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Treatment for substance use 
addiction is at the core of 
our profession, and we 

are pleased to report the latest 
trends and developments in this 
issue of the Journal of Employee 
Assistance. In our cover story 
Tamara Cagney discusses how 
the recovery movement is gain-
ing momentum. She describes a 
dramatic shift in public policy 
that was first presented by Office 
of National Drug Control Policy 
Deputy Director, David Mineta, at 
last year’s World EAP Conference. 
The ONDCP is encouraging EAPs 
to support the recovery movement, 
and Tamara concludes by offering 
some suggestions.

Roger Moss, Esq., and Alice 
Tanner, J.D., explore often-misun-
derstood legal issues as they pertain 
to addiction. They describe how 
recovery practices can resolve con-
flicts and restore health to the work-
place, just as they do for families.

Even choosing an addiction 
treatment facility for our employee 
clients is not easy. Mary Peck and 
Lori Fiester present important fac-
ets of effective addiction treatment 
so EA professionals can feel con-
fident in their recommendations. 
“Evaluating exactly what form of 
treatment works best with the indi-
vidual is of utmost importance,” 
the authors write.

This issue of the Journal has 
other great articles. Depression 
remains a major workplace con-
cern, but Tony Kreuch points out 
that EAPs are often not well-
equipped to address affected 
employees. He states that a  
collaborative approach in which 
all providers are communicating  
regularly about the person’s care  
is crucial. Tony discusses the 
critical elements of his company’s 
on-site depression program, which 
recently concluded its fifth full 
year in operation.

As many of you probably know, 
after 12 years of leading EAPA, 
CEO Dr. John Maynard is step-
ping down at the end of the cur-
rent year. Dr. Maynard reflects 
on EAPA’s accomplishments dur-
ing his tenure and shares a look 
ahead to future challenges in our 
profession. The members of the 
Communications Committee and I 
would like to thank him for play-
ing such a major role in the devel-
opment of our organization and 
our field, and we wish him well in 
his retirement.

In his Integration Insights col-
umn, Mark Attridge presents a 
case study with Greg DeLapp on 
Carpenter Technology’s EAP ser-
vices from the 1970s until today. 
They describe the progression of 
services models and highlight the 

significance of being woven into 
the fabric of the company and hav-
ing strong relationships across all 
segments of leadership.

Elsewhere, Jeff Harris, 
Marina London, and Sandra 
Nye offer insights and observa-
tions in their respective columns. 
Happy reading! v

|By Maria Lund, LEAP, CEAP
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integrationinsights

EAP Integration at  
Carpenter Technology Corp.

|By Mark Attridge, PhD, MA

This article describes the 
evolution of the EAP at 
Carpenter Technology 

Corporation over more than 
four decades. It began as an 
internal program that embraced 
the core technology of the EAP 
field and eventually expanded 
its role to become deeply inte-
grated within the company 
and its many other programs 
and benefit providers. This 
column was written collabora-
tively with Greg DeLapp, the 
program’s director for over 30 
years. Greg served as president 
of EAPA from 1998 to 2000. 

The Company
With a history dating back 

more than 126 years, Carpenter 
is a global leader in the 
development, manufacturing 
and distribution of specialty 
steels and engineered materi-
als. Headquartered in Reading, 
Pennsylvania, the company 
maintains operations through-
out the United States, Mexico, 
Europe and Asia. Carpenter has 
nearly 5,000 employees in over 
40 locations worldwide. It had 
over $2.2 billion dollars (US) in 
revenue in the last fiscal year. 

The 1970s – Internal Model
Carpenter was an early leader 

in the occupational alcoholism 

movement when the company 
began an on-site internal EAP in 
1974. There were strong busi-
ness, community, and personal 
links between Carpenter and 
Chit Chat Farms, a local alco-
holism rehabilitation and treat-
ment center. (It is known today 
as Caron Treatment Centers.)

The 1980s – Internal EAP 
with “Broad Brush” Model

By 1981 the reality of more 
complex employee needs and 
human resources (HR) regulatory 
environment pushed the program 
to embrace the emerging “broad-
brush” type of EAP. This meant 
adding intervention strategies 
such as offering an alternative to 
termination following a positive 
alcohol or drug test, employer 
responses to fitness-for-duty 
dilemmas, supporting employee 
financial difficulties while 
on furlough, guidance when 
employees faced legal issues, 
response to regulatory changes, 
and training and response follow-
ing critical work incidents.

The Carpenter EAP was 
expanded to also manage on-site 
occupational health services, 
workers’ compensation and non-
occupational disability manage-
ment programs, and the emerg-
ing worksite wellness and work/
life services. To more properly 

reflect this broadened scope of 
services, the “P” was dropped 
from name of the program.

However, all of these new 
services were implemented with 
a foundational work-based focus 
and adherence to the core tech-
nologies of EAP introduced by 
Roman and Blum in 1985/1988 
(and later expanded by EAPA 
in 1998). In this way the EA 
service supported the larger 
focus at Carpenter on work-
based services and emphasized 
the link between personal issues 
and job performance. This con-
nection was the primary reason 
for employees to seek assistance 
from the EA in both union and 
non-union facilities.

The 1990s – Hybrid EAP Model
As the company grew into 

a global employer, Carpenter 
supplemented the on-site inter-
nal model with many and var-
ied external EAP vendor ser-
vices that covered all domestic 
and international locations. 
Although a period of great 
expansion of the EA mission 
and its role, this marked the 
start of a slow demise of the 
internal EA model at Carpenter.

Two larger factors were also 
driving this change. First was 
the cost-focused managed behav-
ioral healthcare initiatives that 
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became popular in the 1990s, 
which eventually limited the 
ability of employees and their 
families to access company-
sponsored mental health and 
addiction treatment services. 
At the same time there was a 
growing trend to regard EAP 
as just another employee “ben-
efit” that could be provided 
more cost-effectively by exter-
nal business partners. This 
change challenged the histori-
cal view of having an internal 
EA at Carpenter as an essential 
component of the employer-
employee relationship.

2015 – External Vendor  
EAP Model

This summer Carpenter 
moved to a fully external 
affiliate model for the deliv-
ery of EA services. Thus, the 
Carpenter EA is now provided 
through a capable on- and off-
site service provider; Health 
Advocate EAP +Work/Life 
(based in nearby Exton, PA). 
This decision is in step with 
Carpenter’s recent focus on 
external provision of trans-
actional services and a desire 
for more technology and data. 
It also reflects a shift in the 
role of HR away from the 
direct administration of ben-
efits through internal programs 
(such as EA). 

Opportunities for Integration 
through Relationship Building

Part of the success of the 
Carpenter EA was that it was 
woven into the fabric of every-
day life at the company. Solid 
relationships built over the 
years between the EA director 
and staff, as well as others in 

leadership roles, HR, unions 
and other programs, led to 
greater opportunities for inte-
gration. Examples include: 

 All levels of corrective 
action for employees came with 
a recommendation to use EA 
to assist in meeting job perfor-
mance expectations;
 Managers and employ-

ees alike would not think of 
responding to a critical work 
incident without involving EA;
 The inclusion of the EA 

as part of the on-boarding pro-
cess with HR for new employ-
ees helped set a tone for the 
employment relationship;
 The EA was also posi-

tioned in local community out-
reach and corporate contribu-
tions efforts; and
 The EA collaborated with 

health insurance carriers, man-
aged behavioral health gate-
keepers, disability insurance 
carriers, and preferred providers 
of mental health and addiction 
treatment to develop best prac-
tices for more effective authori-
zation and admissions criteria.

The partnerships and col-
laborative alliances that were 
developed and nurtured over 
the years by the internal EA 
staff will hopefully be contin-
ued with the transition to the 
next chapter of EA service at 
Carpenter. Compared to most 
vendors, at least this one will 
be given the opportunity to do 
so by the organization.

Personal Reflection from 
Greg DeLapp

“Even though I know Health 
Advocate is up to the task of 

offering solid EA services, I 
lament the demise of such a 
longstanding workplace-based, 
core technology-oriented, 
employer-employee focused 
EA offering. We had a 41-year 
track record of assisting 
Carpenter – both as a business 
as well as employees and their 
families.

“I leave with 33-1/2 years’ 
service at Carpenter, having 
had the privilege of assist-
ing employees at all levels of 
the organization, and being 
allowed into their lives in ways 
that have contributed to a bet-
ter workplace. All told, this 
afforded me great flexibility 
to innovate, lead, experiment, 
and be an integral member of 
Carpenter and EAPA in the ser-
vice of others.” v

– Gregory P. DeLapp, MHS, CEAP 

Note: In future articles, I would 
like to profile other EAPs or 
vendors that are partnering with 
the client organization in inno-
vative ways. Contact me with 
your suggestions for another 
case study.

Dr. Mark Attridge is an independent 
research scholar and President of 
Attridge Consulting, Inc., based in 
Minneapolis. He has created over 200 
papers and conference presentations 
on various topics in workplace mental 
health, EAP, psychology and com-
munication. He delivered a keynote 
presentation on ROI and the business 
value of EAP at the 2013 EAPA World 
EAP Conference and is past Chair of 
the EAPA Research Committee. He 
can be reached at: mark@attridgecon-
sulting.com. Greg can be reached at: 
gdelapp@aol.com.
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newsbriefs

Shepell Launches Online 
Group Counseling 

A front runner in the develop-
ment and evolution of mental 
and physical health support for 
employees, the Canadian-based 
Morneau Shepell has expanded 
its digital counseling suite with 
Online Group Counseling.

Online Group Counseling, a 
method of support in which mul-
tiple participants discuss a similar 
issue with a counselor in a group 
setting, is based on the foundation 
that individuals benefit from hav-
ing a shared experience. Group 
interactions allow participants to 
build relationships, receive feed-
back on how to meet goals and 
overcome challenges, and gain 
encouragement from others.

Participants interact in real-
time with both the counselor and 
other group members during the 
session. Group activities, indi-
vidual homework, and self-guided 
modules are assigned, giving par-
ticipants the opportunity to build 
skills, practice behavior change, 
and reflect on their own personal 
triggers and coping strategies to 
manage issues when they arise. 
When delivered digitally, users 

are able to anonymously access 
support via their smartphone, tab-
let, or computer, whenever and 
wherever they’d like.

Online Group Counseling, 
grounded in Cognitive Behavior 
Therapy and best practices of digi-
tal behavioral health, and compli-
mented by digital anonymity, has 
the potential to reach a wider audi-
ence, afford earlier support, and 
provide positive clinical outcomes 
to participants.

Morneau Shepell is conducting 
a study to rigorously test its clini-
cal value for users. The studies’ 
findings will be published shortly 
thereafter.

