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INTRODUCTION

Four years ago I was called by a human resources
manager of a nuclear power plant looking for consult-

ation on designing a policy for employees using
marijuana on the premises during work hours. This was
my first experience with the growing issue of creating a
drug free workplace. The next was a call from Con-
gresswoman Patricia Schroeder's staff person who was
responsible for the air traffic controllers' committee.
There was a crisis, because a trainer at the controllers'
school had just revealed to a reporter from The Wall
Street Journal that many of the students were taking
drugs. Although, the congressional committee person
wanted to use the Employee Assistance Program (EAP)
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concept alone, ironically, I found myself in the position
of strongly recommending the use of drug testing.

An EAP is a professional assessment, referral, and
short term counseling service offered to employees with
alcohol, drug, and mental health problems that may be af-
fecting their job. These employees may self-refer or be
referred, especially by supervisors. Services may include
supervisory consultation and training and employee
education/orientation. EAPs have become an extremely
viable and useful method for companies to assist their
troubled employees, as well as to lower costs related to
these employees' decreased productivity. Recent es-
timates reveal that there are now approximately 8,000
EAPs in American work organizations, as compared to
5,000 in 1981.

As firm an advocate as I have been for the EAP con-
cept, I came to the realization that the EAP job perfor-
mance model could not work in all instances. We could
not wait for the nuclear explosion or the plane crash to
occur to discover that it was due to an employee taking
drugs.

I decided to conceptualize the issues of the role of
EAPs and drug testing to be of better assistance to my
client companies searching for help. I then conferred
with my staff person, Maura O'Brien, who was also at the
Kennedy School of Ethics, Georgetown University. We
subsequently wrote two articles, titled "Drugs in In-
dustry" and "Dealing with Drug Abuse in the
Workplace," and our conceptualization developed. I then
designed a model for the use of urinalysis testing and
EAPs which was published in an article titled "Urinalysis
Testing and EAPs." This is presented in Chapter 4.

Throughout this time I have given countless
workshops, lectures, and speeches both nationally and in-
ternationally on the subject. I have talked to numerous
Chief Executive Officers (CEOs) of large and small com-
panies, human resource managers, medical directors, and
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defense contractors. In speaking with them I am con-
vinced that employers care about their employees, they
know they have drug problem issues in the workplace,
and they are desperately looking for solutions.

I wanted to write this book because it is my effort to
provide the answers. I believe drug abuse in the
workplace is one of the major issues facing employers
today. As an EAP consultant and trainer, I have tried to
assist many employers, both public and private, with
these problems. This book is an effort to reach even
more employers in need of answers. I trust it will ac-
complish such a task.

The book is divided into three parts. Part I presents
the status of the problems associated with Drugs in the
Workplace. Chapter 1 describes the various drugs as well
as possible signs that an abuser may exhibit in the
workplace. Chapter 2 presents the costs to employers.
This includes hard data in measurable items, such as
leave and health care costs, as well as hidden costs. The
third chapter highlights special groups in the workplace
that often are not considered at risk. This includes execu-
tives' women, and employees living with drug problems.

Part II proposes the solutions. It begins with Chapter
4, Drug Testing, which presents a conceptual framework
for appropriate application of testing. Chapter 5
describes Employee Assistance Programs and their role
in fighting drug abuse. Employee Education is given
separate treatment in Chapter 6. A model education
program of four sections in two modules is summarized.
Chapter 7 concentrates on Referral Sources for
Employers as well as suggestions about appropriate treat-
ment. Insurance coverage also is discussed. Chapter 8
summarizes my approach for pulling together the dis-
parate elements discussed in the earlier chapters in order
to achieve the goal described in the title. This is called
"A Program Integration Model (PIM)."
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Part III includes two addenda, the President's Execu-
tive Order and the Drug Testing Guidelines developed
for the U.S. Department of Health and Human Services.
The book concludes with three case studies. The case
studies present the real-life application of programs to
combat drugs in the workplace. Case Study #1 details a
program for reaching attorneys with addiction problems.
In Case Study #2 the Washington Metropolitan Area
Transit Authority (WMATA) in Washington, D.C., has
presented a program with both a drug testing program
and an EAP. Case Study #3 depicts the role of a security
officer for a defense contractor, and how he tried to
abolish drug selling and using.

I sincerely hope this book will enable employers, in
both private and public sectors, to move a step closer to a
drug-free workplace. Through a more complete under-
standing of the drug reality, employers should be able to
fill in the gaps and thus work toward a drug-free society.



PART 1-

THE PROBLEMS



CHAPTER 1

DRUGS IN THE
CORPORATE
WORKPLACE

Gh'
~ INTRODUCTION

Employee drug abuse is one of the major problems af-
fecting U.S. industry today. Joint by joint, line by line,

or pill by pill, the use of drugs and alcohol in the
workplace has become an increasingly apparent crisis for
American business. Dollars lost in reduced productivity
are currently at the level of $76 billion and climbing.
The effect on American industry is obvious and devastat-
ing. Between 1967 and 1981, America's manufacturing
output advanced 39% - during the same time span,
Britain's output increased 57%, West Germany's 90%,
France's 98%, and Japan's skyrocketed by 209%.2 The
U.S. Department of Commerce recently cited a study in
its issue of "Drug Abuse In the Workplace: An
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Employer's Guide For Prevention," that 60% of the
world's production of illegal drugs is consumed in the
United States - a fact that has obvious ramifications on
U.S. international compctitiveness.f

It is estimated that between 10% and 23% of all U.S.
workers use drugs on the job. Drug-abusing employees
are one-third less productive than other workers, three
times as likely to be absent, and five times more apt to
file a workers compensation claim. They use three times
the average level of sick benefits. In addition, the family
of the drug abusing employee uses medical and
psychiatric benefits four times more than family members
of non-drug abusing employees."

According to Roger Smith, Chairman of the Board of
General Motors (GM), most absenteeism is due to drug
and alcohol abuse and costs his corporation $1 billion a
year.5 GM found that the average alcohol and drug
abuser, in the year prior to receiving help for his/her ill-
ness, worked 140 days out of an expected 240 days.

Another study, the 1985 National Household Survey
on Drug Abuse, conducted by the National Institute on
Drug Abuse, shows that cocaine use has increased from
4.2 million Americans in 1982 to 5.8 million Americans
in 1985.6

The survey also obtained information about the
various ways cocaine is used. While 95% of the respon-
dents said that sniffing is the most common method, 8%
of the users said that they had used cocaine intravenous-
ly. This latter method doubles cocaine's job- and life-im-
pairing potential?

Of all the insights gathered from this survey, one of
the most important is the fact that multiple drug use is
quite common. People who use one drug are much more
likely to use other drugs as well. For example, the survey
discovered that 28% of male marijuana users, aged 18-25,
and 25% of female marijuana users in the same age
group are also current cocaine users, and of those using
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cocaine, multiple drug use is even more staggering. Only
2% of current cocaine users did not use marijuana in the
past month.8

An earlier survey conducted by the National
Household Survey on Drug Abuse showed that marijuana
is used regularly by 23 million people and 7.4 million are
aged 26 or older. There are an additional 1.4 million
people using inhalants; 1.8 million involved with hal-
lucinogens; 5.8 million dependent on cocaine; 2.1 million
abusing stimulants; and 1.2 million misusing sedatives.9

While the Household Survey indicated a continuing
general decline in the current use of marijuana, LSD,
PCP, mescaline, peyote, and the non-medical use of
stimulants between 1982 and 1985, that decline was
declared "statistically insignificant.v'"

This chapter will discuss the scope of the employee
drug-abuse in the workplace, present a framework for the
terminology used throughout the book, describe the
primary drugs abused by workers, and identify the charac-
teristics exhibited by drug users in the work setting.

TERMINOLOGY
A DRUG can be a pharmaceutical compound

prepared chemically or a naturally grown substance (such
as marijuana).

DRUG ABUSE is an excessive or inappropriate use of
a drug which results in behavior that adversely affects an
individual's occupational, familial, or social functioning.
Absenteeism, irascible behavior, and carelessness are
among the typical examples of behavior which signal the
presence of drug abuse at the workplace.

POLYDRUG ABUSE refers to the ingesting of more
than one drug. In today's society, users do not take just
one drug - they drink alcohol and pop pills, smoke pot
and snort cocaine. One of the reasons for this overwhelm-
ing problem is that the baby boom generation or the
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"aging hippies" using marijuana and other drugs in the
1960s and 1970s are now in the workplace. As the genera-
tions from the 1940's and '50's drank alcohol as the drug
of choice and continue to use alcohol during their work-
ing years, the generation of the '60's and '70's is more
willing to experiment with new, expensive status drugs
like cocaine and crack. Today, there is a virtual phar-
macopoeia of drugs available from marijuana and PCP to
prescription drugs and alcohol, crack and designer drugs,
and even over-the-counter items such as diet pills and
cough mixtures, all of which can lead to addictions.

ADDICTION is the condition which results from
prolonged drug abuse and combines the components of
psychological and physical dependence. The user be-
comes emotionally and mentally preoccupied with the
drug of choice, its effects, supply, and those connected
with the source of his supply (i.e., dealers). A user will
find himself drawn to the company of persons using the
same drug and those who can supply him with the drug.
These individuals often take on increasing importance
and authority to the user, to the detriment and exclusion
of other relationships with co-workers, spouses, friends,
and children.

PHYSICAL DEPENDENCE, one component of addic-
tion, is the human body's craving for the drug which oc-
curs through the body's attempt to adapt to the
physiological effects of the drug. As a drug is taken fre-
quently over a period of time, the body develops a
tolerance for it. Furthermore, the body becomes accus-
tomed to the effects of the drug and progressively larger
doses are required to achieve the desired effect.ll

There are three stages of addiction:

1. The early stage is characterized by an increased
tolerance to the drug of choice, the use to relieve ten-
sion, occasional memory lapses, preoccupation with the
drug, and lying about how much and how often one is
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using it. Families and other persons close to the user
begin to become concerned about the pattern of use.

2. The middle stage is a progression from the early
stage and is characterized by increased rationalization
devices and difficulty in coping with one's job and family.
Unreasonable resentments, suspiciousness, irritability,
self-pity, and remorse are common in this stage. Physical,
financial, and legal problems manifest themselves in this
stage also.

3. In the final stage drug use becomes an obsession.
Impaired thinking, tremors, paranoia, and hospitalization
are common. Binges occur regularly, as well as a loss of
tolerance for the substance. This stage, if left unchecked,
. . 112
IS terrmna .

Drugs commonly used by employees fall into five
categories: alcohol, cocaine, marijuana, over-the-counter, \
and prescription. It is important to remember that these
drugs are more than likely taken during non-working
hours, at home in the evening, and on the weekend at
special "get togethers." Even if not taken at the place of
employment, drug abuse can result in impaired work per-
formance. As shown in Chart 1, the vast majority of ad-
dicted workers are in the middle stages of addiction and
are not at the point of drinking and taking drugs all day
long. If the addiction is not recognized and arrested, the
situation may deteriorate to final stages of addiction
manifested by continuous drug taking on, as well as off,
the job.

ALCOHOL
Alcohol remains the primary drug of abuse within and

outside the workplace. The word "alkuhl" is Arabian. Al-
cohol has been with mankind since prehistoric times. It
was most likely produced by the accidental fermentation
of tree sap, which may have been obtained by inserting a
knife into a tree and. letting the sap run into the soil to
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ferment overnight. Alcoholic beverages became stronger
with the invention of the distillation process around 800
A.D.l3

It is interesting to note that before 1312 the Chinese
had prohibited the drinking of alcohol 41 times. Also in-
teresting is that the Greek word for symposium meant "a
drinking party" and no men under the age of 40 were al-
lowed to attend. Plato seemed to be looking out for the
workplace when establishing that "no boat pilots, slaves,
counselors or judges" could drink alcohol. There have
been many famous alcoholics over the history of time, in-
cluding Alexander the Great and Noah (said to have
planted the first vineyard and to have invented the first
wine-making techniquesj.l" Despite a history of such
prohibitions, alcohol continues to be used in most cul-
tures and religions.

Today, alcohol is one of the most devastating of all
drugs because of its availability and its widespread use.
Although the myth still persists that alcohol is a benign
beverage, it is a potentially destructive and is even a
lethal substance.

Effects of Alcohol in the Workplace
Especially relevant to the workplace is the fact that

only 3% of all people suffering from alcoholism are on
"skid row"; 50% of today's problem drinkers are fully
employed. Alcohol alone is estimated to cost U.S. in-
dustry $50 billion in lost productivity annually. IS

Alcohol abusers in the workplace exhibit such be-
haviors as chronic lateness, absenteeism (especially on
Mondays), abuse of sick time, leaving work early, and
taking of longer lunch hours. In the workplace, stereotypi-
cal staggering drunken behavior is not obvious because,
for most employees, the addiction is in the middle stages
and harder to detect. Chart 1 shows the progression of al-
coholism on the worker and its effects on job perfor-
mance.
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CHART 1 HOW AN ALCOHOLIC EMPLOYEE BEHAVES

11-14 yrs.

ATTENDANCE
Late (alter lunch).
Leaves job early.
Absent from office.

GENERAL BEHAVIOR
Fellow workers complain.
Overreacts to real or imagined

criticism.
Complains 01 not feeling well.
Lies.

BEHAVIOR CRISIS POINTS DURING DETERIORATION VISIBLE SIGNS

EARLY PHASE

• Drinks to relieve
tension.

• Alcohol tolerance
increases.

• Blackouts
memory blanks).

• Lies about
drinking habits.

1-7 yrs.
fL-------1 JO~s~~R:.~d~i~e~NCE

Mistakes through inattention
or poor judgment.

Decreased efficiency.

ATTENDANCE
Frequent days off for vague

ailments or implausible
reasons.

MIDDLE PHASE

• Surreptitious
drinks.

• Guilt about
drinking.

• Tremors during
hangovers.

• Loss of interest.

7-11 yrs.

GENERAL BEHAVIOR
Statements become

undependable.
Begins 10 avoid associates.
Borrows money from

co-workers.
Exaggerates work

accomplishments.
Hospitalized more than

average.
Repeated minor injuries on and

off job.
Unreasonable resentment.

JOB PERFORMANCE
General deterioration.
Spasmodic work pace.
Attention wanders, lack of

concentration.

LATE MIDDLE
PHASE

ATTENDANCE
Frequent time off, sometimes

for several days.
Fails to return from lunch.

• Avoids discussion
of problem.

• Fails in efforts at
control.

• Neglects lood.

• Prefers to drink
alone.

SERIOUS FAMILY
PROBLEMS - SEPARATION

GENERAL BEHAVIOR
Grandiose, aggressive or

belligerent.
Domestic problems interfere

with work.
Apparent loss of ethical

values.
Money problems, garnishment

of salary.
Hospitalization increases.
Refuses to discuss problems.
Trouble with the law.

JOB PERFORMANCE
Far below expected level.

ATTENDANCE
Prolonged unpredictable

absences.

25%

14 yrs.

GENERAL BEHAVIOR
Drinking on job.
Totally undependable.
Repeated hospitalization.
Visible physical deterioration.
Money problems worse.
Serious family problems

and/or divorce.

LATE PHASE
• Believes that other

activities interfere
with his drinking.

AREA OF GREATEST
COVERUP

JOB PERFORMANCE
Uneven and generally

incompetent.

YEARS OF ALCOHOLIC ADDICTION 7 11 14

Source: Dayle F Lindly and Robert T Dorris, "Am I Drinking Too Much?" (Santa Monica, Calif. Council
on Alcoholism and Related Disorders,) 1967.
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In addition, alcoholic workers may have expensive
health problems, including: gastrointestitis, bleeding ul-
cers, and liver damage. Other long-term effects of heavy
drinking include blackouts which result in memory loss,
vitamin deficiencies, skin problems, infections, and
stomach disorders. Problem drinkers, after the period of
20 to 30 years, also have a significantly greater tendency
to develop cirrhosis of the liver and certain types of can-
cer. Alcoholism should be suspected when the employee
health benefits are used to cover these related illnesses.

For today's executives, alcohol is still the primary
drug of choice. A full discussion of this is in Chapter 3.

COCAINE
Cocaine is the most addictive of all drugs. One out of

seven drinkers becomes alcoholic, but one out of every
two cocaine users becomes addicted. Statistics indicate
that every day 5,000 Americans try cocaine for the first
time; thus, 2,500 persons become addicted each day.
There are an estimated 6 million cocaine users. Cocaine
merits special attention due to its skyrocketing popularity
among the working population. In a survey of 500 callers
to I-800-COCAINE (a national help hotline for people
with problems concerning cocaine), 92% said they
worked while under the influence of the drug.16

Cocaine, extracted from the leaves of the coca bush,
is a central nervous system stimulant with short-term ef-
fects similar to the body's own adrenaline. Cocaine is
also a potent, effective local anesthetic. It is sold on the
street in the form of a fine white powder, frequently
referred to as "coke," "snow," or "blow." It is frequently
diluted with other substances such as talcum powder or
cornstarch, or other active drugs such as stimulants or
speed. Cocaine can be purified and chemically altered by
the "freebasing" process. Cocaine hydrochloride, the
usual form in which cocaine is sold, is fairly insensitive to
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heat. Conversion of cocaine hydrochloride to the cocaine
freebase yields a substance which will become volatile
when heated. Inhalation of the cocaine fumes produces
effects which are fast in onset, very intense, and over
quickly thus leaving the user to seek more.17

Taken in low doses, cocaine produces a short-lived
sensation of euphoria combined with increased energy,
enhanced mental alertness, and greater sensory aware-
ness. It also temporarily dispels the need for food, rest or
sleep. Physical effects include accelerated heartbeat, in-
creased blood pressure, dilation of the pupils, sweating,
pallor, and faster breathing.18 These symptoms can lead
to cardiac arrest, even in a healthy heart. The physiologi-
cal basis for these symptoms comes from the cocaine-in-
duced release of chemical transmitters called
catecholamines which sensitize the heart muscle to
electrical stimulation. This causes abnormal heart
rhythms which can lead to ventricular fibrillation and
result in death.19 This condition led to the death in 1986
of University of Maryland basketball star Len Bias.

Effects of Cocaine in the Workplace
Cocaine first appeared in the "glamour" industries of

entertainment and sports. Next it emerged in the upper
middle classes, surfacing on Wall Street and in the high
tech area of Northern California. In the 1-800-COCAINE
hotline survey, upper-income cocaine users, whose
average annual income was $83,000, used 15 grams of the
drug a week. Middle income-users, with an average in-20come of $28,000, used an average of 8.2 grams a week.
As the street prices continue to drop, it is used increasing-
ly among the less affluent.

Because of the tolerance which develops from
prolonged use of the drug, increasing amounts of the
drug are needed to achieve the same effects. This need
for more cocaine can lead the user to the point of toxicity.
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Due to the enormous expenses incurred to keep up
the habit, cocaine-related crimes are becoming an alarm-
ingly common occurrence in the workplace. This has
resulted in the use of drug detection methods, especially
urinalysis, which is discussed in Chapter 4.

Cocaine use is perhaps the most difficult of all forms
of drug abuse to detect initially because it does not
produce obvious behavioral changes, such as absen-
teeism. If anything, it can produce periods of increased
work output when the employee is on the "high." The
signs and symptoms of abuse do not become evident until
the worker is seriously dependent on the drug; but, un-
like the alcoholic who can sustain a heavy drinking habit
for years, the cocaine user can only sustain heavy use
over a two- to three-year period. Subsequent swings in
mood and crashes after two- and three-day binges can to-
tally devastate the individual and result in severe depres-
SIOn.

Cocaine is especially well-suited to the corporate
world, as it is a performance-oriented drug and is easily
concealed. It can be stored in a tiny vial, sniffed incon-
spicuously, and does not cause telltale signs such as
bloodshot eyes or bad breath. Some sophisticated cocaine
users, in order to avoid detection on the job, put the
cocaine in a nasal inhalant spray applicator and take a
spray when desired. Executive addicts are particularly dif-
ficult to detect since they have more control of their
time, have greater freedom to leave the office, and can
delegate responsibilities to other employees.

Because the drug is often snorted, nasal stuffiness,
running nose and nosebleeds are noticeable results of
prolonged cocaine use. Long-term cocaine intake can
result in the replacement of the euphoria with a restless-
ness, extreme excitability, insomnia, and paranoia - often
leading to violent acts in the workplace and the home.
Serious illnesses attributed to heavy cocaine use may in-
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elude dental problems, malnutrition, nasal difficulties,
and hepatitis.

CRACK
Crack - a smokable form of cocaine - has suddenly be-

come America's fastest-growing drug of abuse and poten-
tially the most serious. The reason is its relatively inex-
pensive price (compared to untreated cocaine) and its in-
tensely addictive properties. Crack holds the potential for
social disruption and individual tragedy far exceeding
that of heroin.

Crack is sold in tiny chips which give the user a five-
to 20- minute high, and is often more dangerous than
even high-quality street cocaine, making it deadly even to
regular "coke" users who may underestimate its potency.
Crack can be manufactured in any kitchen. The only
equipment for intake needed is two glass coffee pots, a
hot plate, a pair of scales, and a case of baking soda. The
baking soda is used as a reagent in the conversion
process to make the cocaine smokable.21

When smoked, the cocaine molecules reach the brain
in less than ten seconds. This results in an extreme, im-
mediate euphoria followed by a severe, crashing depres-
sion, and a desperate desire for more of the drug.

Crack can produce a powerful chemical dependency
within two weeks. While a typical heroin addict "shoots
up" once or twice a day, crack addicts need another "hit"
within minutes - which means that at $10 per chip, crack
addiction can become more expensive and make the user
more desperate than the heroin addict. The growth of
this drug's popularity in the last year is astounding. Thirty-
three percent of all coke users in June 1986 who called
cocaine hotlines discussed crack addiction, whereas in
September 1985 it was never mentioned. 22
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Effects of Crack in the Workplace
Drug abuse treatment specialists are gravely con-

cerned about the "crack phenomenon." Not only do its
initial low cost and its accessibility make the drug attrac-
tive to potential users, but its rapid, intense action fol-
lowed by a quick crash increase the potential for depend-
ency. Clinicians treating crack users are reporting almost
"instantaneous addiction" coupled with severely dysfunc-
tional behavior, and they are observing this among a
population of users with no prior drug history. This is
especially disturbing when viewed in light of the 1985
high school survey findings that only about one-third of
students see much risk in experimenting with cocaine,
while 17% of the 1985 high school class have tried the
drug at least once;23 this is the future workforce of
America, with some already working.

The crack addict in the workplace becomes complete-
ly non-productive, more quickly than users of other forms
of cocaine, with thoughts of obtaining and using crack
dominating the user's every moment. The worker's judg-
ment and capabilities become increasingly impaired, and
the possibility of stealing from the company increases as
the need for more money to support the habit increases.

MARIJUANA
Marijuana, hashish, and hashish oil are substances ob-

tained from the hemp plant, cannabis sativa. The prin-
ciple psychoactive drug (any drug which effects emotions,
thoughts or behaviors is considered psychoactive) in can-
nabis is tetrahydrocannabinal (THe), an hallucinogenic
agent. The leaves of the cannabis plant are most often
dried and smoked by users in a rolled cigarette or "joint."
Hashish is more potent than marijuana and consists of
the dried cannabis resin and compressed flowers. It is
available on the street for drug users in the form of hard
chunks or cubes which are then smoked in a pipe. Both
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marijuana and hashish are sometimes cooked or baked in
foods and eaten.

Use of marijuana has increased sharply in the U.S.
during the past two decades, particularly among
American youth. Early in the 1970s there were few
patients diagnosed as dependent on marijuana. Today
there are significant numbers of people being treated for
marijuana addiction in the U.S.

Marijuana is firmly entrenched in our society - one
out of four people have tried it, and one out of twelve
smoke it regularly. Marijuana is the most widely used of
all illicit drugs. By various estimates, between 12 million
and 18 million are regular users of more than two joints
per week. Marijuana smoking is more common among
men than women.24

Effects of Marijuana in the Workplace
The use of marijuana slows performance and ability

to concentrate. Because the odor of marijuana is easily
identifiable when smoked, the user must go to an un-
detectable place in order to "get high" and is often miss-
ing from the work station. It is generally used more by
blue collar workers than executives because it is relative-
ly inexpensive.

The most common short-term effect of a small dose
of marijuana is the "high" described as a feeling of
euphoria and a strong tendency to talk and laugh more
than usual. In addition, there is an increase in pulse rate,
reddening of the eyes, and later the user becomes reflec-
tive, quiet, and sleepy. There is often an accompaniment
of "munching" on snacks, candy, etc., as the appetite is in-
creased when "high." In larger doses, the user may mis-
construe the passing of time, in that a few minutes passed
may seem much longer.

Marijuana impairs attention, short-term memory, logi-
cal thinking, and the ability to operate machinery or per-
form other complex tasks.25 Under the wrong condi-
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tions, marijuana can produce feelings of anger, ir-
ritability, loneliness, frustration, and paranoia. Marijuana
stays in the system, with traces being found for up to 30
days.

Urinalysis testing will detect marijuana in the system,
and is causing much controversy because of the 30-day
period of detection as compared to other drugs whose
detection period is much shorter. This is discussed fully
in Chapter 4.

Heavy marijuana users often suffer from such com-
mon respiratory illnesses as bronchitis. Since the tar con-
tent of marijuana smoke is much higher than that of
tobacco, there is a much greater risk of lung cancer.

PRESCRIPTION DRUGS
Prescription drugs present a whole new set of

problems as they are usually prescribed by a physician to
treat certain disorders and are considered legal drugs in
the marketplace. They are commonly classified into two
categories - stimulants and sedatives. Physicians, nurses
and other medical personnel are particularly susceptible
to prescription drug addiction, because the drugs are
readily available to them.

STIMULANTS
It is estimated that close to 500,000 American adults

are now using stimulant drugs regularly and non-medical-
ly. This figure does not take into account widely used
household non-prescription stimulants such as coffee,
tea, cola beverages, or cigarettes.

