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Our understanding of alcohol dependence 
needs to change from an incurable, pro-
gressive disease to a chronic disease model, 
in which the dependent person is more 
like someone with diabetes or hyperten-
sion than the Nicolas Cage character in the 
movie Leaving Las Vegas. This paradigm 
change, in fact, is reflected in the latest 
edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-V).
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addictions, they do deny or minimize 
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There are Many 
Roads to Recovery24

I agree that research has shown that of the 
varieties of recovery, “natural recovery’” 
without treatment has been found to be 
the most common way out of substance 
use disorders… [But] I do not believe 
our clients are served by a system that 
discourages abstinence as unrealistic any 
more than a system that rejects clients 
who are unwilling or unable to embrace 
lifelong abstinence. An understanding of 
recovery allows for many paths.

|By Tamara Cagney, Ed.D., MA, BSN
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10 New Paradigms 

in Views Toward 
Addictions

|By Bernie McCann, PhD, CEAP

Over the past decade, the concept of addic-
tion has increasingly been used to describe 
habitual behavior that doesn’t have anything 
to do with ingesting an addictive chemical 
or substance. This evolving approach pos-
tulates that this type of compulsive behavior 
is directly related to an activity or process, 
as opposed to substances such as cannabis, 
alcohol, tobacco or other drugs. 
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Substance abuse counsel-
ing and intervention have 
long been at the core of 

our profession, and this edi-
tion of the Journal of Employee 
Assistance features some 
thought-provoking views on 
addiction treatment. 

In this issue’s cover story, 
Brad McNaught postulates 
that each client is the person 
most familiar with and most 
responsible for the success of 
a treatment plan. Therefore, 
he says, progress needs to be 
based on outcomes tailored to 
the treatment plan instead of 
compliance with program lev-
els and milestones. The author 
proposes using a nuanced 
approach that focuses on harm 
reduction with clients who are 
alcohol abusers.

Tamara Cagney writes about 
addiction treatment as well 
and agrees that “there is no 
one-size-fits-all approach and 
that many people do not move 
through interventions in a linear 
fashion.” She stresses, however, 
that abstinence is precisely 
what is needed for some clients. 

In yet another take on 
the subject, Bernie McCann 
explains that the concept of 

addiction has increasingly 
been used to describe habitual 
behavior that doesn’t have 
anything to do with ingesting 
an addictive chemical or sub-
stance. This is referred to as 
addiction to an activity or pro-
cess, as opposed to a substance. 
He points out that substance 
and process addictions are 
similar: both begin with experi-
mentation; both have a high 
prevalence of comorbidity; and, 
if left unchecked, both can lead 
to serious consequences. 

Gambling – one of the pro-
cess addictions Bernie dis-
cusses – is explained in greater 
detail by Tom Broffman. 
Because gambling is a legal 
and acceptable activity in our 
society, Tom notes that most 
gamblers do not try to con-
ceal the fact that they gamble. 
However, while problematic 
gamblers may not be easy to 
spot in the workplace, Tom 
explains the telltale signs 
that do exist. He also lists 
resources for assisting those 
with serious work/life prob-
lems brought on by persistent 
and recurrent gambling.

Finally, Jeff Harris presents 
practical advice for consulting 
with and coaching a manager 

who manages using fear, uncer-
tainty and doubt. Watch for 
Marina London and Sandra Nye 
in the next issue of the Journal. 
Happy reading! v

|By Maria Lund, LEAP, CEAP
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Managing By Fear,  
Uncertainty and Doubt

|By Jeffrey Harris, MFT, CEAP

What is FUD, and what 
does it have to do with 
employee assistance? 

Quite a bit actually as I will explain 
in this column. FUD stands for Fear, 
Uncertainty and Doubt, a term I bor-
rowed from the marketing world.

It can work like this: Sales staff 
from a large software company are 
particularly adept at FUD… and 
when asked if a 3rd party software 
will work with Product X, the FUD 
answer is to respond “we have not 
tested that application with our sys-
tem [uncertainty], and it is not an 
approved developer for Product X 
[doubt], and we have heard customers 
complain that installing that applica-
tion has destroyed all of the data on 
their hard drive, they lost everything 
[fear]. But you could buy our appli-
cation, which has been thoroughly 
tested and approved (and costs 100% 
more than the competitor).”

How Managers Use FUD
Here’s another example: Readers 

will no doubt recognize an employee 
who is being managed by a “FUD 
supervisor” as he or she has: 1) con-
tacted the EAP for help with work-
place stress; 2) shows fears for job 
security in spite of reasonable perfor-
mance; 3) and doesn’t know how to 
please the manager.

In their defense, most managers who 
use FUD techniques do so unwittingly 
(that is, without intentional malice). 
More likely, they are overwhelmed with 
their own job responsibilities, as well 

as trying to manage a staff. Working in 
survival mode, the manager is likely to 
abandon positive traits like coaching 
employees and being patient with their 
mistakes, in favor of pressure tech-
niques and criticism.

That’s when FUD appears. More 
specifically, employees experience 
FUD when there is:

 An absence of positive feed-
back and recognition from the man-
ager, which limits communication 
only to problems and complaints;
 Harsh comments about details 

normally considered to be autono-
mous tasks;
 Frequent criticism regarding 

the employee’s work or choices;
 A manager who non-verbally 

demonstrates feelings of stress and 
frustration [such as sighing, grunt-
ing, slamming doors, etc.];
 Supervision from a distance, 

usually by scathing emails rather 
than in-person dialogues; and
 Statements made by the man-

ager, which plant the idea that the 
employee’s job is in jeopardy. FUD 
statements might include:

• “I don’t know why I hired you.”
• “I’m not sure you’re going to 

cut it around here.”
• “Why can’t you do anything right?”
• “I don’t know why I waste my 

time with you.”
• “Why are you asking me this again?”

These characteristics combine to 
create a distorted workplace that has 

the employee doubting and questioning 
his/her value, knowledge, judgment, 
and fear that this situation will lead to 
termination. Ironically, in my experi-
ence, I have found that FUD managers 
rarely resort to formal discipline, as I 
surmise they apply their techniques to 
motivate employees to work harder, not 
to intentionally drive them away.

FUDging Good Management 
Principles

How does a person become a 
FUD manager? And why does the 
work organization tolerate this style 
of management?

It’s my hunch that most FUD man-
agers are not now nor have ever been 
“people persons,” and have never 
sought out a leadership role directly. 
Most seem to have been promoted to 
leading people as a reward for their 
hard work, drive towards achieve-
ment, and individual success.

Another underlying factor is the 
lack of training in supervisory and 
leadership skills, and the absence of a 
leader in upper management who could 
serve as a mentor or role model for the 
inexperienced manager. With a lack of 
training, I believe that unprepared man-
agers summon the archetype of author-
ity figures… the shaming and critical 
parent… whose characteristics closely 
approximate those listed previously.

And the reason that FUD  
managers often go unchecked? 
They get business results for senior 
management, as they drive the 
department to successive quarters 
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of efficiencies or production. What 
doesn’t get factored into the evalu-
ation of the FUD manager by com-
pany leaders is the rise of employee 
relations complaints, stress-related 
claims and turnover of talented and 
knowledgeable staff.

How to Consult with the FUD 
Manager

First, do not use the actual term 
“FUD” out loud with the manager!

If a manager is seeking your input 
regarding an employee concern, and 
you happen to notice that the manager 
has a “FUD style,” consider these 
options when consulting him or her:

 Engage the manager in 
describing his/her development 
or performance goals for the 

employee(s). This invites perspec-
tive-taking and inserts the expec-
tation that the manager can and 
should be thinking about how to 
develop and nurture the employee.
 Drawing from Emotional 

Intelligence concepts, look for oppor-
tunities in the consultation to build 
the manager’s empathy, by inserting 
some predictions of typical employee 
responses to criticism.
 Ask the manager what the 

employee is doing right, which intro-
duces the opportunity for the follow-up 
question: “How do you normally prefer 
to provide rewards or recognition for 
positive performance or productivity?”

Feed What You Want to Grow
This concept is both for you and your 

“consultee”. For the manager, explain 

that it is helpful for him or her to rein-
force desirable behaviors with positive 
attention. As a consultant, find ways to 
stay in touch with the manager so you 
can look for “teachable moments” that 
demonstrate your support.

I invite readers to network with 
me on topics related to management 
consulting on LinkedIn, at www.
linkedin.com/in/jeffharrisceap. v

Jeffrey Harris, MFT, CPC, CEAP, has 
provided management consulting to a wide 
variety of organizations throughout his 
19-year career in employee assistance, 
including corporate, government and union 
organizations. The author also has exten-
sive experience as a manager and execu-
tive coach, from which he draws insight 
for his consulting. Jeff currently serves as 
Program Manager of EAP & WorkLife at 
the University of Southern California.
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PPACA Reinforces  
Mental Health Parity

Insurers will be required to 
cover mental illness to the same 
degree as physical ailments as the 
Obama administration moves for-
ward with the largest U.S. expan-
sion of behavioral health care 
in a generation. The rules apply 
to almost all health plans in the 
nation, including new ones sold 
under the Patient Protection and 
Affordable Care Act of 2010.

The original parity legislation, the 
Mental Health Parity Act of 1996 
(MHPA), provided that large group 
health plans cannot impose annual 
or lifetime dollar limits on mental 
health benefits that are less favor-
able than any such limits imposed 
on medical/surgical benefits.

For more information, visit: 
http://beta.samhsa.gov/health-
reform/parity.