EAPA Updates 
Bibliography

The Employee Assistance 
Professionals Association (EAPA) 
has published the 2015 update 
of its comprehensive Annotated 
Bibliography of EAP Statistics 
and Research Articles. The bibli-
ography, which includes hundreds 
of EAP-related research articles 
published in the U.S. and other 
countries from 2000 through June 
2015, is a unique EAPA members-
only benefit.

Articles in the bibliography 
address EAP return-on-investment 
studies, program effectiveness 
research, and other important topics. 
A brief summary of each article is 
included in the bibliography, along 
with the publication reference. 

EA professionals, HR decision-
makers, benefits brokers and oth-
ers will find the bibliography to 
be a valuable resource in making 
evidence-based decisions affecting 
the future of individual programs 
and even the profession.

Hangovers Costing 
Billions in Australia

Hangovers are causing 11.5 mil-
lion “sick days” a year at a cost of 
$3 billion to the Australian econ-
omy, new research suggests.

There are also fears that 
people who are mixing alco-
hol with amphetamines on the 
weekends are experiencing 
“Weepy Wednesdays” because 
of the delayed effects of their 
drug use, making them irri-
table and unreliable workers. A 
Flinders University study found 
that the more alcohol and/or 
drugs an employee consumes, 
the more time they are likely to 
take off work.

Researchers said employers 
should be looking at ways to pro-
mote a healthier culture in their 
workplace especially around alco-
hol, which is by far the biggest 
problem. Lead author of the study, 
Ann Roche, recommended formal 
alcohol and drug policies, educa-
tion and training for staff and con-
fidential access to counseling and 
treatment if people need it.  

Emphasis Shifting from 
Punishment to Treatment

As heroin overdoses and deaths 
soar in many parts of the U.S., 
the White House has announced 
an initiative that will for the first 
time pair public health and law 
enforcement in an effort to shift 
the emphasis from punishment to 
the treatment of addicts.

The Washington Post reports 
that the experiment, initially 
funded for one year in 15 states 
from New England to the D.C. 
area, will pair drug intelligence 
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officers with public health coor-
dinators to trace where heroin is 
coming from, how and where it is 
being laced with a deadly additive, 
and who is distributing it to street-
level dealers.

“Our approach needs to be 
broad and inclusive,” a senior 
White House official said. “Law 
enforcement is only one part of 
what really needs to be a com-
prehensive public health, public 
safety approach.”

“Heroin is killing people,” an 
enforcement official said, “and 
too often, public health goes one 
way and law enforcement goes the 
other. Often, grants create silos 
in government. This program is 
designed not to create any new 
agency but to bring people together 
to break out of those silos.”

App Designed for  
Heroin Addicts

According to the National 
Institutes of Health, the number 
of people who tried heroin for the 
first time doubled between 2006 
and 2012. Today, someone uses 
heroin in the U.S. about every 45 
seconds, and those are just the 
people who admit to using it.

That’s why Brandi Spaulding 
decided to develop an app that 
puts support in the palm of 
a recovering addict’s hands, 
24 hours a day. The addiction 
recovery app, which Spaulding 
created with a team of computer 
science students, is based on 
addiction medicine specialist 
Brad Lander’s theory of how the 

brain can be influenced by drugs 
and alcohol.

The theory suggests that an 
addict’s higher brain function is in 
constant competition with lower 
brain function, or “squirrel brain,” 
which focuses solely on pleasure-
seeking activities and blurs conse-
quences of actions. To overcome 
addiction, patients need conscious 
reminders to adhere to their higher 
brain function and avoid the 
self-destructive tendencies of the 
“squirrel brain.”

The app, called Squirrel 
Recovery, is currently avail-
able for Android users. It can be 
downloaded for free by going 
to Google Play or the Buckeye 
Software Vault.

Continued on page 17
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Legal Effects of Addiction 
through a Recovery Lens

“Failure to address the entire group and the social dynamic produces abysmal  
outcomes. Until those around the addict (co-workers, supervisors, executive  

management, and family) become educated and act differently, addiction will do  
what it has always done, that is, disrupt and destroy — individually and corporately.”

featurearticle

Everyone exposed to 
addiction becomes ill in 
varying degrees. In fact, 

alcoholism, addiction and mental 
illness impact entire social sys-
tems. Addiction-driven conflict 
produces chaos and destroys 
relationships. It causes financial 
losses and other liabilities.  

Recovery practices, conversely, 
can resolve conflict and restore 
health to the workplace, as they 
do for families. One intention of 
this article is to help employers 
and employees navigate the con-
sequences of addiction while pur-
suing holistic health solutions. In 
particular, this article will address 
often-misunderstood legal issues. 

The Case of Deranged Distillery 
The following case study was 

inspired by true events. Names and 
facts have been altered to preserve 
confidentiality. 

Recently the ownership of 
Deranged Distillery (“DD”), a 
spirits production and marketing 
enterprise, arranged for a work-
place investigation and mediation. 
The incident reflected a challenge 
common to family-owned enter-
prises: “Jack and Jill, a dynamic, 
entrepreneurial married couple, 
confuse employees with conflicting 
direction. Help them all get on the 
same page.”

DD had retail tasting outlets 
that were drenched in the culture 
of drinking. DD employed roughly 
12 people, including the owners. 
With annual revenues of $7 mil-
lion that were sharply declining, 
there was a lot at stake. 

Workplace mediations of this 
type generally proceed with an 
initial management meeting, then 
private interviews, and finally a joint 
mediation session focused on resolv-
ing conflict and strategic planning. 
The initial steps addressed issues 
that required reorientation of pur-
pose and process at DD.

Signs of Illness at Deranged 
Distillery

Preliminary interviews brought 
to light textbook symptoms of 
middle to advanced stages of addic-
tion throughout the organization. 
Indicators of problems included 
physical, emotional and psycholog-
ical signs of substance abuse and 
underlying personality disorders. 

Interviewees reported wide-
spread physical signs of addiction 
including slurred speech, drowsi-
ness, impaired coordination, and 
hyperactivity. Emotional signs 
were abundant, such as violent 
mood swings, aggression and 
anger, and immature coping skills. 
Psychological signs included manic 
and depressive behavior, paranoia, 

extreme sensitivity, destructive 
reactivity, and defensiveness. 

The interviews demonstrated 
that all but three of the employ-
ees habitually abused alcohol and 
other substances, including Jack 
and Jill. In fact, workplace drink-
ing was encouraged. Jack and a 
key employee evidenced psycho-
logical traits consistent with seri-
ous personality disorders. 

Jill admitted to heavy daily 
drinking, which was “under con-
trol” through use of Xanax pur-
chased “off market” from a bipolar 
employee who was no longer in 
treatment, but self-medicating. 
Jill blamed Jack’s diagnosed but 
untreated borderline personality 
disorder (BPD) for their business 
woes. Jack acknowledged his BPD 
and heavy drinking but insisted 
that, “I would be okay if every-
one else just did their job.” He 
admitted brandishing a shotgun at 
employees and customers in DD’s 
tasting room, but disagreed that 
this was unhealthy behavior. Jack’s 
concern was unfavorable reviews 
of the incident on Yelp.

An interview with Hope, DD’s 
marketing consultant, was enlight-
ening. She was engaged to “res-
cue a declining brand from the 
abyss.” Hope knew about DD’s 
culture from her boyfriend Rhino, 
DD’s alcohol operations manager. 

|By Roger A. Moss and Alice H. Tanner
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A non-drinker herself, she had 
grown up in an alcoholic family, 
then married and divorced two 
alcoholic husbands. “The thing is,” 
Hope cheerfully opined, “we just 
can’t give up on these people.”

Sick people often coalesce into 
very sick groups, with disturb-
ing and sometimes tragic results. 
Knowing this, the mediator 
requested a recovery consultant. DD 
agreed to engage an interventionist 
with expertise in correcting addic-
tion-related group dysfunction.

DD’s tolerance of addictive 
behavior was fueled by collec-
tive co-dependence and denial of 
numerous problems such as poor 
work performance, missed dead-
lines, declining quality of products, 
and worker conflicts. That’s not 

all. There was also managerial 
mayhem, injuries, accidents, lousy 
attitudes, and deteriorating personal 
appearances. Such conduct was 
ignored, tolerated and shared, since 
it was enabled by the entire system. 

The High Cost of Addiction
Addiction masterfully fools 

people, and in DD’s case, the 
employers’ illnesses were in lock-
step with those of the employees. 
So the owners assigned other “rea-
sons” for the business’s decline – 
any reason other than addiction.

Sometimes stringent employ-
ment laws and social mores make 
employers easy prey to the co-
dependent trap of justifying, ratio-
nalizing and minimizing what they 
witness. But the risks are huge, 

including sub-standard work per-
formance and products, industrial 
accidents, environmental disasters, 
and even death. 

According to the U.S. 
Centers for Disease Control and 
Prevention, addiction and co-
dependency cost employers hun-
dreds of billions every year – a 
sad reality that could be avoided 
through awareness and training. In 
DD’s case, co-dependent, addic-
tion-driven group denial placed the 
business in enormous peril.

Dangers in Early Recovery 
Recovery starts by acknowledg-

ing addiction. Action must follow, 
whether through treatment or other 
appropriate modalities. Now the real 
challenge begins: early recovery. 
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Employers are not trained sober 
coaches. Workplaces are not recov-
ery incubators. There is a business 
to run. Bottom line goals depend 
in part on employee health, perfor-
mance and attitude. But most firms 
only reluctantly monitor employee 
recovery efforts, sometimes through 
drug testing.

In fields like aviation, manage-
ment tracks an employee’s  
engagement of recovery resources: 
attendance at 12-step meetings, 
sponsorship, counseling, psycho-
therapy, and adherence to probation. 
Only rarely does an employer 
encourage or offer, let alone require, 
addiction and co-dependency  
education or implementation of 
what is learned.

The biggest mistake made in 
recovery treatment is underestimat-
ing the resiliency of addiction and 
co-dependency. By the time these 
illnesses are detected, they are 
deeply entrenched. Relapse is the 
norm, not the exception. Marginal, 
unstable recovery is common. Since 
the addict is viewed as the “prob-
lem,” he or she receives the lion’s 
share of treatment and attention.

Failure to address the entire 
group and the social dynamic 
produces abysmal outcomes. 
Until those around the addict (co-
workers, supervisors, executive 
management, and family) become 
educated and act differently, addic-
tion will do what it has always 
done, that is, disrupt and destroy—
individually and corporately. 

Legal Concerns of Addiction  
at Work

Employers and employees often 
express concern regarding confiden-
tiality and discrimination. Fear and 

confusion over these issues deter 
recovery in the workplace.

Protecting confidentiality is 
critical in mental health treatment. 
People fear the stigma of addic-
tion and often avoid treatment. 
As a result, successful treatment 
partly depends on guarding 
privacy interests. Federal law 
recognizes this principle and 
governs confidentiality in the 
substance abuse field. 