Stimulants are substances which increase activity;
these include amphetamines such as Benzedrine and
Dexedrine. These are synthetic substances which affect
the body in a manner similar to natural hormones such as
adrenaline.
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Stimulants are prescribed by physicians for such condi-
tions as obesity, depression, narcolepsy (uncontrolled fits
of sleep), epilepsy, pregnancy nausea, and asthma26

;
however, because of their high abuse potential,
physicians sharply restrict their use. The most common
forms of this type of drug are Benzedrine, Dexedrine,
and methamphetamine. The first two usually come in
tablets or capsules, while the latter, "speed," is usually in
powder or crystal form and is made illegally.

Effects of Stimulants in the Workplace
Workers using stimulants desire such effects as

euphoria without sedation, relief from fatigue, and feel-
ings of energy, confidence, and alertness. Stimulants func-
tion by energizing the central nervous system, increasing
blood pressure, widening pupils, increasing respiration
rate, depressing appetite, relieving sleepiness, and
decreasing fatigue and boredom.

Moderate amounts of stimulants can have such ad-
verse effects as agitation, an inability to concentrate,
anxiety, confusion, blurred vision, heart palpitations, and
tremors.

Illnesses triggered by prolonged use of stimulants in-
clude: non-healing ulcers, chronic chest infections, higher
rate of liver and cardiovascular disease, hypertensive dis-
orders, and psychiatric problems. Because of their ability
to relieve sleepiness and fatigue, their most frequent non-
medical use is by students cramming for exams, long dis-
tance truck drivers, night shift workers, and individuals

ki 1 . lati 27see ng genera stimu anon.

SEDATIVES
Sedatives are the most prescribed psychoactive drugs

in the U.S. Most individuals are introduced to sedatives
by physicians. Women are the most common abusers of
these drugs (see Chapter 3 for elaboration on female
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drug abuse). Barbiturate consumption has often been
cited in coroners' reports as the most frequent method of
suicide and is the predominant cause of accidental drug
overdose death.28

Sedatives generally cause a slowing or reduction of
the functions of the brain and other parts of the central
nervous system. When taken in small doses they can tem-
porarily modify tension and anxiety; in larger doses they
induce semi-consciousness. Abuse of these drugs stems
from their pleasurably intoxicating and inhibition-releas-
ing properties.

Typical sedatives include sleeping pills such as Dal-
mane and Somnol, as well as barbiturates such as Seconal
and Amytal, and minor tranquilizers such as Valium and
Librium. Barbiturates are a group of synthetic sedatives
known as depressants which also affect the central ner-
vous system.

Effects of Sedatives in the Workplace
The terms "major" and "minor" tranquilizers have

been generally used during the past 25 years by
physicians for a variety of conditions. "Major" tran-
quilizers are used in the treatment of severe mental ill-
ness and, because they do not produce a sense of
euphoria, are not a problem for the workplace.

In contrast, most individuals function effectively in
the workplace while being treated with such drugs. Sup-
port and monitoring of such employees is essential,
however, because they often think when they feel better
they can stop taking the medication; if this occurs, drastic
results can follow.

Minor tranquilizers, however, are known as anti-
anxiety agents and share many properties with other ad-
dictive drugs because of their effects. These are often
seen in the workplace.

These drugs are known as depressants and affect the
central nervous system. Individuals who have trouble
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sleeping or dealing with anxiety may become increasingly
dependent on sedatives. Workers using them may appear
lethargic and slow to react, making them potentially very
dangerous when working around machinery or technical
equipment. Valium, in particular, is widely available on
the illicit street market. It is the one drug in this class
which produces a euphoria. In addition, they are the most
difficult drugs to withdraw from and, when stopped sud-
denly, have the potential for causing seizures and other
traumas.

OVER-THE-COUNTER DRUGS
Prescription drugs are not the only legal drugs of

abuse. Over-the-counter drugs have the potential to be
addictive and dangerous. When taken as directed, they
are considered harmless and actually helpful. However,
like the other drugs discussed, over-the-counter medica-
tions are potentially dangerous under abusive conditions.

NyQuil, for example, a well known cough mixture, has
an amazingly high 25% alcohol content, in addition to a
high dosage of antihistamine which can compound the
sedation. Considering that a bottle of wine has 12% al-
cohol content and vodka 40%, it is obvious how easily
NyQuil can become addictive. There have been several
cases of death recorded due to this particular medication.
I have found associates who died from NyQuil addiction
who were also recovered alcoholics.

Vicks 44D and similar cough mixtures contain 10% al-
cohol and also carry the potential for addiction, though
not as severe as NyQuil.

Most diet pills can also be potentially dangerous.
Dexatrim, for example, contains high dosages of
phenylpropanolamaine and caffeine, which have the dual
effects of suppressing appetite and overstimulating the
central nervous system. Thus, they function much like am-
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phetamines with similarly dangerous side effects and
potential for addiction.

Other medicines with heavy doses of caffeine are
NoDoz and Caffedrine. These are stimulants especially
popular among students during exam periods as each pill
has the effect of ten cups of coffee.

Any sinus medicine taken in large quantities works
like a "downer" and can be very addictive. These
medicines - cold capsules, nasal sprays, sleep aids, and
various other forms of pills - all have significant levels of
antihistamine.

Taken in large quantities they are addictive due to the
easy dependence on their sedative quality. Pharmacist
Vaughan Harris of the Watergate Pharmacy and I walked
the aisles as he pointed out addictive medications.

OTHER DRUGS
The following drugs are a problem in society;

however, because of symptoms and effects they create for
the user, they are not frequently found nor do they
present a significant problem in the workplace at this
time.

There are, however, certain geographical areas where
the drug may be heavily abused. For instance, PCP is one
of the major drugs of abuse in Washington, D.C., and af-
fects the D.C. work population.

PCP
Phencyclidine cannot be categorized as a stimulant,

depressant or hallucinogen. PCP was primarily seen in
the veterinary fields for the purpose of immobilizing
primates and other large animals. However, in the mid-
1960s, PCP began to surface on the streets with a variety
of references - "Angel Dust," "THC," and "super weed"
being the most common. It is most commonly smoked or
ingested by the user. In low doses it produces a state of
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extreme euphoria for three to five hours, and the high
varies greatly with the user. Accidents are common with
higher doses because of the loss of feeling and numbness
PCP produces.

Even higher doses lead to incidents of violence and
are characterized by the user's inability to feel pain. Two
examples are: breaking handcuffs and bleeding to death
because of numbness due to the drug. Other common
reactions include: paranoia, severe agitation, feelings of
isolation, bizarre delusions, etc.

Brutal crimes committed under the influence of PCP
have been reported. Lt. Michael A. Irish of the
Washington, D.C. Metropolitan Police Department en-
countered one such individual. A nude male, under the
influence of PCP, was pursued by Lt. Irish. The subject
persistently climbed fences, crashed into stationary ob-
jects, and dove through several glass windows before
being apprehended. Lt. Irish and concerned citizens
wrestled the bleeding subject to the ground, where he lay
handcuffed and shivering. Lt. Irish comments, "He was
strong as an ox. A person on PCP has the strength of ten
individuals.,,29

Heroin
This widely abused semi-synthetic narcotic drug was

first synthesized from morphine in 1874. It is fairly simple
to synthesize chemically, making it well-suited to the il-
licit drug trade. The analgesic potency of heroin is two to
four times greater than morphine.

The effects are felt quickly and persist for less time
than do the effects of morphine. Samples sold on the
street actually contain about 2% to 5% pure heroin; the
diluents are also white and crystalline. Heroin is common-
ly injected or snorted. Intervals between injections are
usually no longer than six to eight hours.30
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Designer Drugs
Designer drugs are manufactured by chemists who

change the molecular structure of a legal drug, such as
Fentanyl. Thus far, designer drugs have been limited to
Fentanyl and Demerol variants and have been sold
primarily as heroin substitutes. One such drug, a deriva-
tive of Fentanyl, can be cut innumerable times and
passed off as Persian White, the "caviar" of heroin. The
drug is 1,000 times more powerful than heroin. It takes
months, even years, for such substances to be listed as
such on the Controlled Substances List put out by the
Food and Drug Administration. Nevertheless, designer
drugs are outlawed by The Controlled Substance Analog
Enforcement Act of 1986. 31

Dr. Gary Henderson, a pharmacologist at the Univer-
sity of California at Davis, coined the term "designer
drugs" for the synthetic substances that began cropping
up on the West Coast in the late 1970s.32 The users are
often white, upper middle class, and educated, according
to Henderson's bay area clinic director.33

CONCLUSION
The variety of major addictive substances which are

depriving American businesses of their maximum produc-
tivity have been identified. The characteristic of these
major drugs as exhibited in the workplace have been
described. Basic terms and concepts that have been ex-
plained will serve as a frame of reference for this book.
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CHAPTER 2

FINANCIAL AND OTHER
COSTS TO THE
ORGANIZATION

INTRODUCTION
Workers with drug abuse problems have an absentee

rate 16 times greater than median, are four times as
likely to be involved in an accident, use one-third more
sickness benefits, have five times as many compensation
claims while on the job, and perform at only 55% to 66%
f h . . 1a t eir capacity.

Given these numbers, it is an understatement to say
that the epidemic of drug abuse has the potential for turn-
ing productivity into substantial losses for the workplace.

Sen. Dan Quayle (R-Indiana), former chairman of the
Employment and Productivity Subcommittee of the
Senate Committee on Labor and Human Resources, re-
lated the costs in a more graphic way:
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The cost to our society of [substance] abuse in both finan-
cial and social terms is devastating. The price we paid for the
health care, days away from work, and lost productivity (in 1985)
as the result of addiction and alcoholism is about the same as
the amount requested by the President to run the 400 programs
in the Department of Health and Human Services, $70 billion.2
In addition, these workers are frequently responsible for produc-
tivity losses due to theft and declining performance. On the
average, compared with their nonaddicted counterparts, sub-
stance abusers consume three times the medical benefits, are
five times as likely to file workers compensation claims, ex-
perience seven times as many garnishments, and are repeatedly
involved in grievance procedures. In sum, applying national
averages to a hypothetical company with 1,000 employees, each
with an average salary of $23,000, chemical dependency would
cost that firm upwards of $500,000a year.3

A study completed in 1984 conducted for the federal
government by the Research Triangle Institute, shows the
serious economic impact of substance abuse on today's
productivity and employment. The study, "Economic
Costs to Society of Alcohol and Drug Abuse, 1983,"
revealed that drug abuse was responsible for over $33 bil-
lion worth of indirect health costs due to reduced produc-
tivity and lost employment."

Negative financial impact is usually felt most in three
categories - measurable losses, such as leave abuse, over-
time pay, and insurance claims; legal costs, such as
security issues and drug trafficking on the job; and hid-
den costs such as waste, friction among workers, and
premature death. This chapter discusses the issue of costs
to the employing organization. Although the cost context
emphasizes the financial aspect, the wider range of nega-
tive consequences for the organizations are also ad-
dressed.

MEASURABLE LOSSES
Leave Abuse and Overtime Pay

As stated above, leave abuse - either sick leave, "per-
sonal days," or annual leave - by the drug or alcohol-de-
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pendent worker is 16 times greater than average. The ad-
dicted person is most likely to be absent or late on Mon-
day, take long lunch hours, leave work early, and take
sick leaves. But these are not the only signs. The first
clues that someone may be a drug user are prolonged ab-
sences from the office during the day, wandering, a ten-
dency to fall asleep on the job, appearing not to be giving
full attention to work, constant trips to the restroom, loss
of weight, or financial problems so obvious that they even
show up at work. However, the only legitimate symptom
that may be used to confront the employee is poor job
performance. Signs of poor performance included over-
time hours without a substantial increase in workload, an
increase in rate of rejected work, increased absenteeism,
an inability to relate to co-workers, and frequent job-re-
lated accidents.5

In collecting time and attendance data, General
Motors Corporation (GM), as stated in Chapter 1, dis-
covered that substance abusing employees worked an
average of 140 days annually compared to non-substance
abusing employees who worked an average of 240 days.
GM also discovered that 70% of absenteeism relates to
substance abuse.6

The private sector is not alone in its employment of
substance abusers. The Department of Defense recently
found that 21% of those interviewed reported "sig-
nificantly impaired work performance" from drug use.
Nearly half of that 21% reported that this significant im-
pairment affected their ability to work on 40 or more
days per year?

The important point to remember in tracking and
referring the leave abusing employee is that absenteeism
is a luxury that can no longer be afforded, or justified as
humanistic management. Not only is it costly in terms of
dollars and productivity, it represents a waste of in-
dustry's most valuable resource, a trained employee.
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Leave abuse is a clear indication of potential substance
abuse.

Suspension
Suspension in the worksite is often a mechanism that

results in higher operating costs, while still leaving un-
solved the possible cause of the problem.

It is naive to believe that a simple removal from the
worksite of a problem employee for a specified number
of days will "cure" the employee of the problem that
caused the initial suspension. What does happen is that
the employee not only returns with the original problem
intact, but often has added anger towards the suspending
supervisor plus a whole package of self-directed feelings
of guilt, embarrassment, and a lowered self-esteem.

Effective discipline condemns the employee's nega-
tive act, not the employee as a person. More specifically,
the employee, who may interpret suspension as a per-
sonal dislike on the part of the supervisor, needs to be
made fully aware that the suspension was based upon the
employee's behavior or job performance, and was not a
rejection of the employee as a person.

An employee facing suspension should be referred to
the employee assistance program (EAP) at the time of
suspension. Arrangements for the employee to meet with
the EAP counselor within ten working days of suspension
should be made by the suspending supervisor. Failure to
attend the initial counseling session could result in fur-
ther disciplinary action.

Suspension is an expensive process, both in terms of
dollars and human resources, but it is in the interest of
sound management practice to intervene at this point in
the process. If the employee, through counseling, can be
restored as a productive worker, if the action-reaction
pattern can be corrected and future suspensions
prevented, no further sanction should be needed.
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Health Insurance
Health insurance is one of the most expensive fringe

benefits offered by business. Health insurance, offered to
virtually all full-time employees, has become one of the
fastest rising costs in business today. "In 1986, companies
in the U.S. spent $91 billion in health care up from $25.5
billion ten years prior.''s "A 1985 Blue Cross/Blue Shield
study shows that drug and alcohol patients have three-
and-a-half-times as many hospital days per 1,000 as the
general population. For family members of drug and al-
cohol-impaired individuals, the study said, the number of
days confined per 1,000 subscribers is five times that of
the general population.T'

In 1983, the American Hospital Association stated
that "alcohol or drugs ... [are] ... contributing factors in
as many as 50% of the patients admitted to hospitals with
other diagnoses." Another study, in 1985 by the Alcohol,
Drug Abuse and Mental Health Administration, es-
timated alcohol to be involved in 50% of motor vehicle
accident injuries, 25% of fire injuries, 40% of injuries
from falls, and between 10% to 29% of marine, aviation,
and railroad injuries. Other studies have placed the rate
of alcohol involvement in burn victims to be anywhere
from 36% to 61%. Consequently, it is easy to see how al-
cohol/drug abuse impacts health care costs.10

However, chronic use of health insurance by the
employee is not the only indicator of possible addiction
problems. A larger-than-average number of health in-
surance claims filed by an employee's family are also in-
dications of addiction. The National Institute of Alcohol
Abuse and Alcoholism (NIAAA), in its classic study of
Kaiser Permanente claims, found that families of al-
coholics claimed mental health benefits four times as
often as family members of non-alcoholics. If the al-
coholic is treated, the mental health benefits utilization
by family members drops.ll



30 Drug Free Workplace

A conservative estimate of substance abuse in 1985
found that this abuse would cost $17.7 billion in hospital
days, $2.1 billion in outpatient services, and $700 million
in various medical expenses such as nursing homes,
transportation, drugs, and medical sundries. Add to that
12% for health insurance administrative costs, and you ar-
rive at a staggering $23 billion.

Other estimates are higher, some as high as $50 bil-
lion, but if one were to take the median of these studies,
the estimated impact of substance abuse on all health in-
surance premiums is $27 billion.12

Disability
Disability claims are also a measurable cost related to

drug abuse. When directing the Model Federal EAP
Program, the author was informed by officials at the Of-
fice of Personnel Management (OPM) that 50% of
federal disability claims were due to psychological or ad-
dictive problems. In the case of an addicted employee, a
manager would prefer to recommend disability retire-
ment rather than confront an employee he knows to have
an addiction problem. Furthermore, many degenerative
diseases are the result of alcoholism. Therefore, I recom-
mend that the employer have a thorough psychological
and addiction history and assessment done, preferably by
an EAP, before an employee is allowed to retire under
disability. With this recommendation, there remains the
possibility of recognizing the employee as an abuser and
recommending treatment, thereby saving a potentially
productive employee.

Accidents
In the aftermath of the Conrail!Amtrak train crash

just outside Baltimore on January 4, 1987 in which 16
people were killed, stories of drug- and alcohol-abusing
train crew members abounded. The Washington Post
reported that both of the crewman of the wrecked train
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tested positively for marijuana after the wreck. Both the
engineer and the brakeman showed signs of the drug in a
test taken nine hours after the accident, and there is
evidence indicating that both of these crew members
could have prevented the accident had they been in top
functioning condition.13

Other accidents produce similar reports of drug use:
.Six of the 14 sailors and marines killed in the
crash aboard the aircraft carrier Nimitz III

1981 had marijuana in their systerns.t"
.At an automobile plant near Detroit, a
female employee directing trains in a switch-
ing yard was crushed by one of the trains; her
senses reportedly were dulled by prescription
drugs.1S

Companies that consider all accidents as possibly
linked to substance abuse, both on and off the jobsite,
can dramatically reduce the cause and costs of these acci-
dents.

For example, I studied an automobile plant in Europe
where the company spent over 1 million pounds and went
to great effort to build an auxiliary job site that would ac-
commodate injured workers, allowing them to perform
their tasks while recuperating from injuries.

This was done to promote job stability and feelings of
productiveness by enabling the workers to stay on the job
and return to full health sooner - a much more construc-
tive move than temporary lay-off or termination.

However, I suggested that an investigation into the
causes of many of these accidents could be beneficial. A
number of them took place while employees were driv-
ing, which could have been alcohol related.

Several employees had had repeated accidents, also a
sign of possible substance abuse. The employer would
have found counseling and a good alcohol/drug assess-
ment along with physical rehabilitation more appropriate.
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Corporate Theft
.At a Georgia furniture plant, a group of
employees admitted to purposely damaging
more than $100,000 worth of furniture so that
they could buy it at a discount and resell it to
support their drug habits.16

.At a TRW, Inc. plant in Houston, several
workers broke into the plant during a
Christmas holiday and stole several hundred
thousand dollars worth of expensive carbide
cutting-tool materials used in making oil well
drill bits. When apprehended at their homes
the following day, they admitted pulling the
theft to get money for drugs .

•A Beverly Hills lawyer took $75,000 from
one of his actor clients, half of which he used
to pay for the cocaine that was destroying his

. 17practice .
•One employee started taking a gram of
cocaine a day while working at a lumber com-
pany outside of Aspen, Colorado. He was
caught embezzling more than $7,000 to pay
for his continuing habit.

While the above are a few examples, it is important
to remember that the amounts of losses mentioned are in
terms of dollars and cents for the materials involved. The
larger costs to the companies of lost man-hours should
also be included.

Workers Compensation
The front page of The Los Angeles Times' Help

Wanted section is ablaze with ads encouraging workers
to call a local number if they are suffering from "Job
Problems." The advertisement asks: "Do you suffer from
sleeplessness, pains, tension, stomach disorders, chest
pains?" It attributes such problems to overwork, dis-
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crimination, mistreatment by an employer, and unfair
work practices. The promise is always for relief in terms
of workers compensation payments and benefits. The ads
offer No-Cost-To-You consultation with attorneys,

h . . d h 1 . 18P ysicians, an psyc 0 ogists.
Since the Michigan Supreme Court's decision in

Carter vs. General Motors Corporation, there has been a
steady flow of court and workers compensation decisions
stressing employer resfconsibility for the emotional well-
being of the employee. 9

With the steadily growing trend of workers compensa-
tion decisions being granted for a variety of job-linked ail-
ments described as "work stress," stress-related mental
disorders have become the fastest growing occupational
diseases in the country.

Stress now accounts for nearly 14% of all occupation-
al disease claims. This, according to the National Council
on Compensation Insurance (NCCI), which sets compen-
sation rates in 32 states, is an increase of almost 9% in
just eight years. The NCCI calls this trend the "new legal
right of the '80s.,,20

Exactly how alcohol and/or drug abuse fits into these
figures has yet to be defined and documented. While
there have been compensation awards made for what was
termed "job-related alcoholism," estimating the exact ex-
tent of drug and/or alcohol involvement in claims is com-
plicated. Obviously, neither the employee, for job
security reasons, nor the employer, for liability reasons, is
eager to admit that an accident occurred while the
employee was "under the influence."

Of these claimants 59% were under the age of 40,
which means the loss of income benefits that have been
awarded will be paid for many years. Despite the lack of
data to ascertain the extent to which alcohol and/or drug
abuse is involved, it is certain that this is a costly
category. Overall, it is estimated that during 1986
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workers compensation premiums ran in the vicinity of $4
billion because of substance abuse?!

Workers compensation claims are a time bomb in the
workplace. Using stress as the rationale, many troubled
employees - frequently substance abusers - are being
granted financial remuneration and time off from work.
Instead of confronting the stress problem for what it is,
avoidance through workers compensation becomes the al-
ternative.

Accidents, whether on or off the job, are a signal of
possible substance abuse. Employers should review their
workers compensation claims and develop appropriate
plans for monitoring them. Careful screening and
monitoring of such claims is essential to separate the
abusing employee from one with a valid claim. Much
work needs to be done in exploring workers compensa-
tion claims and their causes.

Drug Trafficking
From April 1, 1987, to May 30, 1987, 114 drug arrests

were made on Wall Street.22 On April 16, 1987, police ar-
rested 15 stock brokers along with other Wall Street
employees on charges of possessing and distributing
cocaine. While one of those arrested, a brokerage consult-
ant, had over a pound of cocaine in his possession at the
time, it was suspected that most sold multi-ounce and
multi-pound quantities of cocaine, amounts considered
small by today's standards.

A spokesman for the Drug Enforcement Administra-
tion said the cocaine was used as a bartering tool to buy
stocks, to obtain customer lists and tips about the market.
According to court documents, the brokers sometimes
manipulated penny stock prices by trading among them-
selves and by allowing their cocaine sources to buy low
and sell high.

Where there is drug taking, there is drug trafficking.
Employees who are addicted will often sell drugs to fel-
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low workers as a means of supporting their own habit.
Drug trafficking on the job is a major concern to security
departments in companies. Drug abusing employees iden-
tified by security as pushers need to be treated in a man-
ner calling for appropriate discipline as well as rehabilita-
tion.

Security Issues
Security issues are at stake when employees are in-

volved in substance abuse. Perhaps the most well-known
case involving security issues and drugs is the basis for
the popular book, The Falcon and the Snowman.23 In this
true story, a spy plan was developed between a friend
and a relatively low-level employee of TRW, Inc. while
both were under the influence of drugs. Bad judgment
while under the influence of drugs resulted in these two
sons of white, affluent, middle class professional families
passing an incredible amount of Top Secret documents to
the Russians, undermining not only our SALT talks, but
also our relationship with Australia.

In a letter, Rep. Edward J. Markey (D-Mas-
sachusetts), chairman of the House Energy and Com-
merce Subcommittee on Telecommunications and
Finance, chastised the Nuclear Regulatory Commission
for what he called its "cavalier attitude" with regard to al-
legations of widespread substance abuse among construc-
tion workers at the Seabrook nuclear power plant in New
Hampshire. Allegations by former Seabrook workers and
others claimed that workers under the influence of drugs
and/or alcohol had performed shoddy work that could
result in unsafe conditions at the plant.

Thomas Elsasser, an NRC Region I oversight official
who recently reviewed the incident at Seabrook, gives an
example of the plant'S attitude in dismissing the concerns
for safety and quality control: "You can't say just because
there were drugs at the site that it is now unsafe.,,24
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Case Study #3 vividly describes the experience of a
security officer in trying to fight employee drug abuse at
a defense company.

CONCLUSION
The costs of drug abuse to the workplace are incalcu-

lable. In addition to the measurable costs described
above are the hidden costs which include: diverted super-
visory and managerial time, friction among workers,
waste, breakdown of equipment, poor decisions, damage
to public image, and personnel turnover.
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CHAPTER 3

DRUG ADDICTION IN
SPECIFIC WORK
POPULATIONS

INTRODUCTION AND EXTENT OF
THE PROBLEM
Drug and alcohol abuse has become a serious problem

nationwide for many specific groups within the
workforce: executives, women, and certain professions
are all increasingly vulnerable to addiction. Addiction is
not unique to the industrial world, but is found also in
the fields of education, law (see Case Study #1),
medicine, and sports. There are special and specific
problems in particular groups to make them more vul-
nerable to certain types of addiction.

Neither is it only the young employee or the blue-col-
lar worker who is at risk. When testifying in October of
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1986 before the University of Maryland committee inves-
tigating drugs on our campus after the death of basket-
ball player Len Bias, I stated that screening for drugs
should be done not only for athletes, but also for coaches
and managers. Not as much attention has been given to
these "untraditional" classes of substance abusers. The
purpose of this chapter is to highlight the special
workplace problems of addiction among certain groups.
Several examples of these special groups have been
selected so these may be of use to the reader as
guidelines for considering their employees.

THE EXECUTIVE ADDICT
Executive substance abuse is widespread and increas-

ing rapidly in a startling and dramatic fashion. Dr. Joseph
Pursch, former Medical Director of Comprehensive Care
Corporation, which operates 160 hospitals devoted entire-
ly to treating drug and alcohol addiction, states "there
has been a 100% increase in the number of high level ex-
ecutives coming to us for treatment compared with five
years ago." Pursch also predicts an equivalent increase
within two to three years. Productivity losses generated
by executive addiction are considerable. Estimates run as
high as 25% and proportionally exceed those of
mainstream employees, when the high levels of salary,
pension, education, and experience are considered.1

Dr. Bertram Brown, former director of the National
Institute of Mental Health, estimates that as many as
20% of elected and appointed officials at high levels are
suffering severe sym;toms from the stress of problems in
their environment. Thirty-six percent of all profes-
sionals, managers, and business owners in New York City
are reported taking tranquilizers on the job.3

Because of the executive's high level position, he en-
joys the trust and confidence of the organization. As a
consequence, the executive is often privy to much infor-
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mati on that is considered confidential to other lower-
level employees. Thus, the substance abusing executive is
at greater risk of violating the company's trust in order to
get money for the addiction. This can often result in
severe damage to the organization.