PPACA Projected to 
Expand Treatment 

According to Benefits Pro, at 
least one study estimates that as 
many as 40 million individuals may 
enter alcohol and other drug pro-
grams under the Patient Protection 
and Affordable Care Act.

Coverage for drug and alcohol 
treatment programs were previ-
ously considered health plan 
options, or part of a carve-out for 
behavioral health care. Now, cov-
erage for drug and alcohol treat-
ment must be included as part of a 
standard coverage plan. With D&A 
treatment as an integral part of a 
basic plan, some experts project 
millions to participate in treatment 
for these conditions.

One of the intents of the 
PPACA legislation was to bring 
D&A programs into the insur-
ance fold due to the enormous 
cost associated with substance use 
disorders – roughly $120 billion a 
year in health care expenses.

Access to EAP can  
Yield Huge ROI

Companies that offer staff access 
to employee well-being programs 
could see a return investment of 
more than $10,000 per participant, 
according to a recent study.

Employee assistance program 
provider Davidson-Trahaire-
Corpsych investigated the data 
of 4,707 of its clients in 2012. It 
found that a company would get 
an average return of $10,187.99 
in productivity improvements per 
year for each employee who uses 
an EAP.

The study found that on com-
pletion of a program, employee 
absenteeism dropped by 32%, 
emotional well-being increased 
by 87% and morale and motiva-
tion in the workplace improved 
by 51%. Productivity in the work-
place was found to have increased 
by over 25%.

EAP Use May  
Mean a Promotion

A study from Statistics 
Canada’s Workplace and 
Employee Survey, which 
included 6,500 women and 8,396 
men, asked if people had taken 
advantage of any one of seven 
different work-life interface 
benefits, and researchers then 
studied whether people received 
promotions the next year.

They found that people who 
used an employee assistance pro-
gram were 73% more likely to 
get a promotion than those who 
didn’t. Moreover, employees who 
used work-life accommodations 
were 14% more likely to get a 
promotion the next year than their 
equivalent counterparts who didn’t 
use such programs.

One theory suggests that tak-
ing advantage of the workplace 
program increases an individual’s 
resources to handle the job and 
cope with life. They can perform 
better, and over time, that will 
outweigh any negative stigma, 
and they will be rewarded with 
promotions.

Demand Increasing  
for EAPs: Study

A major new study conducted 
by the research firm IBIS World 
reports that the EAP industry has 
experienced an increase in demand 
over the past five years as firms 
have aimed to reduce the cost of 
health care and turned to alterna-
tives. Employee assistance pro-
grams have gained in popularity as 
a preventative measure.

As the economy continues to 
improve and companies gener-
ate higher profit margins and hire 
more employees, demand for 
EAPs is forecast to grow strongly. 
Despite a recessionary lull, indus-
try revenue has grown at an aver-
age annual rate of 2% over the 
past five years to $2.6 billion. An 
increase in the size of the U.S. 
workforce, combined with grow-
ing acceptance of EAPs into ben-
efits packages, is expected to boost 
industry performance. 

Continued on page 30



A MAJOR BREAKTHROUGH
This addition to the Affiliate Management Package offers significant savings 
by enabling you and your Affiliates to securely communicate on-line.

• Eliminates mailing or faxing paper Authorizations!

• Eliminates receiving and recording paper Invoices!

• Prospective Affiliates can read requirements; download an application; and learn where to send it.

• Affiliates enter their sessions and close their cases on-line.

amy@daybreakeapsoftware.com  •  800-782-6785  •  www.daybreakeapsoftware.com



| JOURNAL OF EMPLOYEE ASSISTANCE | 1st Quarter 2014 |•• • • • • • • • • • • • • • • • • • • • • • • • • • • | WWW.EAPASSN .ORG |

10

New Paradigms in  
Views Toward Addictions

“…both process and substance use addictions involve similar neurochemical pathways  
and virtually identical physiological reward and gratification response.”

featurearticle

Over the past decade, the 
concept of addiction has 
increasingly been used 

to describe habitual behavior that 
doesn’t have anything to do with 
ingesting an addictive chemical 
or substance. Addiction to sex, 
food, the Internet, compulsive 
gambling, and several others, are 
commonly referred to as “pro-
cess addictions”. This evolving 
approach postulates that this type 
of compulsive behavior is directly 
related to an activity or process, 
as opposed to substances such 
as cannabis, alcohol, tobacco or 
other drugs. 

Substance Use & Process 
Addiction are Similar

Although the designations of 
“substance use disorder” and 
“process addiction” describe two 
distinct types of habitual behav-
ior, a developing understanding 
of these conditions reveals they 
are similar in many ways. In the 
current version of the Diagnostic 
and Statistical Manual of Mental 
Disorders (DSM-5), gambling 
disorder is the only process 
addiction included in the chapter 
“Substance-Related and Addictive 
Disorders.” Interestingly, hyper-
sexual behavior disorder is 
not included in this revision, 
while Internet gaming disorder 

will be included in Section III, 
“Conditions for Further Study.” 
Inclusion is extremely important, 
because it directly relates to poten-
tial reimbursement for treatment 
by insurance companies, who typi-
cally follow DSM criteria.

Some have criticized the effort 
to place these types of addictions 
on equal grounds. This resistance 
may be related to confusing the 
acute symptoms of compulsive 
behavior with the multi-dimen-
sional neurobiological processes 
involved in addiction. Certainly, 
both of these conditions can cause 
serious harm. Based on our current 
knowledge of brain function and 
neurobiological research, both pro-
cess and substance use addictions 
involve similar neurochemical 
pathways and virtually identical 
physiological reward and gratifica-
tion response.

Regardless of their status as 
substance use- or behavior-based, 
two factors are always present:

1) Vastly increased intensity of 
cravings – mental, emotional, or 
physical; and

2) A need for escalating 
amounts of the activity/substance 
to satisfy these cravings or achieve 
the desired level of pleasure. 

Another similarity is the higher 

prevalence of comorbidity, e.g., 
substance use disorders and other 
mental health conditions in popu-
lations with process addictions. 
Numerous studies have identified 
higher rates of various co-existing 
conditions: for example, alco-
hol abuse and eating disorders, 
Internet addiction with ADHD and 
depression, and pathological gam-
bling with affective disorders.

Process addictions may appear 
in conjunction with a chemical 
dependency or may emerge sub-
sequent to a period of abstinence, 
seemingly to replace the use of a 
substance. Alternatively, a process 
addiction may be completely inde-
pendent of psychoactive substance 
use. Habitual and compulsive 
behaviors may appear to be associ-
ated with symptoms of depression, 
episodes of mania, and so forth.

Some “Addictive” Behaviors are 
Common

• 67% of Americans drink alco-
hol;

• 81% of Americans gamble;
• 19% of Americans smoke 

tobacco; and
• 11% of Americans use illegal/

illicit drugs.

Because certain behaviors and 
substances can greatly stimulate 
the brain’s survival and reward 

|By Bernie McCann, PhD, CEAP
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centers, they may have a greater 
potential in some individuals to 
become habitual. Similar to alco-
hol and drugs, pleasurable behav-
iors can change an individual’s 
mood, perceptions, or emotional 
state.

From Habit to Addiction
Both substance and process 

addictions begin with initial exper-
imentation. Many people have 
difficulty regulating these types 
of behaviors or use of substances. 
However, only certain individuals 
progress to the level of compul-
sive, habitual patterns of inten-
tional behavior/use, which allows 
for an assessment or diagnosis 
of addiction. The following is an 
important distinction:

 Habits are characterized by 
pleasure and the occasional exer-
cise of a behavior or activity. For 
most individuals, stopping the 
behavior is not troublesome.

 Addiction, however, is char-
acterized by pleasure cravings, 
behavioral compulsions, and loss 
of control, escalation, and contin-
ued behavior despite the presence 
of negative consequences. 

The progression from behavior 
to habit to compulsive behavior 
and addiction is complex, but if 
left unchecked, serious conse-
quences may result. In the work-
place, potential outcomes may 
include embezzlement or other 
financial crimes, worksite sexual 
liaisons or sexual harassment 
cases, and avoidance of duties and 
responsibilities due to compulsive 
gambling or Internet use. Similar 
to the progression of substance 
use addictions, some individuals 

may become trapped in a continu-
ous cycle of compulsive behavior. 
They will typically need some type 
of intervention and treatment to 
recover.

Screening clients for both sub-
stance use disorders and process 
addictions involves asking ques-
tions about past and present use, 
presence of occupational, family, 
and legal/financial difficulties, 
determination of motivation for 
change, and assessing the appro-
priate level of affordable and 
available treatment.

Current Treatments
Current treatment approaches 

for process addictions have similar 
modalities to that of substance use 
disorders and include: 

 Harm reduction: Decreasing 

the unsafe consequences of risky 
and associated behaviors;

 Psychotherapy/counseling: 
Motivational counseling, cognitive 
behavioral therapies, etc. to reduce 
craving/compulsive behaviors and 
prevent relapse in inpatient or out-
patient settings, with the inclusion 
of significant others and families 
when possible;

 Pharmacotherapy: 
Medications to alleviate with-
drawal symptoms and enhance 
abstinence – for example, antide-
pressants and other psychotropic 
medications have proven effective 
in treating sex addiction; and

 Recovery support: Ongoing 
involvement in self-help groups, 

Continued on page 28
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Gambling’s Impact on the Workplace
Issue is an Overlooked Problem

“They like to be in control and may excel in leadership positions. In short, they may have the  
characteristics of an otherwise ideal employee. This means that disordered gambling is difficult to detect.”

featurearticle

Gambling, also known 
as “betting” and “gam-
ing,” refers to any 

behavior that involves the risk 
of losing money or valuables 
on the outcome of a game, con-
test, or other event. Most peo-
ple are able to gamble with lit-
tle or no adverse consequences; 
they are commonly referred to 
as “social gamblers.”