Federal rules outline the condi-
tions under which information 
about a client’s treatment may be 
shared with third parties. They 
apply to any program involv-
ing substance abuse education, 
treatment or prevention that is 
regulated or assisted by the federal 
government. 

Confidentiality rules apply to 
all records relating to treatment 
of patients in programs assisted 
by federal resources or agencies. 
A patient must consent before 
records are shared. The consent 
must contain ten elements, includ-
ing identification of requesting 
parties, the purpose and a detailed 
description of shared information.

Substance abuse practitioners 
and employers should become 
familiar with the federal guidelines 
and the complexities of applying 
them to individual cases. 

Concerns about potential work-
place discrimination relate primar-
ily to the Americans with Disability 
Act (ADA). The ADA protects 
classes of people from discrimina-
tion in employment and other cir-
cumstances and requires employers 
to make accommodations for mem-
bers of the protected class.

Alcoholism and drug addiction 
are protected classes under ADA, 

but the illnesses are treated differ-
ently. Generally speaking, alcohol-
ics are always protected by ADA. 
Drug addicts are protected so long 
as they have ceased using illegal 
drugs or are currently in treatment 
for the addiction.

ADA protects classes of people, 
not conduct. The law also cre-
ates exclusions if an alcoholic or 
addict’s condition poses a direct 

threat of harm to themselves or 
others. ADA does not shield an 
employee from termination for 
cause. It does prohibit stigma-
driven discrimination in hiring and 
other workplace practices.  

The following examples illus-
trate the distinction between class 
and conduct. If an exemplary 
employee discloses that he is bat-
tling alcoholism, termination for 
merely making the admission vio-
lates ADA. But an employee who 
habitually performs poorly due to 
hangovers may be disciplined or 

“Alcoholism and drug 
addiction are protected 
classes under ADA, but 
the illnesses are treated 
differently. Generally 
speaking, alcoholics are 

always protected by ADA. 
Drug addicts are protected 

so long as they have 
ceased using illegal drugs 
or are currently in treat-
ment for the addiction.
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discharged, provided the actions 
conform to pertinent labor laws and 
collective bargaining agreements. 

ADA requires employers to 
provide accommodations to 
employees of a protected class so 
they can do their jobs. This means 
an employee may be entitled 
to a modified work schedule to 
attend AA meetings. A job may 
be restructured to eliminate “mar-
ginal” tasks that compromise 
recovery. Temporary reassign-
ment may be required by ADA for 
safety-sensitive positions. An air-
line pilot may be assigned to non-
flight duties while he or she under-
goes treatment for drug addiction.  

Confusion about workplace 
confidentiality and discrimination 
issues is common, even among 
HR professionals. Confidentiality 
is often confused with anonymity, 
as practiced by 12-Step groups. 
People fear the addiction stigma, 
but it cannot be dispelled without 
open, informed discussion about 
addiction and mental health. 

Unjustified fears about ADA 
compliance can trigger stag-
geringly destructive attitudes. 
Recently an employment attorney 
said, “My people aren’t interested 
in promoting recovery awareness. 
They believe that it’s too late and 
too expensive to help people by the 
time these problems surface. They 
just want to terminate and stay 
clear of ADA issues.”

Such policies are heartless, 
wrong, and bad for business. What 
can we do about it?

Transparency and Social  
System Healing 

Hiding from the realities of addic-
tion will not diminish its stigma. 

Stigma must be met head on, 
with bold transparent leader-
ship. Education about addiction 
is a good start. Such efforts are 
vastly more effective when they 
include testimonials from people 
in long-term recovery. Managers 
and co-workers in recovery 
should offer their experiences, 
whether privately or as part of an 
educational workshop.

If this is not possible, utilize 
experts willing to share recovery 
stories, including non-addicts who 
have embraced the need for group 
recovery efforts. Consider show-
ing films (such as The Anonymous 
People) which address the stigma 
issue by offering recovery stories 
from public figures. 

If circumstances point to the 
need for an intervention, place 
the process under the umbrella 
of mediation. Workplace media-
tions are increasingly used to 
resolve disputes among co-
workers, including serious 
charges such as sexual harass-
ment. As the Deranged Distillery 
case shows, mediation affords 
an excellent, safe method for 
discussing workplace addiction. 
Recovery specialists can be inte-
grated into mediation along with 
other resources vital to protect-
ing the business, all the while 
saving lives. 

These thoughts represent an 
overview of our approach to holistic 
workplace recovery. We welcome 
readers’ questions and comments at: 
ram@rogeramoss.com or Alice@
BayArea-Intervention.com. v

Roger A. Moss, Esq. provides mobile 
recovery advocacy and mediation from 
Sebastopol, CA. Learn more at www.
RogerAMossEsq.com. Alice H. Tanner, 

J.D. operates Addiction Recovery Services 
from Tiburon, CA. Find Alice at www.
BayArea-Intervention.com. Alice and 
Roger collaborate in early recovery and 
aftercare assignments, including work-
place mediations, interventions and case 
management. They serve clients nationally 
and abroad.
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There are over 23 million 
Americans in recovery 
from addiction to alco-

hol and other drugs. Recovery 
advocates believe that times are 
changing and that having a vis-
ible and vocal focus on recovery 
is imperative.

Deputy Director David Mineta 
from the Office of National Drug 
Control Policy (ONDCP) offered 
remarks and insights in one of 
the keynotes at the 2014 World 
EAP Conference in Orlando. He 
discussed some of the changes 
at ONDCP, which included the 
announcement of a new director 
and an increased focus on  
recovery.

Michael Botticelli is the 
director of the White House 
Office of National Drug Control 
Policy, an office informally 
known as the “drug czar.” 
Botticelli, 57, is the first person in 
substance-abuse recovery to hold 
this position. He has remained 
abstinent for 26 years. His his-
tory, far from the liability it 
once may have been, is consid-
ered evidence that the govern-
ment is moving toward address-
ing drug abuse more through 
healing than through handcuffs.

New Focus on Recovery
ONDCP advises the president and 

coordinates drug-control activities and 

funding across the government and 
has historically been run by people 
with military, police or political back-
grounds. The Obama Administration 
broke with that tradition when it 
appointed Botticelli, a recovering 
alcoholic who has worked extensively 
in drug treatment and who knows 
addiction firsthand.

We are seeing the impact of 
Botticelli’s focus, as supporting 
recovery is a significant part of 
the Administration’s national drug 
policy. In fact the policy is fea-
tured in a number of federal action 
items including:

 Expanding the Substance 
Abuse and Mental Health Services 
Administration (SAMHSA) 
Access to Recovery program;
 Reviewing laws and regula-

tions that impede recovery from 
addiction;
 Fostering the expansion of 

community-based recovery sup-
port programs, including recovery 
schools, peer-led programs, mutual 
help groups, and recovery support 
centers; and
 Delivering quality recovery 

support services to veterans and 
military families.

The adoption of recovery in 
recent years has signaled a dra-
matic shift in the expectation for 
positive outcomes for individuals 

who experience mental and/or sub-
stance use conditions. Today, when 
individuals with mental and/or 
substance use disorders seek help, 
they are met with the knowledge 
and belief that anyone can recover 
and/or manage their condition(s) 
successfully. 

SAMHSA has established a 
working definition of recovery 
that defines it as a process of 
change through which individuals 
improve their health and well-
ness, live self-directed lives, and 
strive to reach their full potential. 
Recovery is built on access to 
evidence-based clinical treatment 
and recovery support services for 
all populations. 

Major Factors of Recovery
SAMHSA has delineated four 

major factors that support a life in 
recovery:

 Health — Overcoming or 
managing one’s disease(s) or 
symptoms. For example, abstain 
from using alcohol, illicit drugs, 
and non-prescribed medications if 
one has an addiction problem. This 
includes making informed, healthy 
choices that support physical and 
emotional well-being;
 Home — Having a stable 

and safe place to live;
 Purpose — Conducting 

meaningful daily activities, such 

coverstory

|By Tamara Cagney

Focus on Recovery
ONDCP Invites EAPs to Support Initiative

“The adoption of recovery in recent years has signaled a dramatic shift in the expectation for  
positive outcomes for individuals who experience mental and/or substance use conditions.”
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as a job, school volunteerism, family caregiving, and 
the independence, income, and resources to participate 
in society; and
 Community — Having relationships and social 

networks that provide support, friendship, love, and hope.

In addition, hope, the belief that these challenges 
and conditions can be overcome, is the foundation of 
recovery. An individual’s recovery is built on his or 
her strengths, talents, coping abilities, resources, and 
inherent values. A recovery focus is holistic, addresses 
the entire person and the community, and is supported 
by employers, peers, friends, and family members.

The Role of EAP in Recovery
Employee assistance and peer-assistance programs 

are seen as integral parts of support in recovery, and 
the ONDCP understands EAP’s role in supporting 
recovering individuals in the workplace. The bottom 
line: Work is an important part of long-term addiction 
recovery. EAPs have always recognized this fact, and 
helped employees take action so they can get back to 
work as soon as possible. 

EA professionals understand that if an employee is 
actively participating in a recovery program they are 
likely to be more accountable, take fewer sick days, 
and work harder. Of course, EAPs are also aware of 
the challenges of recovery in the workplace.

Ideally, every employer would be educated about 
addiction and would treat addiction just like any other 
disease. Unfortunately, this is not yet the case. The 
negative stigma surrounding recovery and the work-
place remains strong.

Barriers to Recovery
Recovering employees struggle with a variety of 

issues related to recovery in the workplace including:

 Self-disclosure can be a tricky issue but EA pro-
fessionals are in a position to help those in recovery 
sort through the pros and cons of their specific situa-
tion. However, it’s hard to return to work after being 
in treatment and not feel sensitive to the reactions of 
co-workers and managers. It’s human nature to react 
to others’ opinions. Many EA professionals recom-
mend that employees tell co-workers and managers 
only that they are glad to be back and are ready to 

work. Historically recovery has been viewed as pri-
vate and not related to work. This may change over 
time as people begin to identify more with recovery 
instead of the disease of addiction.

 Time, and for some the recovery process takes 
longer than others, but time is something that can 
weigh heavily on those who are returning to work. 
The feeling of needing to make up for all that lost 
time can be a trap, but EA professionals can help 
employees not to fall into it. If employees avoid tak-
ing time off or put in too many hours in the frantic 
attempt to regain the time they have lost, they may be 
setting themselves up for frustration, exhaustion, and 
potential mistakes or failures.