Drug-induced behavior of executives can significantly
affect the status and career of employees and, in some
cases, their lives. The prerogatives exercised by the execu-
tive in such areas as hiring, compensation, promotion,
and firing vests him or her with great powers over the in-
dividual employee. Frequently the addicted executive will
use that power to compel an employee to assist in cover-
ing up his addiction. In extreme cases where there is
prolonged use of an addictive substance, such as cocaine,
the executive may exhibit paranoid tendencies and actual-
ly threaten the lives of his subordinates.

Business associates who may also be abusing or sup-
plying drugs can pressure a drug-impaired executive to
take action which will be detrimental to the organization
and result in serious negative consequences for the or-

. . 4gamzation.
Of special concern is the fact that presently, cocaine

is quickly supplanting alcohol as the most dangerous oc-
cupational hazard in the "executive suite." Executive ad-
dicts are reported to be spending from $500 to $1,000 a
week to support their habits.s

If an executive is suspected of dealing or consuming
drugs on the job, the organization is at risk legally as
well, because of the heightened responsibility of the ex-
ecutive's position.

For example, a bank manager carries more potential
liability for the bank than does a teller. Drug addiction
also may cause an executive to embezzle from his
employer or customers. In the case of the executive ad-
dict, as in the example mentioned above, he has special
access to more of the company's financial resources and
thus can potentially steal more.
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Detection of the Executive Addict
As compared to most employees, the executive ad-

dicted to alcohol and drugs is more difficult for superiors
to detect. Executive performance is usually measured
over the long term by contributions to the profit or finan-
cial health of the business as compared to day-to-day
productivity of lower-level co-workers. The executive's
current record of achievement is often the result of past
actions. In addition, the fact must be considered that ex-
ecutives are exceptionally high achievers.

This achievement pattern often compensates for the
downward progressive nature of the addiction, thus keep-
ing the executive within the boundaries of acceptable per-
formance or better. What these achievers could produce
without the addictions would no doubt often be excep-
tional and has been proven to be so with recovered execu-
. ddi 6nve a icts.

On the other hand, what exists for the addictive execu-
tive is "job-shrinkage." This occurs when peers and subor-
dinates take on work that the executive can no longer do,
due to addiction, and, as a result, the executive's job
begins to shrink? The executive, as always, is performing
well; however, fewer and fewer things are getting ac-
complished.

Another factor adding to the difficulty of detection in
the executive addict is the cover-up component as it re-
lates to secretaries, families, co-workers, and even supe-
riors. The executive's secretary often becomes the chief
enabler for the boss.

The secretary often can and will protect the executive
from such consequences as missed appointments, un-
scheduled absences, and inappropriate (intoxication-re-
lated) behavior. The motivation of the secretary for this
protectiveness can be due to either loyalty or fear. Often,
the working relationship of the executive and secretary is
one of long-standing, intense loyalty which results in
"protection at all costs." In addition, the fear of losing
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one's job will sometimes cause the secretary to try to as-
sume responsibility for the executive's poor workload per-
formance rather than confront or question such problems
as the increased absences and mistakes.8

The executive's family, co-workers, and clients can
also be involved in the complex cover-up. The motiva-
tions of these groups can be similar to that of the
secretary, i.e., fear and/or loyalty. In addition, high status
the family and cohorts gain from being in the family or in
the company of the executive can serve to prevent dis-
closure. Fear of losing prestige or position can keep the
executive's family and friends in a protective role.

Surprisingly, the executive's superiors have recently
surfaced in research as another "cover-up" group. For ex-
ample, in the Topex study of alcoholic executives in the
New York City Council on Alcoholism it was found that
some factors accounting for such behavior stemmed from
the threat to the superior's ego.

For example, some top executives were reluctant to
admit to subordinates or others that they could have
hired someone who was flawed. In some instances such
"top brass" denied the underling's addiction, choosing to
hide their heads in the sand, rather than confront the in-
dividual or even admit that such behavior existed.

In other cases, top executives tended to regard such
behavior as a threat to the prestige and reputation of the
organization as a whole and therefore had to rationalize
to avoid dealing directly with the situation.

Finally, there were cases where superiors' "mental
gymnastics," used to rationalize substance abuse, were
necessary out of fear for losing the friendship or other
close fraternal ties with the addicted manager - an impor-
tant factor, given the usual characteristic "loneliness of
the top executive.,,9
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Special Appeal of Cocaine to the Executive
The appeal of drugs to the executive is complex. One

of the special attractions of cocaine is that it enhances
feelings of power and control and boosts the executive's
confidence even more when making a presentation, per-
forming in court, or executing difficult surgical proce-
dures. The executive is often a driven, highly motivated
worker whose main goal is to perform. Anything that may
appear to help attain that goal will appear attractive.

Cocaine, particularly, because of its immediate ex-
hilarating effect, fills this perception easily. Executives
can often find it easier to take drugs on the job because
of the status, salary, and privacy which their positions
provide. The autonomy of executives provides freedom to
take drugs on the job because few questions regarding
their whereabouts or activities are raised from day to day.
In addition, because of their high salary level, executives
do not have to purchase drugs from street dealers. Fre-
quently, executives make referrals of trusted dealers to
other executives as they might make dental or medical
referrals.

Unlike their subordinates, executives tend not to fear
the effects of drugs because traditionally they have
learned to be highly disciplined and controlled in their
transactions and dealings with others. Because of their
success in other aspects of their lives, they develop a
false sense of security believing that they will be able to
handle the drug. This element of power permeates the
life of the executive and perpetuates the denial even
longer.

The Alcoholic Executive
Executives are one of the most neglected groups for

treatment in the country because people are afraid to
confront such powerful individuals. In one study of For-
tune 500 executives, 18% of those interviewed expressed
concern about their own drinking.lO When discussing the
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alcoholic executive, the issue of stress comes into play.
The demands, isolation and pressure which are part of
the executive's job are factors which contribute to the ad-
diction. In addition, the longevity of alcoholism addiction
is astounding. An Alcoholics Anonymous members execu-
tive study shows that male members were actively drink-
ing for 21 years, on the average, and female members for
15 years.

The executive alcoholic's physical symptoms tend to
increase in number and severity through the years. He or
she can be experiencing blackouts, i.e., "alcoholic am-
nesia." Superficial observers may think that the alcoholic
is performing normally, when actually he or she is likely
to be unable to recall anything later. During the job
shrinkage point, such executives can most likely appear
to be discharging their usual duties. As previously noted,
peers and subordinates may take on work that the execu-
tive may have done in the past; and the superior begins
to trust the executive less and less, finding him increasing-
ly unreliable. In the final stages of the disease, the execu-
tive can no longer predict what will happen during drink-
ing. If the corporation complies and the conspiracy of
silence is maintained, the individual may end up appear-
ing l~ss. an? less at the officeilheading toward eventual
hospitalization and even death.

Executive Caravan Studies
Dr. Paul Roman at the University of Georgia, a well

known researcher in the area of alcoholism, has studied
executive drinking patterns in 1974, 1976, and 1980.
These studies have been called the Caravan Studies and
have been funded by the National Institute for Al-
coholism and Alcohol Abuse (NIAAA). Dr. Roman peri-
odically interviews a significant number of Fortune 500
executives. The following excerpt summarizes his findings.

Data from the survey indicate that the likelihood of an ex-
ecutive to be a drinker is considerably greater than that of the
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general population. Of the samples, 97.3% were drinkers with
only 2.7% reported as abstainers, as compared to the general
population in which 27% reported abstinence in 1975, ten times
that of the executive sample.

Furthermore, the executives' drinking patterns were dif-
ferent from the general population. Not only in regards to the
overall percentage of drinkers, but also this sample indicated
that the number of drinks taken daily by executives were more
than that of the general population. However, it is significant to
note that because of the nature of the executive position, the pat-
tern is more likely to be frequent uses of modest amounts of al-
cohol, in contrast to other patterns wherein heavier drinkers
would consume relatively large amounts of alcohol on single oc-

. 12casions.

However, it must not be argued that the executive is
exercising responsible drinking given the moderate
amounts he consumes. The implications are still severe
since the long-term effects of such consumption typically
have dramatic effects on judgment and behavior. The in-
crements of impairment rendered by such alcohol con-
sumption may be significant in the context of decision-
making responsibilities within which most of these execu-
tives operate. In addition, it is confirmed by this survey
that some of this alcohol consumption occurs during
working hours. In short, the data analysis of the survey in-
dicates that 47.5% of the heavier drinkers report
symptoms indicative of problem or potential problem
drinking.

For the executive, drinking is a social expectation,
and the conditions of work and non-work life in this so-
cial class group evidently facilitate the routine consump-
tion of alcohol. These data support the conclusion that
this population should be one of several special groups
which are the object of concern.

WOMEN AND ADDICTION
Like executives, women in the workforce face special

problems that can make them more susceptible to certain
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forms of addiction. Although women comprise more than
half of America's workforce, they are still facing distinc-
tive societal pressures - forces which apply guilt to work-
ing mothers and sexual pressures. These forces, coupled
with the fact that women still earn less per capita than
men, make for an unhappy and vulnerable group.

With so many women trapped into "pink collar" jobs,
low paying and low status careers as support-staff
workers without the appreciation of their male colleagues
and bosses, they become ready victims of the false
promises of drugs and alcohol. The American Woman
1987-1988, a report in depth published by Women's
Research and Education Institute, says that women col-
lege graduates who work full time earned little more than
employed male high school dropouts - $20,257 compared
to $19,120. The wage for male college graduates:
$31,487.13

This special population of workers already consumes
more than its share of drugs, with legal drugs being those
specially favored. Although most people now realize that
women have been treated unfairly in the workforce, our
society has a long history of discrediting women's discon-
tent as a physical symptom of an organic illness. Tradi-
tionally' women have learned that their unhappiness is an
"illness," a strange situation to be "cured" with medicine.
This viewpoint is no longer being supported openly, but
the effect still lingers, as can be seen by the heavy use
and abuse of legal drugs by women. Sixty percent of all
psychotropic drugs, 70% of all anti-depressants, and 80%
of amphetamines are used by women. 1

Drug companies add to the abuse of legal drugs by
targeting women as a potentially lucrative market. Al-
though this abuse has begun to change, until recently the
male-dominated medical profession aided this wholesale
selling of drugs to women, picturing women as a gender
as nervous and edgy, or else depressive and helpless - in
short, a group to be kept drugged.F'
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Women are also users of illegal drugs. It is notewor-
thy that most women are led into use of illegal drugs by
their male friends, usually husbands or boyfriends. Sadly,
once women are addicted they sometimes turn to pros-
titution to support their drug habits. A receptionist in her
early 30s from a prominent attorney's office stated that al-
though she was now drug-free, many of her friends were
involved with cocaine. In order to support their habits,
she said, they often married older men, not because they
loved them but because these men had the funds to keep
them supplied with drugs.

Women and Dual Addiction
In addition, women are also at a greater risk than

men from multiple-drug addiction, including joint drug
and alcohol addiction. Many such dual addictions come
about because of mistreatment of an original problem of
alcoholism.

For example, the sedative Valium is often mistakenly
given as a treatment for alcoholism when a female
patient complains to her physician of a vague malaise. Be-
cause women are societally not supposed to be al-
coholics, many female problem drinkers disguise and
deny their addiction. The woman alcoholic is a "fallen
woman," and respectable housewives and working
women see few alternatives, and few recovered female al-
coholics (until very recently) to model acceptance of
their problem and cure upon. Betty Ford is an outstand-
ing example of a dually addicted woman who has gone
through recovery. Kitty Dukakis's remarkable revelation
of a 26-year-addiction to diet pills is a striking story of
another prominent woman who achieved recovery.

Physicians, because of this societal pressure, are also
equally unlikely to diagnose alcoholism and often neglect
to do a complete drug history of women complaining of
vague "depression." Instead, they prescribe a sedative
like Valium, incorrectly assuming that the symptom of
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depression has purely emotional roots. Male family mem-
bers contribute to this denial, and with all the woman al-
coholic's contacts acting as enablers, helping her deny
her drinking problem, she often does not face it. Worse,
by prescribing drugs for the "depressed" symptoms
without diagnosing the alcoholism disease, her physician
and family often edge her into a dangerous, potentially
fatal, dual addiction. The fact that the sedative is a legal
drug may even lull the alcoholic into a sense of security,
incorrectly believing in the drug's safety without consider-
ing the interaction of the powerful drug and alcohol.16

For women in traditional "pink collar" jobs, such an
addiction can go long unnoticed. A "pink collar" job is a
profession with a 95-98% female population, such as
secretaries and nurses. Many positions are not intellec-
tually challenging and thus even an impaired woman can
function for a long period with a substance-abuse
problem. In addition, since support staff positions are
viewed as minimally trained positions many women
workers fear that they can be more easily replaced than
male workers. This fear can combine with the compara-
tive ease in escaping detection to keep women workers
out of treatment.

Women in high level jobs have other societal
problems, including those mentioned earlier facing male
executives. They must operate in the same stringent and
competitive world as their male colleagues. Their
upbringing in our society, however, may make them far
less prepared for handling power, management, and top-
level decision making. In addition, the work environment
may be hostile to female participation and management.
Consequently, the women executive is far out-numbered
by males and works in a more isolated, less collegial at-
mosphere than her male counterparts. These stresses
heighten the likelihood of a female turning to the use of
alcohol or drugs as coping mechanisms.
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The working woman who is married faces additional
burdens. She is often expected to handle two full-time
roles, that of her profession and that of wife and/or
mother. Few working women with husbands and children
have the luxury of ending their day at the same closing
time as their male counterparts because they must then
shift into housewife mode - attending to the needs of
their husbands and families.

In addition to these external demands, many women
in the workforce face the added burden of self-imposed
guilt for "abandoning" children or husband for a job. Hos-
tility and even jealousy from husbands who resent their
wives' growing status and independence only adds to
these pressures.17

For many of the same misdirected "protective"
reasons that keep families and physicians from recogniz-
ing a woman's alcoholism, a woman's supervisor may also
go longer before confronting the employee's illness. By
denying and putting off confrontation, the supervisor ac-
tually contributes to making the employee become far
sicker than her male counterpart before being confronted
about work failures or increasing absenteeism. Super-
visors feel more anger and more concern for the woman,
but are more likely to take disciplinary action against the
man. While this may seem chivalrous, it reflects the su-
pervisor's inability to deal directly with the reality of drug
or alcohol problems in women. This supervisory behavior
may lead to the finding of totally unrelated reasons for
demotion and even firing, while letting the woman addict
become even sicker and still allow her to deny her
problem. 18

The first step in fighting women's drug abuse is to
confront it. Denial of the problem personally and by
society is even stronger than the denial experienced by
male addicts. This has resulted in great gaps in the
knowledge of women's' addiction patterns and in
programs specifically oriented toward the addicted
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woman. The social stigma of the substance-abusing
woman as a "fallen" woman must be overcome to bring
these women into treatment, without the fear of social
ostracism or of - in the case of single mothers - fear of
losing custody of their children if they admit their
problem and/or seek help.

OTHER SPECIAL GROUPS

EMPLOYEES WITH ADDICTED RELATIVES
People in the workforce with family members who

are substance abusers form another special population of
employees adversely affected by abuse. This group com-
prises the largest single population of addiction-affected
workers, since for every substance-addicted employee
there are four others who live with, or are otherwise
directly affected by, an addicted person, such as parents,
children, and extended family members. Studies show
that 50% of alcoholics have or have had an alcoholic
parent and another 30% will marry alcoholics. This
leaves a large group susceptible to the stresses and
violence of alcoholics, unique problems which may affect
the ability of these un-addicted employees to fulfill their
job obligations.

Problems common to family members of alcoholics in-
clude increased absenteeism, moodiness, and emotionally
related health problems such as colitis, ulcers, and
headaches. In addition, many wives and children of drug
abusers are battered by their husbands and fathers. These
victims of violence face problems with severely lowered
self-esteem as well as fear for their physical well-being.
Not only do these problems make these family members
more susceptible to future substance abuse themselves, it
opens up a wide range of behavioral problems all related,
however indirectly, to the original substance addiction.
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ADULT CHILDREN OF ALCOHOLICS
Adult children of alcoholics, or of other substance ad-

dicts, have become increasingly recognized as a special
group with unique problems stemming from their
parents' substance abuse problems. Although these
children may now be full-grown, active members of the
workforce they may still be reacting to their early ex-
periences in ways which injure them, and their perfor-
mance in the workplace.

As Claudia Black, author of It Will Never Happen To
Me, notes, children of alcoholics cope during their unhap-
py childhood by changing their behavior to compensate
for their addicted parents to make their lives less scary
while they are young and comparatively helpless in a
frightening living situation. The roles adopted by these
children to placate their parents, or to assume a reassur-
ing semblance of normalcy in a frighteningly irrational
household, can continue into adulthood, often inap-
propriately. Their behavior can range from avoidance to
an extraordinary desire to take control, and is not accept-
able in normal situations in any of its manifestations.

Only at adulthood will many of these children realize
that they have evolved into unhealthy patterns of be-
havior, relics from an era when they overcompensated
for their parents. However, many are unable to break
these patterns alone (without professional counseling)
and many are not aware of or deny any unusual behavior,
falling back on their early mode of denial for survival.
Their inappropriate behavior and the emotional
problems arising from such early trauma make them
another troubled population, injured by substance
abuse.19

"A growing body of clinical experience has shown
that children of alcoholics can be helped. An under-
standing of their experience in terms of parental illness
can relieve their feelings of guilt, help them cope with
their own emotions, allow development of social support
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systems, and be lifesaving. A network of prevention and
treatment services for offspring of alcoholic parents is
developing across the nation.,,20

AIDS AND ITS EFFECT IN THE WORKPLACE
Increasing concern in the workplace with the spread

of the fatal Acquired Immune Deficiency Syndrome
(AIDS) has created another special problem for certain
groups of substance abusers. One special problem is the
connection between intravenous (IV) drug users and
AIDS. Since this group is already so involved with its ex-
tremely addictive drugs, such as heroin, it is likely to be
careless with other health habits. Thus the risk of spread-
ing this disease, either through careless and unprotected
sexual contacts or through the sharing of drug parapher-
nalia (such as contaminated needles and syringes) is high.

Employee education is essential. Employees must
realize that they are risking their health and productivity
through such use of drugs. They are seriously endanger-
ing their lives by continuing in a lifestyle that has been
proven to be at a high risk from an incurable, usually
deadly, disease.

Another factor connecting AIDS and drugs is that in-
hibitions may be lessened even for those who are only
casual users of alcohol and drugs. Usual safe sex practices
may be disregarded at such times. Employees need to be
educated about the incredible danger all groups face
from AIDS.

THE PEER REFERRAL MODEL:
REACHING PROFESSIONALS, UNION MEMBERS

Peer referral is the process of confronting fellow
employees. It is a unique approach to cracking the denial
of the addicted individual and has proven effective with
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several special populations of addicts in the workplace,
notably professionals and union members.

Physicians, lawyers, dentists, and the Federal Railroad
Administration's "Red Block" program are groups best
known for implementing this approach. Threatened with
heavy malpractice and liability suits, these professions
have been forced to monitor themselves. The typical pat-
tern for such monitoring has been a peer evaluation
process. For example, the Joint Commission on Ac-
creditation of Hospitals uses peer reviewers to review
hospital standards.

As a result, associations of professionals, such as
physicians, have begun to institute a system whereby
when a professional identifies a fellow practitioner as
having a problem, this information is reported to the
respective responsible group in the association. The next
step is for a team of professionals within the organization
(almost always having one or more recovering addicts in
the group) to make a visit and confront the impaired
professional.

Attorneys have even hired full-time staff to run these
programs as the numbers of impaired lawyers has proven
to be extensive. Dr. Donald Muccigrosso, the Loss
Prevention Attorney for the Professional Liability Fund
at the Oregon State Bar Association, states: "Sixty per-
cent of attorneys who were addicted to drugs had
malpractice suits against them. This compares to 16% of
non-drug-addicted attorneys who have malpractice suits
against them. However, once sober, recovering attorneys
drop to only 2% having malpractice suits against them.
As a result, sober lawyers are better lawyers.,,21 Case
Study #1describes this in detail.

Le Clair Bissell, M.D., has done the definitive work in
this area, and her 1984 book Alcoholism in the Profes-
sioni2 presents a rich history of the unique characteris-
tics of alcoholic professionals and the efforts by profes-
sionals to reach their colleagues.
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Other professionals, such as nurses, university profes-
sors, and social workers have shown interest in such
programs as well. One group, the Association of Flight
Attendants (AFA), has used a peer referral program to
uncover substance abuse in its uniquely stressful profes-
SIOn.

The AFA is the largest flight attendant union in the
world, with more than 21,000 members. Since 87% of
this membership is female, this group also heavily repre-
sents one of the special populations discussed earlier.

The AFA's peer referral program began in 1975,
when the union distributed a preliminary survey to iden-
tify health problems. Two years later, a more in-depth
survey was developed and concern with the occupational
alcoholism programs of the airlines (the union members'
employers) became apparent.

Alcoholism and other substance abuse had become a
particular problem in this field because of the extreme
stresses of scheduling and travel. For example, a flight at-
tendant's work schedule may vary from as many as 22
days to as few as 10 days per month. In addition, each of
these work days may range from three to 17 hours in a 24-
hour period. These harsh schedules, combined with the
problems facing working women discussed earlier, made
many flight attendants candidates for substance-abuse
problems.

In their close-knit working world, however, the flight
attendants were also good candidates for peer referral.
Although, unlike the professionals, attendants did not
have to band together to defend themselves against law
suits, they do end up spending much of their time
together on the job and in foreign ports, giving them a
chance to closely observe each other. From October
1980, when the program was fully implemented, to June
1983, more than 1,000 flight attendants and their families
sought and received help because of the program. 23
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CONCLUSION
Although these groups may be some of the most dif-

ficult to reach, executives, women, professionals, and
those in particularly stressful personal or professional
positions must be targeted by any workplace program. Be-
cause of high levels of denial, or status, or the indirect na-
ture of their involvement with substance abuse, it is too
easy to let them pass, and assume their immunity from
the terrors of addiction. However, because of the power
they control as a result of their position and due to the
sheer number of these special groups in the workplace,
this would constitute a great loss for the country's
workforce. With increased awareness of the problem, and
innovative programs such as peer referral, these are
groups who can be motivated to recover. It is also clear
that no group is really immune from these problems.
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CHAPTER 4

DRUG TESTING

INTRODUCTION
Any discussion of drugs in the workplace invariably

leads to the topic of drug testing. All statements on the
cost of drug abuse and proposals for rehabilitation all in-
volve such testing. How else can companies ascertain
which, if any, of their employees are using illicit drugs?
Or which drugs, if any, employees are abusing?

Sophisticated testing procedures can now reveal
traces of various drugs in the body, often over a month
after these substances were last taken. Most commonly
urinalysis, or study of the urine, and occasionally blood
tests provide information on substances ingested down to
several nanograms, or billionths of a gram, per milliliter
of urine or blood.

Understanding these new techniques covers only one
part of the drug-testing issue. Because employers make
decisions regarding employees' jobs and fitness for work
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based on these tests, the issues of accuracy and legality
are crucial. Checks and security procedures must be in-
stituted, and laboratory results re-tested to ensure that in-
accuracies do not either injure innocent employees or
mar the reputations of legitimate drug-rehabilitation
programs of corporations.

Beyond assuring technical competence, a company
wishing to become involved in drug-testing must be very
clear on its own policies regarding drug testing and use.
Not only will such clarity aid the company in instituting a
fair, workable testing and rehabilitation program, but a
lucid, written policy also protects everyone involved legal-
ly. As lawyers battle over employees' and employers'
rights in the arena of drug testing, many issues of privacy
are being raised.

A well thought-out policy may derive from The
Presidential Executive Order (Addendum #1) or be
culled from research, as that of the AMA's survey of
American industry, "Drug Abuse: The Workplace Is-
sues." In either case, in the current quagmire of legal ar-
guments, a full knowledge of the testing process itself,
the assets and limitations of the testing, along with a solid
policy for the implementation, will offer companies a
well-grounded basis for drug-testing policy.

CHEMICAL PROCESSES OF
DRUG TESTING

Testing for drugs can be accomplished in several
fashions. Blood, hair, saliva, and urine all retain traces of
ingested substances such as drugs, but the most widely
used tests involve urinalysis. Other bodily products may
require more sophisticated methods of testing, may (as in
the case of saliva) be difficult to obtain in quantities
suitable for testin9 and may not retain traces of drugs as
long as urine does.
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While urinalysis can provide highly accurate measure-
ments of drugs present in the body long after initial drug
use, blood testing can be more specific, actually measur-
ing the amount of drug currently in the worker's blood at
the time of the test. These blood levels offer a better in-
dication of drug impairment. Therefore, blood testing is
often used for post-accident testing. The disadvantages of
blood testing include uncertainty, since toxicologists have
not fully agreed on a standard drug level which would
uniformly indicate impairment, as they have for alcohol.
In addition, a licensed technician is needed to draw
blood, and drawing blood is often seen as a more invasive
procedure than sampling urine, making employees less. 2cooperative.

Simpler and less expensive than blood testing,
urinalysis remains the current preferred method of
routine testing.' In the urine, drugs last a considerable
amount of time - from four days to 45 days.

Drugs
Amphetamine/Methamphetamine
Barbiturate
Cocaine
Heroin/Morphine (Codeine)
Marijuana/Hashish (THC)
Methaqualone
Phencycledine (PCP)

Chart 2 - Detection Time For Drugs4

Detection Time
(up to # of days)

7
4/45

4
4

30
5
8

This time span and the multitude of accurate, relative-
ly inexpensive methods of testing make urinalysis the
most viable testing alternative. Two main types of
urinalysis dominate testing.