According to one national 
survey, 82% of American adults 
gambled during the previous year, 
and 23% played some type of 
game at least weekly (Ciarrocchi, 
2002). In states that have lotter-
ies, 66% bought tickets at least 
occasionally, while 13% were 
weekly players.

Disordered Gambling
But for others, gambling 

can become an uncontrollable 
problem. Disordered gambling 
is a progressive addiction 
characterized by an increasing 
preoccupation with gambling. 
This involves a need to bet 
more money more frequently, 
causing restlessness or irritabil-
ity when attempting to stop, as 
well as “chasing” losses, and 
a loss of control, manifested 
by continuation of gambling 
behavior in spite of mounting, 
serious, negative consequences 
(Heineman, 1992).

In 2013 alone, an estimated 
8 million Americans gambled 
in ways that caused harm to 
themselves and their families 
(Shaffer, 2013).

Although gambling may not 
produce the cognitive or physi-
cal impairment associated with 
alcohol or drug abuse, an obses-
sion with gambling can be just as 
devastating. Disordered gambling 
risks disruptions in all major areas 
of life: psychological, physical, 
social or vocational.

Significant Workforce Issue
Disordered gambling has 

received little attention in EAP 
literature to date. Although not 
often recognized, problem gam-
bling is a significant workforce 
issue. This largely occurs through 
lost time and productivity, or in 
desperate situations the gam-
bler may resort to theft, fraud or 
embezzlement. Individuals with 
gambling problems can become 
so preoccupied with gambling 
that the workday is often spent 
either in the act of gambling, 
planning the next opportunity to 
gamble, or plotting to get money 
to gamble.

Disordered gamblers tend to 
be intelligent, outgoing, ener-
getic, competitive and adventur-
ous individuals. They like to 
be in control and may excel in 

leadership positions. In short, 
they may have the characteristics 
of an otherwise ideal employee. 
This means that disordered 
gambling is difficult to detect. 
Because gambling is a legal and 
acceptable activity, most gam-
blers do not try to conceal the 
fact that they gamble.

However, like persons suffer-
ing from other addictions, they do 
deny or minimize any problems 
caused by gambling. They typi-
cally conceal the magnitude of their 
losses and the financial transactions 
required to cover them from their 
spouse, family, and friends (Lesieur 
& Rosenthal, 1996).

The gambler becomes unreli-
able, misses deadlines and meet-
ings, and produces poor quality 
work. Physical and emotional 
health problems associated with 
excessive gambling, such as 
depression, anxiety, and high 
blood pressure, may surface. 
Employees with gambling prob-
lems have a high rate of suicide 
and attempted suicide, and 
stressed family members are also 
at risk of committing suicide. 
This is because the problems 
can appear so severe that tak-
ing one’s life looks like the only 
“way out.”

As mentioned, crime may also 
result once all legitimate avenues 
to obtain cash are exhausted. 

|By Tom Broffman, PhD, CEAP, SAP
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Money is the gambler’s key to 
action, but they don’t tend to see 
this activity as theft. Rather they 
see it as “borrowing money” and 
plan to replace it when they win 
(Nower, 2004).

The DSM-V and Disordered 
Gambling

Employee assistance profes-
sionals need to be aware that the 
latest edition of the Diagnostic 
and Statistical Manual of Mental 
Disorders (DSM-V) has reclas-
sified pathological gambling as 
“Gambling Disorder.” In so doing, 
gambling has joined substance-
related addictions in a renamed 
cluster referred to as “Addiction 
and Related Disorders.” The 
DSM-V has made two other  
significant changes:

 An illegal act (like theft or 
fraud) to pay for gambling is no 
longer considered a sign of patho-
logical gambling. According to 
the DSM-V, a gambling disorder 
is defined as persistent and recur-
rent problematic gambling leading 
to clinically significant impair-
ment or distress, as indicated by 
the individual exhibiting four 
or more criteria in a 12-month 
period of the behaviors that are 
outlined below.
 This threshold has been low-

ered from five to four diagnostic 
criteria. The new diagnostic  
criteria are:

• Needs to gamble with increas-
ing amounts of money in 
order to achieve the desired 
excitement;

• Is restless or irritable when 
attempting to cut down or stop 
gambling;

• Has made repeated attempts 
to control, cut back, or stop 
gambling;

• Is often preoccupied with 
gambling;

• Often gambles when feeling 
distressed;

• After losing money gambling, 
often returns another day 
to get even (“chasing one’s 
losses”);

• Lies to conceal the extent of 
involvement with gambling;

• Has jeopardized or lost a sig-
nificant relationship, job, or 
career opportunity because of 
gambling; and

• Relies on others to provide 
money to relieve desperate 
financial situations caused by 
gambling.

Severity: Mild – 4-5 criteria 
met; Moderate – 6-7 criteria met; 
Severe – 8-9 criteria met.

The Course of Disordered 
Gambling

Disordered gambling typically 
occurs through four phases:

* Phase 1: The winning 
phase is more common in “action 
seekers” (typically men) rather 
than “escape gamblers” (usu-
ally women). Initially occasional 
gambling is followed by more 
frequent gambling with each 
big win, increasing the betting 
amount, and fueling unreasonable 
optimism and feeling of omnipo-
tence (e.g. bragging about win-
ning while minimizing losses).
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* Phase 2: This phase often 
begins with an unpredictable los-
ing streak, yet the person can’t 
stop gambling (“chasing”), bor-
rowing money (bailouts), and 
covering up and lying, affecting 
work and home life. This begins to 
affect the individual’s personality, 
such as irritability and restlessness.

* Phase 3: This phase usually 
starts with gambling away funds 
from a “bailout” that were sup-
posed to pay off debts. Options 
decrease and illegal and immoral 
acts occur, which affects the per-
son’s reputation, and alienates 
family and friends. This is the 
most common time for seeking 
help after “hitting bottom.”

* Phase 4: Helplessness is 
characterized by suicidal thoughts 
and attempts (15% to 25% preva-
lence rate of suicide), major depres-
sion, comorbid substance abuse, 
divorce, emotional breakdown, and 
arrests (Ladouceur, et al 2002).

Relationship to Other Addictions
Compulsive gamblers fre-

quently also suffer from other 
addictions such as alcoholism and 
drug abuse, as well as mental ill-
ness. A summary of several empir-
ical studies indicates that 95% of 
compulsive gamblers in treatment 
reported using drugs at some point 
in their lives, while 16% of 117 
methadone patients were probably 
pathological gamblers (McCown 
& Chamberlain, 2000).

Additionally, drug users are 
5 to 10 times more likely to be 
pathological gamblers than non-drug 
users (Federman, Drebing, & Krebs, 
2000). Pathological gamblers are:

• Sixteen times more likely 
than other gamblers to have 
criminal tendencies;

• Three times more likely to suf-
fer from a phobic disorder; and

• Seven times more likely to 
suffer from alcoholism.

Although pathological gam-
blers are not significantly more 
likely to experience major depres-
sion, they are almost four times 
more likely to attempt suicide 
(Petrey, 2005).

Screening
The aim of numerous screening 

tools is to identify the possible 
presence of problem gambling 
and is not meant as a substitute 
for a diagnostic interview. The 
tools include:

 Lie-Bet tool –www.ncp 
gambling.org/files/NPGAW/Lie_
Bet_Tool.pdf
 Centre for Addiction 

and Mental Health (CAMH) 
Gambling Screen – www.problem 
gambling.ca/EN/Documents/CAMH 
%20Gambling%20Screen.pdf.

Treatment
Cognitive errors such as 

gamblers’ beliefs about random-
ness and chance, and the false 
notion that they can control and 
predict outcome, play a key role 
in the development and continu-
ance of gambling. Cognitive 
therapy attempts to correct 
these errors, which reduces the 
motivation to gamble.

Although a number of psy-
chological interventions are 
effective in treating pathologi-
cal gambling, no one approach 
is clearly superior. However, 
cognitive behavioral treatments 
look particularly promising and 
multimodal treatments tend 
to be used (Berman & Siegel, 
1998). Also, no drug has been 
approved for use in the U.S.  
to treat pathological gambling 
and no clear guidelines are  
currently available.

Workplace Gambling Policies
Even though many workplaces 

have drug and alcohol policies 
to guide how these issues are 
addressed, gambling policies are 
not yet common. In a survey con-
ducted by the Society of Human 
Resource Management (Paul & 
Townsend, 1998), only 23% of 
respondents indicated that they 
had written policies related to 
workplace gambling.

A gambling policy should out-
line who in the company should 
address employee health and 
performance concerns, and it 
should include a harm reduction 
and supportive approach. Harm 
reduction focuses on reduc-
ing the harms resulting from 
problematic gambling without 

“Employees with 
gambling problems 
have a high rate of 

suicide and attempted 
suicide, and stressed 
family members are 

also at risk of  
committing suicide.”
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eliminating it altogether. Support 
and commitment from senior 
management is also important to 
ensure the implementation of any 
policy developed.

Various stakeholders, such as 
local gambling and health agen-
cies, insurance companies, and 
EAP providers can also contrib-
ute to the policy development 
process.

