices specifically to small businesses, the
commission recommended a grant program
to provide seed money for the development
of small business EAP consortia. To be eli-
gible for the assistance, the employer would
need to demonstrate the company provides
adequate health insurance coverage for sub-
stance abuse treatment.

Under this provision, the state is also
mandated to develop and distribute informa-
tion about alcohol and drug abuse and en-
courage the development of workplace
chemical dependency programs.
• Substance Abuse Testing
The commission recommended legisla-

tion to require employers who do substance

abuse testing to also provide help for those

who test positive. Two options are laid out.

Both would apply only to employers who

wanted to do substance abuse testing. Under

the first option, employers with more than

50 employees would be required to provide

an EAP or rehabilitation resources. If the

employer lead less that 50 employees, the

employer would be required to have an EAP,

contract with an external EAP or maintain a

resource file of other assistance providers.
Under the'second option, there is no spe-

cific requirement for employers to have an
EAP. The proposal would only require em-
ployers already with EAPs to inform its em-
ployees of those services. If employers did
not have an EAP, they would be required to
maintain a resource file of employee assis-
tance providers. Under either option, em-
ployers would also be required to develop
ways to publicize the availability of pro-
grams and/or rehabilitation resources.
Employee education and supervisory train-
ing would also be required.

What Has Happened to Date
If you are interested in finding out how

the recommendations are being considered
in your state, the alliance maintains a list of
which government offices in each state re-
ceived the report.
As of this writing, the alliance is aware of

the following activity. Louisiana has passed
seven of the model laws and others are being
studied for consideration in the legislature
this year, including the EAP provisions. A
board has been established to evaluate the
EAP provisions. The attorney general of
Mississippi, who chairs the alliance, intends
to introduce a legislation package in his state

that will include 27 of the 42 laws recom-.
mended. Iowa, Florida and Georgia are
specifically looking at the treatment recom-
mendations. Georgia is also looking at the
EAP recommendations: All of the recom-
mendations are currently under serious con-
sideration in South Carolina, North
Carolina, Hawaii, Pennsylvania, Illinois,
Michigan and California. Wisconsin,
Minnesota and New Hampshire have begun
inquiring. New Jersey is looking at the crim-
inal justice provisions. Michigan is looking
at all of the recommendations, but is holding
off until 1995.

For further information about the
National Alliance for Model State Drug
Laws, call (703) 836-6100 in Alexandria, Va.
The alliance offers technical support through

conferences; expert witnesses and informa-

tional resources. 'Itventy-one of the original

33 commissioners serve on the board of di-

rectors for the alliance and are availlble as

resources.

Maureen Kerrigan, aii attonaey, is former di-
rector of government relations for the
Employee Assistance Professionals
Association. For further in/or~~iatiori about
the em~~loyee nssistarice provisions only of
the model Inws, contact Kerrigan at (202)
546-3283.
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The Gateway Addiction
By Pamela Dowdy Burt

.34

Joseph Califano, head of the Center on Addiction and
Substance Abuse (CASA) at Columbia University, says to

lower the number of people who smoke requires changing
ideals and continuing with smoking cessation efforts. "There's
no question in my mind that nicotine is addictive; and one way
or another, whether it is regulated or whatever, the government
has to take more aggressive action," he said. As a leader in the
war against substance abuse,. Califano has additional incentive
to stop minors from starting to smoke. "The key is the children,"
he added.

During the Senate hearings, he released a CASA analysis of
data from the National Institute of Drug Abuse National
Household Survey on Drug Abuse. The analysis showed a link
between cigarette smoking by 12- to 17-year-olds and the use of
hard drugs.
CASA found that adolescents in this age group who smoke

cigarettes are:
• 12 times more likely to use heroin than khose who have

never used cigarettes;
• 51 times more likely to use cocaine;
• 57 times more likely to use crack; and
• 23 times more likely to use marijuana.
For adolescents who smoke more than a pack of cigarettes a

day, the likelihood that cigarettes will be the gateway to hard
drugs increases. These adolescents are:
• 51 times more likely to use heroin than those who have

never used cigarettes;
• 106 times more likely to use cocaine;
• 111 times more likely to use crack; and
• 27 times more likely to use marijuana.
While the data clearly indicates a link between adolescents

who smoke and illegal substance use, Califano says, "We don't
know why kids who smoke are more likely than kids who don't
to use illegal drugs. Much more research has to be done, be-
cause we have to find out.

"Cigarettes and smoking represent the largest action a person
can take to damage their health," he said, "and to increase the
costs of healthcare. Managed care and unmanaged care are both
doing very little—very little of our healthcare system is direct-
ed at smoking cessation, and it should be:'

Cessation and Managed Care
Thomas Moore, PhD, founder of the behavioral healthcare

consulting firm of Herbert &Louis in Portland, Ore., said: "The
only smoking cessation programs I know of are EAPs that are
internally managed and able to move their funds around a bit to
offer employees a smoking cessation program.
"When I was the EAP for Owings Corning, I was also the

plan administrator. We took money that we had budgeted for al-
cohol and drugs and through internal procedures set up a pro-
gram that we could maintain for smoking cessation treatment. I
have not seen anything except internally organized smoking
cessation programs through the EAP."
Moore said nicotine patches come under the medical/pre-

scription benefits for employees, though many managed care
providers will not reimburse for patches; especially if the smok-
er is not enrolled in approved smoking cessation counseling,
groups or seminars.
He said he knows of companies who reimburse for smoking

cessation patches and counseling out of their own pockets
through the wellness program, but he is not aware of any
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managed care reimbursement.
While leading the charge for smoking

cessation programs, Moore encountered
another obstacle:
"[O]rganized labor did not want the

programs. I submitted a working docu-
ment, completely unofficial and on my
own through the EAP just to get some
comments,. and boy was I surprised," he
said. "Some of the unions, particularly
those in the South, where adamantly op-
posed to smoking cessation programs, as
the tobacco industry is king and life blood
to the southern United States." Moore
added that he thinks managed care will
not cover smoking cessation because of
the socio-economic problem."
EA asked a pharmacist with a national

drug store chain why managed care com-
panies do not reimburse for pharmacolog-
ical agents to help people stop smoking.
His reply: "Because the insurance com-
panies are hoping you will get hit by a bus
before you get heart disease."
Moore was in total agreement with the

pharmacist. He said that, by far, the great-
est healthcare expenses come during an
individual's last three to five years of life,
approximately. "So prevention measures
do not rank high on the list [of managed
care companies]:'

In defense of managed care, however,
Moore said, "[It] is simply responding to
the market. I would not have believed that
five years ago, but the driving forces are
the companies that are buying the insur-
ance." Moore explained that companies
seem to be more concerned about cost,
and cutting healthcare costs—that is the
whole reason they contract with a man-
aged care firm. They contract with the
managed care firm and let them take the
heat for programs not offered and pro-
grams excluded under the plan, he ex-
plained. "Managed care is there filling a
niche," Moore said.

Managing the Risk
In determining risk, managed care ex-

perts want to know how cost-effective
smoking cessation will be if the smok-
er\worker, by the time he is in need of
care directly related to smoking, may no
longer be employed and covered by man-
aged care. Dr. Teary Rustin, a specialist in
addiction medicine and assistant profes-
sor in the University of Texas Medical
School Department of Psychiatry and
Behavioral Sciences in Houston, told EA,
no matter Che value and cost of an added
benefit, it sCill costs dollars to compa-

nies—companies that likely will. not see a
return on their investment because of:
• the mobility of employees changing

jobs and HMOs;
• the constant switching of managed

care providers by employers seeking the
best coverage at the right price; and
• the mergers and takeovers taking

place almost daily in the managed care in-
dustry.
Simply put, Rustin said, "Offering

smoking cessation programs so employ-
ers can have healthy employees does not
make money for the provider in tl~e long-
term; instead it costs them money. That's
the bottom line."
However, Alan Schusterman, head of

the American Managed Behavioral
Healthcare Association, says he thinks
many managed care providers are cover-
ing smoking cessation programs, but are
doing so through the EAP and/or wellness
programs. "Most of the HMOs we work
with do cover smoking cessation under
their wellness programs, which are sepa-
rate from behavioral health," he said.
"Most of the more innovative plans are
searching for ways to help their members
improve their health generally. I think it is
more an issue of what is the most effec-
tive way to get people to stop smoking,"
he said.
Schusterman acknowledged that re-

search data showing high relapse rates for
smokers would definitely influence a
managed care firm's willingness or lack
thereof to reimburse for smoking cessa-
tion programs.