The first type, immunoassay, works on the principle
that antibodies produced by animal or human bodies as a
reaction to any foreign, invading substance have specific
sites on them to which specific foreign elements, such as
drugs, will attach themselves.
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To utilize this principle as a test for drugs, antigens
(foreign matter) are injected into animals to promote the
formation of antibodies. These antibodies are then
separated from the animal's blood and used in either of
two different tests. By adding these antibodies to human
urine and measuring in either of two different ways how
the antibodies react, the amount of foreign matter (i.e.,
drugs) in the human urine sample can be measured.

The first type of immunoassay, or fA, urinalysis is
Radioimmunoassay, or RIA. The most commonly used
commercial form of this analysis is called the Abuscreen
RIA and is produced by Roche Diagnostics, Nutley, NJ.

The RIA works by adding known amounts of various
drugs, marked by radioactivity, to the urine in addition to
a known amount of the animal-produced antibodies. This
mixture is left to incubate. During this period the radioac-
tively "labelled" drug and any unlabeled drug that was in
the sample (i.e., from the employee's use of marijuana,
etc.) compete for the sites on the antibodies. The an-
tibodies are separated from the fluid, by use of precipita-
tion and centrifuge.

Either the fluid or the antibodies can then be
measured. A gamma counter is used to measure the
radioactivity of either. The presence or absence of illicit
drugs is signaled by the amount of radioactivity in either
sample because the amount of radioactivity signals the
amount of the "labeled" drug which has successfully con-
nected with a site on the antibody, and thus how much il-
licit, unlabeled drug it had to compete with in the urine
sample. A low amount of radioactivity on the antibodies
signals that a lot of illicit drug edged out the "labeled"
drug. A low amount of radioactivity in the remaining
fluid signals a low amount, or no amount, of illicit drugs
since most or all of the "label" made it onto the an-
tibody. High readings of radioactivity obviously signal the
opposite in both cases.
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The other type of IA testing is Enzyme Immunoassay
(EIA). This type of test uses an enzyme or protein, in-
stead of radioactivity, as a label in a similar test. The
most commonly used of this type of test is EMIT from
Syva Company, Palo Alto, Calif.

The way the EIA works is similar to the RIA. As in
RIA, a labeled drug competes with any unlabeled, illicit
drugs for sites on an antibody. In RIA, however, the label
is an enzyme, and the urine antibody and labeled drug
mixture is mixed with glucose-o-phosphate (G-6-P),
which the enzyme would ordinarily react with. If,
however, the enzyme-drug is attached to the antibody, it
cannot react with the G-6-P. The enzymatic activity with
the G-6-P is thus a way of measuring how much of the un-
labeled illicit drug was in the urine sample. Again, the
more of the labeled drug that can get onto the antibody,
the less illicit drug there has been in the urine sampler'

The problem with these tests is that the antibodies
can react with related, but legal, or even totally unrelated
substances. This leads to "false positives" or positive test
results that indicate a drug is present in the urine when it
isn't. Therefore, a confirmation assay, that is, a second
test operating on an entirely different chemical principle,
is essential. The second test reduces the risk that an unre-
lated substance has caused a test to read unfairly positive,
or that a methodological problem has caused inaccuracy."

The most commonly used confirmation assay is
chromatography. This is a highly sensitive screening pro-
cedure, but also more expensive than the more common-
ly used immunoassays and thus not usually deemed practi-
cal for a first screening procedure.

Chromatography offers increased sensitivity (the
ability to detect very low levels of drugs) and, thus, a
lower cutoff point (the level at which a particular test will
be considered definitive).7

For example, commonly used imtnunoassay screens
have the sensitivity to detect traces of THC, the active in-
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gredient in marijuana, in as low a concentration as 20
nanograms/ml. However, their cutoff points are frequent-
ly set at 50 or 100 ng/ml, well above their sensitivity
limits, to minimize the chances of false positives/'

Since negatives are not re-tested, there is a risk of
"false negatives," in which a drug is present in the urine
but the test doesn't reveal it. Therefore, for cost effective-
ness, it is not necessary to confirm all negatives. The
more common error, however, is for unrelated substan-
ces, from prescription drugs to a few totally unrelated
substances from particular forms of herbal tea to poppy
seeds, to incorrectly cause positive results."

The types of chromatography most broadly used are
thin-layer chromatography (TLC), high pressure liquid
chromatography (HPLC), and gas-liquid chromatography
(GLC). The gas-liquid chromatography is the most com-
monly used method.

Basically, chromatography works by separating the
substances in a sample and spreading these across a plate
or a column, allowing for identification and measurement
of the different components of the sample.

TLC is used for many large-scale multiple screening
programs (Michaud & Jones 80). It is one of the oldest
and least expensive of chromatography screens. Although
TLC can detect several prescription drugs that an IA test
cannot, it is not as sensitive as an IA and won't detect
small quantities of drugs.

The TLC chromatography method involves reading a
plate on which the urine sample has been chemically
treated to separate into its various elements. The location
of the color spots formed by the separated components
of the urine are then compared to known standards, and
thus identified. Since this is a potentially subjective test, a
trained lab technician must perform it.

HPLC follows the same principle of separating and
identifying, but catches different elements of a sample as
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the sample is reaching equilibrium after being forced
through two liquid phases.

GLC (sometimes called simply gas chromatography
or GC) involves heating and vaporizing the sample while
it passes through an absorbent column. Again, this
process separates components of the sample, allowing
them to be identified by a trained technician.

One of the best uses of GLC is in conjunction with
mass spectrometer (GC/MS). These two instruments
together further break down the sample's molecules into
electrically charged ion fragments for more distinctive,
positive identification of substances. Both GLC and
GC/MS allow quantity to be measured as well, but are
too expensive for mass use. However, it makes an excel-
lent and accurate screenin~ process for specimens that
have already tested positive. 0

CHAIN OF CUSTODY
As important to accuracy as this scientific methodol-

ogy is the chain of custody. This chain, a method of con-
tinuous surveillance and responsibility for the sample,
helps ensure the purity of the sample. None of the most
highly sophisticated tests will provide trustworthy results
if the sample is in any way adulterated; therefore the
chain of custody - the line of personnel handling the
specimen - must be regulated. For a complete chain of
custody the following steps should be followed:

1. The actual collection of the urine sample should be
observed, from body to bottle. The Department of
Health and Human Services Federal Guidelines (Adden-
dum #2) allows for unobserved collection of urine
samples if bluing is placed in the toilet bowl, the in-
dividual removes concealing garments in the presence of
the collection site attendant, and the toilet is not flushed
afterward. There is, however, a great amount of con-
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troversy over the accuracy and validity of such unob-
served samples.ll

2. The sample should be sealed and signed for by the
collection site attendant, as well as by the donor of the
urine. The attendant should also fill out a chain of cus-
tody form, which will follow the specimen and provide ac-
countability for it at all times. Any person who sub-
sequently handles the specimen must sign for it on this
form.

3. The sample should proceed to a secure storage
area, with each of the lab personnel handling the
specimen signing for it.

4. All transactions involving the sample should be wit-
nessed, and intra-lab security ensured by frequent
security checks.

5. After testing, the original sealed and witnessed
specimen must remain in secure storage for one year.
These samples are kept frozen for that one year to avoid
loss of possible drug content. Any samples necessary for
additional tests, such as confirmation tests, should be
taken from this original sample. This provides the lab
with the legal protection of being able to refer back to
h "I 112t e ongma samp e.

An example of testing and chain of custody in perfor-
mance can be found in the federal drug testing program
now in place in the U.S. Army Laboratory at Ft. Meade,
Md. Here, the urine samples are tested via RIA. Nega-
tives are reported and dismissed. Positives, however, are
confirmed twice. They are tested again by the same RIA
procedure, and, if the sample tests negative, that is
reported. If, however, two positives occur-which means,
for example, that greater than 100 ng/ml of THe or more
than 300 ng/ml of cocaine have shown up - the sample
will face additional confirmation testing by the more sen-
sitive GC/MS method. This test will register a positive
result if there are more than 15 ng/ml of THC or more
than 150 ng/rnl of cocaine. The second test is done within
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ten days of the taking of the original sample to prevent
compounds in the urine from breaking down.

Again, if these tests prove negative, it is assumed that
the first positive reports were false positives, and the
sample is dismissed. If, however, the result confirms a
positive, this will be reported.P Urine samples may be
frozen from 60 days to a year with an expected degrada-
tion.

Double-blind testing is an additional method for as-
suring intra-lab security. The double-blind refers to
"blinds," or control specimens, added into the batch of
real specimens to be tested both by the laboratory person-
nel and by a third party, without the laboratory's
knowledge.

The U.S. Army at Ft. Meade - a state-of-the-art
laboratory and one of three that processes all of the
army's samples - allows for 500 blinds to be added to the
monthly total of approximately 13,000 samples. These
blinds are composed of 300 known positive and 200
known negative urine samples. These ensure complete
impartiality on the part of the lab. Random sampling of
30 specimens per month by the Air Force provides
another quality check, as specimens are checked at ran-
dom to insure that they have the correct labelling.

With these safeguards in place, out of 30,000 samples
tested from Ft. Meade in 1986, not one false positive was
allowed to pass as a real positive.r" All testing at Ft.
Meade is conducted under tight security precautions. All
visitors must sign in and be escorted. The actual arrival
and labeling of specimens is processed under secure con-
ditions and can only be observed by visitors behind glass
windows.

ETHICAL MODEL
Although the scientific options are fairly specific, the

ethical options can be confusing. To avoid a haphazard
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program Robert T. Angarola, an attorney who served as
assistant director of the White House Domestic Policy
Staff, recommends that companies do not institute testing
for legal reasons, rather for reasons of ethics and
morality. Employees will sue if plans are implemented
and they feel their rights are being infringed, he warns.
They will also sue if they are injured in a drug-related in-
cident.1S Legally, the arguments are still undecided, and
ethical reasons should remain the primary justification
for testing.

Three different types of testing are recognized, each
serving a different purpose. These different approaches
to testing can be divided into three categories: pre-
employment testing, testing for cause, and random test-
. 16mg.

Pre-employment Testing calls for regular screening of
job candidates, allowing the company to decide whether
to test either applicants for all positions or only those ap-
plying for selected positions. Pre-employment testing is
often performed in conjunction with a pre-employment
physical. In some cases, applicants are informed of the
tests and questioned about any legitimate medications
they may be taking which may influence a test result.

For-cause Testing is performed when, as the name im-
plies, a reason - such as suspected drug use - arises. This
method of testing is usually recommended by supervisors
who suspect that an employee has become unfit for work
due to involvement with drugs. This commonly occurs
after an accident or an observable change in the
employee's behavior. According to a survey of 180 For-
tune 500 companies (performed by Noel Dunivant & As-
sociates), companies most often seem to implement test-
ing as a response to a drug-suspected accident.

Random Testing involves selecting, by a scientifically
random process, a significant number of employees as a
sample for testing. Such screening is carried out several
times a year, each time on a different random sample.
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This method of testing should provide a good cross-sec-
tion of the personnel pool. All employees in a particular
job or throughout the workplace are eligible for testing,
depending on the company's policy. Since the employee
isn't aware of when he or she will be tested? this method
is meant to serve as a deterrent to drug use.'

Obviously, not all of these types of screenings are con-
stantly called for or necessary. More critical jobs, such as
airline pilot, might necessitate the use of all three kinds
of testing. Less sensitive positions, such as travel atten-
dant, might only call for pre-employment and for-cause
testing.

To help determine a company's policy on drug testing
several questions should be answered. Why does the com-
pany want to test for drugs? Who will the company test?
Under what circumstances will the company test them?
And what will the company do with those employees or
job candidates who test positive?

To answer these questions a company should consult
with its occupational health staff, security personnel,
union representatives, legal advisers and possibly the
police. This widespread participation will ensure develop-
ment of a comprehensive policy that makes sense and
will be accepted by those it affects.

The next question for a company to address is: What
will be done with employees who test positive for illicit
drugs? Will they be suspended, terminated, offered
rehabilitation through an EAP or an outside source?
These questions must be fully thought out, discussed, and
answered before a formal company policy can be writ-
ten.18

Ultimately every company must come up with its own
clearly defined written policy, but, as a sample, I offer my
own conceptual model for drug testing. The complex and
changing legal issues will be discussed later.

As an ideal plan to decide the "who" and "how" of
testing, every job should be classified according to the fol-
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I

II

lowing five categories: Public safety, National Security,
Safety of a Co-Worker, Public Trust, and Fitness for
Work. The effect, if any, that drug use would have on job
performance must also be considered.19 These job
categories can then be correlated with an appropriate
routine of testing.

Chart 3-Conceptual Model For Urinalysis Testing
Category Method Of Testing Job
Public safety All three Bus driver

National security All three Secret Service

Safety of a All three Crane operator
co-worker

Public trust Pre- and for-cause
Fitness for work Pre- and for-cause

Bank president
Accountant

LEGAL CONSIDERATIONS
The above ethical model can be used as the rationale

for companies considering testing. In the courts, con-
troversy still surrounds drug testing. "At the present time
no federal or state constitutional provision of law directly
prohibits the use of drug detection or urine screening
programs ... , but the frequency of testing, the motives,
and the handling of test results, remain issues still un-
decided.,,20

Individual cases have been concluded, with judges
pronouncing final-sounding decisions. But often these
judges seem to reach opposite decisions in similar situa-
tions; thus inconsistent precedents simply add to the
growing confusion. There are 13 legal issues which
should be considered by any company before instituting a
testing program. Careful following of these should help a
company avoid a legal challenge. In brief, these are as fol-
lows:

1. Demonstrating a need for drug testing, such as sub-
stantiating a relationship between poor job performance
and drug use.
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2. Documenting the relationship between the test
results and poor job performance.

3. Developing a specific policy and program against
drug abuse, in consultation with all parts of the company
which may be affected (such as unions, occupational
health, safety personnel, legal, and top management offi-
cials.)

4. Modifying employment contracts and union con-
tracts to incorporate the new policy.

5. Notifying the employees in advance about the
policy and consequences for specific violations.

6. Following through consistently with this policy.
7. Obtaining the employee's signed permission when-

ever possible.
8. Performing testing carefully, including observations

of "body to bottle" to ensure that the urine specimen un-
deniably belongs to the person giving it.

9. Checking the laboratory and qualifications of the
staff, including the incorporation of a very tight "chain of
custody" over the urine sample.

10. Performing a second, more specific, confirmation
test on all positive results (such as the GC/MS mentioned
earlier).

11. Notifying employees of positive test results and
providing them with an opportunity to contest resulting
disciplinary actions, by keeping a portion of the original
sample for retesting by a private company of the
employee's choice.

12. Keeping results confidential.
13. Establishing an employee assistance program (if

there is not already one in place) to help substance abus-
ing employees.

This list of guidelines will help companies keep clear
of the current court controversy about some testing, since
its legality is presently a hotly contested issue. The most
likely drug test to be contested is one which is used for
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disciplinary, as opposed to merely diagnostic or rehabilita-
tive, purposes.

In general, employees' most commonly cited com-
plaints about testing are that testing may, first, violate
what people perceive as a constitutional right to privacy
and, second, may cause employees undue persecution be-
cause of inaccuracy in the tests or unfair treatment of
those testing positive. There is no specific legislative
protection of any privacy rights except for federal
employees protected by the Privacy Act. The common
legal basis for the breach of privacy complaint draws its
strength from the fourth amendment, which guarantees
that citizens will be spared "unreasonable search and
seizure." That boils down to "all searches pursuant to a
warrant must be supported by probable cause.,,21 Be-
cause constitutional constraints only apply directly to
tests by government, private corporations have more
latitude in testing procedures.

Most employers, however, choose to avoid unneces-
sary legal entanglements by following the guidelines set
for government employers. Private companies are vul-
nerable to several sorts of civil suits resulting from un-
reasonable testing procedures, such as negligence claims,
libel and slander, and contract law violations.

Negligence may come about when an employer hires
a substance abuser who then harms another employee.
Slander and libel come about if the employer maliciously
spreads false reports about an employee's drug test
results. Contract law violations, finally, can come into
play if an employer implements a testing policy that is
not in accordance with current union and employee con-
tracts.22

As for the accuracy issue, courts have been accepting
the reliability of commercially available urinalysis, par-
ticularly when test results have been confirmed. Accord-
ing to a report published by NIDA, "the test upon which
the government bases its program, the GC/MS, has been
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conceded by the National Treasury Employees Union,
federal judges, and technical experts alike to be 100% ac-
curate." Consequent1~ reliability should not be cause for
employee complaints.

Loren Siegel, a special assistant to the executive direc-
tor of the American Civil Liberties Union (ACLU),
writes against the legality of urinalysis, arguing against ad-
mitting such tests as legal evidence on the grounds that
they do not prove impairment or recency of use. An
employee who smokes marijuana at a weekend party,
Siegel states, will still test positive during work the next
week although he or she may no longer be impaired.f"

The presence of an illicit substance may not yet be
definitively linked to decreased job performance. In cases
where an employee could potentially affect public safety,
courts have generally agreed that the presence of drugs
may be a defensible basis for disciplinary action. While
President Reagan has come out strongly in favor of ran-
dom urinalysis for those in sensitive positions, federal
judges have not definitively decided either way.25

As more of the federal court decisions are allowing
for testing of the caveats mentioned, the fight has moved
to the state legislatures. The ACLU and unions are bring-
ing the issue of drug testing to the states. In 1987, the
state legislatures began to unfold regulatory testing proce-
dures. In 1988, we will see even more of this.

THE FEDERAL PROCESS
Although federal employees have some of the

strongest cases against drug testing because of the
aforementioned constitutional guarantees, President
Reagan's Executive Order, "Drug Free Federal
Workplace," makes clear that the federal climate is dis-
posed toward testing.

This Executive Order has led the Office of Personnel
Management to implement new regulations on drug test-
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ing of federal employees. These, in turn, incorporate the
technical processes researched and recommended by the
Department of Health and Human Services. Thus,
federal employers' drug testing programs begin with the
President's proclamation and conclude with the working
technical policy of HHS. The technical Drug Testing
Guidelines, as already stated, are included as Addendum
#2 in this book. They can serve as a reference point for
all employers.

The president, in his Executive Order of September
15, 1986, advises random testing of federal employees in
sensitive positions, such as national security officers. He
also agreed with the conce% of pre-employment testing,
at the employer's discretion.

The ideal total system outlined in the order calls for a
statement of intent, which all employees would receive in
writing 60 days before any process was implemented.
This plan would involve EAPs in planning and rehabilita-
tion, and training of supervisors. A process for those who
wished to seek help would be clearly established, as well
as a process for employers and co-workers to identify
drug abusers.

For the testing itself, the president agrees with the
strict HHS guidelines, which include the standard chain
of custody, quality control, and confirmation assays.
Employees positively identified as drug users would be
given the option of seeking treatment through an EAP
(such as the Army's Alcohol and Drug Prevention and
Control Program - ADPCP) and of not facing punitive ac-
tion by doing so, although those in sensitive positions
may be suspended pending rehabilitation.

Those who refuse to enter such a recuperative
program would face disciplinary charges. This type of
process is being implemented by federal employers. One
process already functioning for the army utilizes a com-
bination of testing to test pre-employment, for-cause, and
randomly.
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AMERICAN MANAGEMENT ASSOCIATION STUDY
OF DRUG TESTING IN THE PRIVATE SECTOR
In October 1986, the American Management Associa-

tion (AMA) conducted a nationwide survey to poll com-
pany responses to drug abuse. It was learned from the
AMA study how private sector companies develop their
testing policies .. An extensive survey by the AMA studied
the drug testing programs now in use by 1,090 companies
(the respondents came from a mailing of 10,000 surveys).
From this survey, they extracted several of the major is-
sues which private companies should consider when
designing testing programs. They also report strong
recommendations which recurred throughout the sur-

27vey.
Only then does the AMA recommend proceeding

into drug testing. And, while the AMA leaves open the
issue of which method and frequency of testing is ap-
propriate for any particular job for determination by the
employer, the survey stresses the need, once again, for a
secure chain of custody and confirmation testing of all
positive results. 28 After all these safeguards have ideally
eliminated false positives, the AMA reports, real posi-
tives are dealt with in many different fashions, ranging
from dismissal to rehabilitation. Many of the respondents
to the survey, however, stressed the benefits of rehabilita-
tion, either through the company's EAP or through a con-
sortium EAP mode1.29

One program run along guidelines like those recom-
mended in the survey is in place at Carpenter Technology
in Reading, Pa. In the potentially dangerous environment
of a workplace involved with the smelting of metals at ex-
tremely high temperatures and the operating of heavy
equipment, the need for such precautions were obvious.
Increasing drug use was becoming obvious to the profes-
sionals of the existing EAP - a 14% rise in the two years
before June 1986- and subjective statements from super-
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visors worried about increasing lateness, absenteeism,
and decreasing performance.

This led, in June 1986, to the implementation of a
comprehensive program. First, a statement of policy was
issued. This stated that the use, possession, and sale of al-
cohol or drugs was against company policy. Clearly, it
stated the company's right to fire or suspend any
employee involved with these substances. It also ex-
plained that the policy was primarily concerned with the
safety of its employees.

Then it outlined the company's policy of drug screen-
ing, for which any employee might be eligible. The test-
ing procedures given included testing for-cause (after an
accident or if a supervisor suspected an employee was
unfit for work) and as part of the regularly scheduled
company physical (which included current employees and
pre-employment screening of applicants). Random test-
ing was not incorporated into this policy.

The statement continued to explain that employees
identified as having used drugs would be removed from
work and referred to rehabilitative treatment as a condi-
tion of any further resumption of their duties. Refusal to
participate in such treatment would be grounds for dis-
missal, under the employer's right to dismiss a drug user
as a violator of company policy stated at first.

The stress on testing employees found "unfit for
work" falls on the supervisors. They, with the medi-
cal/testing department, must make the decision to suggest
the involvement of the EAP. A two-hour training session
taught supervisors about their new roles and trained
them in spotting potential problems. Although no specific
type of test is included in the statement, a well-defined
procedure is given, including careful chain of custody han-
dling of employee specimens. Cut-off levels were set at
100 ng/ml for THC and 0.05% for alcohol to reduce the
risks of false positives. Rehabilitation will be managed by
the company's existing EAP. These ground rules, along
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rules, along with the statement of purpose, are dis-
tributed to employees, who are further encouraged to
come forward with their own problems for the sake of a
safe, healthy workplace.Y Case Study #2, "Washington
Metropolitan Area Transit Authority," describes drug
testing and an EAP working side by side.

CONCLUSION
Probably the most important conclusion to be drawn

from drug testing is that at least for the present drug test-
ing is in the workplace and probably will increase within
the next five years. Hopefully, one of its major effects
will be to deter drug taking and thus reduce the number
of abuses. Private companies will have to decide where
they stand on the issue. Federal employers have no
choice.
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CHAPTER 5

EAPs

INTRODUCTION
Any comprehensive plan for addressing the issue of

drugs in the workplace must include plans for counseling
and rehabilitation. Over the past several decades,
employee assistance programs (EAPs) have been
developed to deal with employee problems which affect
workplace performance. Specifically, EAPs are a profes-
sional assessment/referral and/or short-term counseling
service offered to employees with alcohol, drug, or men-
tal health problems that may be affecting the workers'
jobs. Employees are either self or directly referred, usual-
ly by supervisors. Services should include supervisory con-
sultations and training and employee education.

Establishing an EAP requires careful planning and
forethought, whether establishing an internal program or
contracting outside. The problems and requirements of
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the company must be closely examined, and a clear policy
is essential.

The increase in drug use in the industrial arena has
created an almost entirely new set of rules and problems.
New crises must be confronted, and methods of diagnos-
ing and treatment must be developed and understood by
management and EAP professionals alike. With the
changing role of the EAP new training methods must
also be adopted.

HISTORY OF EAPs
Employee Assistance Programs developed out of the

concept of Occupational Alcoholism Programs (OAPs)
which began in the 1940s. It was the efforts of recovering
alcoholic employees that led to the development of
OAPs. These employees stated that if their supervisors
had confronted their job performance problems instead
of being so understanding and forgiving, they could have
broken the denial of their illness earlier in the progres-
sion of the disease thus saving the company thousands of
dollars due to loss of productivity and saving the
employee from the addiction. The rationale they offered
for setting up OAPs was based on the knowledge that
recovered workers claimed that the threat of losing their
job could be used as leverage to motivate working al-
coholics into accepting treatment.

These earlier programs dealt solely with alcoholic
employees. Supervisors were trained to look for
symptoms of alcoholism and then confront the employee
with those symptoms. The employee was then expected
to see an alcoholism counselor (usually a recovering al-
coholic) within the company or risk losing his job.

During the 1970s there was a shift in the OAP field.
It was becoming harder to justify turning away employees
who needed assistance in other areas besides alcoholism.
In addition, counselors began to report that programs
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which included all types of employee problems were
more effectual and tended to avoid some of the stigma as-
sociated with Occupational Alcoholism programs. This
began the evolvement of a broader based program called
Employee Assistance Programs (EAPs). EAPs differ
from OAPs in two significant ways: 1) EAPs include
other problems besides alcoholism, such as emotional
problems, family, and marital problems, and other addic-
tions, and, 2) Supervisors are trained to focus on and con-
front employees with a decrease in job performance
rather than symptoms of personal problems.

EAPs: ESSENTIAL INGREDIENTS
Regardless of the plan eventually chosen, it is best

for a company to monitor its EAP carefully and to fully
evaluate it as a separate, functioning department. To
design an EAP, a company should include 12 essential in-
gredients: program support, program plan, policy state-
ment, information assessment, and referral system
(and/or short-term counseling), staffing, record-keeping,
a community referral network, location, funding, training
of union and management personnel, program evaluation
and employee education, and outreach. In-depth explana-
tions of these aspects, due to the significance and impor-
tance of legal concerns, will be handled in a further sec-
. 1tion.