 Regaining trust often involves trying to prove 
themselves to others when they go back to work. A 
recovering employee may feel that everyone is watch-
ing, expecting them to make a mistake or start using 
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“The ONDCP is  
encouraging EAPs to 

play a visible and vocal 
role in the support  
of and development  
of recovery and the 

recovery movement.”

coverstory

again. EA professionals can help 
recovering employees pace them-
selves, schedule projects and ask 
for help. Return-to-work recovery 
agreements can help provide the 
structure some employees need in 
early recovery and help them get 
back on track.

 Work-life balance is yet 
another challenge. Taking work 
home is a dangerous temptation 
for everyone in recovery. They will 
need to clearly separate work time 
from home time. Overlap is not 
healthy for the simple reason that 
the tendency will be to choose one 
over the other. EA professionals 
help employees understand that if 
they bring work home on a regular 
basis, they may eventually be ignor-
ing responsibilities and involvement 
with family and commitment to 
recovery activities and support.

 Determining if they want to 
go back to the same job. Recovery 
is an ongoing process and people 
change during that time. EAPs can 
be vital in helping employees rec-
ognize that recovery is worth mak-
ing the effort to find a job they 
truly enjoy, one that they’re good 
at, and one that provides commen-
surate rewards.

How EAP can Get Involved in 
Recovery Effort

The ONDCP is encouraging 
EAPs to play a visible and vocal 
role in the support of and develop-
ment of recovery and the recovery 
movement. Here are some possi-
bilities for your EAP to consider:

 Join or start a local recov-
ery community organization 

(RCO). An RCO is an indepen-
dent, non-profit organization 
led and governed by people in 
recovery and their allies. RCOs 
rely heavily on volunteers. They 
are the heart and soul of the 
recovery movement. In the last 
ten years, RCOs have prolifer-
ated throughout the US. They 
have become major hubs for 
recovery-focused policy advo-
cacy activities, carrying out 
recovery-focused community 
education and outreach pro-
grams, and becoming players in 
systems change initiatives.

Many are also providing peer-
based recovery support services. 
RCOs are independent, share 
a vision, and serve as a bridge 
between diverse communities 
of recovery. This includes the 
addiction treatment community, 
employers, governmental agen-
cies and the broader support 
resources of the extended com-
munity. They educate the com-
munity, provide services to peo-
ple in the early stages of recov-
ery, and advocate for policies 
that are supportive of recovery.

 Join a national organization 
that supports recovery-oriented 

policies and programs such as 
http://www.facesandvoicesof 
recovery.org/.

 Always include a discussion 
about recovery in all alcohol and 
other drug trainings in the work-
place. The Anonymous People doc-
umentary is a great way to educate 
employees about recovery. Check 
out http://manyfaces1voice.org. 

 Participate in Recovery 
Month. ONDCP invites EAPs 
to participate in the planning for 
National Recovery Month, which 
takes place every September. 
ONDCP efforts sponsor, lead, and 
participate in numerous events, 
such as marches, rallies, runs, 
bicycle rides, motorcycle rallies, 
picnics, and speaking engage-
ments. To find events or to spon-
sor one next year, check the 
Recovery Month website http://
www.recoverymonth.gov/

Summary
As stated, the adoption of 

recovery in recent years has 
signaled a dramatic shift in the 
expectation for positive out-
comes for individuals who expe-
rience mental and/or substance 
use conditions. The ONDCP 
has asked for the support of the 
EA profession in supporting 
this change. EA practitioners 
involved in substance use addic-
tion and recovery need to ask 
themselves what they will do to 
promote this initiative. v

Tamara Cagney, EdD, MA, BSN, CEAP 
is an internal EAP at Sandia National 
Laboratories in Livermore, Calif. She is 
also the president-elect of EAPA. She may 
be reached at tcagney@sandia.gov.
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Continued from page 9newsbriefs

Court Reinstates 
Retaliation Case

A United States appellate 
court has reinstated a retalia-
tion lawsuit filed by a former 
employee assistance program 
consultant who was terminated 
for advocating on behalf of 
a sexual harassment victim, 
Business Insurance reports.

J. Neil DeMasters, an EAP 
consultant for Carilion Clinic in 
Roanoke, Virginia, was consulted 
by a Carilion employee who 
had been referred to the EAP 
for help because he was being 
sexually harassed by his manager, 
according to the recent ruling by 
the fourth U.S. Circuit Court of 
Appeals in Richmond, Virginia.

After the harassment was 
reported, the manager was ter-
minated, but the complaining 
employee reported he was fac-
ing increasing hostility from his 
co-workers. In 2010 the harassed 
employee filed litigation against 
Carilion. DeMasters was termi-
nated a few weeks after the law-
suit was settled for an undisclosed 
amount in 2011. He was told it 
was because he had not taken “the 
pro-employer side.”

DeMasters filed suit against 
Carilion charging his termination 
violated Title VII’s anti-retaliation 
provision. A three-judge panel 
unanimously reinstated Mr. 
DeMasters’ case.

“Although individual acts may be 
scrutinized to ascertain their nature, 
purpose… the touchstone is whether 
the plaintiff’s course of conduct as 
a whole” communicates a belief the 
employer has engaged in discrimina-
tion, said the ruling, which concludes, 

“We are satisfied that DeMasters has 
alleged that he engaged in protected 
oppositional activity.”

New Drug Problem  
Turns Up in Egypt

As Egypt’s travails drag on, 
more and more Egyptians are turn-
ing to tramadol to dull the pain of 
a stalled economy. From relative 
obscurity as recently as 2010, the 
opiate-like painkiller has surged 
ahead of heroin and is second 
only to cannabis (hashish and 
marijuana) in its popularity among 
Egypt’s almost 90 million people, 
according to health officials, 
reports The Daily Beast.

There’s no mystery either as 
to why the drug, a strong but 
relatively crude medication that 
delivers a slightly unusual high, 
has developed such a large recre-
ational following instead of more 
refined products. At roughly 30 
to 40 Egyptians pounds ($3.8 to 
$5.1) for a strip of 12, or as little 
as two to three pounds per pill 
in very poor parts of Cairo, it’s 
within reach for all but the most 
cash-strapped of the young male 
manual workers who form the core 
of its constituency.

Use can result in liver damage, 
epilepsy and psychosis. It’s even 
more addictive than heroin and is 
believed to be largely responsible 
for the sizeable hike in admissions 
to Egypt’s 15 specialist psychiatric 
hospitals.

Addressing  
Workplace Bullies

According to Fast Company, 
20% of employees experience 

bullying on a regular basis, and 
this is mostly based on reported 
cases. Other studies estimate that 
up to 50% of employees will 
experience bullying at some point 
of their careers.

Workplace bullying has been 
referred to as America’s silent 
epidemic. Technology has armed 
bullies with a wide range of tools 
for operating behind the scenes. 
Indeed, cyberbullying —bullying 
through digital means — is now a 
well-known phenomenon and it is 
rapidly catching up with physical 
forms of bullying.

Based on independent 
research, there are four key 
recommendations organizations 
should consider:

1. Raise awareness, encour-
age reporting and whistleblowing: 
These obvious HR processes have 
been found to minimize and even 
prevent bullying.

2. Name and shame: It helps to 
expose and punish bullies in pub-
lic – mostly because it shows that 
senior leaders want a culture that 
truly condemns bullying.

3. Coach bullies: Interventions 
aimed at inhibiting aggressive 
tendencies in aggressors can be 
highly effective.

4. Leverage technologies: One 
clear “advantage” of cyberbully-
ing — versus traditional forms of 
bullying — is that it always leaves 
digital records, so all one needs to 
do is retrieve the evidence from 
the server or cloud. v



| JOURNAL OF EMPLOYEE ASSISTANCE | 4th Quarter 2015 |•• • • • • • • • • • • • • • • • • • • • • • • • • • • | WWW.EAPASSN .ORG |

18

effectivemanagementconsulting

Turning Furious Into Curious

|By Jeffrey Harris, MFT, CEAP

“Frustrated.” 
“Exasperated.” “At the 
end of my rope.”

This is the vocabulary of a super-
visor who has slipped into an emo-
tionally driven over-personalization 
regarding the conduct of a challenging 
employee. It is the language of dis-
couragement and even hopelessness.

The struggle usually builds over 
time, as the employee drifts into 
uncooperativeness, misunderstand-
ings, interpersonal drama, or insub-
ordination. The supervisor may find 
that management training and men-
tors may not have offered the tools 
to cope with these types of conduct 
problems. This leads to discourage-
ment and a sense that the employee 
has become unmanageable.

It is my observation that exas-
peration may be a key motivator for 
a supervisor to seek a management 
consultation with the EAP. The 
opportunity for the EA consultant 
is to help the supervisor deperson-
alize the struggle and manage the 
employee back to acceptable per-
formance and conduct.

People Aren’t Problems… Ideas 
are Problems

I find that engaging the supervisor 
in depersonalizing his or her experi-
ence with the challenging employee 
can be the best strategy during try-
ing times. We are drawn into over-
personalizing problems when we 
attribute them to the employee’s 

personality, communication style, 
or interpersonal skills. The more the 
problem is attributed to these types 
of traits, the more it seems insepa-
rable from the person. An insistence 
on seeing the person as the problem 
by magnifying how the employee 
is different from the supervisor only 
serves to disconnect the two parties.

If, however, we can help the 
supervisor perceive that each party 
holds a unique view of how some-
thing should get done at work, 
and that those ideas are merely 
out of alignment, then the supervi-
sor can be empowered to have a 
stimulating and lively debate with 
the employee about bringing those 
ideas closer together.

Turning Furious Into Curious
Frustration and anger tend to 

discourage the search for alterna-
tives and options. To help unlock 
that bind, I seek to engage the 
supervisor in non-judgmental curi-
osity. A return to exploration and 
inquiry opens up the possibility of 
finding a solution that was previ-
ously blocked.

Here are some examples of 
curiosity-based questions I suggest 
to a supervisor:

 “Huh, I wonder why…”
• …she appears frustrated right 

now?
• …he is raising his voice at 

me?

• …this particular topic seems 
so important to her?

 “Hmmm, that’s interesting…”
• …that he just walked away 

without answering me.
• …that she won’t accept my 

instruction.

 “Sheesh, I wonder…”
• …how anything gets done around 

here? And somehow it does.
• …what qualities the hiring 

manager saw in him?

There are often tangible and use-
ful answers to these types of ques-
tions, and understanding them will 
help the supervisor create a devel-
opment plan for the employee.

All Behavior Is Communication
To help the supervisor demys-

tify the conduct of the employee, 
I find it useful to share these two 
observations: At its core, most 
human communication is an 
attempt to seek fulfillment of an 
unmet need; and, all behavior is a 
form of communication.

Melding these together, we 
are now able to suggest to the 
supervisor that the conduct of the 
challenging employee is his/her 
attempt to telegraph a message 
about an unmet need. 