Rustin told EA that relapse rates for
those who attempt to quit smoking are ex-
tremely high. He explained that the pri-
mary difference between programs of the
'80s and those of this decade lies in the
fact that nicotine has been irrevocably la-
beled an addictive drug by the Surgeon
General in 1988, as well as by numerous
other healthcare organizations and mil-
lions of smokers who have attempted to
quit. "As with any drug, you are treating
an addiction, and that requires a lot of fol-
low-up work," he said.

According to Rustin, research shows
nicotine produces the four classic criteria
for addiction: tolerance, withdrawal,
drug-seeking behavior, and psychoactive
effects on the mind and mood of the user.
"The effects of nicotine on the brain a►•e
similar to those of amphetamine and co-
caine, and relapse rates after quitting to-
bacco are similar to those seen with alco-
holics and he►•oin addicts," Rustin added.

The One Thing
Green Oaks

Doesn't Have .. .

A Revolving Door

At Green Oaks, we believe

in making the most efficient use

of healthcare resources. Our

goal is to provide the most

valuable mental health and

chemical dependency treatment

possible while reducing costly

readmissions. As a part of this

commitment, we actively study

our patients' outcomes, measur-

ing levels of success at work, at

home or in school.

Green Oaks offers the

following levels of care to

ensure that patients have an

optimal treatment experience.

• Inpatient Hospitalization

• Day Hospital
• Intensive Outpatient

Treatment

• Home Health Care Services

Green Oaks
Mental Health Services

7808 Clodus Fields
Dallas, Texas 75251

(214) 991-9504
(800) 866-6554
(Southwest region)
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You've tried the
patch, acupuncture and
hypnosis. And you're
still hooked' It's time to
stop treating a very ad-
dictive chemical like it's
just a bad habit. Learn
to free yourself of
tobacco's grip.

Since 1969 our
smoking cessation pro-
gram in the scenic Napa
Valley has treated thou-
sands for nicotine ad-
diction.

Our next
stop smoking
programs begin
March 17
April 28
May 19

Call
1-800

358-9195
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SMOKING CESSATION

The Centers for Disease Control and
Prevention (CDC) reports that 34 percent
of smokers attempt to quit each year; but
only 2.5 percent successfully stop smok-
ing. It attributes the high rate of relapse to
the addictive properties of nicotine.

Prevention Trend?
Although John Burke of Value

Behavioral Health told EA that he did not
foresee managed care companies taking
on the added expense of smoking cessa-
tion programs in the near future, there
may be the remote underpinnings of a
trend toward prevention coverage.
The Wellness Councils of America re-

cently reported that 48 percent of insurers
are offering premium discount incentives
for life and health insurance purchasers,
and under group health policies, 62 per-
cent of insurers cover preventive care.
Smoke-free workplace and wellness pro-
grams also prod discounts from insurers.
A $5 billion price tag for smoking-re-

lated healthcare costs in California
prompted drug giant Marion Merrell Dow
to award a grant to PacifiCare Wellness
Co. to study the impact of smoking on
businesses' bottom line. The landmark
study that began in May 1994 is focusing
on the employee base at the Los Angeles
Department of Water and Power. The
goal: to show the short-term cost saving
(one year) associated with the smoking
cessation program. Results are expected
to be available around June.
One of the few smoking cessation pro-

grams being reimbursed through managed
care is the "Pathways to Change" self-
help program from Johnson &Johnson
Advanced Behavioral Technologies. Seth
Emont, PhD, director of the
Epidemiology and Chronic Disease divi-
sion at Johnson &Johnson, indicated the
reason was, in part, because it was a self-
help program.

"Generally, the managed care organiza-
tions contract with us, but we also have
employers who come to us for the pro-
gram. Either way," Emont said, "the MCO
covers the program:'

Responding to charges that managed
care has a reputation for not covering pre-
vention ,programs whose benefits are
long-term, such as smoking cessation,
Emont said, "I would agree with the idea
that the cost savings to the employer and
provider may not be realized for several
years; however, for every smoking em-
ployee who leaves and goes to another
employer with a different MCO, there is

another one walking through your door to
join your MCO.
"Most of all," he said, "if nobody pays

for it now, everybody is going to pay for it
later on:'
Emont is referring. to the $50 billion

chunk of the U.S. economy gobbled up by
strictly medical healthcare costs directly
tied to smoking, as reported by the CDC.

In a report released last summer by
CASA, Califano said that of the $87 bil-
lion spent by Medicaid for inpatient hos-
pital care, $16 billion was spent on condi-
tions caused by smoking cigarettes. The
states of Minnesota, Mississippi, Florida
and others are all involved in lawsuits
against the tobacco companies to recover
Medicaid funds spent by the state on
patients with illnesses attributable to
smoking cigarettes.
"I think administrators need to be edu-

cated more fully on the health effects re-
lated to smoking because smoking is
such across-cutting issue and is associat-
ed with many other health consequences.
For example, smoking can cause a drug
interaction when combined with certain
medications that people take," Emont
said.
Problems caused by smoking are not

restricted to physical health, although
smoking is. responsible for increased
absenteeism—several studies indicate
that smokers are absent 35 percent to 40
percent more often than nonsmokers.
Also, productivity time is lost because
of smoking rituals, extra clean-up, dam-
age to sensitive equipment, greater inef-
ficiency and errors, lowered attentive-
ness, and decreased cognitive and per-
ceptual function.
While workers who use tobacco are

not the crack heads who have accidents
or the alcoholics who can wreak havoc
on the job, they are still workers in need.
And as legislatures ranging from local
city councils to the federal government
and society as a whole place pressure on
smokers to give up a habit they find
quite enjoyable; even necessary for the
individual to function normally, EAPs
should educate their corporate clients
that a nicotine addiction is every bit as
lethal, at least as hard to halt and ulti-
mately more expensive than drug abuse
and alcoholism combined.

Pamela Dowdy Burt is managing editor for

EmployeeAssistarice Mngazine and Em-

ployeeAssistance Professional Report.
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Advanced Behavioral Technologies, Inc.

Offers the Most
Gom lete Selectionp

of Health Promotion and
Disease Mana ement Pro ramsg g

Our award-winning programs can help you:

• Contain health care costs
Assess and manage health risks

• Improve health
• Manage demand

One of our newest offerings is the PATHWAYS TO

CHANGET"^ smoking cessation program. This

breakthrough program has achieved unsurpassed

results among all smokers...even those not yet

ready to quit. The PATHWAYS TO CHANGETM

Program is available only from Johnson &Johnson

Advanced Behavioral Technologies, Inc.

All of our programs are custom-designed to fit

individual needs and budgets. For a free consultation

or product catalog, call:

1.800.443 ~ 3682

PATHWAYS TO CHANGE is a trademark.O Johnson &Johnson Advanced Behavioral Technologies, Inc., 1994.
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Random Westin That Worksg
A Response to the National Research Council

By Patrick Conlin, Barbara L. Pohlman, and AI Beaubier

In late 1993, the National Research
Council issued the first in a series of

press releases announcing a new report
from its Committee on Drug Use in the
Workplace. Entitled, "Under the
Influence? Drugs and the American
Work Force," the report's finding are
summarized in the release's opening
sentence:

"Billions of dollars are being spent
by employers annually on programs
designed to help their employees tack-
le alcohol and other drug abuse prob-
lems, but there is only limited scientif-
ic evidence that these programs are ef-
fective...: '
This article is our response to the

committee and its negative conclusion.
The primary objective is four-fold.
(1) To challenge the committee for

acting on the assumption that published
research is the only legitimate evidence
of program effectiveness. This assump-
tion led the committee to overlook the
recent, unpublished evaluation efforts
of program administrators themselves.
These efforts are noteworthy because
they encompass a move away from the
use of simple descriptive data as central
measures of program effectiveness to a
more sophisticated analytic approach
we call "second generation" program
evaluation.