1. Program Support
Top-level management support for the EAP must be

assured from the very start of the EAP. This will act as
an endorsement in the eyes of the employees from the
highest level of management. Financial support is also
vital. The company must be willing and able to fund the
EAP at an adequate level from the beginning, and there-
fore it is best to have the company's top management ac-
cept responsibility for the program from its inception.
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Adequate funding translates into approximately one full-
time EAP staff member for every 2,500-3,000 employees,
an estimate which takes into account services for
employees' families. Small companies can either hire part
time or contract out.

2. A Program Plan
A projected plan for the EAP's growth and develop-

ment is also crucial. This can be a fluid outline, changing
as the EAP grows and as the company redefines its
needs. However, the plan must still consistently delineate
values, assumptions, goals, and strategies for achieving
the EAP's goals.2

3. A Policy Statement
This is truly the most critical part in the development

of an EAP. A written policy statement must precede im-
plementation of any EAP. This statement should contain
input from those important to the program, including top
management and union officials. It must address several
crucial questions concerning the direction and respon-
sibilities of the EAP. For example, Where will the EAP
be located - the human resources or medical depart-
ment? Should family members be included in the EAP ?
If so, how does the, company define the family? By mar-
riage and blood only, or also "significant others"? At
what age will dependent children no longer be covered?
Will the administration allow paid leave for appoint-
ments with an EAP counselor? How much? Obviously,
these questions force a company to consider many in-
tricacies and potential problems before they arise.

4. An Information Assessment and Referral System
and/or Short-Term Counseling

During this component of the EAP, the counselor as-
sesses the problems of the client. This must include more
than just listening to the client and letting the client self
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diagnose, as this may result in inappropriate treatment
and ignorance of the true, underlying problem. Thorough
examination and diagnosis involves an active counselor
and is crucial to a correct diagnosis. In addition, with the
increasingly in-depth training now becoming more com-
mon to EAPs, many counselors are capable of doing
short-term counseling (up to eight sessions) within the
EAP, without unnecessary referrals to external profes-
sionals.

5. Appropriate Staffing
An EAP should be staffed by trained, licensed profes-

sionals. This means people practicing psychology, social
work, psychiatry or psychiatric nursing - the recognized
mental health professions. It is important for these staff
members to be clinically licensed and have at least two
years of alcoholism and drug-abuse training and/or ex-
perience. Not only does this make them more useful to
the company, it can also protect the EAP from the legal
problems surrounding malpractice. In addition, these
professionals must have previously demonstrated the
ability to work with managers, supervisors, employees,
and unions in the workplace. It can be difficult to find
professionals competent both to counsel and to ad-
minister programs. Many EAPs successfully separate the
EAP's administration from its counseling practice. Both
are vital, since the program must work within the con-
fines of the company framework.

EAPs use qualified affiliates, or subcontractors, to
perform related services. They can be useful in several
situations. For example, a company has a small branch in
a distant city and needs a branch of the EAP at that loca-
tion. A qualified network of affiliates allows the EAP to
service the employer without splitting up its main or-
ganization or relocating. It is important, however, that
the subcontractor have the same qualifications as regular
staff.
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6. Confidential Record-Keeping System
The implementation of a confidential record-keeping

system must be closely examined, as it involves many
more factors than is frequently assumed. The alcohol and
drug regulations provided by the U.S. Department of
Health and Human Services (HHS) are the most com-
prehensive. They call for, among other elements, a case
numbering system so that the client's name is never con-
nected with his or her records, regulations which state
that "only information which is essential for ... handling
the case" be included, and stipulations which clearly state
that the file must be destroyed after three years of inac-
tivity. The entire guidelines cover recording, reporting,
and case maintenance, including a sample form for the
client's release of confidential information. 3

7. A Community Referral Network
It is one of the EAP's responsibilities to evaluate com-

munity resources, for example, outside counselors, for ap-
propriateness for employee referrals. Outside counselors
should be questioned as to their treatment and attitude
toward addiction. This referral system should be constant-
ly updated. Diversity is crucial so that all the mental
health professions present in the community can be
tapped as resources.

Evaluating community resources has not been given
sufficient attention. Too often company officials naively
think they can assign a referral service job to a regular
employee as a collateral duty. They falsely think one only
has to gather a "list" of referral agencies and send
employees to them, sometimes going as far as labeling
this an EAP. They do not appreciate the sophisticated
and professional expertise required to sort out this con-
voluted maze nor do they recognize the possible legal
liabilities they incur. Chapter 7 discusses selecting drug
treatment resources in detail.
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8. Appropriate Location of the EAP
Within the organization, the EAP should be located

under the auspices of the company's human resources
department. Occasionally, EAPs are located in the medi-
cal area, but if this falls under the auspices of human
resources (as is usually the case) the relationship of the
EAP to human resources remains. Physically, the EAP's
location should take into consideration several factors.
The facility should be accessible to the handicapped. It
should also be located fairly inconspicuously, in order to
increase confidentiality. However, the facility must be
well-furnished despite its private location to stress the
company's commitment to the EAP. If the EAP is lo-
cated off the premises there should also be an office on
the premises, where supervisors and clients who wish to,
can meet with the EAP counselor.

9. Funding
Several options outline the basic funding approaches.

First, the company may maintain an in-house staff.
Second, the company may contract out all functions in-
cluding information and referral, supervisory training
and/or short-term counseling, etc., on a per capita basis.
Such an arrangement is usually contracted out at a set fee
per company employee. These fees usually range from
$18 to $28 per employee, per year. This fee is for all
employees, whether they use the program or not. This
mechanism is contrary to the traditional fee for service
mental health medical model. The per capita or EAP
model provides enormous possibility for the health care
system to reduce costs and provides one reason for
EAP's popularity. However, in my evaluation of EAPs, I
have found that many companies pay for up to eight ses-
sions, including short term counseling, but the employee
frequently receives only one or two interviews, and even
worse sometimes only a telephone counseling session.



88 Drug Free Workplace

Monitoring of the program is essential or else the quoted
fee becomes extravagant for the service provided.

10. Training of Union and Management Personnel
HHS's model for training supervisors includes several

features. These involve motivating supervisors to utilize
the EAP (or Employee Counseling Service - ECS), teach-
ing them the EAP's policy and procedures and, finally,
equipping them to recognize problem behavior in their
employees. 4

11. Program Evaluation
This section is vital to an EAP in order to ascertain

whether the program is reaching its objectives and to
what extent it is performing successfully, and to
demonstrate whether the program is running cost-effec-
tively.

Masi Research Consultants, Inc., (MASI) focuses on
EAP evaluation, aiding client companies in designing and
later evaluating appropriate and successful EAPs. MASI
begins its comprehensive, qualitative evaluation with a
"peer panel" review. Nationally recognized experts in the
fields of psychiatry, psychology, and social work examine
individual case records using a copyrighted evaluation in-
strument of 60 items for a complete review. All evalua-
tions are kept confidential.

This peer review method has precedents in the medi-
cal profession, as represented by the American Medical
Association and the psychiatric profession. MASI con-
ducted its initial peer review in 1985 for the IBM Cor-
poration, whose staff worked with MASI to define the
process. Subsequently it has done an annual review for
I~M and similar evaluations for other companies such as
Bristol Myers and Marsh and McLennan, and for HHS.
This process has four major components: a general orien-
tation session, a review of case records, direct dialogue
with company vendors (optional), and a company debrief-
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ing with a final written report. The individual review of
cases includes questions about assessment of addictions,
outside referrals, and full discussion of the employee's op-
tions (such as self-help groups).

A new instrument rating the individual counselor has
recently been added. The highest standards of confiden-
tiality and ethical behavior are required. Evaluation by
our panel provides better EAP service as well as protect-
ing the client company legally.

The second aspect of evaluation that is critical is the
cost-effectiveness study. Here MASI looks at absence,
health insurance claims, worker's compensation, and dis-
ability claims filed and compares EAP clients with the ag-
gregate population. Supervisory referrals receive an
added cost-effective component.

12. Employee Education and Outreach
To make the EAP effective, employees must be in-

formed of its availability and possibilities. Letters,
posters, and programs, including slide shows or films, can
all be used to inform the employee. These should be con-
ducted regularly - several times a year - in addition to
separate educational material on substance abuse, and
many other subjects.

These educational outreach programs are potentially
useful in breaking through denial of problems, aiding
employees to seek help for themselves or others. This al-
lows for employees to refer themselves, a necessary - and
sometimes preferable - addition to the comylicated con-
frontational method of supervisory referral. Because of
the importance of employee drug education, Chapter 6
describes MASI's package in detail.
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THE ROLE OF THE EAP IN
REACHING DRUG ABUSING
EMPLOYEES

Reaching the employee with substance-abuse
problems must remain a major concern for EAPs, espe-
cially as their emphasis on drug abuse grows. Self-refer-
rals will not bring in many employees with such
problems. Even supervisory-referrals have a high level of
denial in both the supervisor and the employee.

To get an employee actively involved with the
program, EAP professionals instruct supervisors to use
what is known as "constructive confrontation." In this
sort of confrontation, supervisors are advised not to at-
tempt a diagnosis of their employee's problems, but
rather to focus on the quality of job performance. The
employee is warned that a lowered quality of work will
result in disciplinary action, and then is offered the op-
tion of counseling through an EAP. If performance con-
tinues to decline, the employee is warned again through a
written reprimand. This process continues through
suspension and, finally, if the employee's job perfor-
mance does not improve, dismissal. At each step,
however, the employee is reminded of the availability of
help through the EAP.6 The following is a sample super-
visory memo delineating one phase of the warning/aid
offer:

SAMPLE SUPERVISORY MEMO
The purpose of this memo is to express my concern for

your personal and professional welfare, and my strong recom-
mendation that you seek professional counseling. In recent
conversations with me you have mentioned that you are
troubled by personal problems. On the basis of that informa-
tion, as well as the serious decline in your work performance,
I believe it is imperative that you contact the Employee Coun-
seling Service (ECS) counselor here in our building. This
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memo is intended to formally refer you to ECS: it does not
constitute a disciplinary action, and it will not become part of
your Official Personnel Folder.

There is ample evidence to suggest that your personal
problems are interfering with your ability to meet your respon-
sibilities. Your performance has deteriorated significantly over
the past year. During this period of time you have been
suspended twice: once for sleeping on duty and once for
misuse of sick leave. It is clear that continuation of these
types of problems will have a negative impact on your con-
tinued employment with this organization.

I will continue to monitor your performance closely. In
deciding the consequences of any further absences or perfor-
mance problems your acceptance or rejection of the assis-
tance available through ECS will be important to me. The
details of your consultation with the program will be strictly
confidential. But I will need to rely on information provided
me - with your written consent - concerning your cooperation
with the counselor's recommendations.

cc. [counsetorl/

EAPs must utilize other approaches to reaching and
detecting the employee with an addiction problem.

First and foremost, EAPs need to remember that al-
most all employees seeking aid for unspecified "emotion-
al problems" may be potential substance abusers. There-
fore, EAPs must be trained to screen employees for drug
use right from the start, regardless of the employee's
stated original impetus for seeking aid, since denial may
be very strong.

Intake interviews can immediately screen for drug-re-
lated problems by administering a questionnaire which
should approach the subject in a non-threatening man-
ner. The Michigan Alcohol Screening Test (MAST) is a
standardized test used for the assessment of alcoholism.
As director of the Model Federal Employee Counseling
Service (ECS) at HHS, I realized we were not reaching
employees who were drug (not alcohol) impaired and
that our counselors needed an instrument to help them
diagnose. Under a contract from the National Institute of
Drug Abuse (NIDA) awarded in 1981, we were able to
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develop the following instrument. To my knowledge, it is
unique in that it was designed specifically for EAP coun-
selors.

SAMPLE DRUG SCREENING TEST

1) Are your eating habits normal? Yes _ No_
Explain:

2) Do you sleep well? Yes _ No_
Explain:

3) Are you troubled by frightening dreams? Yes No
Explain: - -

4) Are you under a doctor's care for any illness? Yes_
No Explain:

5) Do you take any medications? Yes_ No_
Explain:

6) Do you sometimes need medication to sleep well, e.g.
Sleep-Eze, Phenobarbital, Seconal, Doriden, or any-
thing similar to these? Yes_ No_

If no, move on to the next question.
If yes, how often have you taken these?

a) within the past month?
b) within the past six months?
c) over six months ago?
d) does the use of this drug present any problems for
you at work? Yes_ No_ Explain:
e) do you ever mix any of these with alcohol? Yes_
No
f) Person refuses to answer any of the above ques-
tions

7) Do you use or have you ever used marijuana or
hashish?
If yes, how often have you taken these?
a) within the past month?
b) within the past six months
c) over six months ago?
d) does the use of this drug present any problems for
you at work? Yes _ No _ Explain.

This line of questioning continues through the follow-
ing drugs and situational queries:

8)Do you use or have you ever used cocaine?



EAPs 93

9) Do you use or have you ever used heroin or any other
narcotics? (morphine, codeine, dilaudid, etc.)?

10) Do you use or have you ever used any street (non-
prescribed) drugs not already mentioned, such as (a)
hallucinogens (PCP, LSD, mescaline, peyote,
psilocybin); (b) inhalants (glue, paint, gasoline); (c)
stimulants (amphetamines, speed)?

11) Have you ever missed work, had an accident, or be-
come ill because of the drug(s)?

12) Has your drug use ever resulted in poor performance
at work, in terms of suspension, adverse action, or
any similar action taken against you?

13) Have you ever been fired from a job because of drug
use?

14) Are you often irritable at work and find yourself argu-
ing with your co-workers?

It would seem logical for EAP counselors to ask these
questions of almost all clients. I would strongly urge all
counselors to utilize such a questionnaire.

LEGAL ISSUES FACING EAPs
In addition to these essential program components to

review when establishing an EAP, both EAPs and client
companies must face several new legal issues. These in-
clude the threat of malpractice, federal regulations con-
cerning the disclosure of records, and recent court
decisions concerning counselor liability.

The issue of malpractice currently facing EAPs makes
it more important than ever for EAPs to maintain the
most stringent criteria for hiring fully qualified, ex-
perienced personnel. EAPs must be aware of both state
and federal regulations concerning confidentiality, licens-
ing and record keeping to avoid accidentally running
afoul of the law. As Michael L. Ziegler (of the law firm
Epstein Becker) has said, EAPs should hire only licensed
professionals as a protection.

Victims' rights issues have also been affecting EAPs
in recent legal decisions. These types of cases may in-
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volve conflicts with the client's right to privacy, as in the
1976 case, Tarasoff vs. Regents of California. In this in-
stance, a University of California counselor was informed
by his client of his desire to murder his girlfriend. The
counselor's supervisor took some action on this informa-
tion - the client was detained by authorities but released
when his behavior was judged to be rational. It was ul-
timately decided that no further action should be taken.
However, the client did, eventually, murder his girlfriend,
and the girl's family sued. The courts found in favor of
the family. The courts ruled that when a counselor deter-
mines or should determine that a patient poses a serious
danger to others, the counselor has the duty to warn the
foreseeable victim of the danger. This style of decision
favors victim's rights over the patient's rights to confiden-
tiality and shows a current judicial trend which EAPs
must be aware of.8

Further issues for the EAP include the Vocational
Rehabilitation Act of 1973, which states that in some in-
stances the employee cannot be fired - "an alcoholic/drug
dependent individual is to be accorded the same rights
and opportunities as, for example, a paraplegic . . . ,,9
This may conflict with a company's individual policy on
discipline or appropriate behavior, but it is essential that
a company's attorney advise the corporation of its ap-
propriate compliance with the Rehabilitation Act.

Companies should know that federal alcohol and drug
regulations govern EAP records, and allow for bona-fide
evaluations, audits and inspection of records. Often EAPs
will use confidentiality as a reason not to evaluate. This is
merely a smoke screen, as clearly good programs require
an evaluation component. It is also a legal protection for
the company. Knowing there is no professional accredit-
ing method in place, it becomes incumbent for each EAP
to insure that its employers, as well as employees, are
protected. Third party evaluations of EAPs are a new
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phenomena. In 1983, IBM pioneered in the peer review
model to evaluate the clinical component.

The reporting of child abuse to appropriate
authorities is another legal issue to which EAPs and com-
panies should be attuned. There are different laws regard-
ing the reporting of child abuse in each state, and EAPs I
and companies need to be aware of these laws. However,
professionals have an obligation to report suspicion of
abuse (not proof), according to a spokesperson for the
National Association of Social Workers (NASW). 10 It is
essential therefore, that EAPs and companies address the
handling of the reporting in terms of procedure.

Finally, an EAP should be aware of the company's
position on drug testing, legislation, and proposed legisla-
tion on illegal drug use and the sale of such. EAPs must
also know clearly from the start what their role in the en-
forcement of these policies as set by the company will be.

These seemingly endless issues are of vital impor-
tance to the continued functioning of the EAP. Confront-
ing them from the beginning of the program, and keeping
current on judicial decisions, is crucial to the EAP's con-
tinued functional existence. For more on legal issues
facing the EAP, please refer to the legal section in Chap-
ter 4, "Drug Testing."

FUTURE DIRECTIONS FOR EAPs
As the profession develops, it is critical to continually

look at the future in relation to the past. Future concep-
tual frameworks for employee assistance programs will
certainly draw a great deal from philosophies traditional-
ly used as well as incorporating new theories that result
according to the trends that evolve in the workforce
today and tomorrow.t! One problem that EAPs are
facing involves the influx of mental health professionals
without training in addiction. These professionals first
began entering EAPs in the '60s and '70s as other issues,
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began entering EAPs in the '60s and '70s as other issues,
such as depression, divorce, and domestic violence, began
to be recognized as affecting employees' work habits.l2.
Many of these professionals are not trained to deal
primarily with alcoholism or other addictions, a serious
deficit in their EAP performance. Even today, schools of
social work, and departments of psychology and
psychiatry, for the most part, do not require a course in
addiction. In a recent report entitled Graduate Profes-
sional Psychology Training in Alcoholism and Substance
Abuse: 1984, a study showed that the percentage of
responding clinical psychology programs offering at least
one graduate level course on alcoholism and substance
abuse has actually decreased over the past five years.13

Companies should, as previously stated, require their
EAP counselors to have two years of training and/or ex-
perience in dealing with addictions.

A major new trend is the tremendous growth of
private contractors in the EAP field. Most EAPs, both
public and private are following the contract route.

Professor Paul Roman, a well known EAP researcher,
states a serious warning. Companies are "wasting their
money" on contracts with external providers of EAP ser-
vices unless they have within their organizations a "com-
mitted and active liaison person who supervises the con-
tract." Roman saw a tremendous crisis in the EAP area
arising from programs devised by external providers
which fail to recognize serious alcohol and other drug
problems. At a conference on the topic of Alcohol
Problems in The Workplace: Beyond Employee Assis-
tance, Roman said:

We have no evidence that people with serious drug or al-
cohol problems will come forward early in their progression on
a self-referral basis to seek help. We have no evidence to sug-
gest that a program totally devoid of supervisory consultation
and supervisory intervention systems can produce any kind of
useful results in terms of dealing with substance abuse in the
workplace. Yet we find that external provider models which al-
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most totally ignore the supervisory and managerial and labor-
management system within the organization are becoming the
predominant trend.14

Although there is still no formal licensing procedure
for EAP staff, the Association of Labor Management Ad-
ministrators and Consultants on Alcoholism, Inc. (AL-
MACA) began in 1987 to implement a credentialing
program for its members. This program may serve as a
guide for companies seeking reputable EAP staff. If
enough emphasis is placed on knowledge of addiction,
then the credentialing program could validate many EAP
professionals today. Today there is no method of monitor-
ing ethical behavior in the EAP field. If ALMACA were
to implement a censuring system for members who vio-
late standards, then the Certificate of Employee Assis-
tance Program (CEAP) would truly professionalize the
EAP field. At present the CEAP becomes part of the
professional dossier without potential sanction. There
should be a vehicle to address unethical behavior to add
credibility to the certification. With this addition the
presence of the certification would protect EAPs a~ainst
legal challenges (see former section on Legal Issues). 5

In the future, this emphasis on drug abuse in the
workplace can only increase. EAPs must fulfill their role
as counselors in conjunction with security and medical
personnel in controlling substance abuse in the
workplacc.t" Employers have begun arranging new train-
ing in substance-abuse for their existing EAP staff, and
bringing in personnel trained to cope with the most up-to-
date "street" addictions. 17 Conversely, EAPs may grow
even more broad-based than they currently are, tackling
an even wider range of employee problems, such as
childcare and health promotion.

There is another major new trend that will dramatical-
ly change the EAP field, "managed mental health." This
means the EAP receives the money the company spends
on mental health (inpatient and outpatient) benefits.
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They (EAPs) manage this by screening utilization of the
benefit by employees. They offer the EAP as an alterna-
tive to the mental health benefit that companies have
traditionally offered through third-party insurance. As of
this writing EAP private contractors are marketing this,
and the mental health profession of psychiatry, psychol-
ogy, and social work seem unaware of this new threat to
their constituents in private practice. It could result in a
massive collision course between the mental health
professions and EAPs. There is bound to be strong
criticism of EAPs managing the entire corporate mental
health package as they are relatively new and, as stated,
have no accrediting procedures or methods of profes-
sional sanction.

Regardless, there will be continued growth of EAPs
caused by several factors:

.rising costs of health care benefits and EAP
provision of short-term counseling

.the focus on drug abuse in the workplace

.the rising number of persons with AIDS will
require family counseling

.counseling for co-workers and friends in ways
to cope with AIDS

.ongoing education on AIDS to establish inter-
vention before the problem exists as well as
after a problem occurs.

CONCLUSION
There will be increased professionalization of the

EAP field. ALMACA has developed a credentialing pro-
cedure for EAP practitioners called EAP certification. As
ALMACA makes certification necessary, professional
schools are developing curriculum. For example, at the
University of Maryland, we have developed the first EAP
specialization program for the MSW and Ph.D. When stu-
dents graduate they receive a separate certification titled
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EAP specialization, in addition to their MSW. Their
second graduate year is spent in EAP specialization cour-
ses, an internship (three days a week for nine months),
and working on an EAP research project.

Lastly there will be increased concern for evaluation.
Objective third-party evaluations will be needed to
protect the client contractor and the company.

As the EAP profession expands, it will be met with
new and exciting challenges to meet the needs and com-
bat more of the problems and concerns of the workplace.
The EAP discipline must continue to meet modern-day
social dilemmas that affect the workplace, strengthening
itself by maintaining a broad base of knowledge and un-
derstanding necessary to act as a resource profession for
the corporate client. The EAP must continue to con-
solidate, monitor, and direct itself to continue to serve
company clients and, ultimately, the employees.
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CHAPTER 6

A MODEL FOR
ALCOHOL AND DRUG

EDUCATION FOR
EMPLOYEES AND
FAMILY MEMBERS

In the spring of 1987, IBM contracted with Masi
Research Consultants, Inc., to develop a drug and al-

cohol educational package for its employees and family
members. At the completion of the project the IBM feed-
back was most encouraging, and the suggestion was made
that MASI consider preparing the modules for other cor-
porations to utilize. The package prepared for IBM is
presently being pre-tested across the country.

It is not possible to reproduce the entire package in
this book, nor would it be appropriate. What is presented
as a model alcohol and drug education package in this
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chapter is the educational material as it would apply to
all employers (in summary form). I am grateful to the
IBM corporation and its EAP staff, who supported this
work and certainly assisted in its final form being so
professional.

The course is prepared in two 90-minute module out-
lines. Handouts, slides, and evaluation mechanisms are
also part of the package. The Table of Contents reads as
follows:

INTRODUCTION AND COURSE
OBJECTIVES

Alcohol and other drugs are frequently used in our
society. This course presents to employees and family
member some basic information about the most common
drugs and offers practical approaches to responsible be-
havior concerning their use or avoidance. The program is
designed with an educational and preventive approach
rather that a treatment orientation.

COURSE OBJECTIVES

-Increase awareness of the addicting effects of
drugs such as alcohol, marijuana, cocaine,
and crack.

.Increase knowledge and provide basic health
information about alcohol, marijuana, and
cocaine and their potential adverse health ef-
fects .

•Sensitize parents to the damaging effects one
experiences while under the influence of
these drugs, and offer concrete suggestions as
to how they can prevent adolescent substance
use and abuse. ,>
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.Promote involvement in parent group efforts
and other community based volunteer or-
ganizations to address drug and alcohol abuse.

MODULE 1, PART I

(Each item allows for full presentation of background material
by instructor)

ta. Introduction of Participants and Group Leader

1b. Participant Questionnaire

aa. What is a drug?
A drug is any chemical compound that when consumed causes

changes in our body's chemistry. Drugs known as medicines can be
very helpful when taken in accordance with physician's instructions to
treat illness and disease. This course concentrates on psychoactive
drugs, the most common of which are:

.Marijuana-consisting of crumbled leaves, stems, and
ring tops of the hemp plant that when smoked
produces over 2,000 chemicals,

• Cocaine - a powerful stimulant manufactured by a
chemical process that uses leaves from the coca plant,
and

• Crack - a form of cocaine that is smokable, less expen-
sive, and more addicting.

2b. What is a drink?

• drink equivalences: 1 oz. 80 proof = 10 oz. beer = 3
oz. wme.

• Blood Alcohol Content (BAC) refers to the amount of
alcohol in the bloodstream at anyone time that has
not been metabolized by the liver. A healthy liver me-
tabolizes about an ounce of alcohol per hour. Factors
are discussed regarding absorption .

• Legal implications of drinking and driving are ex-
plained.

2c. Let's have a party?

• The group is called upon to imagine a party, then to
estimate how much people might drink over a six-hour
period, and to describe the progression of party-goer
behavior over that six-hour period.
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.Effects of peer pressure, food, activities, and music on
the drinking behavior of guests is discussed.

• Options on how to handle the problem of drinking
and driving are presented.

3a. Myths about drugs
This section talks about some of the common and not so common

myths with regard to drugs and their abuse. It is presented with the
following myths. Substantiating facts to clearly dispel any validity to
those myths are then given.