Resources
Many states and EAPs oper-

ate problem gambling help lines 
which are available 24/7 and 
are free to gamblers and family 
members. That last point is cru-
cial since families worry about 
finances and may also need 
help. Two particularly good 
resources include the National 
Council on Problem Gambling 
(www.ncpgambling.org) and 
Gamblers Anonymous. A list of 
local meetings is available at 
www.gamblersanonymous.org/
ga/locations. v

Thomas E. Broffman, PhD, LICSW, 
LCDP, LCDS, CEAP, is an assistant 
professor in the BSW program at 
Eastern Connecticut State University.  
He has operated an internal EAP 
for Allied Signal Corporation in RI 
and in 2006 was awarded the Social 
Worker of the Year in Addictions by 
the Rhode Island Chapter of National 
Association of Social Workers. He has 
served as an international, national 
and regional presenter on problem 
gambling issues, and as a board 
member of the National Council on 
Problem Gambling.
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EAPA LEARNING CENTER OFFERINGS
EAPA’s Learning Center provides more value to EAPA 

members than ever. The Learning Center is a collection of 
live online courses and webinars, featuring experts in the 
field, as well as EAPA’s Conference on Demand website, 
which hosts courses from EAPA’s 2013 & 2012 World EAP 
Conferences, and a free members-only, non-credit archive 
of all previously recorded Annual World EAP Conferences.

The Conference on Demand allows users to access 
professional development opportunities from Android, 
Windows, or iOS powered tablets and mobile phones, in 
addition to desktop or laptop computers.

Visit www.eapassn.org/onDemand and take a look at 
what EAPA’s Learning Center can offer you!

Live Online Courses Presenters PDHs Domain
Online CEAP Exam Prep Course Liz McBride-Chambers, Polly Moutevelis-Burgess, 

Bruce Prevatt
6 I, II, III

Elevating Ethical Awareness Lisa Cooper-Lucas, Henri Menco, Rebecca Williams, 
David Nix, Judy Cantwell, Michael Mannix, Bernard 
Beidel

2 I

FREE Archived Course  
www.eapassn.org/onDemand

Presenters PDHs Domain

The EAP and Behavioral Health 
Professional’s Guide to Screening, Brief 
Intervention and Treatment

Tracy McPherson, Cynthia Moreno-Tuohy, Jan Price, 
Eric Goplerud

6 II, III

2013 World EAP Conference On Demand 
www.eapassn.org/onDemand

Presenters PDHs Domain

Rachel’s Challenge: Answering Violence 
with Kindness and Compassion

Darrell Scott 1 III

Evaluating a Resiliency Approach for EAP 
Critical Incident Response

Robert Intveld, LCSW 1.25 II

How Recent Innovations in Technology 
and Analytics Can Transform the EAP 
Industry

Tom Amaral, Ph.D., John Pompe, Psy.D., SPHR, 
Dave Sharar, Ph.D.

1.25 I

Igniting Behavior Change: Infusing Your 
EAP Practice with Coaching Techniques

Jill Meece Barnette, LCSW, ACC 0.75 III

Prevention as Cure:  Next Generation 
Workplace Wellness and EAP Programs

Denise Kalos, HCS, Julius Schillinger, Ph.D. 1.25 II

Screening and Brief Intervention for At-
Risk Drinking: Outcomes Six-Months Later

Susan Baker, MSW, CEAP, David Lower, MSW, 
CEAP, Patricia McKee, M.A., LMHC

1.25 II

Building a State of The Art In-House 
Employee Assistance Program

Carol Kerr, LPC, CEAP 1.25 I

EMDR in the EAP: Innovative Solutions for 
Trauma and Distress in the Workplace

Rhonda Ferrell, LPC, CEAP, Mark Dunn, LPC, 
NBCCH

1.25 III

Best Practices for Surveying EAP Clients: 
Validate the Case for Your EAP

James Harting, LCSW, CEAP, Dave Sharar, Ph.D. 1.25 I

EAP Best Practices for Developing and 
Maintaining a High Quality EAP Provider 
Network

Patrick Williams, LMFT, CEAP, Sharon O’Brien, 
MSW, LSW

1.25 I

It’s Not Just A Job: Strategies for EAP 
from Vocational Research

Richard Ponton 1.25 II

Hurricane Sandy:  Creative Action From 
an Embedded EAP

Sandra Turner, Ph.D., Christine Young, MSSA, LSW 1.25 II
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2013 World EAP Conference On Demand 
www.eapassn.org/onDemand

Presenters PDHs Domain

An Ounce of Prevention is Worth a Pound 
of Cure:  The Conflict Management 
Toolbox

David Doto, J.D., LL.M, Jeffrey Husserl 1.25 II

Workplace Implications of the Opiate 
Addiction Epidemic and Synthetic Drug 
Misuse

Jeffrey Reynolds, Ph.D., CEAP, Stephanie Siete 1.25 II

Video Conferencing in the EA Field: 
Current Practices and Future Trends

Tom Farris, Ph.D. 1.25 I

From Research to Practice: Building Work 
Cultures that Support Thriving

Nancy Spangler, Ph.D., OTR/L, Michael Paolercio, 
MPA, CEAP, James O’Hair, LCSW, CEAP, Jeff 
Christie, LCSW, CEAP

1.25 II

Peer Support: Extending the Reach 
of EAPs Among Emergency Service 
Personnel

Gerald Lewis, Ph.D. 1.25 II

Mindfulness: Practical Applications for the 
Employee Assistance Professional

Bruce Greenhalgh 1.25 III

Domestic Violence: Dispelling Myths and 
Defining Realities

Stephanie Angelo, BSBM, SPHR, Anthony Rizzuto, 
BS, CASAC

1.25 III

Ignite! Hot Topics in EAP Presented in a 
Flash

Gregory Bayer, Ph.D., Michelle Holmberg, Candice 
Porter, MSW, LICSW, Bryan Hutchinson, M.S., CEAP, 
Douglas LaBelle, LCSW, CEAP

0.5 I, II, III

The Hero’s Journey: Legendary 
Leadership and Epic Client Engagement

Jeffery Mangrum 1.25 III

The Future of Crisis Response: What 
Works, What Hurts

Jeffrey Mitchell, Ph.D. 1.25 III

The Cutting Edge: Two Research Studies 
on the Current State of EAPs

Bernie McCann, Ph.D, Dirk Antonissen, Stan 
Granberry, Ph.D., Manuel Sommer, Ph.D.

1.25 I

Critical Connection: Understanding the 
Link Between Substance Abuse and WP 
Violence

Kelly Wilson, Psy.D., L.P., Link Christin, M.A., J.D., 
L.A.D.C. 

1.25 II

Counselor Wellness: EA Professional Heal 
Thyself!

John Newport, Ph.D., CEAP 1.25 III

California Zephyr Accident June 2011 - 
Family Assistance Response

Steve Garnham, M.A., CEAP 1.25 III

Maintain Your Brain: An Overview of a 
Workplace Cognitive Fitness Program

Mike Parrish, MSW 1.25 II, III

Digital Intervention Supporting Expats: 
Helping Anytime, Anywhere

Paul Wittes, MSW, Barbara Veder, MSW, RSW 1.25 I, II

Integrating EAP with Community as 
Demonstrated by Two Sandys: Sandy 
Hook and Hurricane Sandy

James Nestor, MAS, CEAP 1.25 II

Caring for Aging Parents & Impact on the 
Workforce

Nina Cohn, Cory Benson, Kelly Myers, Sharon 
O’Brien, MSW, LSW

1.25 III

Improving Clinical Accuracy With 
Screening and Brief Intervention (SBI) in 
EAP

Christopher Knoepke, MSW, LSW , Caitlin Kozicki, 
LPC, CEAP, Melissa Richmond, Ph.D.

1.25 II

Research Roundtable: Building a Practice-
Based Research Network (PBRN)

Daniel Hughes, Ph.D., CEAP, Tom Amaral, Ph.D., 
Tracy McPherson, Ph.D., Beverly Younger, Ph.D., 
LCSW

1.25 I
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2013 World EAP Conference On Demand 
www.eapassn.org/onDemand

Presenters PDHs Domain

EAP and Wellness Across Cultures: 
Service Consistency and Local Relevance

David Levine, Nicholas Malhomme, M.B.A., M.A. 1.25 I

Uncloaking the RFI-RFP Process 
from Three Perspectives: Consultant, 
Purchaser and Bidder

Stan Granberry, Ph.D., Michael Hack, Tom Shjerven, 
B.A., CEBS, Chester Taranowski, Ph.D., CEAP

1.25 I

Understanding the Violent Mind Bruce Blythe, LP 1.25 III

Conversations with Your Computer: 
Practicing Alcohol Screening and Brief 
Intervention Skills

Tracy McPherson, Ph.D., Susan Schroeder, MPH, 
MCHES

1.25 II

The Biggest Little Untapped Market: EAP 
Practice with Small Businesses

Maureen Carney, MSW, LCSW, Kate Aronoff, LPCC, 
CEAP, Christopher Knoepke, MSW, LSW

1.25 I, II

Manager’s Guide to Suicide Postvention 
in the Workplace: 10 Objectives in the 
Aftermath

Judy Beahan, MSW, Sharon O’Brien, MSW, LSW 1.25 II, III

The Power of Benefit Integration: 
Increasing Employee Engagement and 
ROI

Gene Raymondi 1.25 II

Heating it Up in the Workplace! Yoga-
Mindfulness Tools for Life and Work 
Balance

Dori DiPietro, LCSW, CEAP 1.25 III

Empowering the EAP Affiliate Provider Claire Sutton, M.A., CEAP 1.25 I

Organizational Happiness in China: 
Empirical Research and EAP Application

Xiaoping Zhu, Tao Jiang, Xichao Zhang, Xichao 
Zhang, Huahui Zheng, Xiaojiao Li

1.25 I, II

The Business Value of Employee 
Assistance: A Review of the Art and 
Science of ROI

Mark Attridge, Ph.D 1.25 I

Articulating the EAP Value Proposition: 
Progress and Challenges

Beverly Younger, Ph.D., LCSW, Daniel Hughes, 
Ph.D., CEAP

1.25 I

Employers, EAP’s & the Coming Aging 
Tsunami

Chris Hylton, MA 1.25 II

Safe At Work: The EAPs Role in 
Addressing Workplace Domestic and 
Sexual Violence

Maya Raghu 1.25 II

Healthcare Overhaul:  Impact of SBC 
Disclosure Requirements on EAPs

Puneet Leekha 0.5 I

Sidekick App for Adults with ADHD: 
Transforming Work Performance & 
Satisfaction

Amy Birney, MPH, MCHES 1.25 II, III

Three Levels of Investment in Employee 
Assistance Programs and Their Resulting 
ROI

Tom Amaral, Ph.D. 2 I

Social Media, Online Technologies and 
Apps - What’s Next for EAPs 2.0?