When a follow-up question is 
asked, “What unspoken need do you 
think this employee is attempting to 
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communicate with this behavior?” 
it’s not uncommon for the supervi-
sor to reply, “I don’t know what this 
employee needs.” But that’s exactly 
where consultation can change the 
discussion to explore the supervi-
sor’s style for connecting with 
employees on a deeper level. 

The unspoken needs acted out 
by a difficult employee typically 
include poor job fit, under stimula-
tion, disenfranchisement, loss of 
efficacy, burnout, or even his/her 
own desire to become a supervisor. 
This latter need seems unthinkable 
to the exasperated supervisor, who 
equates insubordination with an 
inability to lead. I have a number 
of real-world examples in which 
a challenging employee has blos-
somed into a valued contributor 
when promoted to a team leader or 
supervisor position.

When Your Only Tool is a 
Hammer

Have you heard this humorous 
truism? “When your only tool 
is a hammer, everything starts 
looking like a nail.” I use this 
joke (when I have sensed that the 
supervisor can be playful and/or 
insightful) to introduce the idea 
that effective people-management 
requires a multi-modal approach. 
In other words, a supervisor’s 
style may only work for 95% of 
employees. A common source 
of frustration is the power 
struggle with the remaining 5% 
of employees over which party 
(supervisor or employee) is going 
to adapt to the other.

A multi-modal management 
style recognizes that employee 
cooperation and collaboration is 
more likely to occur when the 

supervisor can modify his or her 
communication and management 
techniques to tailor a supervisory 
relationship that removes the 
power struggle. v

The author invites you to net-
work around all topics of effective 
management consulting through 
his LinkedIn profile, at www.
LinkedIn.com/in/JeffHarrisCEAP, 
and Twitter at www.twitter.com/
JeffHarrisCEAP.

Jeffrey Harris, MFT, CPC, CEAP has provided 
management consulting to a wide variety of 
organizations throughout his 21-year career in 
employee assistance, including corporate, gov-
ernment and union organizations. The author 
also has extensive experience as a manager 
and executive coach, from which he draws 
insight for his consulting. Jeff currently serves 
as Program Manager of EAP & WorkLife at 
the University of Southern California.

The Journal of Employee Assistance  
seeks more thought-provoking discourse 

among EAPA members (and JEA readers) 
in 2016. One great way of doing that is by 

submitting a letter to the editor on  
an article you’ve read in the Journal.  

For more information, contact the editor, 

Mike Jacquart, (715) 445-4386 or 
email journal@eapassn.org.
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Social Media Confidentiality 
for EA Clinicians & Clients

|By Marina London, LCSW, CEAP

techtrends

The other day, I logged onto 
Facebook, and I came 
across the following public 

post and comments (all names 
and identifying information have 
been changed):

First, the post – Abby, a poten-
tial EA client wrote: “Hi Bob, do 
you accept Aetna insurance?” 
(Note: Abby’s post included her 
full name and her photo.)

In response, Bob, a psycho-
therapist and EA clinician wrote: 
“Hi Abby. Can you send me a 
copy of your insurance card? 
What about using your EAP 
benefit? I’m affiliated with a 
number of Employee Assistance 
Programs. I would be happy to 
work with you.”

Abby responded to Bob: “The 
Acme Widget Company, where 
I work, has an EAP. I have an 
EAP counselor assigned to me. 
But he wants me to see you due 
to our previous work together. 
He says I need more help with 
my issues than can be offered 
through the EAP. Do you know 
Dr. Phil in Oak Grove, IL? He  
is my new psychiatrist.”

The Perils of Public Posts
I doubt Abby or Bob realized 

that this exchange was publicly 
posted and viewed by hundreds 
of people who should never have 
seen it. We have a duty as EA 

professionals to understand and 
use the appropriate social media 
privacy settings and to educate 
our clients about the danger of 
publicly exposing their mental 
health issues.

Abby should be told about the 
potential negative ramifications to 
her professional and personal life 
when she publicly revealed:

1. That she has a mental health 
issue (or implies she has a 
mental illness)

2. That she is seeing a psychiatrist
3. The name of her insurance 

plan
4. That she is seeing an EAP 

counselor
5. That she wants to see Bob 

for counseling

Unfortunately, we know all too 
well from hundreds of examples 
that information individuals make 
public can, and often will, be 
used against them. For example, 
what if someone at Acme sees 
this post and circulates it around 
the company? Abby may not 
get that sought-after promotion 
because her boss read her post 
and decided she is “too unstable” 
for the promotion.

Or she applies for a job, and 
prospective employers look for 
her on Facebook (and we know 
many will,) and they don’t hire 

her, because, why take a chance 
that her attendance and job per-
formance may be affected by her 
“mental problems.”

Bob, on the other hand, 
should never respond to an inap-
propriate client post in a public 
Facebook setting. In doing so, 
he violated this clueless client’s 
confidentiality.

The irony is that I am abso-
lutely positive that if Abby’s 
employer called Bob at his 
office, and asked “Are you seeing 
Abby for counseling?” he would 
respond, as we have all been 
taught, “I can neither confirm 
nor deny that I am seeing Abby 
for counseling.”

But on Facebook Abby and Bob 
seem to have lost their perspective.

Social Media Responsibility
Bob is not alone. Studies show 

that many therapists do not under-
stand the confidentiality issues 
raised by social media. Here 
are some best practices to avoid 
breaching confidentiality online:

1. It is important for EA 
professionals to recognize that 
their “private” online activity 
may intersect with their profes-
sional competence. Indeed, online 
self-disclosures may represent the 
intersection where dilemmas sur-
rounding personal and professional 
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roles meet – and in some cases signaling the start of 
boundary violations.

2. Self-disclosure online is almost inevitable. 
Often it is initiated by clients who want to learn more 
about their therapists. Some clients may do more than 
a Google search: They may join social networking 
sites and professional listservs/chat rooms, or pay for 
online background checks or online firms to conduct 
illegal, invasive searches.

3. EA counselors need to create and maintain a 
formal social networking site policy as part of the 
informed consent process. Informed consent pro-
cesses should at the very least acknowledge the risks 
and benefits of using social media and other tech-
nologies. In addition, such policies should articulate 
practitioner expectations for using such sites, specifi-
cally that counselors will not “friend” or interact with 
clients on social networking sites.

4. EA counselors should develop online techno-
logical competence. They must understand the nature 
and essential technology of social networking sites. 
They should proactively set controls that limit who 
can access their personal information.

5. EA clinicians should contact both profes-
sional and personal liability insurance representa-
tives. This is necessary because they need to find out 
whether their professional and personal liability insur-
ance covers social networking sites. 

6. EA clinicians should avoid using certain types 
of speech online. This holds true even if they use high 
privacy restrictions and other protections (such as pseud-
onyms). These communications might include breaches 
of confidentiality – speech that is potentially libelous and 
which denigrates the reputation of their field.

Above all, I urge EA clinicians to develop online 
technological competence. This can be done by:

 Reviewing the “Ethical Framework for the Use 
of Technology in EAPs” co-authored by EAPA and 
the Online Therapy Institute, and posted on EAPA’s 
website: http://onlinetherapyinstitute.com/ethical-
framework-for-the-use-of-technology-in-eaps 

 Reading relevant articles on a topic such as “A 
therapist and coach guide to encryption,” which 
covers how to use encrypted e-mail services and the 
relationship between encrypted e-mail and HIPAA 
compliance. http://issuu.com/onlinetherapyinstitute/
docs/tiltissue21

 Taking a formal course such as “E-Therapy 
Certification”: https://www.allceus.com/e-therapy-
certification  

Summary
The bottom line: if you are not sure you understand 

Facebook’s privacy settings...... don’t use Facebook. v

Marina London is Manager of Web Services for EAPA and 
author of iWebU, http://iwebu.info, a weekly blog about the 
Internet and social media for mental health and EA profession-
als who are challenged by new communication technologies. 
She previously served as an executive for several national EAP 
and managed mental health care firms. She can be reached at 
m.london@eapassn.org.

Upcoming features include:

 Ethics and EAP Consultation

 EAPs around the Globe

 2015 World EAP Conference Roundup

 Workplace Outcome Suite
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Choosing an Addiction 
Treatment Facility

“Choosing addiction treatment can be a bit overwhelming. Evaluating  
exactly what form of treatment works best with the individual is of utmost im-

portance in gaining long-term sobriety from alcohol or other drugs.” 

featurearticle

Choosing an addiction treat-
ment facility for your 
clients is not simple. 

There are for-profit and non-profit 
centers. Certain treatment centers 
boast a lower cost, whereas others 
pride themselves in being on the 
higher end of the spectrum. Some 
subscribe to the 12-Step Program, 
but others do not. Many even 
advertise spas, horses and pools. 
Some are near the ocean, while 
others are located on ranches over-
looking beautiful countryside. The 
distinctions could go on.

While it is easy to get caught 
up in the various amenities a rehab 
facility claims, it is vital not to lose 
sight of the ultimate purpose and 
goal of seeking help: To find the 
most effective addiction treatment 
for employees so that they may live 
healthy, happy, and productive lives.

Cost Important, but not Only 
Consideration

In addition to finding a clini-
cal match for an employee, cost 
is a critical factor to consider 
when choosing a treatment center. 
Does the center take the client’s 
insurance? What is the cost per 
month? Do they accept pay-
ment plans? How much money is 
needed upfront? Unfortunately, 
many people choose medical and 
behavioral healthcare based on the 

answers to these questions, versus 
what is most effective and in the 
employee’s best interests. 

To increase an employee’s odds 
of success in treatment, it’s impor-
tant to grasp all of the factors that 
can be expected to work for this 
individual, as opposed to cost-related 
reasons alone. With enough under-
standing and research, EA profes-
sionals can, in order of importance:

• Locate treatment programs 
that meet the employee’s 
clinical needs.

• Consider how affordable a 
program is for the employee 
given his or her resources.

• Consider the center’s amenities.

Key Facets of Addiction 
Treatment

This article seeks to explore key 
facets of effective addiction treat-
ment so EA professionals can feel 
confident in their recommenda-
tions. The discussion is applicable 
to all levels of treatment, from 
early intervention through inpa-
tient care. These facets include:

• Methods of treatment;
• Diagnoses;
• Levels of care;
• Origins of addiction;
• Impact on family; and the
• Effect on work.

Each of these facets need to be 
considered when evaluating an 
employee’s treatment needs. 

Methods of Treatment
Dynamic treatment is the current 

focus for treating chronic diseases, 
including addiction. Also known 
as adaptive interventions or multi-
stage treatment strategies, this 
method continuously evaluates a 
person’s progress and adjusts treat-
ment based on this information.

Historically, addiction treatment 
has used a “one-size-fits-all,” lin-
ear approach with a single goal: 
recovery. This approach leaves lit-
tle room to individualize a client’s 
service plan and does not include 
regularly measuring progress and 
adapting the plan as appropriate.