In our experience, it is second-gener-
ation analysis—data wholly disregard-
ed by the committee—that is corrobo-
rating if not "proving" the effectiveness
of specific workplace substance abuse
prevention programs.
(2) To discourage program adminis-

trators from responding to "Under the
Influence?" with first generation data
alone; i.e., with simple descriptive data
such as drug-test failures and EAP-uti-
lization rates. We agree with the com-
mittee that these kinds of data are too
one-dimensional to be very meaning-
ful. They are necessvy but not suffi-
cient ingredients of sound program
evaluation.

(3) To provide good evidence of the
effectiveness of our substance abuse
prevention and detection efforts, and in
the process provide a brief case study
in second-generation program evalua-
tion.
(4) To encourage program adminis-

trators and other industry leaders to
publish their own evaluation efforts
more often and more widely. The
Research Council's sensationalist pub-
licity campaign seems to leave little
other choice.

SCE's Approach
Southern California Edison's ap-

proach to the prevention and detection
of substance abuse is comprehensive.
This approach includes:
• A written drug and alcohol policy

applicable to all SCE employees; addi-
tional written policies pertaining to
safety-sensitive employees as defined
by the Nuclear Regulatory
Commission (NRC) and Department of
Transportation (DOT).
• Pre-employment testing and fit-

ness-for-duty (behavioral observation)
substance testing; periodic, post-acci-
dent, unannounced random and other
substance tests of safety-sensitive
(NRC- and DOT-covered) employees.
• An employee assistance program

(EAP), staffed by licensed counselors,
available free of charge to all employ-
ees, retirees and their dependents.
Comprehensive behavioral health ben-
efits coverage: up to 100 percent cover-
age for substance abuse treatment in
the company's two carve-out behav-
ioral healthcare plans.
• A specialized mandatory treatment

program (MTP) established in 1988 to
treat safety-sensitive employees re-
ferred for treatment following a sub-
stance Lest failure.
• Comprehensive substance abuse

education and awareness programs, in-
cluding mandatory training for supervi-
so►s. Most of these training sessions are

conducted jointly by the EAP and
Occupational Safety and Health
Division.

What We Know
We know the impact of substance

abuse in the SCE workforce remains
sizable. When compared to company-
wide and indemnity medical plan aver-
ages, employees diagnosed with sub-
stance abuse problems average higher
medical claims charges, higher work-
absence hours, more hours on discipli-
nary suspension, more hours absent
due to reported industrial injury or ill-
ness and higher employment-termina-
tion rates.
Even though the impact is high, we

know the incidence of substance abuse
in the SCE workforce appears to be
surprisingly low. For example, 87 per-
cent of 1989-1991. behavioral health-
care claims incurred by employees en-
rolled in Edison's indemnity medical
plan were for mental health (non-sub-
stance abuse) treatment. Only 1.3 per-
cent of all charged claims were for sub-
stance abuse treatment.

In 1992, only l percent of SCE job
applicants failed apre-employment
drug test. The overall substance
,test-failure rate among SCE's
safety-sensitive nuclear personnel was
0.5 percent. This figure pertains to all
safety-sensitive nuclear employees and
all test types, including unannounced
random testing ldministered at a 100-
percent minimum test rate.
While the number of employees

using the company's EAP is increasing,
the number of EAP clients with prima-
ry substance abuse .problems is de-
creasing—from 85 cases in 1987 to 43
cases in 1992. (However, more em-
ployees are identified as substance
abusers via the voluntary EAP and
medical benefit plans than through
Edison's drug screening programs.)
Analysis of virtually every substance
abuse case-finding technology indi-
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cater that the incidence of substance
abuse problems at SCE is relatively
low, and decreasing.

Second Generation Evaluation
Too many program administrators

have presented data like those above as
"proof ' of their program's effective-
ness. The problem is these data are de-
scriptive in nature; they do not and can-
notprovide an empirical link between a
program's activities and low rates of
drug and alcohol abuse in the work
force. In this context, the committee re-
sponsible for "Under the Influence?
Drugs and the American Work Force"
is right and thus performs one impor-
tant service. It reminds us traditional
"first generation" evaluation products,
such as drug-test failure and EAP-uti-
lization rates, are simply too one-di-
mensional to be very meaningful. Any
attempts by program administrators to
say otherwise will only serve to prove
the committee's point again and again.
Where the committee misses the mark,

however, is in its assumption that the only

other evidence of program effectiveness
available (the only useful evidence) is "sci-
entific" evidence as classically defined and
Craditionally published. As a result of this
assumption, the committee has ignored an
important development: many large em-
ployers are moving away from the use of
simple descriptive data as central measures
of program effectiveness to amore sophis-
ticated evaluative era we call "second gen-
eration" program evaluation.
This emerging generation is charac-

terized by three features:
(1) analyses that are increasingly fo-

eused, targeted at specific interventions or
specific components of a company's over111
prevention and detection program;
(2) analyses that are increasingly

multidimensional, defined by the use of
multiple variables, multiple data sets
(e.g., medical claims and payroll data
bases), and at the least, a "pre/post/fol-
low-up" analytic approach;
(3) evaluation reports that include

relatively detailed program descrip-
tions and analytic methodologies, thus
allowing for more meaningful interpre-

E A P• P A T I E N T• P R O V I D E R

Detox,
Partial
and
Out Patient
programs

l~OYf2ZYlg

to etherg
toward
Yecovery

Stonington Institute
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art substance abuse treatment

z.800.832.zo22
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tation of specific findings.
It is this new generation of evalua-

tion that is corroborating, if not scien-
tifically "proving," the effectiveness of
specific workplace programs originally
examined with simple first generation
tools.

Example No. 1
The San Onofre Nuclear Generating

Station "'I~vo-Strike Random-Man-
datory Treatment Program" On page
226 of "Under the Influence?" (pre-
publication copy), it is stated: "The
Committee was not able to locate any
published studies that examine the ef-
fects of random drug testing on the pro-
ductivity of the workforce. The pub-
lished literature on the effects of ran-
dom drug testing consists mostly of de-
scriptive reports of trends."
In October 1988, SCE initiated unan-

nounced random testing of its San
Onofre Nuclear Generating Station
(SONGS) safety-sensitive personnel.
At the same time, it inrioduced a new
"two-strike" policy enabling SONGS

YOUTH CARE ACADEMY
Adolescent Residential Treatment

Youth Care effectively treats school failure, learning dis-

abilities, depression, social withdrawal, family problems,

alcohol &drug abuse, eating disorders, non-corrtpliance,

self-destructive behaviors, physical &sexual abuse

State Licensed

• Professional Staff •Initial Assessment
• Accredited Junior and Senior High Schools

1-800-786-4924

Mailing Address:
P.O. Box 909 

Locations:

Draper, Utah ~~~~ Draper, UT

84020 
West Jordan, UT

YOUTH
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RANDOM TESTING

employees failing a random test to con-
tinue employment at SONGS. To do
this, employees must successfully
complete required treatment through
SCE's Mandatory Treatment Program
(MTP) and pass frequent unannounced
Periodic Monitoring (PM) substance
tests for at least three years. A second
substance test failure of any type while
in the PM program results in termina-
tion of employment automatically,
We knew at the outset that random

tests of employees are unique for the
following reasons:

1) Unlike traditional fitness-for-duty;
for-cause, or post-accident tests, they
are administered in the absence of any
indication of behavioral or perfor-
mance problems on the job; and
(2) They are (and were in our case)

almost always administered in addition
to an array of other tests and early-de-
tection technologies, such as investiga-
tory site searches and EAPs.
For these reasons, we had to ask

whether random tests would add real
value to the SONGS substance abuse
prevention and detection program.
(Remember: we were already adminis-
tering six other tests, including initial
badging, investigatory, for-cause and
post-accident tests.)
We also had to ask whether the rate

of test failure, in and of itself, could an-
swer the question about value. We did-
n't think it could. Thus began a simple
experiment with second-generation
program evaluation—looking beyond
the random test failure rate to the sub-
sequent experience of the detected
employees themselves.