Michael Klaybor, Ed.D., CEAP, Barbara Veder, MSW, 
Marina London, LCSW, CEAP, Pablo McCabe 

2 I

Hurricane Sandy and the Newtown 
Shootings: CIR as an Element of 
Enterprise Resilience

Jeff Gorter, LMSW, Elizabeth Stevens 2 II, III

Crossing Borders: A Multi-Cultural View of 
EAP Services

Jenny Espinoza, M.A., LCP, Dirk Antonissen, Kaoru 
Ichikawa, Ph.D., LCSW, CEAP, Ian Shakespeare, 
Amina Oezelsel, Ph.D., Hartmut Wigger, Ph.D.

2 I
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The following is a “roundup” 
of some of the sessions 
attended by JEA Editor Mike 

Jacquart at EAPA’s 2013 World 
EAP Conference in Phoenix, Ariz., 
October 16-19, 2013. More in-depth 
articles from some of these sessions 
are planned for the JEA in 2014. 

 Screening and Brief 
Intervention for At-Risk 
Drinking: Outcomes Six Months 
Later – Presented by Susan Baker, 
David Lower, and Patricia McKee, 
this panel examined a screening 
and brief intervention (SBI) initia-
tive implemented in a call center.

Of the 4,047 employees screened 
in the presenters’ study, 28% 
screened positive for AUDIT-C, 
a screening tool for identifying 
people who are hazardous drinkers 
or who have alcohol use disorders. 
Overall “takeaways” for practitio-
ners utilizing SBI were:

• Be prepared to listen to 
“change talk” by clients;

• Respond to the client’s auton-
omy – and his/her ability to 
problem solve, not just that of 
the practitioner;

• Be sure of going through doors 
that the client opens; and

• Ensure that client and practi-
tioner are working together.

 Best Practices for Surveying 
EAP Clients: Validate the Case 
for Your EAP – Offered by James 
Harting and Dave Sharar, the pre-
senters reviewed how outcome-driven 
surveys can increase client response 
rates and satisfaction. And what IS a 
good response rate? They said 50% 
is generally considered the minimum; 
but a 19% response rate is more 
typical. Strategies that Harting and 
Sharar presented for enhancing return 
rates for EAP surveys included: 

obtain good “locator” info at intake; 
and develop “rapport” at intake and 
explain the reason for future contact. 
“A side benefit to good response rates 
is that it can lead to more follow up 
in other areas of EAP,” Harting said.

 The Cutting Edge: Two 
Research Studies on the Current 
State of EAPs, was moderated 
by Bernie McCann, and presented 
by Dirk Antonissen, Terry Cahill, 
Stanford Granberry, and Manuel 
Somner. The presentation featured 
results of two privately funded studies 
by the Employee Assistance Research 
Foundation, one undertaken by ISW 
Limits, and the other by the National 
Behavioral Consortium (NBC).

Granberry served as the pri-
mary investigator for the NBC 
“Industry Profile of External EAP 
Vendors.” Portions of the extensive 
NBC research have begun to be 
published, including “Mergers & 
Acquisitions: A Neglected Area of 
EAP Literature” in the 2nd quarter 
2013 issue of the JEA. A follow-up 
article is planned for this year.

Somner and Antonissen were 
among the investigators for ISW 
Limits’ “Eureka: An Employee 
Services Perception Study in 
Continental Europe.” Countries 
studied were: Belgium, France, the 
Netherlands, Portugal, Spain and 
Greece. “Hopefully, this study will help 
to put EAPs and mental health in gen-
eral, higher on the agenda for European 
policy makers,” the researchers wrote. 
Additional information on both studies 
is offered at: www.eapfoundation.org.

 Digital Intervention 
Supporting Expats: Helping 
Anytime, Anywhere, was led by 
Paul Wittes and Barbara Veder 
with Shepell.fgi. The focus was on 
addressing how organizations can 
use digital technology to enhance 

the probability for success on inter-
national assignments. The top five 
locations for expatriates are the U.S., 
U.K., China, Singapore and India.

Overall failure rate is 6%; with 
“failure” defined as premature return 
from an international assignment. 
According to Wittes, expatriate chal-
lenges that increase risk of failure 
include: back-to-back assignments 
(similar to the cumulative trauma 
seen among veterans with multiple 
deployments), personal/family 
adjustments, lack of social support, 
and communication barriers.

Still, the presenters stressed 
that digital service options, such as 
e-counseling, video counseling, and 
other online tools, DO help. “Global 
services are evolving day to day and 
we [EAP] must keep pace,” they said.

 The Biggest Little Untapped 
Market: EAP Practice with Small 
Businesses was presented by Kate 
Aronoff, Maureen Casey, and Chris 
Knoepke. Small businesses are gain-
ing in importance in the U.S. labor 
market, and the presenters offered 
practical advice on how to help EAP 
better tap into this market.

The majority have a lack of 
access to EAP and other benefits. 
Small business vulnerabilities 
include: a lack of HR policies and 
drug testing, higher turnover, and 
no checks and balances.

The presenters used several 
audience role-playing exercises to 
illustrate the differences in how 
an EA professional might help a 
small business owner resolve a 
particular problem – as opposed 
to a larger employer, who would 
likely have clearer policies. “Small 
businesses have high need for 
services, but there are unique con-
siderations for working with small 
business owners,” they wrote. v

EAPA’s 2013 World EAP Conference
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Chemical dependency treatment 
programs are changing, and 
the role of the EAP needs to 

evolve with them. Insurance compa-
nies no longer wish to pay for 28-day 
residential treatments, although this 
trend also coincides with the move-
ment away from the one-size-fits-all 
approach to treatment.

Upon announcing a recent 
merger with the Betty Ford Center, 
the CEO of Hazelden Foundation, 
Mark Mishek, noted: “As we 
looked at what was coming down 
the pike with health reform … the 
world of the free-standing residen-
tial centers wasn’t going to cut it.”

A groundbreaking report by 
the National Center on Addiction 
and Substance Abuse at Columbia 
University noted, “Only a small 
fraction of individuals receive 
interventions or treatment con-
sistent with scientific knowledge 
about what works.”

But before we can examine 
where treatment should be going, 
it’s necessary to look at where it is 
at present.

It’s All in How You Look at 
Treatment

I had a client who went straight 
from an intervention to a residential 
12-step treatment program. He par-
ticipated in all the groups, lectures 
and did the assignments. In group 
settings he would admit to being 
an alcoholic, but alone with his 

counselor he resisted the idea that 
he was powerless over his drinking. 
He believed he could drink without 
becoming intoxicated.

Performing my own chemical 
health assessment, I found that six 
times over the past year my client 
had been at weddings and confer-
ences with an open bar, and each 
time he became very drunk, twice 
to the point of blackouts. However, 
his weekly drinking was limited to 
weekends, where he would have on 
average four to six drinks per day.

Using the Rethinking Drinking 
booklet produced by the National 
Institutes of Health, we found that 
after three months of recording his 
drinking, my client remained at 
the low-risk level – even when he 
was at functions with an open bar. 
(Low-risk drinking was defined for 
men his age as no more than four 
drinks per day or 14 in a week.)

Was my client chemically 
dependent? Was he misdiagnosed? 
Was he like a cancer patient in 
remission? It depends on the par-
ticular glasses you’re wearing.

How We Got Here
If your vision of addiction is 

through a 12-step lens, you will see 
my client as being in denial and still 
on the path of an incurable, pro-
gressive disease. In this scenario, it 
won’t be long before he relapses and 
quickly returns to the level of drink-
ing that led to his intervention.

Prior to Alcoholics Anonymous, 
alcoholism was considered a moral 
weakness. Treatment options were: 
being committed to a locked ward 
in a mental hospital, being thrown 
into jail, or being homeless and 
living off the streets. Alcoholics 
Anonymous and its 12-step pro-
gram changed all that.

The 12-step treatment program 
grew because it worked. People 
who went through treatment and 
“worked the program” were saved 
from the debilitating powers of 
addiction. They, in turn, reached out 
to assist other addicts, so the 12-step 
program grew and was replicated 
across the United States. SAMSHA 
(Substance Abuse and Mental 
Health Services Administration) 
announced that over 90% of alcohol 
and drug treatment programs in the 
U.S. are based on the 12 steps of AA 
(SAMSHA, 2010).