“One-size-fits-all” plans also do 
not take into account other life issues 
that may occur while a person is 
in treatment, such as the death of a 
loved one, separation/divorce, finan-
cial challenges, etc. The National 
Institutes of Health state that the best 
programs provide a combination 
of therapies and other services that 
take into consideration age, gender, 
race, culture, sexual orientation, 
pregnancy, parenting, trauma and co-
occurring mental health disorders. 

There are several reasons for 
clinicians to advocate for dynamic 
treatment in both outpatient and 

|By Mary H. Beck and Lori Fiester
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residential settings. Namely, people 
respond differently to various thera-
pies. In early treatment, co-morbid 
conditions may become more appar-
ent. People possess different coping 
skills and have varying levels of 
support. The potential for relapse 
also needs to be considered with 
appropriate strategies employed.

It is critical for treatment to 
be specific enough to be tailored 
to individual needs and dynamic 
enough to adapt as challenges 
arise or when progress is made.

Traditional treatment methods 
focus on:

• Detoxification;
• Behavioral therapies;
• Life skills;
• Psychoeducation and peer 

support through the 12 Steps; 
and

• Family weeks or weekends for 
those 13 or older.

However, the more novel yet 
effective programs:

• Use a range of therapeutic 
approaches;

• Provide multiple levels of care;
• Treat co-occurring mental 

health disorders;
• Address the underlying issues 

related to a person’s addiction;
• Involve the entire family – 

including children – in a cli-
ent’s treatment;

• Explore a client’s performance 
at work; and

• Examine legal and financial 
issues resulting from the cli-
ent’s addiction.

As an employee assistance pro-
fessional, how can you determine 
what “fits” your employee? 

Diagnoses
The first step when seek-

ing treatment is to provide the 
employee with an opportunity 
for a thorough diagnostic assess-
ment that includes: mental health, 
physical health, substance use, 
eating disorders, other compulsive 
behaviors (e.g. gambling, sexual, 
Internet), trauma experiences, any 
involvement in the criminal justice 
system, and the occupational, edu-
cational, and financial aspects of a 
person’s life. 

If this is not a service offered 
through an EAP, outpatient treat-
ment centers and behavioral 
health agencies often provide 
these assessments as a stand-
alone service.

Levels of Care
The levels of care related to 

substance abuse, addiction and 
mental health-related issues, as 
defined under criteria set by the 
American Society of Addiction 
Medicine (ASAM), include:

• Early intervention;
• Outpatient;
• Intensive outpatient;
• Partial hospitalization;
• Intensive and supportive 

residential; and
• Medically Managed Inpatient.

The following six factors are 
used to determine the level of care 
that a client needs:

• Acute intoxication and/or 
withdrawal potential;

• Biomedical conditions and 
complications;

• Behavioral, emotional or cogni-
tive conditions and complications;

• Readiness to change;

• Relapse, continued use or con-
tinued problem potential; and

• Recovery/living environment.

Based on a comprehensive 
assessment, the EA professional 
can identify which criteria match 
the client and make a list of the 
other applicable factors that may 
influence the treatment recommen-
dation. For example, if a 60-year-
old Hispanic male employee is 
diagnosed as having a substance 
abuse disorder co-occurring with 
major depression, the clinician 
would choose a different program 
than they would for a 30-year-old, 
Caucasian female with a significant 
trauma history who lives with a 
drug user.

Origins of Addiction
While the genetic predisposition 

to addiction is well documented, 
other factors are emerging that 
contribute to engagement in com-
pulsive behaviors. Unresolved 
emotional trauma and family 
dynamics are two of these factors.

While traditional treatment has 
shown success in reducing a cli-
ent’s substance use in treatment and 
early recovery, if trauma and family 
dynamics are not addressed during 
the treatment process, the likelihood 
of relapse increases significantly.

Recent research by Lisa 
Miller, Ph.D., Director of 
Clinical Psychology at Columbia 
University and the Spirituality 
Mind Body Institute, has indi-
cated a clear link in children and 
adolescents between spiritual-
ity and substance use as well as 
depression. Therefore, explor-
ing spirituality in treatment and 
recovery adds great value and 
produces stronger outcomes.
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Impact on Family
The involvement of family in 

treatment is unique to each client 
and needs to be carefully consid-
ered and planned. Many treatment 
centers offer a “family week” 
which lasts an average of 3-5 days. 
Family members receive psycho-
education and sometimes therapy 
is incorporated during the week. 
Otherwise, the family is often left 
out of the treatment equation.

While this approach provides 
a basic foundation for families, 
it does not fully prepare them for 
life after treatment. Programs that 
find ways to ensure that all fam-
ily members, regardless of age, 
are involved in their loved one’s 
treatment, from admission through 
discharge, are more effective. This 
may mean actively participating 
in family therapy at the treatment 
center, the family engaging in 
multi-family group therapy where 
they live, and/or each member 
receiving his or her own services.

Judith Landau and James Garrett 
of Linking Human Systems, LLC 
report that, “Alcoholism affects the 
family, and the family can positively 
affect recovery from alcoholism. 
Applying engagement and treat-
ment methods for alcoholism based 
on this concept has been shown 
to improve treatment engagement, 
retention and outcome.”

Effect on Work
Naturally, if an individual is 

being referred for treatment by 
his or her employee assistance 
provider, it is vital to ensure that 
the treatment center will explore 
how the employee’s addiction 
is affecting his or her job per-
formance. These issues also can 
be motivators to seek treatment 
and need to be addressed in the 

therapeutic process. For example, 
drug or alcohol use may have 
caused someone to neglect work 
responsibilities, develop a nega-
tive relationship with supervi-
sors and co-workers, or regularly 
miss work. 

Discharge and Aftercare
The most effective treatment 

programs believe in a step-down 
and step-up approach to treatment. 
As clients successfully complete 
a specific level of care, they 
move down to the next level. For 
example, when a client finishes 
residential treatment, he or she 
would enter intensive outpatient. 
When they complete this level, 
they would receive general outpa-
tient services and begin attending 
aftercare groups once per week.

This process is vital to a client’s 
continued recovery. “Research 
shows that those who actively 
engage in continuing care after 
treatment are more likely to 
remain abstinent” (Hazelden, 
2011). If a person relapses, the 
approach calls for the client to 
move back up at least one level 
of care, ensuring enough structure 
and support to return to, and main-
tain, the client’s recovery.

Returning to work after dis-
charge from treatment can be a 
scary and stressful experience. It 
is important to ask the treatment 
center about its practice for com-
municating with the source of 
the referral. The EA practitioner 
is part of the treatment team (if 
appropriate consents are signed) 
and needs to have up-to-date infor-
mation regarding discharge and 
aftercare plans.

Such plans are helpful to all 
involved: employee, employer, and 
EA professional. Knowing that there 

is a team assisting them through this 
process can ease employees’ fears. 
Employers also benefit as their 
employee integrates more easily 
back into the workplace.

Summary
Choosing addiction treat-

ment can be a bit overwhelming. 
Evaluating exactly what form of 
treatment works best with the indi-
vidual is of utmost importance in 
gaining long-term sobriety from 
alcohol or other drugs.

The employer also will believe 
more strongly in the investment made 
in their employee’s health and well-
being. Ultimately, it is up to thera-
pists, employee assistance providers, 
and human resources representatives 
to find the most effective addiction 
treatment for employees. v

Mary H. Beck, LMSW, CAI, is the Chief 
Operations Officer with The Council on 
Recovery. Lori Fiester, LCSW, BRI II, CAI, 
is the Director of Treatment Services with 
The Council on Recovery.
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Telehealth Offers  
Advances and Challenges

|By Sandra G. Nye, J.D., MSW

legallines

What is telehealth, and why 
is it important for EA pro-
fessionals to be aware of 

this health care trend? Telehealth may 
be defined as the use of electronic 
information and technologies to sup-
port long-distance clinical health 
care, patient and professional health-
related education, public health and 
health administration. Technologies 
include email, videoconferencing, the 
Internet, store-and-forward imaging, 
streaming media, and land and wire-
less communications.

Telehealth is different from tele-
medicine because it refers to a broader 
scope of remote healthcare services 
than telemedicine. While telemedicine 
pertains specifically to remote clinical 
services, telehealth can refer to remote 
non-clinical services, such as provider 
training, administrative meetings, and 
continuing medical education, in addi-
tion to clinical services.

Originally used to describe admin-
istrative or educational functions 
related to telemedicine, telehealth 
has increased its scope and contribu-
tion to healthcare, stressing the use 
of myriad technological solutions. 
Telehealth can be something as sim-
ple as two health professionals dis-
cussing a case over the telephone or 
as sophisticated as performing robotic 
surgery between facilities at different 
ends of the globe through Skype and 
other modern methods. Telehealth 
can prevent unnecessary visits and 
give patients easier access to care.

Twenty-two states and the District 
of Columbia have enacted legislation 
that requires insurers to pay the same 
amount for telehealth as for in-per-
son care. (Restrictions apply in six 
of those states.) Although limitations 
often exist, 47 states offer some type 
of telehealth coverage in Medicaid. 
Congress is working on legislation to 
improve access to covered telehealth 
services in Medicare.

Telehealth is not adequately reim-
bursed, but there are currently more 
than 100 telemedicine bills before state 
legislatures, many of which deal with 
reimbursement. Others address licen-
sure to practice telemedicine. Thirty-
six states have required full medical 
licensure to practice telemedicine. 

Twenty-eight states have exceptions 
for “infrequent” or “occasional con-
sults.” Some states define “occasional,” 
e.g., Delaware: (fewer than six per 
year); New Mexico (no more than 10 
per year); and Wyoming (no more than 
seven days in any 52-week period).

Licensure and Licensure Stipulations
Nine states require a special 

telemedicine license: Alabama, 
Louisiana, Montana, New Mexico, 
Nevada, Ohio, Tennessee, Texas 
and Wyoming. Some states add 
additional requirements such as: 1) 
The telemedicine practitioner must 
be fully licensed in another state; 
2) The practitioner may not have a 
physical office in the state in which 
he or she practices telemedicine; 

and 3) He or she has not been found 
guilty of any ethics violations.

Iowa permits “incidental” advi-
sory consultations of out-of-state 
doctors; the consultant doctor cannot 
practice in Iowa more than 10 con-
secutive days or 20 days in one year. 
Forty-one states require a physical 
exam or pre-existing physician-
patient relationship before diagnos-
ing, treating and prescribing.

Fourteen states permit physical 
exams to take place electronically: 
California, Hawaii, Indiana, Kansas, 
Louisiana, Maryland, Nevada, New 
Mexico, North Carolina, Ohio, South 
Dakota, Texas, Vermont, and Virginia.