The Findings
From the inception of the Two-Strike

random program in October 1988,
through December 31, 1993, 42
SONGS employees failed a random
substance test. At a 100-percent mini-
mum annual testing rate, this equates to
an average annual failure rate of 0.5
percent. Also, a relatively high percent-
age of these tests were failed when the
program was first implemented, while
only 0.1 percent of the tests were failed
in 1992. In first generation terms, it
appeared the program was effective.
Seven of the 42 employees, 17 per-

cent, voluntarily discontinued their em-
ployment shortly after random test fail-
ure (all within the first three years of
program' operation—none of the

1991-1993 failures have voluntarily
left the company.) When compared
with the less than 2 percent turnover
rate for all SCE employees in 1990,
this 17 percent turnover rate suggests
the SONGS resignations were related
to the substance tests, and specifically,
to avoidance of the MTP and PM pro-
grams, and the apparent choice to face
re-employment or unemployment
rather than abstain from drug use.
Even if we assume the seven left out

of distrust of the new program, and not
the program requirements themselves,
the complete absence of voluntary res-
ignations since 1990 suggests this is no
longer an issue. Either way, this dra-
matic pattern of voluntary terminations
provided the first indication, in "second
generation" fashion,' of the new pro-
gram's ability to detect, and then to
prevent renewed substance abuse in the
SONGS safety-sensitive workforce.
A second indication of program ef-

fectiveness was the recidivism rate of
the 34 employees who participated
fully in the MTP and PM program. In
the initial years of program operation,
the recidivism rate was above 50 per-
cent, while in the last three years, the
recidivism rate has declined to 50 per-
cent or less. Overall, when 1993 clients
are included year-to-date (n = 8, with
one relapse), the recidivism rate since
the program's inception is 39 percent,
21 percent since 1991.1

Finally, a special study of the work
absence patterns of 1988-1991 MTP
clients (n = 31) showed:
(1) their work-absence hours one

year prior to random test failure ranged
from 16 hours to 171.5 hours, with an
average of 86.5 hours, compared with
an average of 52.5 hours for all SCE
employees, and an average of 100,3
hours for all voluntary EAP clients as-
sessed with primary substance abuse
problems in 1989;
(2) the average number of work-ab-

sence hours one year prior to random
failure for the successful MTP clients
was 67.3 hours, compared with 107
hours for the MTP clients who eventu-
ally relapsed;
(3) 37 percent of the clients who re-

lapsed did so within three months of
their initial random failure, and 73 per-
cent relapsed within six months.
These multidimensional, "second

generational" data suggest the SONGS
Two-Strike random program is:

GMPLOYEEASSISTANCE



•effectively detecting some substance users before work
absence problems occur and some substance abusers with
documented work absence problems (who had apparently
gone undetected by other test or detection technologies);
• quickly detecting and removing from the safety-sensi-

tive workforce MTP clients who are unwilling or unable to
control their substance use;
• increasingly effective at preventing renewed substance

abuse among MTP referrals, as evidenced by the declining
relapse rate (and effectively "weeding-out" more severe sub-
stance abusers—also explaining the declining relapse rate);
• deterring substance use among all SONGS safety-sensi-

tive personnel, as evidenced by the declining random test
failure rate and the declining rate on all test types since 1988.
The bottom line is this: if the Two-Strike random program
were igeffective, the failure rate of the MTP clients on unan-
nounced PM tests would look much like the failure rate of the
at-large employees on unannounced random tests. As it is,
these two failure rates differ dramatically—fundamental evi-
dence that unannounced testing at a 100 percent test rate, to-
gether with a highly structured treatment and monitoring
program, can effectively detect and deter substance abuse in
the workforce.

Example No. 2
SCE's Employee Assistance Program. Since its inception

in 1977, SCE's EAP has proven itself effective by virtually
every first-generation criterion. Compared with industry
standards and its own year-to-year performance benchmarks,
the program has a competitive employee-utilization rate, a
competitive supervisory referral rate; a competitive case mix
of presenting and assessed problems, a competitive case mix
of problem and high performing employees, a competitive
percentage of face-to-face (versus telephone) initial assess-
ments, and a competitive rate of new cases per counselor. Yet
as the authors of "Under the Influence?" again point out,
these data tell us little about the program's ability to impact
productivity and contain costs after contact with the program
has been made.
Understanding this, in late 1990, we undertook a second-

generation evaluation of the EAP. Although the sample sizes
are small (n = 30 for the EAP study group), the study does in-
corporate comparison groups, multiple study variables and
post-EAP contact analysis. Two highlights of evaluation find-
ings to date are:

1. EAP clients treated for substance abuse through the
company medical indemnity plan actually charged more dol-
lars for substance abuse treatment than did the comparison
group, a group of similar indemnity-plan enrollees treated for
substance abuse without EAP assistance.

2. In the 30 months after the initiation of treatment, how-
ever, the comparison group averaged higher mental health
and primary medical claims charges than the EAP group,
which offset the apparent savings of the lower substance
abuse treatment charges.

Overall, the total for healthcare claims for the comparison
group during the 30-month follow-up period was $18,120;
the total for the EAP employees was $11,222. This difference
yields a savings of $6,898 in claims for each employee who
first sought help through the EAP.

continued on page 50
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Your Best Investment is the
one ;you make in yourself .

Al the Betty Ford Center Svc believe ~ha~ our highly trained professional s~a!(o(fers wme o(~he best inva~men~
advice. Our mission is ~o help you invest in yourself and your furore, by staring on she road ~o recovery.

Since Betty Ford founded she Center in 1982, we have dedicoied ourselves to helping turn people's lives around, through
one-on-one counseling, group therapy and our unique family program.0ur residential program has always provided
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Do yourself a favor. File your taxes now
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IRS office.
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EMPOWER STAFF AGAINST
WORKPLACE VIOLENCE
A recent survey of over 1,200 facilities
using CPI's Nonviolent Intervention
training demonstrated a 69-percent re-
duction in workers' compensation
claims. CPI offers videotape programs,
onsite training and regularly scheduled
u wining programs in over 70 cities. For
a FREE brochure on how to reduce the
threat of workplace violence, call (800)
588-8976.
CPI
3315-K North 124th Street
Brookfield, WI 53005
Ft~x: (4l4) 783-5906

HEALTHCARE
RESOURCE GUIDE
A free guide to the clinical and financial
information on the U. S. healthcare iu-
dustry, including hospitals, HMOs, PPOs
Ind more. Provides comparative infor-
mation and provider-specific detail on
comsumption and outcomes. Invalulblc
tools for strategic planning, compeititivc
positioning, analysis, managed care ne-
gotiations, and assessment of clinical/fi-
nancial efficiency.
HCIA Inc.
300 Lombard Street
Baltimore, MD 21202
(800) 568-3282

~ i „~~~~Y. Q.E.D: QUANTITATIVE
~, I """"°~~°'TSSi TIIAi'S SALIVA ALCOHOL TEST

The National Highway Transportation
'W""""""""~. Safety Act (NHTSA) has added the dis-
.~.„.~ -- posable Q.E.D: Quantitative Saliva1~,,.~~ S

Alcohol Test to its Conforming Products
List (CPL). The Q.E.D: can be used for

~~ "~: "-~' worksite testing of personnel holding
~!' -" safety-sensitive positions, random and
,~ '~ post-accident testing. The Q.E.D:
•rte: Quantitative Saliva Alcohol Test can also

be used in detox, inpatient and outpatient
._.~ programs.