What I did not know was that 
many people stop drinking on their 
own without going through treat-
ment or attending AA. One study 
indicated that “about 75% of per-
sons who recover from alcohol 
dependence do so without seek-
ing any kind of help” (NIAAA 
Spectrum, 2013). A more nuanced 
study suggests that anywhere from 
20% to 80% of people who over-
come addictions do so without help.

An article in the journal 
Addiction points out that a shorter 
history of problematic substance 

|By Brad McNaught, M.Div., LADC, CEAP

The Evolving Role of EAP in 
Addiction Treatment

“No single treatment is appropriate to everyone. Matching treatment settings, interventions,  
and services to an individual’s particular problems and needs is critical…”
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use, less severe addiction, good 
health, finances, support, etc., 
and fewer mental health problems 
make “natural recovery” more 
likely (Addiction, 2010).

Whatever the percentage, this 
notion challenges the fundamental 
concept of 12 steps treatment that 
an addict is “powerless” and has 
“lost control.” The previously men-
tioned Spectrum newsletter drew 
the following conclusions from cur-
rent evidence-based research:

 Many heavy drinkers do not 
have alcohol dependence. Even 
for people who have five or more 
drinks a day (the equivalent of a 
bottle of wine) the rate of develop-
ing dependence is less than 7%.

 Most people who develop 
alcohol dependence have mild to 
moderate disorder, in which they 
primarily experience impaired 
control. In general, these people 
do not have severe alcohol-related 
relationship, vocational or legal 
problems.
 About 70% of affected per-

sons have a single episode of less 
than four years. The remainder 
experiences an average of five epi-
sodes. Thus, it appears that there 
are two forms of alcohol depen-
dence: time-limited, and recurrent, 
or chronic. 
 Twenty years after onset of alco-

hol dependence, about ¾ of individu-
als are in full recovery; more than half 
of those who have fully recovered 

drink at low-risk levels without symp-
toms of alcohol dependence. 

Impact on Employee Assistance
What difference does all this 

make to employee assistance 
professionals? Lots! Our under-
standing of alcohol dependence 
needs to change from an incurable, 
progressive disease to a chronic 
disease model, in which the depen-
dent person is more like someone 
with diabetes or hypertension than 
the Nicolas Cage character in the 
movie Leaving Las Vegas.

This paradigm change, in fact, 
is reflected in the latest edition 
of the Diagnostic and Statistical 
Manual of Mental Disorders 
(DSM-V), in which substance 

RecoveryTrek is a Treatment Monitoring, Drug 
Testing, and Software solution provider working with 
Addiction Professionals. Our software and drug 
testing services involve the complete information 
management and random compliance testing, 
tracking, and reporting used to monitor and improve 
outcomes of the entire recovery process.

We provide a service that uses technology 
and drug testing to track a patient’s 

success and reduce relapse.

Our Free Success Management Software (SMS) is a robust 
case management system. Here are a few bene�ts:
-Real-time Tracking & Reporting
-Customization for Each Program
-Integrated Drug Testing Programs
-Securely Store and Monitor Data
-Accessible on Mobile and Web

www.recoverytrek.com
greatsupport@recoverytrek.com
1-757-943-9800
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dependence and alcohol depen-
dence are referred to as “Substance 
Use Disorder” and under it, 
“Alcohol Use Disorder”.

The expectation of someone 
leaving a residential or outpatient 
treatment program is that they will 
remain abstinent for the rest of 
their lives. Relapse is considered 
a failure on the patient’s part, and 
they are sent back into treatment to 
get it right this time. The approach 
will essentially be the same – 
really work the 12 steps this time!

But would we expect a diabetic 
to be “cured” after one treatment? 
Wouldn’t the doctor work with the 
diabetic patient to adjust medica-
tions and take another look at diet 
and exercise? Would we be sur-
prised by a sugar crisis (relapse)?

Defining successful substance 
abuse treatment as one that pro-
duces 100% abstinence for the 
rest of a person’s life is naïve and 
a useless benchmark. However, 
if we begin to define success as 
learning to manage the condition 
and gaining the support needed, 
there are multiple approaches we 
can use in helping a client.

It is the employee assistance 
professional’s responsibility to 
make sure that treatment is indi-
vidualized. As mentioned, there 
are two forms of alcohol depen-
dence: time-limited and chronic. 
Does the client’s chemical health 
assessment and treatment plan 
reflect these differences?

Currently, many treatment pro-
grams are most appropriate for 
chronic and recurrent dependent 
persons. Most go to either a 28-day 
residential program or as an outpa-
tient client going through the same 
basic program over several months. 

But who goes where is largely 
determined by insurance compa-
nies. This would be like sending 
all patients to an Intensive Care 
Unit. Some people have clearly 
progressed to the point of having 
a chronic and progressive disease 
and are in need of a residential 
or outpatient treatment program: 
1% severe dependence and 3% 
functional dependence (Hasin et 
al. 2007). However, many more 
persons have a mild or moderate 
addiction as determined on a con-
tinuum of severity. How is treat-
ment addressing their needs?

The adage “you own what you 
help create” is very true in a cli-
ent’s treatment plan. Dr. David 
Mee-Lee, one of the national lead-
ers in evidence-based substance 
treatment writes in his February 
2013 Tips and Topics on the sub-
ject of individualized treatment: 
“A ‘levels’ (treatment) system 
directs the client’s attention to 
compliance to tasks. But we want 
their energy directed toward 
resolving their unique combina-
tion of obstacles to their recovery. 
We work with them to apply their 
personal strengths, skills and 
resources to advance recovery” 
(Mee Lee, 2013).

In other words, each client is the 
person most familiar with and most 
responsible for the success of a 
treatment plan. Progress is based on 
outcomes tailored to the treatment 
plan instead of compliance with 
program levels and milestones.

EA professionals are in the 
unique position of making sure the 
client’s treatment follows Principle 
No. 2 in the National Institute on 
Drug Abuse (NIDA):Principles 
of Drug Addiction Treatment: a 

Research-based Guide: “No single 
treatment is appropriate to every-
one. Matching treatment settings, 
interventions, and services to an 
individual’s particular problems and 
needs is critical to his or her ultimate 
success in returning to productive 
functioning in the family, workplace 
and society.”(Mee Lee, 2013)

Recommendations
Here are some things an EA 

professional should look for in 
determining an effective, individu-
alized treatment program:

 How can a program 
integrate techniques such as 
Motivational Interviewing and 
Stages of Change if all clients 
are expected to do the same 
assignments regardless of the 
stage and readiness to embrace 
recovery? A SAP client who is in 
treatment to keep his or her job 
may be at a Pre-contemplation 
Stage of Change, which is very 
different from the client whose 
partner has threatened to leave and 
take the children if the substance 
use doesn’t stop.

 How well does a program 
integrate chemical and mental 
health treatment for a person 
with a co-occurring disorder? 
If a client is using a substance to 
numb their feelings, when we take 
away the substance what will they 
use to deal with the pain? EAP 
can help make sure there is a con-
tinuum of care for the client.

 Does the treatment pro-
gram offer harm reduction to 
appropriate clients? Providing 
harm reduction means opening up 
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treatment for a person who may 
not want to quit using and does 
not have a lifelong goal of absti-
nence. Accepting treatment goals 
other than abstinence opens the 
door for a large part of the sub-
stance dependent population. But 
harm reduction does not equate 
to continued use. Harm reduc-
tion embraces the full range of 
harm-reducing goals including 
abstinence. It is meeting the client 
“where they are” in terms of needs 
and personal goals and working 
with them toward incremental 
positive changes in the right direc-
tion. Harm reduction can enhance 
self-efficacy and hope, which in 
turn makes further change possible 
(DeSanto, 2012).

Early Intervention
Finally, don’t forget the 

importance of early intervention. 
The B.I.G. (Brief Intervention 
Group) Initiative’s recommenda-
tion of incorporating the Alcohol 
Use Disorder Identification Test 
(AUDIT) screening as part of the 
client’s initial intake is an effective 
way of identifying someone with 
a mild or moderate dependence 
severity and educating them about 
low-risk drinking. As research 
shows, with the right education 
and motivation, this person will 
most likely not need a residential 
or outpatient treatment program.

I have found the NIH’s 
Rethinking Drinking to be an 
invaluable tool toward this end. 
This is a resource the employee 
assistance professional is in a 
unique position to offer. Space 
precludes me from listing more 
resources. To learn of others, email 
me at bmcnaught@doreap.com.

Summary
I have found the 12 steps to be 

helpful tools to live by. I enjoy 
meetings where men and women 
can be open, vulnerable, and car-
ing. I continue to offer AA groups 
as part of a recovery plan when the 
spirituality of the 12 steps comple-
ments the client’s belief system.

However, there are many other 
support and recovery networks – 
this article only touched on some 
of them. Health care reform may 
be pushing treatment changes, but 
the truth is individualized treat-
ment has always been necessary. 
One size never fits all. v

Brad McNaught is an employee assistance 
counselor with DOR & Associates. He 
has 12 years’ experience in EAP and has 
worked at three chemical health treatment 
programs. For more information, contact 
him at bmcnaught@doreap.com. 
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There are Many  
Roads to Recovery

“I do not believe our clients are served by a system that discourages abstinence as  
unrealistic any more than a system that rejects clients who are unwilling or unable to  
embrace lifelong abstinence. An understanding of recovery allows for many paths.”

featurearticle

Many EA profession-
als who have a back-
ground working with 

substance use disorders may 
be taken aback by some of the 
ideas presented in in this issue 
of the JEA by Brad McNaught, 
including the definition of 
“risky drinking” put forth by the 
National Institute on Alcohol 
Abuse and Alcoholism.