• Marijuana is a natural plant, not a dangerous chemical.
• Cocaine increases alertness and energy level.
.1 can stop any time 1 like, it's not addictive.
• Marijuana does not always lead to hard drug use.
• Occasional use of cocaine is not harmful, only regular
use causes problems .

• Since crack is smoked in a fashion similar to tobacco
and marijuana, it can't be as dangerous as drugs
which are injected.

• Marijuana is no worse than alcohol.
3b. Myths about alcohol

This part of section 3 is handled identically to the drug section.
Myths are at least as prevalent for alcohol as for drugs and create
equally potentially dangerous situations when mistaken for the truth.
After each myth is a discussion of its falsity.

• You really have to admire people who can hold their
liquor .

• Alcohol can be used as a food supplement.
.Alcohol warms the body.
• Alcohol brings your spirits up, makes you euphoric .
• Hangovers are caused by switching drinks .
• Alcoholics drink every day.
• You can't become an alcoholic by drinking only beer .
• A couple of vitamins, black coffee, sweating, or a cold
shower are quick ways to sober up.

• Very few women become alcoholic
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MODULE 1, PART II

4a. The effects of marijuana on driving
Numerous studies have been conducted to determine how

marijuana intoxication affects driving performance. Driving-related
tasks that were tested and affected are:

• tracking
• concentration
• reaction time
• decision-reaction
• estimating time
• memory
.judgment

4b. The effects of alcohol on driving
Drinking and driving do not mix. Thousands of people are killed

annually by accidents while they or another is driving under the in-
fluence of alcohol. Alcohol affects driving in the following aspects:

.judgment
• perception
• alertness
• concentration
• coordination
.reaction time

Sa. & 5b. Teenagers and Drugs and Alcohol
These sections give the bleak picture of how out of control drugs

and alcohol are in the teenage population. Startling statistics are
given, such as: 40% of all American high school seniors have used
drugs other than marijuana and about one out of 20 of them smokes
marijuana on a daily basis. Then, the course discussion turns to how
parents can help stop this exponentially compounding problem.

6. Self Test
The following is a self test on understanding drug and alcohol

abuse. It is given to each of the participants. The questions require a
True or False answer.

1. The occasional use of cocaine is not harmful.
2. Some social drinkers consume far more alcohol than even ad-
vanced alcoholics.
3. The high from marijuana only lasts for a short time, and once it
is gone, so are all of the negative consequences. __
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4. An alcoholic with 10 years sobriety may safely take an oc-
casional social drink.
5. Alcoholism should be considered a symptom of an underlying
personality or mental disorder. __
6. The spouse of the alcoholic is often a primary cause of the al-
coholism.
7. Marijuana is nowhere near as harmful to the lungs as tobacco
since one usually smokes a pack of tobacco cigarettes a day and
may only smoke an occasional marijuana cigarette. __
8. Alcoholics Anonymous has been more effective than
psychiatric treatment in helping alcoholics in their recovery. __
9. Once an adolescent stops using marijuana, even if he were a
regular user for a while, he would recover quickly and suffer no
long term damage. __
10. The incidence of male alcoholism is constant among all major
social classes.
11. An alcoholic is as blameless for his condition as is a
diabetic.
12. Cocaine is mostly used by people in their 20's and 30's and is
too expensive for and inaccessible to high school students. __
13. An alcoholic who has "fallen off the wagon" more than four
times may usually be regarded as a lost cause. __
14. Becoming unconscious from excess drinking is called a black-
out.
15. The most accurate predictor of cocaine use is previous use of
other drugs. __
16. A person who never consumes anything stronger than beer is
probably not an alcoholic. __
17. The ability to confine drinking to weekends suggests that a
person is probably not an alcoholic. __
18. It is much easier to become dependent on heroin than
cocame.
19. Crack is a new drug. __
20. Alcoholics often seek help for emotional or family problems
without ever mentioning a drinking problem to the inter-
VIewer.
21. The fact marijuana is used to treat cancer proves it is not par-
ticularly harmful. __
22. Probably the best criterion for defining if one is an alcoholic is
whether drinking has continuing adverse effects on one's
life.
23. Education about alcoholism often helps the alcoholic reduce
resistance to accepting the fact that dependency exists. __
24. An alcoholic must hit bottom before beginning the recovery
process. __
25. There are more males than females addicted to alcohol.
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These questions and their answers are a small sampling of the
myriad of misunderstood characteristics about substance abuse.

MODULE 2

(each section calls for full instruction from leader)

1. Introduction to Module 2
Discussion of desired goals for the module by the participants.

2. Group responses to Self Test
Course leader gives correct answers and leads discussion of each

item. The answers often surprise participants.

3. Film
A selected film is shown which also includes relevant discussion

of AIDS to IV drug users as well as the relationship of AIDS and
reduced sexual inhibitions as a result of alcohol and drug use.

4. What can we do to stop this madness?
Prevention is the key.
In order to understand how to prevent anything - in this case,

chemical dependency - it is important to grasp its characteristics.
Some important principles of chemical dependency include:

• the start of drug abuse
• drug abuse as a progressive disease
• the denial of drug abuse
• drug use as a contagious disease

Prevention with children.
This segment talks about parents getting in touch with their own

values concerning drug and alcohol use to enable honest discussion to
transpire. It also establishes some good working guidelines.

Knowing who is at risk:
Many factors go into the likelihood of abuse, a few are listed here:

.Family Factors

.Peer Factors

.Scholastic Achievement, Social and Developmental
Factors

Warning Signals of Drug Use
Although there may be specific symptoms of different types of

drug use depending on the drug principally being used, many be-
havioral indicators that a child is abusing drugs are non-specific. Here
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are some of the identified strong possibilities, only a few of the many
that have been identified:

• Withdrawal by a child from extracurricular activities
that were previously important.

.Absenteeism from either school, in the case of
youngsters, or habitual tardiness or absenteeism from
work.

• Increased secretiveness on the part of children, unex-
plained telephone calls, heightened hostility to inquiry,
sudden onset of hypersensitivity.

• Overt sign of alcohol or other drug intoxication.
What to do?
Two of the many possibilities for discussion are:

.Early intervention is critical.
• Recognizing that recovery is life long and for most

abstinence is the ONLY way.
5. Drugs and Alcohol as a Family Issue

There are four major components to considering substance abuse
as a family issue. These are explained in detail.

• Enabling
• Co-dependency
.Denial
.Adult Children of Alcoholics

6. Resources to help .

• Employee Assistance Programs
.Self Help Organizations

7. Wrap-up/Questions and Answers
At the close of the course, the group is asked to participate to

clarify those questions or areas not included or fully understood.

This model is an example of an Employee Education
Training Package. MASI is in the process of developing a
second, AIDS Education for Employees and Managers.
These materials become essential parts of the strategy to
present a comprehensive approach to eliminate
workplace drug abuse. Prevention should always be In-

cluded in such an effort.



CHAPTER 7

REFERRAL RESOURCES
FOR THE EMPLOYER

The act of referral implies that a thorough assessment
has been conducted by a qualified professional who has
determined the real problem, as opposed to the apparent
problem. If the counselor cannot work through the
problem with the employee, he or she will make a refer-
ral with the employee's consent. It is too easy to assume
that referral can be easily conducted by using telephone
directories, "lists" compiled by groups, etc. If a referral is
made by a non-professional or without a thorough assess-
ment, the employee will probably experience the anguish
of being sent for inappropriate treatment.r

Even when a qualified EAP clinician has made a
referral, the process is still not simple. Instead, the
employer may still bear legal responsibilities in that the
EAP is in effect the company's agent. Moreover, the
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legal obligations multiply when a supervisor or human
resource person must make the referral.

Chauncy Alexander, the executive director of the Na-
tional Association of Social Workers for 15 years, is
presently researching the history and the facts of malprac-
tice in relation to social workers. In his book he describes
four preventive measures to avoid a malpractice suit.
One of these is always to give two or more choices for a
referral?

This chapter will discuss the referral options available
to an alcohol/drug abusing employee, such as self-help
groups and professional facilities. It will also focus on the
issue of insurance coverage of alcohol/drug/mental health
treatment and the appropriate criteria for selection of a
treatment facility.

TYPOLOGIES OF HELP
There are numerous treatment methods used to

rehabilitate the alcohol/drug abuser. Some are traditional
and others quite innovative, for example, individual and
group therapy; marital and family treatment;
psychodrama; aversive conditioning; relaxation training;
vocational rehabilitation; assertiveness training; and
acupuncture.' Every patient responds uniquely to dif-
ferent models of treatment. Today good treatment
centers offer a combination of treatments, but the
problem is usually matching the individual with a center
that offers the treatment of preference." Structurally,
these models are delivered either through self-help
groups, such as Alcoholics Anonymous (AA) and Nar-
cotics Anonymous (NA), and/or professional facilities,
both inpatient and outpatient.'

Self-Help Groups
Though other self-help organizations deal with drug

abuse, Alcoholics Anonymous and its offshoot, Narcotics
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Anonymous, are probably the most well known and suc-
cessful of all. AA began in 1935 when a New York stock-
broker named Bill W, who, after losing everything to al-
cohol, desperately called a clergyman for help. Upon
Bill's request, the clergyman arranged a meeting with Dr.
Bob, a "hopeless" alcoholic surgeon. When the two met
they concurred that they needed each other to maintain
sobriety. This was the beginning of AA.6

These self-help groups are non-professional by
design. Thus they provide the abuser with a chance to
meet and interact with his or her true peers. There are
no dues or fees, nor are there any rules, per se: the only
membership requirement is a desire to stop using drugs
and/or alcohol. Neither a religious nor a tolerance move-
ment, they advocate complete abstinence, along with a
strong spiritual foundation.

AA/NA is more than a stop drinking/using program;
it actually teaches one to start living. It provides some-
thing many abusers need - a formal and rigid structure
which they can use to organize their lives. Both programs
use the following guidelines, known as "The 12 Steps," as
a suggested means of attaining and maintaining recovery:

The 12 Steps
1. We admitted we were powerless over alcohol/drugs

and that our lives had become unmanageable.
2. Came to believe that a Power greater than ourselves

could restore us to sanity.
3. Made a decision to turn our will and our lives over to

the care of God as we understand Him.
4. Made a searching and fearless moral inventory of our-

selves.
5. Admitted to God, to ourselves, and to another human

being the exact nature of our wrongs.
6. Were entirely ready to have God remove all these

defects of character.
7. Humbly asked Him to remove our shortcomings.
8. Made a list of all persons we had harmed, and became

Willing to make amends to them all.
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9. Made direct amends to such people when ever pos-
sible, except when to do so would injure them or others.

10. Continued to take personal inventory, and when we
were wrong promptly admitted it.

11. Sought through prayer and meditation to improve our
conscious contact with God as we understand Him, praying
only for knowledge of His will for us and the power to carry
that out.

12. Having had a spiritual awakening as the result of
these steps, we tried to carry this message to alcoholics and
to practice these principles in all our affairs. 7

These "Steps" demand a rigorous self-examination,
promote the idea of developing a continuing relationship
with a "Higher Power," and make clear the necessity of
helping other abusers in order to maintain one's own
sobriety. As previously mentioned, it was this final
thought that started AA. Interestingly, alcohol/drugs are
only mentioned once in all of the 12 steps.8

Though both programs are international, the relative-
ly new-born NA is, in some areas, non-existent or nearly
so. Conversely, AA meetings can be found in profusion
in every major city around the world. At any given time,
an AA meeting is being held somewhere in the world.
. As addiction is "for life," so is membership in

ANNA. Newcomers are urged to attend 30 meetings (or
more) in 30 days, to read the "Big Book," the bible for
each program, to get a sponsor, and to generally become
involved in the program.

Also, both AA and NA have programs specifically
designed for the family of the abuser (often non-abusing
family members have as much a need for help as do the
abusers themselves). These programs, Al-Anon, Alateen
(for teens in alcoholic homes), and NarAnon, are vitally
important for the overall recovery of the abuser. At the
least, they provide the family member with an under-
standing of the abuser and his/her disease; at the most,
they provide answers and guidance on how to get one's
own life back on track.9
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But as important and successful as the AA/NA family
is, in many cases a self-help group is not an appropriate
starting point. Many abusers need professional help in
order to stop using drugs. Interestingly, this does not
mean the help of psychiatrists, who have a reported suc-
cess rate of just 3% when dealing with alcoholics.lO
Usually this means treatment at a drug abuse facility.

Detoxification
A detoxification center is used for the process of

withdrawal in extreme cases of alcohol/drug abuse. The
individual will receive medical supervision in either a
hospital or treatment center, typically from five to seven
days. "The goals of the detoxification phase are simply to
save life and prepare the patient for rehabilitation by
making his brain alcohol and sedative free."ll

Medical detoxification is absolutely necessary for in-
dividuals who are in poor physical health or who ex-
perience serious withdrawal symptoms like delirium
tremens (DTs) or seizures. In order to reduce the physi-
cal risks to the individual, drugs and vitamins are usually
administered. However, before referring an employee to
a detoxification center, it is important to determine the
center's philosophy on treating an addiction with drugs
and how long they medicate an individual. Obviously, it
can be detrimental to treat an addiction with drugs.12

Where detoxification takes place can be vital to the
rehabilitation process. According to Dr. Michael
Beaubrun, known internationally for his treatment of al-
coholics, when detoxification and rehabilitation do not
occur at the same settings, the individual may not be able
to see clearly the relationship between his/her physical
withdrawal and alcohol/drug abuse. When the individual
moves to the new inpatient setting he/she tends to
remain in denial and is not able to reach treatment goals.
Thus every effort must be made to have patients detoxify
and rehabilitate at one setting. If this is impossible, coun-
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selors from both facilities must coordinate and work
together to make the transition from one facility to the
other successful.

Inpatient Treatment
Inpatient facilities remove an individual from his/her

usual setting and provide treatment in a very structured
environment.i ' A referral to an inpatient facility is based
on several criteria. First the counselor considers what
drug is being abused. If, for example, the drug is cocaine,
then inpatient criteria would include: 1) patient failed at
less intensive levels of care; 2) there is a high risk of
chemical withdrawal; 3) presence of a high tolerance of
one or multiple substances; 4) impairment of social, fami-
ly, or occupational functioning; 5) ~atient requires separa-
tion from the normal environment. 4

The required length of stay varies. Some require a
stay of from 28-30 days, while others need a year or
more. Residential facilities usually offer a range of treat-
ment modalities throughout the day. The following is a
typical day at an inpatient treatment facility:

•Breakfast
.Community Meeting
.Group Therapy (where confrontation can be
most effective)

•Lunch
.Free Time
•Lecture
.Individual Counseling
.Recreation Therapy
•Dinner
.ANNA Meeting
.Family Session
.Free Time
.Lights Out
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Most facilities include family involvement in the last
seven to 14 days of treatment; this is felt to be essential
to help rehabilitate the addict and break the enabling pat-
tern. The regime is rigorous. Persons rarely room alone
and are expected (regardless of social station) to rotate
cleaning, clearing, and other community responsibilities.

If indeed the program succeeds, the patient, with sup-
port from both the staff and other patients, begins to real-
ize that he/she must cope with life on its own terms and
cannot re~ on the escape which drugs had previously
provided.r

But completion of an inpatient program is just the
beginning. Now the patient must go out and face the real
world. The world is a frighteningly tempting place for an
alcoholic/drug addicted person. It is easy to fall back into
the same old habits, or worse, for the abuser to think in
terms of his/her usage. This is where .aftercare is impor-
tant.

Aftercare
Prior to finishing an inpatient program, goals are set

with the client for continuation of treatment after he/she
leaves the facility. This is referred to as aftercare. Often
the treatment center holds group meetings on a regular
basis to reinforce the client's new lifestyle and en-
courages him/her to attend self-help programs such as
AA or NA. That is why placement of an individual at a
nearby facility is an advantage.

Also, it can be reasonably assumed that the problems
to which the abuser attributed his/her usage as well as
the problems caused by that usage are still present in
his/her life. This is where psychotherapy may become an
important factor.

While the low success rate for psychiatrists stated ear-
lier is accurate, that statistic is for treating abusers before
they have stopped using drugs. While psychotherapy does
not usually increase usage by increasing guilt and stress,



116 Drug Free Workplace

it can help the abuser who has stopped using investigate
and help deal with feelings, behaviors, and relationships
in an effort to lead a more productive and happy life.16

Inpatient programs, regardless of their length of stay,
are expensive, with the majority of the expense being
derived from the costs of room and board. The following
illustrates the range of stay and costs at some inpatient
treatment centers:

Treatment
Centers
The A.R.T.S.
Passaic, N.J.
201-472-0364

Chart 4- Table of Treatment Centers
Typical Typical
Stay Cost
28 days $6860

Comments
Patients exposed to
real world, while in
treatment.

Ashley 30 days $7500
Havre de Grace, MD
301-273-6600

Gosnold on Cape Cod 14 days $2310
Falmouth, MA
617-540-6550

Little Hill-Alina Lodge 4-5 mos. $75/day
Blairstown, NJ
201-362-6114

Betty Ford Center
Eisenhower
Rancho Mirage, CA
800-392-7540

Edgehill Newport
Newport, RI
401-849-5700

28 days $5500

30 days $7200

Hazelden
Center City, MN
800-262-5010

30 days $4300

Special program for
relapsed addicts.

Special program for
hearing-impaired
addicts; also 3 month
outpatient program

Minimum stay 3
months; bans
smoking, reading,
phone calls.

Trying to play down
celebrity image.

Concentrates on
alcoholism but also
treats multiple abuse.

Pioneer of "Minnesota
Model," involving
individual, grou~, and
family therapy.'

Every treatment center varies in whether it provides
detoxification and aftercare in the basic rate.

Outpatient Programs
Various outpatient programs provide non-residential

treatment to the alcohol/drug abuser. This form of treat-
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ment may vary in degree from a weekly VISIt to a
psychiatrist, psychologist, social worker, nurse prac-
titioner, or other health care professional to a very inten-
sive daily regime. Facilities can be staffed by profes-
sionals and/or non-professionals, can offer methadone
and/or anti-abuse maintenance programs, or nothing
more than a place to meet.18

There is no standard treatment program for all al-
cohol/drug abuse cases, since the disease manifests itself
with such diversity. Some individuals may require in-
patient treatment, while others may need only a weekly
outpatient therapy session with AA;NA to achieve and
maintain sobriety. Every case is unique and must be as-
sessed as to the most appropriate mode of treatment.
One of the many factors that plays a part in the decision
on what type of program is best suited for an individual is
the stage of the addiction. Sometimes those cases that are
in the early stages, with no built-up deep denial and no
medical complications, may be more appropriate for an. 19outpatient program.

Workplace factors must also be considered in assess-
ing where to send a client for treatment. By the time an
individual is referred for treatment he/she may have ex-
hausted all of his/her annual sick leave and may be deep-
ly in debt. This would prevent the individual from attend-
ing an inpatient program. Also, absence of an abusing
employee for any period of time raises inquiries among
co-workers and threatens the abuser's confidentiality.

In addition, if an individual is a single parent, he/she
may not be able to afford child-care for the time span of
an inpatient treatment program. Unfortunately today,
even the most sophisticated inpatient treatment centers
often do not provide accommodations for children. Thus
an alternative such as outpatient treatment must be
sought.

The advantages to outpatient programs are numerous:
aside from being less expensive, they rely on the coopera-
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tion of the patient to participate; provide occasions for
more frequent family involvement; and maintain the
client as a functioning member of society.20

Outpatient programs vary in intensity and in location.
Traditionally they have been a weekly group or individual
session with a clinically licensed professional in the com-
munity. However, in the last several years, in reaction to
the disadvantages of inpatient treatment, there has been
new exploration of intensive outpatient programs. These
programs provide treatment similar to that of an in-
patient facility, but are administered either during non-
working hours or during regular working hours. After the
sessions, clients return to their normal living environ-
ment. The treatment may be administered at the worksite
or at a community facility. Rather than the typical in-
patient attendance for 30 days, these programs vary in
length from two weeks to six weeks. After this time an
aftercare program is started. These programs are growing
in popularity, since they have several advantages for both
employer and employee.

Evening & Weekend Treatments
To address the concerns that preclude inpatient treat-

ment, when serving as the Director of the Employee
Counseling Program in the Office of the Secretary at
HHS, I consulted Joseph Purcsh, M.D., a psychiatrist
who specializes in the treatment of alcoholism. The idea
was to create an evening and weekend treatment
program (E&WfP). Purcsh supported the idea and sug-
gested a six-month treatment period.

We conducted a prototype for this program at HHS
in 1982. I met with James Gillman, vice president,
Federal Employee Program, Blue Cross/Blue Shield, who
agreed to fund the treatment aspect of the program.
HHS financed the evaluation and provided the facilities
for the program. The comprehensive E&WfP was ad-
ministered over a 26-week period to clients from several
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government agencies. The majority of clients were
referred by federal EAPs. A total of 45 persons entered
the treatment program in four group cycles. A treatment
provider ran the program on contract.

The first month's hours of treatment were from 5:30
p.m. to 9:30 p.m., Monday through Friday, with Saturday
hours from 9 a.m. to 1 p.m., and Sunday from 1 p.m. to 5
p.m. After the first month, the client's treatment
schedule was reduced to Tuesday, Friday, and Saturday,
or from 28 hours weekly to 12. To achieve the goal of
total abstinence, group therapy, education, family
therapy, and ANNA were utilized. The E&WfP was
primarily staffed with professional personnel experienced
in the field of abuse treatment (experienced professional
service was easily obtained since the operating hours
provided these professionals with an additional source of
employment).

The design of the program encouraged the client
groups to deal with the immediate problems of the group
members and provided educational and other structured
expenences.

Since, in this type of program, hospital rooms were
not necessary, the ideal location was the workplace itself,
utilizing offices and conference rooms. To his credit
Thomas McFee, assistant secretary of HHS for personnel
administration, suggested making HHS offices available.
This made the problem of child care relatively easy. Ar-
rangements were made with the day care center at HHS,
and a regular worker was hired for evening and weekend
hours. Since the entire program took place at the
workplace, it allowed for a close inter-reaction between
management and the program, thus allowing a hand-in-
hand operation. This eased the problems of communica-
tion between supervisors and counselors and allowed for
easier assessment of progress on the job.

To determine the effectiveness of the program, an
evaluation was conducted by a consulting firm. The
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results indicated that the E&WfP is a viable treatment
program. The completion rate was 60%, about average
for treatment programs and better than average (71%) if
the early drop-outs are excluded. Impressive too is that
after 12 months 85% of the completers were still abstain-
ing, a better than average rate. But the most important
finding was the 30% improvement in supervisory work
performance ratings for the finishers/abstainers, com-
pared to no improvement in work performance among
those who did not complete the program.

Conventional wisdom generally leads to inpatient
treatment as a first step, outpatient as the second. But
the results of the E&WfP showed that there was no ap-
parent difference in the likelihood of success associated
with prior or simultaneous inpatient treatment versus
E&WfP treatment only. True, some employees probably
should be recommended for inpatient treatment;
however, the results show that many can be treated suc-
cessfully by an E&WfP.

The benefits of this approach are two-fold: employees
can remain at work and with their families while undergo-
ing treatment, and the costs to the employer and the in-
surance carrier are much less. The cost of the E&WfP
was $2,000 per client who completed the program. Com-
pared to a 21-day inpatient facility with an approximate
cost-per-client of $6,000, the cost effectiveness of the
E&WfP is obvious?!

This study established the value of an intensive out-
patient program in the workplace. Since this demonstra-
tion was conducted, similar types of intensive outpatient
programs have been initiated, both in the workplace and
in the community.

SUbstance Abuse Day Program
The New England Telephone Company in December

1983 developed the Substance Abuse Day Program
(SADP) as a component of its EAP. This corporation was
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one of the pioneers in offering an on-site substance abuse
day program to its employees.

The EAP initiated the program in response to the in-
appropriateness of sending all cases to inpatient treat-
ment programs. An alternative was sought since certain
cases did not need hospitalization and/or some cases ex-
perienced problems that precluded inpatient treatment.
The EAP was also impelled to install this program in
reaction to the tremendously high rate of inpatient treat-
ment.

"The major purpose of the SADP is to provide a vi-
able treatment alternative for those chemically depend-
ent employees and their dependents for whom AA invol-
vement and counseling are not sufficient to effect
recovery, and for whom hospitalization is not deemed
necessary or advisable.,,22The day program consists of in-
dividual therapy, group therapy, information on sub-
stance abuse, and planning for aftercare.

The main objectives of SADP for the client are:

.achieve a stable and reasonably contented ini-
tial sobriety;

.overcome denial in its various forms and
begin to see the facts of chemical depend-
ency, its various manifestations, symptoms,
and psychosocial consequences;

.recognize aspects of self and situations which
serve as triggers to the use of chemicals;

.develop a realistic and accurate body of
knowledge about chemical dependency to ef-
fectively counter popular myths, stereotypes,
and social stigmas;

.learn alternative coping mechanisms;

.begin the process of learning how to ex-
amine, recognize and give appropriate expres-
sion to one's feelings;

121
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.gain realistic understanding of the impact of
chemical dependency on the family;

.achieve a reintegration of self with home and
work situations;

.gair a thorough familiarity with the concepts
and activities of Alcoholics Anonymous, Al-
Anon, and Alateen, and accept these
programs for self and family;

.accept an active, continuing role in aftercare
with the Substance Abuse Rehabilitation
Unit following discharge from the day
program.v'

Before admission, all clients are screened to deter-
mine their suitability for the program. During the initial
screening they are evaluated in such areas as ability to
abstain, medical complications, geographical proximity to
work and home, and necessity for detoxification. During
this assessment period the individual is asked to sign a
release form which gives staff permission to assess the
family's desire to act supportively. Clients who meet all
the criteria are oriented to the program. They are in-
formed of the program requirements, including a com-
plete physical examination, regular attendance at SADP,
and nightly AA meetings, and complete abstinence from
drugs and alcohol.

The program runs for two weeks, from 8:30 a.m. to 4
p.m. Monday through Friday, and a half day on Saturday.
Each two-week session consists of no more than seven
clients who remain together throughout aftercare.