Carissa Distributors
1240 S. Harbor City Blvd.
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QUITSMARTTM KITS
AND TRAINER SEMINARS
Smoking kills profits and employees.
QuitSmart provides cost-effective self-
help kits and onsite classes. Developed
by Dr. Robert Shipley, Director, Duke
Stop Smoking Program, QuitSmart is
used at The University of Texas EAP,
Martin Marietta, Cargil, Du Pont, CE,
Kaiser Permanence and IOOs more.
Become a QuitSmart facilitator by at-
tending a I-l/2 day trainer seminar—call
for details.
QuitSmart
P.O. Box 99016-EA
Durham, NC 27708-9016
(919) 6440736
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YES! YOU CAN
STOP SMOKING
Yes! You Can Stop Smoking Even If You
Don't Want To, an easy-to-understand
book by David C. Jones, is for the smok-
er who has tried everything to stop smok-
ing without success. This comprehensive
book deals with smoking as en addiction.
It offers the reader realistic solutions to
stop smoking anJ stay stopped. To order,
send $9.95 & $3.50 S&H to Dolphin
Publishing. Inpatient Tx Available.
Dolphin Publishing
P.O. Box 16636
W. Palm Beach, FL 33416
(800)547-7867

HUMAN RESOURCES
MANAGEMENT
Wyatt Software is a subsidiary of
Wyatt Company which specializes in
the areas of human'resources, financial
end systems management. HR EDGE
is a suite of Windows-based applica-
tions from Wyatt Software that in-
clude: CHOICE'~'M, for benefits enroll-
ment, REWARD'~'M, for compensation
management and PENSIONST"', for
defined benefit plan administration.
Wyatt Company
5335 SW Meadows Rd., Ste. 200
Lake Oswega, OR 97035
(800)776-1046

VIDEO AND PRINT
TRAINING TOOLS
Griggs Productions, producers of cut-
ting edge and award-winning training
materials: Going International,
Valuing Diversity and UaGii►tg
Relatio~tship~, offer you the best tr~in-
ing tools. The focus is on differences,
cross-cultural relationship challenges,
personal, interpersonal and organiza-
tional change. Develop a No Potential
LostT"' organizational culture through
hyper-extendible, self-help tools.
Griggs Productions
2046 Clement Street
San Francisco, CA 94121
(800) 210-4200

HEALTHCARE
TRENDS REPORT
This monthly digest offers a comprehen-
sive, timely means of keeping abreast of
broad trends in the health services indus-
try.Articles are compiled from more than
100 sources. Topics covered include:
general Uends,the corporate sector, de-
mographics, employer initiatives, hospi-
tals, health systems, insurance, legal is-
sues, long-term care, managed care,
manpower, physician services, public
health and state/national health reform.
Health 'Trends
4405 East-West Hwy #406
Bethesda, MD 20814
(800) 945-8816
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CRISIS WTI;RVEN'1'ION &
'C[MI~: I,IMI'1'EU 7'REATMEN'1'
Crisis intcrvcntion and time-Iimilcd
U'ceUucnl have become the Treatment of
choice in a large number of IiR and
healthcare settings. This new journal fo-
cuscs on clinical innovations and out-
come studies. Multidiciplinaiy, it iti oi'
special interest [v social workers, nurses,
public health professionals, mental
health and guidance counselors. 13asc list
rate for individuals:$48.
International Publishers llistr.
K20 Town Center Drive
Langhorne, PA 19047
(K00) 545-83)8

WHAT YOU NF,EU'f0 KNOW
ABOUT DOT ALCOHOL
ANll DRUG '17~;5'I'ING
This video-based training program and
handbook arc desi};ncd to help meet the
DO"f's alcohol and drub training require-
mentti for supervitiors. Additional materi-
als are available to train safety-sensitive
employees. Dr. Donna Smith explains
the rule~, and live action scene~ demon-
strale consU'uctive confrontxlion. No-
char~e Previews are available. —
Bucklcy Productions fnc.
102 [?. Blithcdale Avcnuc
Mill Valley, CA 94941
(415) 383-2009; FAX (415) 383-5031
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BRIGHTON
HOSPITAL

Substance Abuse Treatment

Emphasis on Alcoholics
Anonymous, Narcotics Anonymous,

AI-Anon, Family and Employers

• Family Services
• Outpatient Services
• Individual &Group Therapy
• A.A., AI-Anon, Alateen-
On Site &Referral

• Aftercare Services
• Adolescent Inpatient &

Outpatient

Accredited by JCAHO •Approved by BCBSM

INPATIENT DEPARTMENT (810) 227-1211

OUTPATIENT DEPARTM[NT (810) 27.7-6143

12851 East Grand River
Brighton, Michigan 48116

LIVINGSTON COUNSELING
AND ASSESSMENT SERVICES
3744 East Grand River, Howell 48843

(517) 546-7070

KEEP COMING BACK

312 Ockley Drive
SFIREVEPORT, LOUISIANA 71105

(319) £i6~J-0083
1-800-2590083
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ADDICTION IS
OUR SPI;CIALI'1'Y
Our 1995 catalog provides an instant
resource for books and gifts for rccov-
ering people, their I'atnily and friends.
We also have textbooks about addic-
tion for the nonprofessionals. We arc
hippy to help locate hard-to-lind titles.
In addition to books, our catalog fear
tmcs posters, CDs, tapes, calcnd~rs,
cards, 'I'-shirts and more. We mail
order! Call today for our free cat~dog.
Keep Coning Back Bookstore
312 Ocklcy
Shreveport, LA 71105
(K00) 259-0083

WI:LLNLSS PROGRAMS:
'1'HT llEF1N1TIV~ RIsPOR1'
This 19)4 study is the "bible" on U.S.
health promotion piro~rams—vendors/
provielers. Costs, ROT, healthcare reform,
trends, forecasts, demographics, retirees,
demand, marketing—all in one place. 50
regional case histories, in-depth inter-
vicws with hospitals, corporations,
HMOs, FAPs, vendors of smoking ces-
sation, diet, sU'esti mantigement plans,
etc. Call for a I~REI3 broshurc.
Marketdata Lnte►•prises Inc.
R I S. Franklin Avcnuc

Valley Sucam, NY 1 1581
(516)791-(579

Creating a pathway to the future i

• What: A five day intensive seminar
• For: Internal EAP staff only
• Focus: to increase the participants'

recognized influence, real
impact, &value within their
company.

• Results: A clear path to the future.
• Where:
New York: Feb.13-15 &March 20-21
Houston: March 27-29 &April 24-25
San Francisco: May 8-10 &June 12-13

• Facilitators: Jim Francek &
Pam Cavanaugh

For Reservations &Information:
call 203.226.8537

(PDH certffication under review)
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eat romotlon:

he health promotion/disease prevention
(HP/DP) market is poised for growth in

the next five years but faces great challenges,
according to an exhaustive, new market re-
search study. This report was jointly re-
searched and produced for The Corporate
Health Policies Group Inc., a Bethesda, Md.,
healthcare consulting firm, and Marketdata
Enterprises Inc., a Valley Stream, N.Y., mar-
ket research publisher. "Health Promotion &
Disease Prevention Programs: Rx for the
1990s?" encompasses research and analysis
conducted during asix-month period.

"Prevention has never been so important
as haditional cost-containment methods ap-
proach their limits," said John Pinney, CEO
of Corporate Health Policies Group and
study co-author. "However," he added,
"Health promotion and disease prevention
groups have not yet come into their own:'
The report draws on more than 300 hours

of in-depth telephone interviews, a critical
review of the available literature, govern-
mentsurvey data and the authors' own expe-
rience to provide insights relating to the
HP/DP roles of HMOs, hospitals, insurers,
physicians, employees, and wellness prod-
ucdservice vendors. More than 50 case his-
tories are included. EAP programs, health
clubs and vendors of health screenings,
health-risk appraisals, smoking-cessation
programs, stress-management, weight-loss
programs and other topics are discussed.
Predictions are made of the effects of health-
care reform and managed care, with an out-
look for the future.

Major Findings
Some of the major findings include:
• Self-care and demand management are

gaining in popularity, and both hold the
promise of cost containment through re-
duced use of healthcare services. The poten-
tial for short-term return on investment
(ROI) will be very appealing to both pur-
chasers and providers.
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• Greater attention to womens' health is-
sues creates an opportunity for the HP/DP to
have a major impact in areas such as mi-
graine headaches and the complications of
menopause. Problems of aging and the el-
derly are a particularly active area as well.
• Stress management has become one of

the hottest HP/DP segments, as evidenced
by the impending launch of a national chain
of stress clinics. In the past, weight loss and
smoking cessation were the main offerings.
• Employers' main reason for offering

HP/DP is to improve both employee health
and morale. Cost-related reasons, while
mentioned, are not the prime motive. HMOs
and hospitals appear to offer HP/DP mostly
for marketing reasons, in a more competitive
healthcare marketplace.