Based on results of an NIAAA 
survey of 43,000 U.S. adults, 
Rethinking Drinking presents sin-
gle-day and weekly low-risk limits 
for men and women. For men, 
these limits are no more than four 
drinks on any single day and 14 
drinks per week, and for women, 
no more than three drinks on any 
day and seven per week. Among 
people who exceed these limits, 
about 1 in 4 already has alcohol-
ism or alcohol abuse, and the rest 
are at increased risk for these and 
other problems.

Fourteen drinks seems like 
quite a bit of alcohol to some of 
us, but then we are often work-
ing with people who are already 
exhibiting symptoms and expe-
riencing negative consequences 
in their lives. NIAAA developed 
Rethinking Drinking as an early 
intervention tool.

“We know that many heavy 
drinkers are able to change 

on their own,” explains Mark 
Willenbring, M.D., director of 
NIAAA’s Division of Treatment 
and Recovery Research. 
“Rethinking Drinking is a con-
venient, low-cost way to provide 
the required information and 
tools for those able to change 
before they develop symptoms. 
People who have more severe 
alcohol involvement will require 
professional help, and starting 
with Rethinking Drinking may 
help them make the decision to 
seek help at an earlier stage in 
the disease process.”

A Complex Problem
Substance use disorders are 

a complex problem. Substance 
use exists on a continuum, from 
very few symptoms or negative 
consequences, all the way to 
destructive and fatal. Effective 
responses to substance use with 
negative consequences vary from 
delivering normative data and 
suggestions to cut down, build-
ing tools to reduce use, encour-
aging treatment that promotes 
abstinence, to supporting long-
term residential programs.

Sometimes it is discovered that 
the client is involved with risky 
substance use, although this is not 
the presenting problem. They may 
also come to EAP with difficult 

negative consequences already 
present in their lives – marital  
dissolution, health complications, 
and employment uncertainty. 
EAP response similarly varies, 
from using tools like Rethinking 
Drinking to making clients more 
aware of risk patterns, to harm-
reduction tools, to facilitating entry 
into an abstinence-based program.

Abstinence
Are abstinence based programs 

really a thing of the past? The 
disease model of addiction sees 
addiction as a chronic disease 
that cannot be cured but can be 
arrested. The goal is total absti-
nence so that craving and misuse 
is not re-triggered. Harm reduc-
tion addresses the consequences of 
high risk behavior. It does not pro-
mote total abstinence but instead 
promotes changes in behavior to 
decrease harm.

Moderation, risk reduction, and 
abstinence programs all have their 
place at different times along the 
continuum and they do share the 
goal of decreasing the negative 
consequences suffered by indi-
viduals who are using alcohol and 
other drugs. Most EA profession-
als would agree that there is no 
one-size-fits-all approach and that 
many people do not move through 
interventions in a linear fashion.

|By Tamara Cagney, Ed.D., MA, BSN
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I do not, however, agree with 
Mr. McNaught that “defining 
successful substance abuse treat-
ment as one that produces 100% 
abstinence for the rest a person’s 
life is naïve and a useless bench-
mark”. For some individuals that 
is exactly what is needed. 

Like many other EA profession-
als, I am actually more interested 
in “recovery” than the concept of 
abstinence. For AA “recovery” is 

a central concept underpinning 
an ongoing cognitive, emotional, 
behavioral, and spiritual process, 
shifting the emphasis from recov-
ery initiation – how to stop drink-
ing – to recovery maintenance 
– how not to start drinking – and 
from chemical sobriety to “emo-
tional sobriety”.

Viewing Recovery as a Process 
and the Goal

In 1982, the American Society 
of Addiction Medicine differ-
entiated between recovery (“a 
state of physical and psycho-
logical health, such as his/her 
abstinence from dependency-
producing drug is complete and 
comfortable”) and remission 
(“freedom from the active signs 
and symptoms of alcoholism, 
including the use of substitute 
drugs, during a period of inde-
pendent living”), and conceptu-
alized recovery as a “process”.

More recent definitions in 
the Journal of Substance Abuse 
Treatment highlighted the 
experiential process involved: 
“recovery is the experience (a 
process and a sustained status) 
through which individuals, fami-
lies, and communities impacted 
by severe alcohol and other drug 
(AOD) problems utilize internal 
and external resources to vol-
untarily resolve those problems, 
heal the wounds inflicted by 
AOD-related problems, actively 
manage their continued vulner-
ability to such problems, and 
develop a healthy, productive, 
and meaningful life”.

A consensus panel convened 
by the U.S. Betty Ford Institute 
saw recovery as a “voluntarily 
maintained lifestyle characterized 

by sobriety, personal health, and 
citizenship”, where “sobriety” 
meant abstinence from alcohol 
and other non-prescribed drugs, 
considered “stable” after five 
years, “personal health” referred 
to improved quality of personal 
life, and “citizenship” pertaining 
to living with regard and respect 
for others.

I agree that research has 
shown that of the varieties of 
recovery, “natural recovery’” 
without treatment has been 
found to be the most common 
way out of substance use dis-
orders, although in some stud-
ies based on relatively low-risk 
drinkers to begin with, and usu-
ally followed by one or more 
relapses. “Medication-assisted” 
recovery is also becoming 

“Are abstinence based 
programs really a 
thing of the past?  
The disease model  
of addiction sees 

addiction as a chronic 
disease that cannot 
be cured but can be 
arrested. The goal is 

total abstinence so that 
craving and misuse 
is not re-triggered. 
Harm reduction 

addresses the  
consequences of  

high risk behavior.  
It does not promote 
total abstinence but 

instead promotes 
changes in behavior 
to decrease harm.”
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increasingly recognized as a 
legitimate variant, exemplified 
by medically and socially stable 
patients on suboxone or metha-
done. Harm reduction programs 
not aimed at stopping alcohol 
and other drug use are also use-
ful and do not preclude, after an 
appropriate stabilization period, 
renewed attempts to achieve a 
goal of recovery. 

Summary
I do not believe our clients are 

served by a system that discour-
ages abstinence as unrealistic any 
more than a system that rejects cli-
ents who are unwilling or unable 
to embrace lifelong abstinence. An 
understanding of recovery allows 
for many paths.

Major features of recovery 
include a healing and growth pro-
cess spanning years rather than 
weeks or months, involving the 
initial stepping stones of partici-
pating in mutual support organiza-
tions, attending treatment focused 
on bio-psycho-social stabilization, 
skills building, and relapse preven-
tion, followed by a reconstructive 
journey ultimately aimed at dis-
covering a meaning and purpose to 
one’s life.

It is an appropriate EAP role 
to offer unwavering hope of full 
recovery and honestly review all 
options with the client. While 
“abstinence” and “recovery” are 
often used interchangeably, absti-
nence is a significant means to an 
end, not the end itself. v

Tamara Cagney works in EAP at Sandia 
National Laboratories in Livermore, CA. 
She may be reached at tcagney@sandia.gov.

References
Dawson, D. A., Grant, B. F., Stinson, F. S., 

Chou, P. S., Huang, B. and Ruan, W. J. 
(2005), Recovery from DSM-IV Alcohol 
Dependence: United States, 2001–2002. 
Addiction, 100: 281–292.

El-Guebaly N. (2012)The Meanings of 
Recovery from Addiction: Evolution 
and Promises. Journal of Addiction 
Medicine: 6(1), p 1–9.

Lopez-Quintero C., Hasin D.S., Pérez de 
los Cobos J. et al. (2011), Probability 
and Predictors of Remission from 
Life-time Nicotine, Alcohol, Cannabis 
or Cocaine Dependence: Results from 
the National Epidemiologic Survey 
on Alcohol and Related Conditions. 
Addiction: 106(3), p. 657–669.

“Rethinking Drinking: Alcohol and Your 
Health,” National Institutes of Health, 
Publication No. 10-3770. Reprinted 
June 2012.

White W.L. (2007) Addiction Recovery: Its 
Definition and Conceptual Boundaries. 
Journal of Substance Abuse Treatment, 
Volume 33, Issue 3, October 2007, 
Pages 229–241

White W.L. (2012) Recovery/Remission 
from Substance Use Disorders: an analy-
sis of reported outcomes in 415 scientific 
reports, 1868–2011. [US] Great Lakes 
Addiction Technology Transfer Center, 
Philadelphia Department of Behavioral 
Health and Intellectual Disability 
Services and Northeast Addiction 
Technology Transfer Center, 2012.

Advertise in

Contact
Joan Treece, Advertising Manager

(303) 242-2046
admanager@eapassn.org

 Get 

Global Exposure 
while contributing to  

the EAP profession —
Contribute an article 

to JEA!
Contact: Mike Jacquart, Editor

715-445-4386
journal@eapassn.org

Contact: Mike Jacquart, Editor
715-445-4386

journal@eapassn.org

Get 

Global Exposure 
while contributing to  

the EAP profession —
Contribute an article 

to JEA!



Professional Liability and Business Office 
Insurance for Employee Assistance Professionals

*  The insurance policies offered through TRMS are underwritten by ACE American Insurance Company, Philadelphia, PA, or other companies within the ACE Group. Surplus 
lines insurance sold only through licensed surplus lines producers. All products may not be available in all jurisdictions. The product information contained herein is a 
summary only. The insurance policy actually issued contains the terms and limits of the contract. Discounts apply only to Professional Liability Insurance premium.