Twenty-nine states require that 
practitioners complete a medical 
history about the patient. The defi-
nition of “history” varies from state 
to state, but 30 states specifically 
prohibit medical questionnaires or 
patient-provided histories as the 
sole basis for writing a prescription.

Summary
The licensure landscape is changing 

rapidly. This means that practitioners 
who engage in services across state 
lines must be thoroughly familiar with 
current licensing and insurance require-
ments of not only their own state, but 
also other states in which they accept 
assignments. However, legal consulta-
tion should still be retained. v

Sandra Nye is the author of the popular 
“Employee Assistance Law Book.” She 
may be reached at sgnyechi@aol.com.
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Interview with John Maynard
EAPA CEO Stepping Down at end of Current Year

featurearticle

The Journal of Employee 
Assistance recently had the 
opportunity to interview 

EAPA CEO Dr. John Maynard. 
When he retires at the end of 
2015, Dr. Maynard will have 
served as CEO of EAPA for 
twelve years, a tenure that makes 
him the longest-serving CEO in 
EAPA/ALMACA history. His 
role has given him the opportu-
nity to meet and exchange ideas 
with EA professionals in coun-
tries around the world. 

JEA: Twelve years is a long 
time to lead an organization. 
What do you consider to be some 
of the most important accom-
plishments you’ve seen in EAPA 
since you took over as CEO?

JM: I would have to say that 
the biggest single accomplishment 
is helping EAPA move from a situ-
ation where its very survival was 
at risk to a position where EAPA is 
thriving, relevant, and positioned 
for growth. I was surprised when 
I first took the job to learn that 
EAPA not only had no financial 
reserves, but we were actually 
underwater financially.  

From that place in 2004 – and 
despite going through the deep-
est worldwide recession since the 
Great Depression – EAPA now 
has $1 million in reserve. At the 
same time, we have significantly 
upgraded EAPA’s technological 

infrastructure, including recently 
installing a state-of-the-art data-
base fully integrated with our new 
website, which allows us to serve 
members and others more effi-
ciently and effectively.

Before going on, it’s important 
to be clear that these are not my 
accomplishments. They are the 
result of consistent hard work and 
dedication by EAPA’s entire staff.  
Our staff for most of the years of 
my tenure has been only about one-
third as large as it once was. But, 
without exception, everyone on the 
staff cares deeply about EAPA and 
its mission, they work very hard 
on behalf of the association, and 
it shows in the results we’ve been 
able to accomplish together.

Beyond putting our financial and 
administrative house in order, we’ve 
been able to enhance the services 
we provide to members and poten-
tial members. Examples include 
the launching of the weekly online 
EAP NewsBrief, expanding educa-
tional opportunities exponentially 
with the introduction of our online 
Conference on Demand and other 
online courses and webinars, and 
the creation of entirely new courses, 
such as the Employee Assistance 
Specialist – Clinical (EAS-C) certifi-
cate course for EA affiliate providers.

JEA: According to EAPA’s 
website, EAPA now has mem-
bers in over 40 countries. Could 
you comment on the growing 

international scope of EAPA and 
the EA profession?

JM: We are seeing greater 
demand for EAP services in coun-
tries on every continent. Originally, 
the demand was driven primarily 
by large multinational companies 
that wanted to expand EAP ser-
vices to their expats and eventually 
to their full workforce outside the 
USA. Today, many government 
agencies and indigenous companies 
in other countries are establishing 
or considering EAPs. That in turn 
is leading to a huge demand for 
qualified local EA professionals. 

This is one of the most signifi-
cant trends in the EAP field today, 
and it opens up huge opportunities 
for EAPA. As the only global EAP 
membership association, we are well 
positioned to offer both professional 
education and internationally rec-
ognized credentialing to these new 
EA professionals, as well as oppor-
tunities for networking through our 
growing number of international 
branches and, of course, EAPA’s 
Annual World EAP Conference.

JEA: You mentioned interna-
tionally recognized credentialing. 
To what are you referring?

JM: The oldest credential is 
the CEAP®, which remains the 
world’s only credential denoting 
expertise in all three domains of 
the EAP body of knowledge. The 
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international version of the CEAP® 

exam has been available worldwide 
for many years now in English. In 
recent years, it’s been adapted and 
translated into both Japanese and 
Chinese to meet the growing demand 
in those countries. Hopefully, the 
demand will continue to grow in 
other non-English speaking coun-
tries, and we’ll be able to add addi-
tional translations in the future.

But, as most people know, the 
CEAP® was never meant to be an 
entry-level credential; even to sit 
for the exam requires significant 
EAP experience. So in countries 
where the EAP concept is just get-
ting started, we needed something 
to indicate that people have the 
entry-level knowledge they need to 
begin working in the field.  To meet 
this need, EAPA, together with 
our branch in China, developed 
the China EAP Diploma, which is 
a certificate program based on an 
intensive 4-day EAP training cur-
riculum. Other countries, especially 
in Asia, have also expressed inter-
est in developing the EAP Diploma 
concept in their countries.

The other credential that’s begin-
ning to take off is the EAS-C certifi-
cate that I mentioned earlier. This, 
too, was developed in response to 
a need in the field, this time in the 
United States. Most EAP client ser-
vices today are delivered through 
affiliate networks of private practi-
tioners whose EAP clients make up 
only a part of their practice. For the 
most part, their focus is on only one 
part of the spectrum of EAP services, 
and they don’t really need the level of 
expertise represented by the CEAP®.

The EAS-C certificate was 
developed to offer them a relatively 
inexpensive and time-efficient way 
to demonstrate that they have the 

information they need to function 
effectively in an EAP affiliate net-
work.  Several other countries are 
now asking for the EAS-C course 
to be adapted to their particular 
healthcare and insurance systems.

JEA: In your view, what are 
some of the major challenges 
that EAPA is facing?

JM: There are a number of 
them. I just alluded to one when 
I mentioned the EAS-C. Over the 
years, the EAP field has shifted 
from a staff model to a network 
model of delivering services to 
individual clients and their families. 
At one time, if you worked in the 
EAP field, you were probably on 
an EAP staff. So most people were 
either full-time EA professionals, 
or they weren’t in the field at all. 
EAPA (then called ALMACA) was 
founded in that environment, as 
was the CEAP® credential.  

Today, most EAP client services 
are delivered through networks of 
private practitioners, whose EAP 
clients make up only a part of their 
practice. For every full-time EA 
professional, there are hundreds 
of these practitioners, who don’t 
necessarily identify themselves 
primarily as EA professionals.  

So the challenge is to develop a 
compelling value proposition for them 
that leads them to make EAPA their 
professional association of choice or 
at least the place they come to for pro-
fessional development, support, and 
career growth opportunity. The EAS-C 
certificate is one way we’re meeting 
their needs while improving the qual-
ity of EA services delivered, but there 
is much more to do along these lines.

Another challenge is to re-
engage with EA practitioners 

working in labor settings. Labor-
based professionals were a huge 
part of ALMACA/EAPA’s early 
growth, and the benefits of re-
engagement would be tremendous 
for both EAPA and labor-based 
programs. In my view, the under-
lying problem in the 1990s and 
early 2000s, when many labor 
members left the association, was 
that disagreements had devolved to 
political and power issues, instead 
of remaining focused on the edu-
cational, recognition, and network-
ing opportunities that EAPA could 
and should provide to EA profes-
sionals in labor settings. If EAPA 
can continue to focus on how to 
help our labor-based EAP col-
leagues be more successful in their 
jobs – just like we need to do for 
every other constituency – I see no 
reason why we shouldn’t be able 
to put past disagreements behind 
us and move forward.

Finally, I’ll just mention a 
couple of the challenges created by 
technology. Of course, technology 
offers us unlimited new opportuni-
ties, but it also challenges some of 
the fundamental reasons associa-
tions, including EAPA, were cre-
ated and exist. Membership asso-
ciations were once one of the best 
and only ways to learn new profes-
sional skills, share information, and 
network with colleagues. Today, the 
Internet offers numerous informa-
tion and communication options to 
help people stay abreast of devel-
opments.  Similarly, social media 
platforms offer multiple networking 
and connection options.  How do 
associations today compete with 
Internet-based alternatives? How do 
we capitalize on these alternatives 
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Optimizing Depression Care
Creating Opportunities for EAPs

“Taking this collaborative aspect of depression care to the ‘next level’ includes  
using assigned care managers once treatment has begun.”

featurearticle

Depression is a major work-
place concern with signifi-
cant impact on productivity, 

morale, and turnover. Despite this fact, 
EAPs are often not well-equipped 
to fully address these employees. In 
many cases, the individual will either 
be directed to a 24-hour call center 
or be seen briefly on-site by an EA 
professional and referred to a provider 
without a full assessment or compre-
hensive approach. 

However, an EAP ideally placed 
within an organization can have a 
significant impact on this condition. 
This article will summarize my 
recommendations regarding opti-
mizing depression care. I will also 
briefly review a model for assess-
ing and treating depression that we 
have developed at my company, 
using best practices and a collabor-
ative model for tracking outcomes.

Depression in the Workplace
Depressive disorders affect 

approximately 15 million adults 
(6-7%) age 18 and older annu-
ally, and suicide is considered to 
be the 10th-leading cause of death. 
Unfortunately, there is a significant 
“services gap” as only 22% of those 
diagnosed with depression receive 
adequate and effective treatment.

Depression also has a significant 
impact on companies’ bottom lines. 
Workers with diagnosed depression 

miss 68 million days of work annu-
ally and the estimated cost to the 
employer per depressive episode 
ranges from $5,000 to over $25,000 
(Gallup, 2013). This adds up to 
approximately $26 billion in direct 
costs and $51 billion in indirect costs 
to employers (Kessler, 2003). This 
data clearly supports the need for 
more comprehensive measures to 
address depression in the workplace. 

Towards a Model of 
Comprehensive Care

Any worksite screening for 
depression should ideally include 
the following components: depres-
sion assessment, employee func-
tional status, and risk assessment.

 Depression Assessment. It 
is important for the EA profes-
sional to “ask the right questions” 
and conduct a comprehensive 
interview that includes historical, 
social/interpersonal, medical and 
substance use information in order 
to differentiate health conditions 
and/or substance use that might be 
misinterpreted as depression.

Not all individuals with depres-
sive disorders report feelings 
of sadness or a lessened mood. 
As such, thoroughly question-
ing symptoms such as changes in 
sleep, appetite or energy levels, 
poor concentration, and feelings 

of despair or guilt are important. 
Use of validated measures such as 
the Patient Health Questionnaire-2 
(PHQ-2) for initial screening and 
the Patient Health Questionnaire-9 
(PHQ-9) for confirmation of 
diagnosis are recommended in 
the Journal of General Internal 
Medicine (Kroenke, 2001, 2003). 