Although many employers are willing to
finance HP/DP directly, this area 'has not
gained prominence as a line item in corpo-
rate budgets: only 25 percent reported such
budgets in 1992. Healthcare reform is likely
to realign the incentives and responsibilities
of both employers and providers to offer
HP/DP, thus affecting their relative involve-
ment in the field.

Who Supports Promotion?
Despite their implied commitment to

health maintenance, HMOs frequently do
not offer basic health promotion to their en-
rollees. Almost 60 percent of HMOs do not
cover smoking cessation classes and only 38
percent provide general health education
without limits or cost sharing.

Physicians have not taken full advantage
of their potential role in HP/DP due to limit-
ed reimbursement and a lack of emphasis on
these services during their clinical t~•aining.
They are faced with conflicting guidelines,
conflicting studies on intervention effective-
ness, ambivalent patients, and demanding
payors.

Hospitals are being tried as new areas of
education. As a result of demographic shifts,

hospitals are tapping ethnic communities by
offering programs in Spanish and Asian lan-
guages. Urban hospitals are t~•aining more
outreach workers and sending them into the
community. For hospitals, current "hot"
areas of HP/DP include: nontraditional pro-
grams (yoga, massage, dance, marital arts),
fitness-center memberships, prenatal/well
baby care, diabetes education, renamed
modules of stress reduction (i.e., self-es-
teem), and support groups. Demand for
smoking cessation and weight loss is down
or stable.

New Technologies
Health-promotion programs, product and

services span the spectrum, ranging from
very low to high technology. Group or indi-
vidual behavior modification programs,
which for most lifestyle oi• risk factors boast
the highest success rates, continue to hold
the low end of the technology spectrum.
However, the generally high cost and low
participation rates for more- intensive pro-
grams, as well as logistical and other factors,
are driving HP/DP towards technology that
offers greater outreach, increased participa-
tion, and lower cost.

Technology is particularly relevant for the
emerging markets for disease management
and self-care and offers more accessible, low
cost approaches to delivering HP/DP inter-
ventions to large numbers of consumers or
employees.
The most promising new technologies for

HP/DP involve a combination of behavioral
science and computer-interactive systems.
The range in sophistication and complexity
is quite substantial: from true computer-
based "expert systems" to interactive digital
voice systems to simple, algorithm-driven
systems.
The data from most of these systems ire

similar in that they involve some degree of
feedback. Among the major variances are
the degree to which the feedback is truly

I~MPLOYECASSISTANCE



customized and personalized to the individ-
ual as opposed to more generalized respons-
es, and the degree to which the responses

themselves are based on empirical evidence
so that they result in behavior change. At the
present time, since these are relatively new
products, the market is not terribly discern-
ing; the difference between true .expert sys-
terns based on outcomes research and less
sophisticated products is not clear to most
consumers and probably most purchasers.

Literally thousands of single-product

players supply services, but there also are
several large multi-product commercial
providers such as: Johnson & Johnson,
Wellsource, Staywell, and the American
Institute for Preventative Medicine. Trade
groups such as the Wellness Councils of
America and Association for Worksite
Health Promotion also are active. Behavior
modification programs (which are the most
successful) are low-tech, while at the high-
tech end, the computer-driven programs
seek to broaden the base of potential users
of health-promotion services, and offer
them at lower cost.

Growth and Profitability
The tindings in this study suggest that the

HP/DP market has good short-term and
long-term potential. However, achieving
this potential is dependent on a number of
factors, several of which are outside the con-

trol of the HP/DP industry.
Healthcare Reform. This is the major

wild card in the growth equation for HP/DP.
However, at •this stage in the legislative
process, it appears likely that reform on the
broad scale originally proposed by the
Clinton Adminish•ation is unlikely to occur
except over an extended period of time.
Varieties of managed cafe will be the pre-
dominant forms of healthcare organization
and delivery, and they will likely reach their
cost reduction limits quite quickly if they

are required to take all comers.

The demand for effective HP/DP may

drop in the short-term if employers feel they

don't benefit from offering programs, or if

they assume that managed care organiza-

tions will provide HP/DP. However, the

cost-containment imperative will drive

providers and plyors to look more closely,
and more seriously, at HP/DP and demand
reduction and disease management to find
ways of containing costs.
Managed Cnre Market Changes. There is

a trend towards consolidation of HMOs and
a trend toward product diversification in
managed care generally, with increased con-
sumer choice being a particularly strong

MARCH 1995
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you need
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A multi-disciplinary and practical "how-to" business guide
for behavioral healthcare providers.
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•Managed care contacts •Marketing tips •Pricing sfrafegies
Group structures •Business tools •Practice how-to's
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maybe
eligible f or certi fication

as an addictions specialist
The American Academy of Health Care
Providers in the Addictive Disorders'
Board of Trustees, International Advisory Board,
Certification Committee, National Examination

Committee and Ethics Committee:
• determines standards of training and clinical experience

•awards certificate and CAS credential with
specialties in alcoholism, other drugs, food and

sex addiction, and compulsive gambling
• publishes International Register of Health Care
Providers in the Addictive Disorders including