Every time you provide professional services, you 
risk allegations of malpractice, error, or professional 
negligence. If you’re in independent practice, you 
also need protection from injuries, crimes, and 
damage to property occurring in your office. The 
EAPA-endorsed programs from TRMS provide 
affordable coverage tailored to your profession.

Whether you aim to buy insurance for the first 
time, switch from another carrier, or supplement 
your employer’s coverage, insurance is available 
to protect you in a broad range of employee 
assistance settings. Visit eapa.trustrms.com to 
learn about our broad coverage, competitive 
rates, and acclaimed customer service.

eapa.trustrms.com • (855) 655-1801

Searching for  
affordable insurance?

Save 10% if you’re a CEAP designee, 10% if you switch your  
coverage to TRMS, and 5% if you apply online.

Including case managers, counselors, occupational therapists, psychotherapists,  
substance abuse practitioners, marriage and family therapists, and social workers. 
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such as Gamblers Anonymous, 
Sex Addicts Anonymous, 
Workaholics Anonymous, etc. 
These and other group or individ-
ual venues for continuing care and 
support continue to grow and can 
provide valuable reinforcement 
during post-acute stages of treat-
ment and sustain recovery.

Summary
Unlike abstinence-based meth-

ods, treatment for process addic-
tions may not involve the complete 
elimination of all sex, eating, exer-
cise or computer use, but rather 
terminating the unhealthy aspects 
of these compulsive behaviors and 
maintaining ongoing involvement 

in a strength-based, healthy sus-
tainable recovery.

When individuals receive treat-
ment for process addictions, they 
can move from a cycle of harmful 
behavior to embracing the free-
dom of healthy living without the 
weight of cravings, compulsions 
and the negative effects of prob-
lematic activity. v

As an EAP consultant, Bernie McCann 
has assisted numerous EA providers, 
employers, labor unions, small businesses, 
and nonprofit organizations in implement-
ing strategies for employee assistance and 
healthy workplaces.
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Common Process Addictions
 Sex addiction – Also called 

Hypersexual Behavior Disorder, 
sexual addiction is a progressive inti-
macy disorder characterized by com-
pulsive sexual thoughts and/or acts. 
Some studies show it may affect 
5-6% of adults. Like other addic-
tions, over time, the sex addict usu-
ally has to intensify the behavior(s) 
to achieve the same results, and the 
negative impact on the addict and 
his or her family typically increases 
as the disorder progresses.

 Exercise addiction – This 
condition is characterized by 
compulsive physical activity, even 
when injury, fatigue or other nega-
tive consequences occur – such as 
reduced time spent for work, social 
or other recreational activities due 
to exercising. This condition may 
also occur with other conditions 
such as bulimia or anorexia.

 Compulsive overeating 
– Compulsive overeaters dis-
play a lack of control over the 
amount and frequency of their 
eating behaviors. This condi-
tion frequently entails bingeing 
or excessive snacking, and may 
also include other behaviors 
such as bulimia.

 Compulsive shopping – 
Chronic, continual purchasing 
that becomes a primary response 
to negative feelings or events. 
Associated negative consequences 
typically include financial prob-
lems, bad credit, shoplifting, etc.

 Compulsive Internet use 
– Excessive, impulsive, time-
consuming Internet use to the 
exclusion of normal social activi-
ties, or which has a significantly 
negative effect on life activities 

and responsibilities. Online “ven-
ues” may include video gaming, 
gambling, pornography, social 
media, etc.

 Compulsive gambling 
– Characterized by an uncon-
trollable urge to keep gambling 
despite increasingly negative 
consequences. Estimates of 
prevalence range from 1 to 3% 
of the U.S. population. A com-
pulsive gambler may continually 
“chase bets” (wager higher and 
higher amounts) in an attempt to 
reduce losses, lie about or hide 
behavior, and/or resort to theft 
or fraud to support continued 
betting. (Editor’s note: This 
topic is addressed in greater 
detail elsewhere in this issue of 
the JEA.) v

– Bernie McCann, PhD, CEAP

Continued from page 11
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EAP Research
EAPA’s Annotated Bibliography 
of Research Articles
www.eapassn.org/bibliography
EAPA Member Login is Required 
to access the webpage. This is a 
“members only” listing that goes from 
the present back to 2000. The articles 
are from a broad range of journals and 
other print media, and are listed in 
reverse chronological order.

Health Care
National Coalition for Cancer 
Survivorship
www.canceradvocacy.org
Founded by and for cancer survi-
vors, NCCS’s mission is to advo-
cate for quality cancer care for all 
people touched by cancer. 

Health Care
Patients Like Me
www.patientslikeme.com
This site features resources, infor-
mation, and support for a myriad of 
behavioral and physical diseases. In 
addition, it includes a revolutionary 
research platform that aims at doing 
almost real time research on new 
therapies and medicines.

Health Care Reform
Health Care Reform Portal
www.makinghealthcarereformwork.
com
This site serves as an on-demand, 
one-stop resource for reform informa-
tion. The site is continually updated 
with tools to help users navigate 
through the maze of changes.

Life Coaching
A Daring Adventure
www.adaringadventure.com
Tim Brownson is a life coach 
whose approach is based in hard 
science and utilizing the knowl-
edge of how our brains form hab-
its and patterns of behavior to our 
own advantage. His site features 
testimonials, videos, a blog and 
much more.

Substance Abuse
Addiction Search
www.addictionsearch.com
This comprehensive site offers 
a list of treatment providers, 
recovery blog, hotlines, FAQs, 
and more. v

webwatch
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newsbriefs

Vacation Views  
Vary Widely

Expedia.com® recently 
released the results of the 2013 
Vacation Deprivation® study, an 
annual analysis of vacation hab-
its among 8,535 employed adults 
across 24 countries and five con-
tinents. The study was conducted 
online by Harris Interactive. The 
study reveals a stark difference 
in attitudes toward work-life 
balance between countries. Key 
findings include:
 Americans treat vacations 

as a luxury rather than a right. 
Over the past year, Americans 
were afforded, on average, 14 days 
of vacation and took 10, leaving 4 
days on the table, twice as many 
as the previous year.

 The French lead the world 
in vacationing, taking all 30 pos-
sible days available to them. At 
the same time, 90% of employed 
French adults “feel vacation 
deprived,” well above the global 
average. The feeling of vaca-
tion deprivation is also prevalent 
in Italy (83%), Spain (78%) and 
Germany (74%), despite the fact 
that Europeans are afforded more 
vacation time than any other region.
 Asian and American atti-

tudes toward vacations are 
similar. While the Japanese are 
given a relatively robust 18 vaca-
tion days (the global average is 
20), they only take 7. Japan joins 
South Korea as the most vacation-
deprived nations in the study. 
 Many vacationers bring 

work with them, either by design 
or by habit. Approximately 
two-thirds (67%) of vacationing 
Americans remain tethered to 
the office, 43% of Germans, and 
46% of British. Conversely, 93% 
of French claim to “constantly, 
regularly or sometimes” check 
work emails and voicemails while 
on holiday, 94% of Indians, 92% 
of Thais, 91% of Malaysians and 
91% of Mexicans.
 Reasons for employees leav-

ing vacation days unused are 
myriad. They include: desire to 
stockpile days for a longer trip, 
scheduling too complex to take 
time off, financial (can’t afford it), 
and workplace insecurity.

Depression Linked to 
Boss’s Treatment

Bosses may be partly to blame 
for employees who are unhappy 
or depressed at work, a recent 
study shows. While it’s a common 

perception that a high workload 
contributes heavily to workplace 
depression, Danish researchers 
said results of a study concluded 
that workplaces with low levels of 
workplace justice put employees at 
risk for work-motivated depression.

Workplace injustice is defined 
by researchers as a combination 
of factors, including consistency 
of decision-making procedures, 
degree of transparency and coop-
eration among employees, as well 
as “the degree to which supervi-
sors consider employees’ view-
points, suppress personal bias and 
treat the employees with kindness, 
consideration and truthfulness.”

“I recommend a management 
style in which there is a clearly 
expressed wish to treat employees 
properly – combined with a trans-
parent organizational structure,” 
Aarhus University psychologist 
Matias Brødsgaard Grynderup, 
told Science Nordic.

EAPA Presents  
Annual Awards

The Employee Assistance 
Professionals Association 
(EAPA) celebrated its best and 
brightest during the annual 
awards luncheon at the 2013 
World EAP Conference in 
Phoenix, Ariz., October 16-19, 
2013. Recipients included:
 EAPA Member of the Year, 

James O’Hair; Outstanding 
Chapter, Pacific Northwest; 
Outstanding Branch, South Africa; 
Lifetime Achievement, Bernard 
Beidel; John J. Hennessy Award, 
Joe Torres; and EAP Quality 
Award, Johnson & Johnson Global 
Employee Assistance Program. v

Continued from page 8





4350 N. Fairfax Dr., Suite 740
Arlington, VA 22203

PRESORTED 
STD

U.S. POSTAGE
PAID

CREATED BY TOM AMARAL, Ph.D.
EAP Connect is a new, innovative software platform from EAP Technology Systems 

that can make the EAP world more ef�cient, powerful, and cost effective.

WWW.EAPTECHNOLOGY.COM • 800.755.6965 • © 2013 EAP TECHNOLOGY SYSTEMS INC.

Technology for the Next Generation of EAPs

EAP Connect™ generates real-time reports 
based on clinical and workplace outcomes, performance metrics, 

benchmarking, and data warehousing, allowing EAPs 
to calculate ROI, improve program quality, and demonstrate value.

SCAN TO 
LEARN MORE