"Throughout the two weeks, a blend of information,
attitude and feelings clarification, staff and peer confron-
tation are utilized to assist the employee in gaining both
the understanding of chemical abuse and insight into
themselves, their chemical addiction and necessary steps
for recovery.,,24

A major advantage to the day program is that clients
are still living in their normal environments and are
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forced to deal with a variety of issues and problems at
home. The clients are encouraged to present and share
their experiences each day and are able to develop new
coping strategies as various situations arise. When attend-
ing the Saturday sessions, the clients' families are
provided the opportunity to begin to deal with issues and
become knowledgeable about alcohol/drug addiction.

A major component of the SADP is the I8-month
aftercare program. This is specifically planned in the
second week of the day program so that transition will
occur smoothly. It consists of group or individual sessions
and weekly AA meetings.

Day treatment in the workplace has many benefits. In
the future it is expected that intensive outpatient
programs, such as the SADP, will proliferate as their ef-
fectiveness is studied and confirmed. They are an answer
to the many concerns which often make inpatient treat-
ment inappropriate.v'

Insurance
Private health insurance providers today are very ac-

cepting of major illnesses such as leukemia or diabetes
and will cover most of the treatment costs. However, if
an individual is diagnosed as an alcoholic or chemically
dependent, very often he/she is not able to receive
coverage.

As mentioned in Chapter 2, the cost of health in-
surance is skyrocketing. Presently 85% of the population
is covered by either a public or private health insurance
plan; of this population, 75% receive private coverage.
The degree of coverage provided by private insurance
companies for the disease alcoholism and drug addiction
has major repercussions on health care and on the level
and the type of services delivered in the alcohol and drug
field.

Many private insurers only partially cover treatment
or provide no coverage at all for substance abuse. This is



124 Drug Free Workplace

detrimental to the individual who is sick, since he/she has
a progressive disease and without proper treatment
he/she may progress to being fired from his/her job,
losing significant others, and developing medical com-
plications which lead to death.

In the last two decades the economic risks and health
complications that result from alcoholism and drug abuse
have become well known throughout society. Public
knowledge has increased largely from the National In-
stitute on Alcohol Abuse and Alcoholism (NIAAA) and
the National Institute on Drug Abuse (NIDA), which in-
itiated state-level education, prevention, and treatment
programs. As a result, state legislatures were made aware
that many citizens are not sufficiently covered by their in-
surance against these particular risks and problems.r"

"Within the past 15 years laws have been enacted in
35 States that either mandate the provision of benefits
for alcoholism treatment services or require that health
insurers offer such benefits for purchase. These States
are Alabama, California, Colorado, Connecticut, Florida,
Illinois, Kansas, Kentucky, Louisiana, Maine, Maryland,
Massachusetts, Michigan, Minnesota, Mississippi, Mis-
souri, Montana, Nebraska, Nevada, New Jersey, New
Mexico, New York, North Carolina, North Dakota, Ohio,
Oregon, Rhode Island, South Dakota, Tennessee, Texas,
Vermont, Virginia, Washington, West Virginia, and Wis-
consin. Also, the statutes in 18 of these states apply to
drug de~endency benefits, as well as alcoholism
benefits." 7 These laws promote quick accessibility to an
appropriate treatment program, before further impair-
ment can occur.

As awareness of this issue proliferated, so did the
demand for adequate and appropriate coverage. In 1987
the political climate influenced the federal government's
largest health insurer, Blue CrosslBlue Shield, to finally
begin providing inpatient and outpatient coverage for al-
cohol and drugs. Prior to this time only a brief detoxifica-
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tion period was covered. Now the standard option plan
will cover up to $2,500 of a 28-day inpatient program
once in a lifetime. It will also cover 60% of 25 outpatient
visits per calendar year. Another federal health insurer,
Aetna, provides 75% coverage for inpatient treatment
after a $1,000 deductible with its standard policy. There
is a lifetime maximum utilization of $50,000 for the in-
patient treatment. However Aetna stipulates that the
client who attends an inpatient program must be involved
in an aftercare program to receive this coverage. Under
Aetna's standard policy, outpatient visits receive 75%
coverage for up to $750 per calendar year.

As laws have been passed and interest in the topic of
health insurance coverage for alcoholism and drug de-
pendency has increased, larger insurance carriers have be-
come more than willing to work with employers in an ef-
fort to help drug and alcohol abusers. It is the employer's
responsibility to obtain the desired coverage for the
employee from the health insurance company. If the car-
rier is not willing to provide this coverage, one should
look elsewhere. Presently there is intense competition
among carriers and to request this type of coverage is ap-
propriate.

Choosing a Facility
There are literally thousands of facilities, providing a

plethora of different services. However, separating the
ones that deliver what they promise from those that don't
can be a trying and frustrating (not to mention expensive)
experience. Fortunately, there are several agencies whose
job it is to accredit treatment facilities. The biggest of
these is the Joint Commission on Accreditation of Hospi-
tals (J CAH).

Primarily, JeAH is the standard-setter for mental
health inpatient and outpatient facilities and many times
accredits alcohol and drug treatment facilities which are
a part of a medical operation. Accreditation by the JCAH
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is often the decisive step in determining third-party reim-
bursement and governmental funding. Conceptually and
ideologically, lCAH promotes the medical model with
physicians and nurses central in the policy and program-
matic operations. Social workers, too, are represented.

lCAH reviews four basic areas when reviewing a
facility for accreditation: hospital/facility (inpatient and
outpatient management), patient management, patient
services, and hospital/facility environment. The following
are some selective illustrations of standard items under
each cluster:

Hospital/Facility Management
Governance
Chief executive officer
Professional staff
Fiscal management

Facility and Program Evaluation
Utilization review
Staff development
Patient records
Quality assurance

Patient Management
Intake
Assessment
Treatment plans
Treatment review
Discharge summary

Patient Services
Referrals
Rehabilitation services
Vocational rehabilitation services

Hospital/Facility Environment
Plant, technology, and safety management
Th .. ~erapeutic environment
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In order to receive accreditation, the facility must sub-
mit an application to have its program(s) surveyed by
lCAH. If the facility meets lCAH's criteria, a self-study
evaluation is sent to the applicant to be completed and
returned. A survey team meets and inspects the facility,
and recommendations are made to lCAH either to ac-
credit with or without contingencies, defer with staff
review or deny accreditation. The accreditation period is
for three years, after which time the process is repeated.

Indeed, if an employer desired to establish an out-
patient treatment program like the E&WTP, one specifi-
cally tailored to be suitable to specific needs, the lCAH
standards can be used as more than suitable guidelines.

Evaluating a Facility
As mentioned in Chapter 5, in October 1981 the

Model Federal EAP Program at the HHS began a special
project to enhance and heighten the assistance available
to employees with drug problems. The funding for this
project was provided through the National Institute on
Drug Abuse (NIDA). Besides the drug screening instru-
ment provided in Chapter 5, another component of this
study yielded criteria to serve as a guide in evaluating
drug treatment resources. The following are questions
based on some of the criteria developed by HHS:

1) Does the program conduct its own admissions/in-
take? If so, how long does it take to initiate such proce-
dures? How long until admission for treatment?

2) What are the qualifications of the staff? What are
their educational degrees and experience in addictions?

3) What are the staffs' attitudes regarding drugs/al-
cohol? Are any medications used for detoxification?

4) Is the program part of a consortium of services? If
not, where are those with which the program is not
equipped to deal sent?
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5) How is the type and level of care determined in
terms of client need?

6) What is the usual length of treatment?
7) What are the hours of operation? Will physician's

services, medical dispensing, counseling, etc., be made
available during the usual non-working hours?

8) Are there programs to meet the special needs of
women? of minorities?

9) Does the facility provide child care arrangements
on-site or at a nearby nursery? Is the service for child
care included in the basic program fee?

10) What treatment modalities are used, i.e., in-
dividual, group, recreational, family, marital, behavior,
etc., and how often?

11) What services are made available to the family of
the client? Are these services provided directly or by
referral?

12) What procedures are followed for the client's dis-
charge? Is the family and/or the employer involved?

13) Does the program help the client become in-
volved in any of the self-help groups, i.e., AA, NA?

14) What are the procedures for the release of client
information? Will status reports be forwarded to the
employee counseling staff? If no, can the information be
forwarded with the client's permission?

15) What type of aftercare planning and program
does the facility provide? Do they provide a sponsor for
the client?

These are a few of the general questions which need
to be satisfied. Others, tailored to suit the specific needs
of the situation, must also be answered before an agree-
ment is reached between an employer and a treatment
f '1' 29aci ity,

Given the overwhelming complexities of choosing a
treatment facility, employers should not be selecting or
even suggesting specific places. Fortunately, other help is
available at many levels. The EAP may refer in their
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professional capacities, but other company employees
should not, especially supervisors.

Certainly the company's EAP should have compiled a
listing of local resources and their addresses to turn to in
situations such as choosing a treatment facility. It is ap-
propriate for employers to ask the EAP what criteria they
utilize and how often they update their list. An EAP
should clearly delineate for its client company its criteria
for referral resources, as well as furnish the company
with data on the frequency of the utilization of each refer-
ral source. The EAP field is filled with horror stories
where under-the-table payback arrangements were made
by the EAP and a specific treatment facility. The com-
munity resources described below are also available when
looking for help.

RESOURCES
There are several national organizations which can

provide invaluable assistance for dealing with drug abuse
in the workplace. To name a few resources that will
provide pertinent literature and materials:

•The National Clearinghouse for Alcohol In-
formation
P.O. Box 2345
Rockville, Maryland 20852

•The American Council for Drug Education
204 Monroe Street
Rockville, Maryland 20850

•The National Council on Alcoholism
1511 K Street N.W., Suite 320
Washington, D.C. 20005

•The National Institute on Drug Abuse
5600 Fishers Lane
Room 1O-A53Parklawn Building
Rockville, Maryland 20852

The last has recently established a nationwide toll-
free number (1-800-843-4971) called "The Drug-Free
Workplace Helpline." This hotline provides an excellent
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starting point. A caller to this hotline can receive every-
thing from literature to counseling, assistance, and
guidance in setting up and maintaining an EAP. It will
even provide the caller with other numbers for help in
more specific areas. Again, these are only a few of the
resources available to the employer, and generally one
number yields many other numbers of places to call for
help.

CONCLUSION
The employer has a variety of options in helping an

employee seek treatment for his/her addiction. After a
thorough assessment, a client should always be given two
referral choices. These can be to self-help groups and/or
professional facilities, either inpatient or outpatient.
However, prior to offering any referral choices, it is im-
portant to inquire about a facility's accreditation status
and to evaluate its appropriateness.

It is critical that employers utilize an insurance health
carrier that provides alcohol and drug treatment benefits
to ensure client's ability to receive appropriate reimburse-
ment. The company's EAP and numerous national or-
ganizations can be used when searching for assistance.

Employers should not put supervisors, managers,
employees in the personnel department or other un-
trained (regardless of how well-meaning) persons in the
position of sending employees to any referral source. It is
a complex task that requires a professional to ensure cor-
rect treatment, as well as to protect the company legally.
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CHAPTER 8

A FINAL SYNTHESIS:
THE PROGRAM

INTEGRATION MODEL
(PIM)

Many elements in the workplace play important roles
in fighting drug abuse. Policy development, drug test-

ing, education, and EAP counseling are several of the
most vital of any company's strategy to deal with its drug
problem. The successful performance of any single
program element is dependent on the cooperation and
support of all other program elements.

I am recommending an approach for interweaving
these separate elements, referred to as the Program In-
tegration Model (PIM). This must be based on a clearly
enunciated policy.
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THE PRINCIPLES OF PIM
1. The primary objective of the PIM is the achievement of a

drug-free workplace in a particular corporate, commercial, or in-
dustrial organization.

2. The means for achieving this objective are determined
through a carefully designed program in which the relevant func-
tional elements are woven into an integrated whole.

3. The locus of responsibility and leadership for the overall
effort should be situated in the human resources department
and delegated to that department by management.

4. The principles as well as the operational functions of PIM
should be spelled out in a company policy.

5. The relevant program functions to be interwoven are: a.)
the EAP, b.) drug testing, c.) education, d.) medical, e.)
security, f.) evaluation.

6. Since there is considerable variability in tables of or-
ganization among companies, flexibility and practicality must at-
tend the implementation of the PIM.

7. The legal department will participate when appropriate
throughout all phases of the progress.

8. Unions, if applicable, should be involved in whatever man-
ner is customary for the company.

THE ROLE OF POLICY DEVELOPMENT
The importance of a clear and complete corporate

policy cannot be overstressed. In order to cover all legal
contingencies, ensure equitable and effective EAP and
medical service for employees, and guarantee protection
for the business, a solid, well-conceived policy must be
the basis for any programmatic strategy designed to deal
with workplace drug abuse. In PIM, the need for such a
policy is essential. Of special importance is the need for
that policy to specifically identify the role, functions, and
responsibilities of each component part of the overall
program. It should begin with clear statements regarding
alcohol and drug abuse. Specific guidelines regarding be-
havior on the company's premises are to be stated. Often
the policy regarding substance abuse is separate from the
policy for EAP and the policy regarding drug testing.
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They should be consolidated so as to include all possible
contingencies, as well as the relationship of one program
to another, i.e., EAP to testing, etc.

THE ROLE OF MANAGEMENT
The sanction for the overall program comes from

management. Management, however, must give more
than lip service. Commitment must be demonstrated by
clear statements from the CEO, in addition to giving
other resources - namely personnel and funding. Too
many programs exist in which personnel staff is expected
to mount a drug prevention program on top of other
responsibilities. Human resources staff having to operate
in dual roles is a cause for conflict which is sometimes
not perceived by top management.

THE ROLE OF THE HUMAN RESOURCES
DEPARTMENT (HRD)

In PIM, a company's human resources department
would occupy the central unifying role as delegated by
management. This works well with the department's com-
monly accepted role in most companies. In the normal
course of events, this department would also interact with
all other significant units in the program. Thus, its lines
of communication are already open. It must be accepted
and viewed as an impartial moderator by workers,
unions, and department heads.

The HRD may initiate the PIM process toward a
drug-free workplace by appointing a program integration
committee (PIC) composed of representatives from all
major organizational elements involved in the overall ef-
fort. The PIC would essentially function as a coordinating
mechanism for the program. The PIC would solicit input
from all relevant units of the program. However, the PIC
must not abdicate responsibility or decision-making
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power to the individual interests of the members. Conse-
quently, in order to enable the process to stay on track
and proceed relatively smoothly, the HRD should be in
control at all times. By maintaining this leadership posi-
tion, the HRD can guide the process and make maximum
use of the resources of the individual participating unit
members.

ROLE OF PROGRAM UNITS IN THE PIM PROCESS
Once a company makes a policy decision to launch a

drug abuse prevention, control or rehabilitation program
it must identify and spell out the roles and respon-
sibilities of the major departments or units that will par-
ticipate in the efforts. This role determination pertains to
the specific issue of eliminating drug abuse.

Drug testing, EAPs, and education are addressed in
Chapters 4, 5, and 6 respectively. Other issues to be in-
cluded are described below.

The Medical Department
The medical department, whether staffed by

physicians or nurses, serves a vital role in locating
employees with drug problems. Ideally, the medical
department assumes the responsibility for monitoring all
of the stages of urinalysis from receiving the sample to
proper labeling and shipping of the sample to a qualified
laboratory. The medical department may already be col-
lecting urine and blood samples from employment physi-
cals or injuries on the job. If so, the staff is familiar with
the confidentiality regulations surrounding records of test
results. If there is no medical department, the company
should arrange services through a contract with a private
laboratory.

Any employee found to have drugs in his/her urine
should be given an automatic referral to the EAP. Medi-
cal departments should also routinely refer employees to
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the EAP. Regular physicals or other services performed
by the medical personnel often help identify drug
problems in employees. Too often the medical depart-
ment and the EAP operate separately. A written EAP
referral by the medical department is strongly recom-
mended for the supervisor. This makes the connection
stronger in the employee's eye.

Security
Security is a separate entity aimed directly at preven-

tion, detection, and investigation of criminal actions re-
lated to drug use such as drug trafficking and possession
or distribution of illegal drugs. Security also is respon-
sible for upholding company policy regarding restrictions
pertaining to drug taking on the job. Examples of these
activities would include locker or lunch box searches, use
of drug sniffing-dogs or undercover investigations.
Security, as part of its role, may have occasion to recom-
mend the referral of an employee found to be violating
company rules or performing illegal activities related to
drug abuse. Therefore, the EAP should be in regular con-
tact with the security office in order to encourage refer-
rals. Case #3 describes the role of a security officer.

THE ROLE OF THE EAP AND DRUG TESTING
EAPs need to be willing to work closely with the

other departments mentioned above. Ideally, any
employee found using drugs through either urinalysis test-
ing or security measures should be automatically given a
referral to the EAP, along with whatever other measures
company policy requires in the particular situation (such
as disciplinary procedures or legal action).

At present, EAP practitioners are concerned that the
EAP may soon be expected to administer urine testing
programs. This is actually occurring now in some EAPs.
Hopefully, other EAPs will not follow suit. EAPs should
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not perform any testing because this creates a conflict be-
tween the role of the EAP as a disciplinarian and the
EAP as a setting where employees can voluntarily and
confidentially come for help.

Some EAPs monitor an employee's return to work
after in-patient addiction treatment. Part of that monitor-
ing may include use of breathalyzers or urine testing.
This is not appropriate, and if monitoring is done, it
should be handled through the treatment center the
employee attends.

If this is not possible, out-patient monitoring can be
contracted out to another treatment center or performed
by the company's medical department. The EAP coun-
selor would then obtain the employee's authorization to
receive any positive test results. Although this type of ar-
rangement is not the norm, it may be employed in cases
where an employee's relapse would violate an employ-
ment condition and thus be cause for disciplinary action.

LEGAL DEPARTMENT
As discussed in Chapters 4 and 5, legal issues abound

in establishing a drug free workplace. As of this writing,
state legislators are in the process of developing
guidelines around drug testing and in some cases for
EAPs. The role of the corporate attorney is essential to
help steer the direction of a program.

However, attorneys should not write policy or become
the final word. Their advice is valuable, but only one of
the pieces of the whole picture. Their role is to protect
the company and the employees - not to become
authorities on the subject of addiction.

EVALUATION
With all of the preceding described, there must be

quality assurance; i.e., an objective third-party evaluation.
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Once a year the entire program should be evaluated in
all its dimensions. The evaluator should be hired by the
human resources department to evaluate all the aspects
of the program from a cost-effectiveness, as well as a
qualitative perspective. Approximately 10% of the drug-
free workplace budget should be assigned to evaluation.
There is no way for the human resources department to
evaluate its own program or PIM. It should work with an
evaluator to ensure program development and implemen-
tation - year to year.

THE PIM "IN ACTION"
How would PIM work? How would the several func-

tions and organizational units interact and operate?
These issues may be considered within the context of a
conceptual model illustrated in Chart 4. It is important to
remember that one of the principles of PIM is adapting it
with the attitudes of flexibility and practicality, given the
range of diversity in the corporate world.

Chart 4 illustrates how PIM can be viewed as a
"wheel." The "wheel" can be described as follows: with
the human resources department as its center, the wheel
would commence to "turn" with the establishment of a
clear drug policy. This policy would be designed with
input from management primarily, but with an ear to the
suggestions of other departments. Covered in this policy
would be drug education, an important part of preven-
tion, drug testing, rehabilitation programs, and security.
These separate aspects would be viewed as "spokes" in
the "wheel" and assigned by the human resource depart-
ments to the program integration committee.

Ideally, the company's EAP would handle drug educa-
tion, in ways mentioned earlier in Chapter 6. Drug test-
ing would be placed in the medical department, as out-
lined in Chapter 4. Rehabilitation programs would fall to
the EAP as discussed in Chapters 5 and 7. Finally,
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security-including the enforcement of the company's
"Drug-free" policy-would rest with the company's
regular security force. In these ways, the human resour-
ces department could coordinate already existing skills
into a team effort to fight drugs in the workplace. In in-
stances where individual efforts might either miss
problems through lack of communication or work at
cross-purposes, the central leadership provided by this
one department, the HRD with the PIC mechanism, can
mold the individual elements into a smoothly running
team. Thus, we have accomplished the goal of the book,
"Achieving a Drug-Free Workplace."
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Chart 5

The PIM "Wheel"
For

A Drug-Free Workplace
The Program Integration Committee



CASE STUDY #1

THE OREGON STATE BAR
PROFESSIONAL LIABILITY FUND
ATTORNEY ASSISTANCE
PROGRAM

Ms Michelle Goff, MSW, EAP Specialist
Masi Research Consultants, Inc.

Introduction
Chemical dependency among lawyers is prevalent. The

admission of chemical dependence and the road to
recovery can be more difficult for a lawyer than for other
professionals. "Lawyers who are trained to defend and to
rationalize on behalf of their clients, can be their own
worst enemy when confronted with their drinking'V and
drugging. Lawyers automatically defend and rationalize
their addiction, making it difficult to break through their
denial. Along with this comes a very real moral issue of
both defending and violating the law in cases where
lawyers are abusing illegal drugs.

In an article published in the Washington Post, Ruth
Marcus stated that "alcoholic lawyers -like other
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Social Work and Community Planning with a specialization in Employee Assistance
Programs. This included internships at Georgetown University's EAP and the Civilian
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EAP Specialist with Masi Research Consultants, Inc., which includes the position of
Project Manager for a contract with the State of Maryland and staff person responsible
for corporate contracts.
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licensed professionals - face the added strictures of an
ethics code and the threat of losing the right to practice.
And because clients entrust some of their most important
personal and business problems to lawyers, the issue is of
concern to the public as well as the profession.,,2

Once they are confronted with their addiction and
agree to seek treatment, there are often difficulties in the
mode of treatment. While in treatment, lawyers tend to
evaluate the counselors and critique them on the way
they counsel or engage in a debate with them. Lawyers
can also be disruptive. For example, one lawyer or-
ganized a patient strike.

The Intricacies of Chemical Dependency Among
Lawyers

If a lawyer's addiction goes untreated, the results can
be devastating. The addiction can affect the lawyer's co-
workers (i.e., secretary, judges, other lawyers), his perfor-
mance in court, his clients, and the outcome of his cases.
For example, the secretary often becomes the
cornerstone of a practice, preparing wills, promising
clients that the lawyer will take care of a case, and
making excuses for missed appointments.

The secretary gets caught up in the struggle between
loyalty to the lawyer and the stress of keeping the prac-
tice in a functioning state. While she may feel that she is
protecting the lawyer and his practice, in reality she is
hurting him by enabling him to continue with his addic-
tion.

Performance in the courtroom is often an indicator of
chemical dependency. Irrational behavior patterns sur-
face and become obvious. For example, while on cocaine
a lawyer may exhibit mood swings, not properly cross ex-
amine a witness, appear to be incoherent, and his be-
havior will simply not make sense. The mishandling of a
case affects all parties involved: the judge, the lawyer,
and the client. The judge must handle the immediate
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situation of chaos in the courtroom. If the lawyer does
not properly argue a case, this will affect not only his
reputation, but the client involved in the case.

"Lawyers in three-piece suits may not fit the public's
image of alcoholics but ... ,,3, as in the general popula-
tion, experts estimate that one in ten lawyers is an al-
coholic. A 1986 study conducted by the Oregon State Bar
Professional Liability Fund showed the magnitude of the
malpractice issue of abusing lawyers. Sixty percent of the
lawyers had malpractice suits filed against them while
abusing. That figure plummeted to a mere 2% after one
year of abstinence. It was the direct connection between
substance abuse and malpractice claims that motivated
the Oregon State Bar Professional Liability Fund to
develop a program.

The Oregon State Bar Professional Liability Fund
Attorney Assistance Program

In 1980, Donald Muccigrosso applied for admittance
to the Oregon State Bar. One question on this applica-
tion was, "Have you used alcohol and/or drugs excessive-
ly?" Muccigrosso explained that he was a recovering al-
coholic with nine years sobriety. As a result of this ques-
tion, Muccigrosso was called in and interviewed about his
recovery. Muccigrosso told them about an Attorneys'
Group he attended on the East Coast. The Oregon State
Bar Board of Governors asked Muccigrosso to start an
Attorneys' Group, which he began in 1981.

One year later, February 1982, the Oregon State Bar
Professional Liability Fund began an Attorney Assistance
Program (AAP) under the direction of Muccigrosso. The
AAP was set up with two objectives in mind: to help curb
the rising number of malpractice claims relating to lawyer
chemical dependence and to assist lawyers in reaching
sobriety and returning to their law practices based on the
philosophy, "Lawyers helping Lawyers." The program
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began with great support from the CEO, Lester Rawls,
who stated, "If you save one life it's worth it."

At the start, the Attorney Assistance Program was
composed of the very basic components of a program: as-
sessment, intervention, referral, education, and an ex-
perienced staff member. Within a short period of time,
the AAP went beyond the basic program model to in-
clude some innovative methods of reaching the addicted
attorney, judge, or legal staff member. The following
describes these methods:

1. In response to the need of some lawyers who were
unable to afford the costs of in-patient or out-patient sub-
stance abuse treatment, the Oregon State Bar Profes-
sional Liability Fund approved a "Treatment Loan
Program." This is a program whereby lawyers who are un-
able to pay the costs of treatment for chemical depend-
ency can borrow the money and repay the loan upon re-
entry into their law practice.

2. Legal support groups were developed to assist the
staff and associates of chemically dependent lawyers in
dealing with the disease. Some examples of these groups
include Attorneys in Recovery and a Legal Staff Mem-
bers Support Group. It is important to note that the
development of these groups was in no way meant to un-
derplay the role of self help groups such as Alcoholics
Anonymous (AA), Narcotics Anonymous (NA), etc., in
recovery. Although a lawyer may begin recovery in the
Attorneys' Group, he will use it as a stepping-stone to
AAjNA.

3. A contract/agreement is often drawn up between
the AAP counselor and a lawyer who refuses treatment
but agrees to attend the Attorneys' Group. The contract
items are negotiated, written in legal terms, and signed
by both parties. They clearly delineate the number of
meetings a lawyer must attend and the need for
abstinence. Breaking of the contract results in the lawyer
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being admitted for in-patient treatment or whatever treat-
ment is deemed appropriate by the AAP.