treatment providers from all disciplines.
~~GAN ACgO For applications and information contact
Q~~F~ The American Academy

~~~~~R ~ 260 Beacon Street, Somerville IVIA 02143
e =' ~ 617 661 6248`a
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Circle 38 on card. 45



MARKETING

feature. These trends focus more attention

on the individual physician operating under

~„
~H'~~i~

some form of contract/practice guidelines.
for HP/DP inGrowth managed care may be-I~ 

,~
~u
~ come dependent on the extent to which man-

'~'~~y ~'

!, ~.

aged care organizations recognize the need
to integrate HP/DP into the continuum of

y,N ,I;! care, to require participating health profes-
i'I

~

sionals to either deliver services directly or
I;`'i, I refer patients to established sources, and to
~~ I ~

~~i

enforce the requirement.
~ ~

`

~ ~ Corporate Market Chcinges. Corporations

!I are the principle purchasers of HP/DP products

i~ and services, although the managed care seg-

~

ment is growing more rapidly. A major consid-

~~'~~' eration in the corporate segment is whether

healthcare reform will reduce the incentives for
~! ~~~i ~; ~ employees to offer HP/DP. Another factor is an

apparent shift in larger companies to move
I ~ HP/DP responsibility into the benefits area.
~, This reflects a trend towards integration of

Ii HP/DP with the benefits management/cost

containment effort and likely bodes well for

j' HP/DP.

/ntegration of HP/DP. HP/DP is more an

adjunct than an integral part of either the
j' healthcare continuum or the cost containment
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continuum. HP/DP still rates higher as a mar-
keting tool than as a serious component of
healthcare. However, [he successful integration
of clinical preventive services into the main-
stream offers the possibility that some major
components of HP/DP can achieve similar in-
tegration. Factors that will influence this in-
clude the cost pressures mentioned above, and
the mounting evidence of positive cosUbenefit
rations and cost effectiveness of HP/DP.
Achieving this integration will require a more
focused and concerted effort by HP/DP ven-
dors and interested organizations. The Alliance
for Worksite Health Promotion is an example
of the kind of cooperative effort that will be re-
quired to give HP/DP the prominence and
leverage needed.

Evidence of Short Term Savings. HP/DP
programs have been hampered by the fact that
much of what they prevent is long latency ill-
ness and premature death. While the public
health and public policy implications of these
outcomes are extremely favorable, they are not
as appealing to employers and providers inter-
ested in containing health costs in the short
term. For many managed clre plans, the return
on 1n investment in HP/DP for their members

THE NEW

HARBOR OAKS
HOSPITAL

An Affiliate of Pioneer Healthcare

s Child psychiatry

~ Adolescent psychiatry

~ Adult and Older Adult
psychiatry

~ DUAL DIAGNOSIS
(Adult ~ Adolescent)

24 HR. CRISIS RESPONSE LINE
1-800-537-7924

Serving S.E. Michigan from New Baltimore, MI 48047
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may be realized by another plan, due to the
highly mobile nature of health coverage.
However, while the importance of longer term
ROI are likely to increase as plans achieve
greater stability, areas of HP/DP such as
demand reduction and disease management
appear to hold great promise for achieving
shorter term savings. If this potential proves
out, the growth in these areas of the market will
be substantial

Pharmaceutical Market. A major factor in
current and future attention to HP/DP pro-
grams and services will be the increased com-
petition among pharmaceutical companies in
the prescription and over-the-counter markets
for drugs which treat or ameliorate the effects
of chronic conditions such as hypertension, hy-
percholesteremia, stress, and many others.
The movement to switch Rx drugs to over-

the-counter is highly significant: OTC frees
pharmaceutical companies to advertise directly
to consumers the health-enhancing benefits of
their products (subject to adequate scientific
evidence). This aggressive marketing may be
coupled with or indirectly stimulate growth for
supportive HP/DP programs and services.

Receptivity to New Technology. If growth in
the HP/DP market depends on developing and
marketing new technology to respond to a
demand for lower cost, more broadly appealing
programs, the receptivity of employee and
enrollee groups to such programs remains a
key unknown. On a limited basis, programs
have demonstrated consumer acceptance, how-
ever it is not clear how broad or lasting or the
degree of consumer satisfaction. There is a risk
that a market flooded with low cost, marginal-
lyeffective, and "friendly" products will rapid-
ly taint their perceptions of users and payors,
thus eroding the market.

F,merging Needs
HP/DP is by no means a stagnant field, es-

pecially when broadened to include disease
management and demand reduction. There are
many areas in which preventive approaches
and improved management are needed.

It is reasonable to assume that if the evi-
dence for shorter term cost savings from
HP/DP accumulates, there will be an increased
incentive to identify new areas where these
techniques and products can be applied to
achieve savings.

This article is based on information in'the ex-
ecutive summary of "Health Promotion &
Disease Prevention Programs: Rx for the
1990s?," The full report is available through
Marketdata Enterprises Inc., 181 S. FrnrTklin
Ave., Suite 608, Valley Sd~enm, NY 11580;
(516) 791-7579, fax: (5/6) 791-7759.
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ADVERTISING

For assistance and rates
Call (817)776-9000
FAX (817) 751-5171

1995 Rates
Boxed display per insertion

iX

1" .........$ 85
~~2 ......... 170
~~3 ......... 255
~~4 ......... 340

Blind Box: $15 per month

Column Widths:
1 column - 2-1/8"

Camera-ready art or nega-
tives preferred.
Design and typesetting are
available for a nominal
charge
DISCOUNTS available for
multiple runs!

Ad copy is due 30 days prior
to issue date.

Send ad copy to:
EmployeeAssistance

3630 I H-35, P.O. Box 2573
Waco, TX 76702-2573

Linda Flores
Classified Ad National

Representative

EmployeeAssistance reserves to

right to decline, accept, or withdraw

advertisements at its discretion.

The publisher reserves the right to

edit copy.
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REFERRAL DIRECTORY

Marketdata specializes in "niche"
markets no one else covers. Off-the-
shelf, in-depth studies get you up to
speed overnight. Market size, growth,
key players, demographics - in ONE
place. A few of our industry reports.....

Drug &Alcohol Treatment Centers

• Smoking Cessation Programs

* Chronic Pain Clinics
* Weight Loss &Diet Programs

* Wellness Programs Market

*Mega Healthcare Trends of 1990s.

FREE Catalog.. Call: 516-791-6579
Fax: 516-791-7759

(20 % off Regular Prices Wiih This Ad)

Classified Ads Get Results!
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COLORADO

affordable

Extended Treatment
for women Dual diagnosis

Chemical dependency
Codependency

~~ Eating disorders

r,~ _ Sexual trauma

~` 719-784-6337

L~G~~ 521 W. 5th St.

"~`~J Florence, CO 81226
of Colorado

JCAHO
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FLORIDA

La Amistad
Residential Treatment Center

The right choice when more than

acute psychiatric care is necessary.

•Children
•Adolescents
• Adults
• Full Psyciatric
• Dual Diagnosis
• TC~xo
• ocxaMrus

1-soo-433-x x22
In Florida 407-647-0660
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GEORGIA

• Residental
Treatment11'

•Extended Care`` //
Professional
Treatment Track

•Alcohol &Drug
Gender-specific

M E T R O Outpatient
ATLANTA •Clinical Services

RECOVERY •Family Program
•Psychological

R E S I D E N C E S Testing

TOLL FREE 1-800-732-5430
Men's Women's
Recovery Center Recovery Center
2801 Clearview Place 3700 D Market Street
Doraville, GA 30340 Clarkston, GA 30021

404/456-1222 404/298-1236

MICHIGAN

When call our advertisers mention you saw

their ad in Employee Assistance magazine.
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CRUZ CLINIC
ADUq CHILD AND FAMILY THERAPY

. Matltal Problems .Family Problems •Panic/Mxlefy
. School Problems/A.D.H.D. .Substance Abuse

J.C.A.H.O. and C.S.A.S. ACCREDITED
17177 N. LAUREL PARK •SUITE 131

Immediate 
~VONIA, MICHIGAN 48152 

Free
nPPrs. (313) 462.3210 Babysming

KidsPeace National
Centers forKidsinCrisis

• Campus-, community- and family-
based residential care

• Diagnostic: acute/shelter care
• Partial hospitalization
• Day Treatment Program
• Intensive Treatment Family Program
• Family Development Program
• Psycho-education
• Crisis intervention
• Parent training
• Corporate Behavioral Health
Management

KidsPeace, a private, not-for-profit organization,
has been "Halting, Helping and Healing" the pain
of kids in crisis since 1882.

AccredileA by Joint Commission on Accreditation of Healthcare
Organizations, The American association of Psychiatric Services for
Children. and Middle Slakes Association of Colleges and Schools.
Accepline~ most major insurers.

~~~~ KINNIC FALLS

Rinnic Falls Atcoho!-Drug Abuse Services,/ ne.
900 S. Oranse Srree~, River Falls, ~sconsin 5401?

Consultant Needed
Accurtte Asscsmcntti, tlic Leader in Chemical
Dependency Soi'lw~ire, is cw~rently looking
for Consultants to conduct trainings and pro-
mote software sales nationally. Consultants
earn comu~issions and work as independent
contractocti. I~or more information call 1-800-
324-7')66.

Maschhoff, Barr &Associates
a subsidary of Green Spring Hea!!h Services

'~ OVEK I S YEARS OF PROVIDING THB

BEST IN EAP S6RVICGS

~ PROVIDING COMPREHENSIVE GAP

SERVICES 7'O OVER 1 MILLION PEOPLE

NATIONWIDE

~ 97%GROUP RETENTION RATE

Call today and learn how to create a more
productive workplace by helping employees.

Maschhoff,l3arr &Associates
P.O I3ox 11268
Tacoma, WA 98411-0268
800-441-3119

BERMAN & BERMAN, ASSOC.
EAP Consultants, National EAP Programs,
Consultants providing program direction,
set-up, consultation, implementation

Areas of expertise, calling
ADA, HIV, EAP &Drug Testing

Contact: Dan Berman
1-800-866-2810

RESOURCE EAP INC
Employee Assistance Program
Consultants — providing services
nationwide. 1046 Riverside Ave.,
Jacksonville, FL 32204. Contact: Bob
AppleUy of 1-800-421-REAP (7327).

For Information Call

1-800-726-0526

To place an ad call
us at 817-776-9000.
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•SU6STANCE ABUSE PROfESSION/1L5• pM

• 21,000 SAP's World-wide
• Alcohol Misuse Prevention Programs
• Customized Plans
• '1Lrn your DOT Mandated Worries over to

our Experts ,~

• 1-800-879-6428 ~rrr- I_I

~~ SMThel.exingtonGroup
Your poRnaln )mprov1ny empbyee performoncd"

A National EAP Provider
1-800-676-HELP (4357)

Get BIG results
in small spaces
with classified
advertising.
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PENN
FOUNDATION

9

807 Lawn Avenue

Sellersville, Pa. 18960

(215) 257-6551

Counseling for Individuals,

Families, Couples,

Children, Adults

• mental • emotional ~ family conFlict
. work-related stress •financial

24-hour Info &Referral
1-8011-245-73G6

• Employee Assistance Programs
• Mental Health Services
• Drug &Alcohol Services
• Mental Retardation Services

We Can Help, Because We Care

Circle 83 on card.