 Employee Functional Status. 
This component can be completed 
with instruments such as the Stanford 
Presenteeism Scale-6 (2001) or the 
newer Workplace Outcome Suite 
(2013), both of which can determine 
the level of work engagement, 
including time away from work and 
the ability to focus on work-related 
tasks when on the job.

Additionally, the clinician should 
inquire as to whether the employee 
has been experiencing any signifi-
cant changes in behavioral func-
tioning while at work. Questions 
that should be asked include: “Are 
you finding yourself more with-
drawn or less social at work?”, 
“Are you having difficulty getting 
along with co-workers and/or get-
ting your work done?”, and “Has 
your supervisor discussed concerns 
about you or your work?”

Depending on circumstances, 
a supervisor may be involved and 
may make a direct referral to the 
EAP. Obtaining the appropriate level 

| By Tony J. Kreuch, Psy.D, CEAP
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of consent and release is crucial in 
these situations, but it can ultimately 
offer a very effective path for getting 
an employee the appropriate help.

 Risk Assessment. Evaluation 
of the potential for self-harm is a cru-
cial aspect of any depression assess-
ment. The EA practitioner should 
inquire as to whether the employee 
has had any prior history of suicidal 
thoughts, or if there is any family 
history of depression or suicide.

Current status with respect to 
intent and available means should 
be addressed as well. For instance, 
“Do you have any firearms or 
other weapons at home?” or “What 
is your level of access to pills 
or weapons?” The PHQ-9 also 
includes a question on suicide.

Finally the individual’s social 
support should be evaluated. Does 
the employee live alone or with fam-
ily, and what is the quality of those 
relationships? An evaluation of the 
level of risk in terms of the employ-
ee’s job should also be completed. 
Jobs that are connected to safety, 
whether it is public safety (e.g. 
airline pilots, law enforcement, fire-
fighters) or the safety of others at the 
worksite (e.g., power plant workers), 
frequently involve judgment and the 
ability to reason and problem solve. 
Since depressive disorders often 
impact cognitive functions, the level 
of risk among affected individuals in 
these occupations can be substantial.

Recommendations
Once a diagnosis of depression 

has been confirmed by the EA profes-
sional, best practices treatment should 
be coordinated (American Psychiatric 
Association, 2010). For mild to mod-
erate depression, including Major 
Depressive Disorder or Persistent 

Depressive Disorders (DSM-V), 
counseling alone is often indicated.

Cognitive Behavior Therapy 
(CBT) is a well-validated therapeutic 
approach for depression and has been 
effectively used as a stand-alone treat-
ment for many years. Interpersonal 
and dynamic approaches have also 
been shown to be beneficial (American 
Psychiatric Association, 2010).

For moderate to severe depres-
sive disorders, in particular when 
the individual is experiencing 
impairments in functionality such 
as sleep, appetite, motivation, and 
concentration (along with suicidal 
thoughts), antidepressant medica-
tions are often recommended.

Patient education is also included 
in best practices since antidepres-
sants frequently have side effects 
such as gastrointestinal problems, 
headaches, dizziness and even sui-
cidal thinking. This last potential 
effect is rare and typically reported 
in younger populations (adolescents), 
but given the possible impact on an 
already depressed individual, it is 
important to review this area once an 
individual begins a medication.

Finally, a collaborative approach 
in which all providers are commu-
nicating regularly about the person’s 
care, including approaches, goals 
and targeted outcomes is crucial. 
Taking this collaborative aspect of 
depression care to the “next level” 
includes using assigned care manag-
ers once treatment has begun.

One Effective Model
Sandia National Laboratories is 

a major research and development 
facility with approximately 9,500 
employees. Our EAP is uniquely 
positioned within an occupational 
medicine program that offers a range 
of services including management 

of chronic conditions such as hyper-
lipidemia and diabetes, in addition 
to wellness and an urgent care clinic 
for acute medical disorders.

We were well aware of the 
potential impact of depression on 
our workforce and in 2008 we 
completed a needs and risk analysis 
and reviewed best practices cur-
rently in use such as the DIAMOND 
Initiative (2008) and the STAR*D 
Project (2007). The result was the 
development of our on-site depres-
sion program, which recently com-
pleted its 5th full year in operation.

Critical Elements
The critical elements of the program 

include: Collaborative Care, includ-
ing use of On-site Care Managers; 

Continued on page 30
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Ongoing Psychiatric Consultation; 
Initial Screening; Clinical 
Confirmation of Diagnosis; Treatment 
(or referral) Using Best Practices 
Care for Depression; and Ongoing 
Outcomes Tracking. Some of these ele-
ments are explained in this section.
 Care Managers. Our care 

managers are on-site health educa-
tors who complete a seven-session 
depression training program. They 
are assigned to the patient at the 
outset of treatment and provide a 
point of contact and support for 
continuity of care and follow-up 
for program outcomes.

 Psychiatric Consultation. 
We utilize a consulting psychia-
trist who provides valuable input 
regarding our cases including 
treatment, recommendations and 
additional referral options. This 
combination of care manager col-
laboration and the use of a con-
sulting psychiatrist are important 
aspects of the program.

 Initial Screening. The 
PHQ-2 occurs within one of our 
clinics as part of the standard med-
ical assessment and it is volun-
tary. The PHQ-2 items are highly 
sensitive to depressive disorders. 
For instance: “Over the past two 
weeks I have had little interest 
or pleasure in doing things” and 
“Over the past two weeks I have 
felt down, depressed or hopeless”. 
Scores at or above 3 are consid-
ered to be significant and referral 
to a clinician is initiated.

 Clinical Confirmation/
Treatment. A positive PHQ-2 trig-
gers a referral to either one of our 
on-site medical providers or the EAP 
for a full evaluation. The PHQ-9 is 

used as part of this assessment and 
a diagnosis is either confirmed or 
ruled out with a PHQ-9 score above 
5 and clinical confirmation.

The patient can then decide 
to obtain care on-site with our 
internal providers, obtain referrals 
for off-site care or decline care. 
If treatment is chosen (whether 
on- or off-site) the individual is 
entered into the program and a 
care manager is assigned. Best 
practices care for depression is 
followed, as per the American 
Psychiatric Association (APA).

 Program Outcomes. 
Outcomes are tracked using the 
PHQ-9 at pre-treatment, 6 months 
post-remission and 12 months 
post-remission. As of June 2014, 
we have screened approximately 
400 employees, with 235 even-
tual enrollees. We have had 161 
either “complete” the program 
(to 12-month remission PHQ-9) 
or complete post-measures if not 
reaching remission.

An analysis of 103 cases with 
complete data revealed a remission 
rate of over 70% and the follow-
ing PHQ-9 Mean Scores: Pre-
treatment, 13.8; Six-month remis-
sion, 3.8; and 12-month remission, 
3.0. These scores reflect a signifi-
cant reduction in PHQ-9 scores at 
the p<.001 level.

Our additional data analysis 
indicated that factors such as age, 
gender, site or type of treatment 
were not significant variables with 
respect to score reductions.

Summary
We have demonstrated positive 

outcomes with a combination of a 
high rate of remission and PHQ-9 
data. Our view is that it is the com-

prehensive, integrated nature of 
the program that has made it suc-
cessful. We recognize that our self-
study does not include a control 
group and has not been replicated, 
but the initial results are promising. 
Future goals include the inclusion 
of productivity and absenteeism 
and presenteeism measures for 
additional outcomes tracking. v

Dr. Tony Kreuch is a licensed psycholo-
gist with over 25 years’ clinical experi-
ence and more than 10 years’ experience 
in employee assistance. He is currently 
the Program Coordinator for the EAP 
at Sandia National Laboratories in 
Albuquerque, NM.
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to offer even better service than 
we have in the past? As geography 
becomes less of a barrier, how do 
local chapters maintain their value 
and viability? These are questions 
facing every membership associa-
tion; not just EAPA.

JEA: Could you share some 
advice for your colleagues in the 
EAP field?

JM: Two suggestions come 
to mind immediately that, in my 
opinion, are particularly impor-
tant to the future of EAPA and the 
EAP field.  First is the importance 
of continuing to understand and 
develop employee assistance as a 
profession, not just as a work set-
ting for other professions. 

As was first articulated by Paul 
Roman and Terry Blum in the EAP 
core technology, the core of EAP 
is a unique set of skills and knowl-
edge that, when applied correctly, 
make a positive difference for both 
employees (and their families) and 
for the workplace. EAP is not sim-
ply the application of psychology 
or organization development to 
workplace issues. 

If we think only about the EAP 
“industry” instead of maintaining 
and developing the EA profession, 
we are doomed to continued com-
moditization and eventual obso-
lescence. Focusing on EAP as a 
profession means focusing on EAP 
ethics, credentialing, and research 
to validate the body of knowledge.

Secondly, the future of employee 
assistance depends on the future 
growth and viability of EAPA as 
an international umbrella organiza-
tion for the profession. I recognize 
the value of the many regional and 
specialty EAP associations. They 

provide important services to their 
particular constituencies. But when 
governments need to hear the voice 
of the profession as they contem-
plate laws and regulations, and when 
public media need to understand the 
voice of the profession as they help 
establish and clarify public expec-
tations, when we have too many 
voices we really have no voice.

Employee Assistance, like any 
profession, needs a strong profes-
sional association if the profes-
sion is to survive in today’s world. 
Without EAPA to develop, main-
tain, and promote EAP standards, 
ethics, and principles, the profes-
sion has no real definition or voice. 
So I hope EA professionals who 
find value in joining and engag-
ing with their particular specialty 
association will also see the value – 
even the necessity – of also joining 
and engaging with EAPA.

JEA: What’s next for you, 
personally, after your retirement 
at the end of the year?

JM: The truth is, I don’t really 
know. I’ve decided to wait until I 
get there, then see how I feel. On 
one hand, the thought of relaxing 
without a schedule seems mighty 
appealing – as does having the 
opportunity to focus on all those 
projects I’ve put on hold for 
“someday,” like going through 
and organizing thousands of old 
photographs. On the other hand, 
I’m used to being busy, and I still 
have a strong passion for the pos-
sibilities of the EAP field. I’m 
certainly not interested in another 
“job,” but I imagine there may be 
particular projects that grab me 
for some reason.  

What I am sure I want to do 
after I retire is to maintain, as 
much as possible, the many friend-
ships I’ve made over the years 
during my career. This field is 
filled with truly wonderful people, 
and the best aspect of my job with 
EAPA has been the opportunity to 
meet so many of them. I’m very 
grateful for that. v

Continued from page 27featurearticle

EAPA CEO Dr. John Maynard addresses the audience at EAPA’s 2014 World EAP 
Conference in Orlando, Florida.
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