Workers' Problems
Can Lead To

Problem Workers

You want your employees 100%
focused on the job. But major
personal, family, or substance
abuse problems can disrupt
their productivity. An EAP from
HAI provides solid solutions for
virtually every kind of worker
problem, and help for super-
visors with problem workers.

Find out more.
Call toll-free

1-800-999-4241

ryl=y~ ~~~~1 ~I'7~Y ~ -
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Employee Assistance reaches

over 23,000 qualified

professionals in your field.
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+~ Employee Assistance Services

+~ Managed Behavioral Healthcare

n Critical Incident Debriefing

+• Dependent Care Resource/Referral

+i leadership Development Programs

ri Personal Support Programs

- ROBERT T. DORRIS&ASSOCIATES INI

S'oluiyuy ~~~ o/sl~.~ris euitk

~ 1-800-436-7747
1- 8 0 0-4 D O R R I S
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The disposable Q.E.DmSaliva Alwhul Test.
A yuantitauve on-site alcohol detection insWment

that appeazs on the
National Highway Transportation Safety Act

Conforming Products List.

Simple •Accurate •Reliable •User-Friendly

Worksile testing of personnel holding CDL safery-
sensirive positions and the mass transit industry:
• Random •Reasonable cause •Pry-employment
• Quantiw6ve results for detox, emergency rooms
& "keeping them honesP' for outpatient programs
Traininr video &sample kit available u~a~ reaues~.

1240 S. Narbor City Blvd. • Melbourne, FL 32901

1-800-478-2882 cFax: ao~-ssa-ase~~

Two-thirds of employees worry
about their personal security at
WOI'k (Gallup Poll, 1994).

If you want to prevent violence
at work, call the leader.

[IVCU[fMAlIUIY VVf[l.~'W -

THE FSSENTIAIS AGING
WORKPLACE VI
Neru jor ]995, tGe mrsnun vnilable. Video

nvailnble A~iril,

THE BREAKI 
~~CE EPIDEMICTHE WORKP "

AND WIIATk~~`~*,~b ABOUT IT
%'he definiliv~l~l~su ojwork filnce violence [o dn(e.

WORKPLACE VIOLENCE
AND $~1IAVIOR NEWSLETTER
A monthly update on key urorkplace violettre issues.

SERVICES —

• Awareness and threat management
workshops

• Customized manuals/procedures
• Train-the-Vainer programs

For a free brochure, call:

National Safe Work Institute
Charlotte, North Carolina
Phone: 704/289-6061

Amino Acid/Antioxidant Supplements
Specially Formulated for Alcohol,

Drug~,~and Weight Problems
Call or Write for Free Catalog
Veract, Inc. 338 S. Glendora Ave.

West Ctovina CA 91790
(818) 919-7476_(818? 821-0775 Calif.

(800) 61«- 4540 Nat'l

Professional (Malpractice)
Liability Insurance For

• Employee Assistance Programs
• Managed Health Care
• Individuals
• Alcohol &Drug Rehab Centers
• Group Homes and Halfway Houses
• Hospitals
• Counseling Centers
• Drinker-Driver Programs
• Outpatient Centers
. Drug &Alcohol Clinics
• Directors and Officers Liability

(Nonprofit) Agencies &Boards

Thomas E. Van Wagner
Insurance

21 Maple Avenue
P.O. Box 5710

Bayshore, N.Y. 11706
(516) 666-1588 • (800) 735-1588

When you don't advertise a terrible thing happens .. .
NOTHING!
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continued frvm page 41

The Future
We are increasingly confident SCE's

substance abuse prevention and detec-
tion efforts are effective. At best, our
data point to a real connection between
specific program activities and a
decline in the incidence and impact of
substance abuse problems in the SCE
workforce. At worst, they point to
areas in need of improvement, which
is after all the ultimate objective of
program administrators. It is therefore
regrettable "Under the Influence?"
ignores these efforts, as well as the
efforts of other industry-based profes-
sionals. An opportunity for researchers
and program administrators to talk was
lost.
With this said, important questions

remain, questions that could be an-
swered by those of us in industry,
assuming we focus our evaluation ef-
forts, publish our results more often
and more widely, and publish detailed
methodologies in addition to general-

ized findings, as we are doing with the
EAP evaluation project later this year.
For example, will reducing random

test rates from 100 percent to 50 per-
centlead to an increase in substance
abuse? A reduction would certainly be
less expensive in the short-run; would
a reduction also be cost-effective in
the long run?
Likewise for pre-employment test-

ing. Our numbers suggest the cost of
these tests may outweigh the current
benefits. Does anyone have good data
on this? And what about EAPs? We
know external EAPs often appear less
expensive than internal programs
when measured by direct plan costs.
Do we know with confidence that
these external firms are also cost-ef-
fective when potential indirect costs,
such as the shifting of behavioral
health claimants into the workers'
compensation arena, are included in
the evaluation equation?

1. "Success" and "recidivism"
have been defined as conservatively
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as possible. The term "success" is ap-
plied to errcployees who (1) have com-
pleted the MTP, (2) continue to work
in asafety-sensitive SONGS position,
and (3) have passed every drug test
since their initial rnndon2 failure, in-
cluding frequent unannounced PM
tests.for at least one year.
The term "recidivism" is applied to

erreployees who (1), accepted the refer-
ral to the MTP, (2) participated in the
PM program, but (3) failed a second
drug test administered under the PM
program. Total, n = 42; successful
clients, n = 21; recidivist clients, n =
13; voluntary terrrcinations, n = 7;
with one employee on, long-term dis-
ability for anon-substance abuse di-
agnosis.

Patrick Conlin, MSW, is unit manager of
psychological services at Southern
California Edison, whose headquarters are
located in Rosemead, Calif. Barbara
KPohlman, MD, MPN, is a medical review
officer for SCE, and Al Beaubier is man-
ager of fitness for-duty services for SCE.
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KidsPeace helps before,
~ during and after crisis.

Learn how you can, too, by
sending for our

FREE* educationalbrochures.
Simply complete the coupon at right today
and mail to KidsPeace Advancement, 5100
Tilghman St., Suite 010, Allentown, PA 18104.

* Nominal fee for quantity orders. See coupon.

National
Kids in Crisis sM

1.800.8KID-123

d ■Intensive Treatment Family
_ ;are Program

and ■Crisis intervention
= ■Parent training

r care a National Referral Network

— ■National AfFliates Network

1.800.992-SKID
= on ■Licensed and approved

school

— ■Crisis intervention

y_
e National Referral Network

ent ■National Affiliates Network

ospital
✓r1S1S SM

tric ~ Dual-Diagnosis Adolescent
Treltment Track
(Psychiatric/Substance

'~ Abuse)

~ Crisis Assessment Response
Team mobile evaluations,
recommendations and
referrals

Accredited by duinl Commission on AccreAi~atiun of Healthcare
Or9anitalions, Tl~e Flmerican Association of Psychiatric Services for

Children. anU Middle Slates Association of Colleges and Schools.
Accep~inq moss malor insurers. KiAsPCace does not
tliscrimina~e in its aAmissions v~ith regarA to sex, race,
creeA, color, na~ionnl on~in, mli9ious belies, Aisa6ilities or
hantlicappin9 conditions.

'.~►1: - mS~IL
--,

YE$, KidsPeaee! ~ Please send me your FREE" 24 Ways You Can Prevent Child EA3

Abuse," "15 Ways to Help Your Kids Through Crisis" and "Seven Standards for Effective ~
Parenting" brochures today. (Mail-in only please.)

i Name Title j

School/Organization__ ~

i Address __ _ State Zip
i ~
i ~
Phone "quantity order discount price list mailed with above brochures.

~ Return to KitlsPeace Advancement, 5100 Tilghman St., Suite 010, Allentown, PA 18104.
L____________________ ______________________________J
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<c~1993 The Upjohn Company

Let us show you how we can be one of
your rriost unexpected resources.

Our Managed Health Care Directors can be a valuable
resource to you and your clients, providing information about
treatment options and the responsible use of pharmaceuticals.

Our goal, like yours, is to allow clients to return to work
quickly and productively. To find out more about how we can

help, call 1-800-253-8600, extension 3-4256.

A Valuable Partner in Managed Health Care
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