4. In some cases Muccigrosso and/or members of the
Attorneys' Group step in and take over a practice for
lawyers who are seeking treatment. This allows the
lawyer to go through the treatment process without worry-
ing about losing current clients. At the same time
thousands of dollars are saved, and the professional
image of the Bar is protected.

5. Other methods of support are offered through an
annual dinner for recovering attorneys, workshops deal-
ing specifically with the needs of recovering attorneys,
and the opportunity to travel to other states to meet
other recovering attorneys.

6. Muccigrosso also addresses the issues of law stu-
dents and chemical dependence, both by offering services
to law students and attending special student AA meet-
ings.

7. Lawyers, judges, legal staff, students, and family
members are referred to the AAP through self-referral,
peer referral, and court referral (Le., a lawyer arrested
for driving while intoxicated). However, the AAP also
gets clients through the tracking of malpractice suits filed
against lawyers. In one case, Muccigrosso called an older
lawyer who had one pending malpractice suit. From ex-
perience in the field, Muccigrosso knew that well-prac-
ticed, seasoned lawyers are devastated by being sued. So
on a hunch he called this particular lawyer and explained
the services offered by the AAP and told him about
chemical dependency. He also told him that his friends
were concerned about him. The end result was that there
was an alcohol problem, and the lawyer has now been in
the Attorneys' Group for six months.

8. In 1985, with the addition of a new staff member,
Nina Robart, the AAP expanded to include both a Sig-
nificant Other's Group and a Women's Group.
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Needless to say, the Oregon State Bar Professional
Liability Fund AAP addresses the issues of the lawyer,
judge, or legal staff person from the start of job perfor-
mance problems, through the entry into treatment, and
on into the recovery process. It is a voluntary program
which ensures confidentiality. In fact, there are no writ-
ten records kept by the AAP staff, and the AAP is not re-
quired to report clients to the State licensing board. Ac-
cording to Lester Rawls, because of the efforts of the
program the Oregon State Bar has a lower ratio of
malpractice claims than insurance companies are ex-
periencing across the nation. While one in ten lawyers
nationwide faces malpractice claims, the State of Oregon
is experiencing one in fourteen.

CASE EXAMPLES
In dealing with cases of chemical dependency there

will always be both successful and unsuccessful attempts
at sobriety. Often there will be numerous attempts
before a person is successful. The following are a few
cases in which Muccigrosso has been involved through
the Oregon State Bar Professional Liability Fund AAP.

The first case concerns an attorney who, when sober,
was considered the "best attorney in Oregon" and, when
drunk, was considered the "second best attorney in
Oregon." Muccigrosso arranged a confrontation in which
colleagues, friends, and family members confronted the
attorney with his drinking problem. The intervention
lasted five minutes and resulted in the attorney going
directly into treatment. After successfully reaching
sobriety, this lawyer was elected to Circuit Court and is
now sending other lawyers into treatment and helping
with intervention.

In the second case events that happened over a 24-
hour period led to the realization that help in a treat-
ment center was needed. This lawyer, who was addicted
to cocaine, woke up one morning, and his wife told him
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she wanted a divorce. Afterwards the lawyer got into his
car and wrapped it around a tree, resulting in $20,000
worth of damage to his car. He then proceeded to a sport-
ing event where he was arrested in the parking lot for
possession of cocaine. After release from jail that same
evening, he got drunk and realizing he needed help, tried
to admit himself to a treatment center. Being turned
away that evening due to hours of operation, but knowing
he needed help, he contacted Muccigrosso the next day.
While in treatment his wife returned to him and became
part of the family program. He is currently clean and
sober, and assists other chemically addicted attorneys by
taking over their practices. He steps into these practices
and thoroughly reviews each of the cases to re-establish
positive client rapport.

The next case example is one involving a relapse.
Muccigrosso received a call from the friend of an attor-
ney named John who indicated that John had tried to
commit suicide twice by overdosing on pills and cutting
his wrist. The friend had been trying unsuccessfully to
reach John by telephone and was on his way to the
house. Muccigrosso agreed to meet him at John's house,
and when they arrived John was in his car attempting
suicide by inhaling carbon monoxide. It appeared to Muc-
cigrosso that John had a gun in the car (which turned out
to be a pellet gun) so he approached cautiously, talked to
John, and told him that he had the choice of being driven
to the hospital voluntarily or of being taken by police car.
John told him to get off the property. The police were
called and picked John up for attempted suicide. John
was taken to a local hospital where he spent two days on
a psychiatric unit and two weeks in an alcohol treatment
program. Unbeknownst to Muccigrosso, John was not
only addicted to alcohol, he was also addicted to codeine.
John was treated for his alcohol addiction, but not his ad-
diction to codeine.
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Upon his return home from treatment, John became
suicidal, began drinking again, and assaulted his family.
At this time John's wife has filed a restraining order, and
John continues to drink and take codeine. Cases of
relapse can continue for years, either ending in sobriety
or death.

The final case is about a well respected attorney, who
was dually addicted to alcohol and cocaine. As a result of
this addiction, he was dipping into trust funds, he would
fail to file tax forms, coercing his clients into believing
they had been filed. All this was done to get money to
support his habit. The result of these incidents was
malpractice suits being filed against him. Learning that
many malpractice claims and disciplinary complaints had
been made about him to the State Bar, Sam chose to go
into a treatment center, thinking this would save him the
responsibility of his wrongdoing. The court ruled that
Sam was "engaged in conduct involving dishonest,
fraudulent, deceitful misrepresentation" and that Sam's
"addiction to alcohol and drugs did not negate the ele-
ment of intent in sanctioning Sam by way of disbarment."
The court concluded the gravity of Sam's "misconduct
outweighed the fact of his rehabilitation." Sam is current-
ly sober and working in a law office as a clerk.

Why is the Oregon State Bar Liability Fund Attor-
ney Assistance Program So Successful?

In responding to the question of what made the AAP
so successful, Muccigrosso said that it is due to two
things. The first is the fact that the program is based on
the concept of lawyers helping lawyers. Both of the AAP
staff are recovering lawyers themselves. They have been
there, and they understand not only the struggles of over-
coming addiction, but also those specific issues that
lawyers must deal with on the road to recovery.

The second reason that Muccigrosso feels that AAP is
successful is that the issue of confidentiality is stressed.
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As mentioned earlier in this case study, there are no writ-
ten records kept, and the AAP does not have to report
any information to the State licensing board.

Whatever the reason, the Oregon State Bar Profes-
sional Liability Fund AAP has proven to be successful
over the last five years and continues to grow in terms of
the quality of service provided and reduction in malprac-
tice claims.

Conclusion
There is hope for the impaired attorney. The help is

there if an attorney, a legal staff member, family member
or significant other seeks it. The Oregon State Bar Profes-
sional Liability Insurance Fund AAP incorporates
strategic methods of reaching attorneys, legal staff, and
judges. The success of the program is directly related to
these innovative methods. Recovering attorneys are
beginning to educate other attorneys, district attorneys,
and judges on substance abuse. Programs similar to
Oregon's AAP have been set up in other states.

Notes:
The author wishes to acknowledge Donald Muccigrosso, J. D.,

CEAP, Loss Prevention Attorney, Oregon State Bar Professional
Liability Fund, for his assistance in providing these case examples.

1. Ruth Marcus, "Alcoholic Lawyers Face Extra Pressure on
Road to Recovery," The Washington Post,Washington, D. C. , Tues-
day, March 24, 1987, Section B, p. 1.

2. Ann Portal, "Alcoholic Lawyers Find Help," The Register-
Guard, Eugene, Oregon, Sunday, March 9, 1986, Section B, p. 2.

3. Ibid. , p. 1.



CASE STUDY #2

Washington Metropolitan Area
Transit Authority

Carmen L. Thorne, Manager,
Psychometrics, Medical and EAP
The Washington Metropolitan Area Transit Authority

(hereafter referred to as "the Authority" or
"WMATA"), has as its primary mission to provide safe,
efficient transportation to the public. We employ over
8,000 individuals to carry out this mission. However, due
to the rapid rise in drug and alcohol abuse throughout
the nation, the Authority became aware that some of its
employees are suffering from the problem of alcohol
and/or other drug abuse. Because the Authority is a
public employer, it felt an obligation to assist employees
who seek rehabilitation rather than immediately firing
them. Therefore, the Authority developed a policy and
program which meets the safety requirements of a public
transit system while providing employees an opportunity
for rehabilitation, with the goal of returning them to their
full productive job capacity.

Following is a brief chronology of events which led
the Authority to establish a formal Substance Abuse
Policy and Employee Assistance Program (EAP):

CARMEN THORNE is Manager of Medical, Employee Assistance Program and
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various management positions, including manager of Kaiser Aluminum's $1.8-million
corporate-wide joint labor management employee assistance program.
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In 1982, the Offices of Rail, Bus and Facilities Main-
tenance instituted a mandatory post-incident medical ex-
amination policy which required employees to submit to
a medical examination following specified work- related
incidents and/or accidents, such as a derailment, a train
collision of any type, physical altercations between
employees and/or between an employee and a patron,
head-on collisions, collisions with fixed objects, and any
other incident which in the judgment of a supervisor
causes an employee's condition to be questioned.

In December 1982, Local 689 of the Amalgamated
Transit Union filed a class action grievance on behalf of
the Authority's operating employees challenging
WMATA's unilateral establishment of the post-incident
medical examination policy, which included blood and
urine tests for alcohol and/or drugs.

In September 1983, an arbitrator issued an award
denying the class action grievance and upholding
WMATA's authority to implement its mandatory post-in-
cident medical examination policy, primarily because the
parties' collective bargaining agreement gave the
Authority the right to require medical examinations at
any time. The arbitrator did find, however, that Local 689
could continue to challenge the policy in individual cases
on grounds such as misidentification of an employee's
specimen, unreasonableness in the application of the
policy to a particular employee, inconsistent application,
and/or questionable reliability of the tests for drugs.

Between the latter part of 1982 and September 1984,
approximately 142 employees were fired following post-
incident medical examinations which indicated the
presence of alcohol and/or drugs. Grievances were filed
in virtually every termination case, and arbitration was in-
voked in 57 cases. The tests revealed the presence of a
wide range of drugs in employees who were fired.
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Arbitrators issued a variety of awards in these cases.
Some upheld the discharges, but many granted the
grievances and overturned the discharges, finding:

(1.) that the Authority's sole use of the EMIT test for
marijuana was unreliable;

(2.) that discharge was the equivalent of severe
punishment and employees should be given an oppor-
tunity to rehabilitate themselves;

(3.) that problems with the chain of custody
precluded accurate identification of an employee's
specimen; and

(4.) that although the tests revealed the presence of al-
cohol and/or drugs, there was no evidence that the
employee was actually intoxicated or under the influence
of intoxicants while working.

In the wake of these arbitration decisions, efforts
were undertaken to develop an EAP to work in conjunc-
tion with the Authority's disciplinary rules and post-inci-
dent medical examination policy.

In April 1984, the Authority and Local 689 began for-
mal negotiations regarding the types of discipline to be
imposed following positive findings for alcohol and/or
drugs in the post-incident medical examinations. These
negotiations contemplated expanding the EAP and using
it as an alternative to discipline.

From April through July 1984, the Authority and
Local 689 engaged in an exhaustive review of the entire
alcohol and drug abuse problem. This included, among
other things, surveying 27 different transit authorities and
their handling of the problem, and meeting with medical,
legal, and social experts and with recovering substance
abusers. Additionally, the Authority worked closely with
its operating divisions to develop a program tailored to
the Authority's particular needs. Next, the Authority
negotiated a policy and EAP with its various labor or-
ganizations.
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On Nov. 29, 1984, the Authority and Local 689 signed
a negotiated Substance Abuse Policy and Employee Assis-
tance Program. Local 922 of the International Brother-
hood of Teamsters which also represents some of our bus
employees, signed the Policy on April 2, 1985.

In January 1985, the Authority formally implemented
its Substance Abuse Policy and Employee Assistance
Program. The EAP is a diverse program and as such, of-
fers counseling and referrals for employees who have sub-
stance abuse problems as well as mental, emotional, fami-
ly, or financial concerns which may cause poor atten-
dance or unsatisfactory job performance or create safety
hazards for the employee, his or her fellow workers, or
the public.

Subsequent to the implementation of the Substance
Abuse Policy and Employee Assistance Program, a Joint
Labor-Management Committee was established. The
Committee is comprised of three members of manage-
ment; three business agents from Local 689, Amal-
gamated Transit Union; and one business agent from
Local 922, International Brotherhood of Teamsters. The
purpose of the Committee is to oversee the administra-
tion of the Policy and EAP, and to be responsible for its
success. Meetings are held at least monthly, but some-
times more frequently, depending on the issues that re-
quire immediate and timely resolution.

A Chain of Custody form was developed and imple-
mented to document the collection and handling of all
specimens.

A written EAP behavioral contract was developed for
all EAP participants to sign at their initial EAP inter-
view. The contract governs the procedures to be followed
concerning, among other things, attendance at rehabilita-
tion therapy sessions, signing of release forms, and the
consequences of positive tests results. This form is main-
tained in the employee's EAP file.
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Briefing sessions were then presented on the Sub-
stance Abuse Policy and Employee Assistance Program
for supervisors and represented employees. These ses-
sions were conducted by union representatives and mem-
bers of WMATA's Labor Relations and Personnel depart-
ments. Employees were provided with a copy of the
policy.

The main features of our Substance Abuse Policy and
Employee Assistance Program include:

(1.) Two categories of employees:
--Category I employees, who are volunteers;
--Category II employees, who are those who test positive for

alcohol and/or drugs as a result of a post-incident medical ex-
amination.

(2.) Volunteers who are encouraged to avail themselves of
the EAP by giving them priority to non-safety sensitive jobs
while in rehabilitation. They also continue to accumulate
seniority and other benefits, and they can use EAP as often as
necessary. In addition, an employee who volunteers is not sub-
ject to random screening after he or she has successfully com-
pleted rehabilitation.

(3.) Category II employees are immediately released from
pay status and receive no benefits other than the use of accumu-
lated vacation they may have at the time of the incident or acci-
dent. With the exception of Category II employees who test posi-
tive for alcohol or marijuana, Category II employees are not
eligible for non-safety sensitive positions while in rehabilitation.
When they return to duty, they are subject to six months of unan-
nounced random testing. A second offense (i.e., positive test
result within a three-year period) will result in ruing.

(4.) Employees who successfully complete the rehabilitation
program are reinstated to their former position.

(5.) Uniform disciplinary rules for all substance abuse offen-
ses.

(6.) Stipulated minimum levels of substances which, when
detected give rise to a presumption of intoxication thereby
eliminating the need for the Authority to prove actual impair-
ment. The minimum levels are: .05% for alcohol; 5 nanograms in
the blood for marijuana; and any detectable level of other drugs.

(7.) Procedures for testing both urine and blood specimens
at the time of an incident or accident. The EMIT urine screen is
used to determine the presumptive presence of marijuana and
other drugs. If the EMIT urine screen is positive for marijuana,
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then the blood is analyzed for THC levels. A blood test is used
for alcohol. With other drugs such as cocaine, PCP, and heroin,
any detectable presence in the urine is cause for disciplinary ac-
tion to be taken. All test results are confirmed either in the
blood or urine by the GC/MS (gas chromatography/mass
spectrometer) method.

(8.) The cost of rehabilitation, whether in-patient or out-
patient, is paid for by the employee's health insurance provider.

(9.) Rehabilitation procedures and standards for the length
of time that an employee spends in a rehabilitation program are
established and depend upon the substance that is being
used/abused. For example:

--Alcohol requires a 3O-dayminimum program duration;
--Marijuana requires a 9O-day minimum program duration;

and
--Cocaine, PCP, heroin, and other drugs require a 180-day

minimum program duration.
These minimum program durations differ for Category I

volunteers.

In September 1985, the first Employee Assistance
Program brochure was distributed to supervisors and
employees. The policy and brochure are also given to all
new hires at the time of their orientation. Some depart-
ments have employees sign and date a form acknow-
ledging receipt of a copy of the policy, and that form is in-
cluded in the employee's personnel file.

In October 1985, an Attendance Reporting Procedure
was instituted for all Local 689 and Local 922 employees.
This procedure sets forth the requirements for timely
reporting to work and for reporting absences, as well as
the discipline to be imposed for violations of these proce-
dures. The procedure sets for a point system for viola-
tions, and for an employee who accumulates 20 points, a
mandatory drug test is required. If the test results are
positive, appropriate action is taken in accordance with
the EAP.

All outsourced rehabilitation agencies have been
notified in writing, of the Authority's EAP procedures. In
particular, if an employee has been discharged for non-
compliance in treatment, the EAP office is notified
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within 24 hours. If an employee has three unexcused ab-
sences from the program, the EAP office is notified
within 24 hours. If an employee has two or more positive
drug screens, the EAP office is notified within 24 hours.
This information is initially transmitted verbally and fol-
lowed up within two working days by a written confirma-
tion.

In November 1985, the Authority was sued by 18
employees who challenged their firings as a result of posi-
tive post-incident medical examinations for the presence
of drugs, on the basis that their firings deprived them of
their Fourth and Fourteenth Amendment rights and their
right to privacy. In addition, they alleged wrongful firings,
violations of the Vocational Rehabilitation Act of 1973,
and various civil rights violations.

In January 1986, the U.S. District Court for the Dis-
trict of Columbia dismissed the lawsuit and held that the
Authority's administration of these post-incident medical
tests, as well as the policy decision to terminate those
employees who tested positive for the presence of al-
cohol or other drugs, were governmental functions for
the common good and in the public interest, and there-
fore the Authority was immune to civil litigation.

In support of the conclusion that this was a
governmental function, the Court found that the risk of
serious injury is apparent, given the speed and closeness
within which the buses and trains operate in the con-
gested Washington metropolitan area, so even the
slightest decrease in alertness and reflex ability increases
the danger of accidents.

As the result of recent arbitration awards regarding
the Authority's right to require employees to undergo a
medical examination which includes drug and alcohol
testing, arbitrators have set forth the following issues to
be examined when an employee challenges his/her firing
for a refusal to submit to a post-incident medical ex-
amination. The elements of the test are:
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(1.) Whether the request that an employee submit to
a drug or alcohol test was reasonable;

(2.) Whether the employee was clearly advised that
his/her refusal to submit to a test would result in dis-
charge;

(3.) Whether the employee was advised that his/her
job may be saved through rehabilitation offered under
the EAP should the employee test positive;

(4.) Whether the employee made an unequivocal
refusal to take the test; and

(5.) Whether there were any mitigating factors which
should be considered; for example, was the employee suf-
fering from a physical or emotional impairment which ex-
plained his/her refusal? Whether there was any showing
of disparate treatment.

In October 1985, Local 2 of the Office and Profes-
sional Employees International Union began negotiations
with the Authority regarding a Substance Abuse Policy
and Employee Assistance Program for the clerical, ad-
ministrative, technical, and professional employees it rep-
resents.

In July 1986, WMATA and Local 2 completed
negotiations and the policy was implemented in Novem-
ber 1986. Concurrently, that same Policy and Program
was applied to all non-represented employees. Again,
briefing sessions were presented on the Substance Abuse
Policy and Employee Assistance Program for Local 2 and
non-represented employees, and copies of the Policies
and Program were distributed.

With these Substance Abuse Policies and the
Employee Assistance Program, the Authority should
have a drug-free work environment. Employees with
chemical dependency problems are encouraged to volun-
tarily use the EAP referral services to seek treatment.
Employees who are caught using or selling drugs on duty
are fired without recourse. Employees who are found
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with drugs in their systems are given an opportunity to
rehabilitate themselves in order to save their jobs.

WMATA feels that its negotiated Substance Abuse
Policies and Employee Assistance Program addresses its
concerns of providing safe, efficient transportation to the
public, while safeguarding employee rights. To ac-
complish two such diverse objectives was indeed a chal-
lenge. The Authority is at the forefront of the transit in-
dustry in its approach to handling this problem. WMATA
is still working to redefine its policies and program. It is
committed to developing a strong EAP. WMATA is con-
fident that it can increase the level of awareness of this
problem, and it will continue to work towards estab-
lishing a drug free work environment.



CASE STUDY #3

DILEMMA OF THE DEFENSE
CONTRACTOR SECURITY
OFFICER
Stephen S. Burns, President
National Security Institute
Westborough, Massachusetts

In the defense industry, the usual procedures for han-
dling alcohol and drug abuse cases are not totally ade-

quate. A new set of rules prevails that is imposed by the
federal government and Department of Defense. There
are some 12,000 cleared defense contractors in these
United States. These "cleared" contractors are com-
panies that either develop or manufacture highly clas-
sified weapons, like the Stealth jet fighter or spy-in-the-
sky satellites.

Many employees of cleared defense contractors must
be processed for security clearances and undergo a per-
sonal background investigation by a government security
investigator or a firm retained by a federal agency that
specializes in background investigations. These back-
ground investigations determine the employee's loyalty to
the United States as well as the other basics of honesty
through interviewing neighbors for the purpose of charac-

Stephen S. Bums, CPP, a certified industrial security professional, served until 1986 as
the security manager for the Strategic Systems Division of GTE Government Systems
Corporation with responsibility for a company security force of 75 administrative
employees and uniformed guards at 10 locations in the U.S. A Vietnam-era Marine
Corps veteran, Mr. Bums joined GTE Government Systems Corporation in 1972. He is
one of the co-founders of the National Security Institute, Westborough, Mass., a con-
sulting firm that serves security managers of cleared defense contractors.
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ter assessment, ascertaining that professional-level
employees have completed the educational levels and ob-
tained the university degrees that they list on their
resumes or job applications, and checking for any record
of arrests.

Along with a set of stringent rules in the defense in-
dustry, another department level has been added to the
hiring process. This is the defense contractor's security
department. In large companies that employ several
thousand people at different facilities, each plant will
have a security manager who supervises an administrative
staff and a uniformed guard force as well as having
responsibility for the total security of the facility.

It is a security manager's job to acquaint all
employees with the rules and regulations contained in
the defense contractor's security bible - the Industrial
Security Manual For Safeguarding Classified Information
(ISM).

The ISM, published by the Department of Defense
Office of the Deputy Undersecretary of Defense (Policy),
undergoes constant change as new situations prompt
changes in these regulations. Twice a year, inspectors
from the Defense Investigative Service (DIS) visit
defense contractor facilities to ascertain that employees
are following the rules in the ISM.

Smaller defense contractors, of whom the great
majority employ fewer than 1,000 people, usually assign
an executive to also wear a security manager's hat. In
most small companies of 500 or less employees, a clerical
worker is usually given the added responsibilities that go
with handling the security paperwork that proliferates
each year.

Given these circumstances, along with management's
rationale that the security function is an overhead cost
that must be accepted without comment, the great
majority of security managers in cleared defense facilities
are not equipped to handle the kind of alcohol or drug
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abuse problems that federal agencies such as the Depart-
ment of Defense and the Defense Investigative Service
look upon as serious security risks.

The present climate was prompted by the revelations
of the sale of U.S. defense secrets in 1984 through 1987
to both hostile and friendly foreign intelligence agents by
retired American military personnel, government
employees, and others. The pressure is now on to main-
tain stringent security.

Alcohol and drug abusers are considered prime
security risks if they are employed at a cleared defense
contractor facility. An increasing number of cases have
come to light in recent years concerning defense contrac-
tor employees with alcohol and drug abuse problems. In
some instances, these employees have sold classified in-
formation to unfriendly foreign agents who used these
abusers to obtain Secret information.

The author is familiar with one case involving a large
cleared defense facility owned by a Fortune 500 com-
pany. The security manager learned that cocaine was
being sold on company property, and that an increasing
number of employees were returning from lunch high on
coke. He was faced with a dilemma: Should he call in law
enforcement like the local police, the FBI, or the Drug
Enforcement Administration (DEA)?

It would be the law enforcement agency's job to stop
drug pushers as quickly as possible under the circumstan-
ces. If arrests were made on the company's premises,
senior management would be upset by the negative
publicity that would certainly appear in the local media.

Another problem quickly surfaced. Would the person-
nel or human resources department be obligated toward
workers to offer treatment in an EAP with its confiden-
tiality to protect participants in the program?

The defense contractor security manager is supposed
to report a drug abuser to DIS in what's called an ad-
verse information report. The same holds true for an al-
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coholic. DIS can lift the errant employee's security
clearance, and without such a clearance employment in
the defense industry becomes severely restricted, if not
impossible.

Faced with the knowledge that senior management
preferred not to call in the police to make arrests on the
premises, with all of the ensuing unfavorable publicity,
this security manager held back. He always has held
strong conviction that as long as an employee voluntarily
entered a drug treatment EAP, he would not report the
individual to DIS.

On the other hand, the security manager had been
around the business long enough to know that drug
pushers would easily continue to reach other employed
engineers. Also, senior management in his company
would be reluctant to take any strong action against the
engineers whose recruitments carried a high price tag-
anywhere from $10,000 to $25,000 per individual. With a
personnel investment that costly, company executives
would do everything short of firing prized engineers or
other professionals.

He knew that this was how his company's top people
felt about their personnel investments. In exchanging
notes with his peers in others defense companies, he
knew that a similar feeling existed against firing profes-
sionals whose recruitment cost a considerable amount of
funding. And any adverse publicity about the arrest of a
valued engineer would cause problems for the facility's
senior manager and staff.

The security manager's next step was to secure the ad-
vice of a consultant who straddles the law-enforcement
community and was knowledgeable about corporate per-
sonnel policy and how the police and corporate manage-
ments interact in similar situations. Moreover, the con-
sultant would have no obligation to employees or to local
law enforcement. He would develop an action plan that
would best serve the company. The consultant recom-
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mended that the police be asked to make any arrests in
the homes of the pushers rather than on the company
premises, that the security manager would provide the
police with as much support and information as possible
without playing policeman and interfering with the local
investigation.

After the police were apprised of the drug dealing at
the plant and began an investigation that resulted in
several arrests of employees who were pushers, the
security manager singly summoned the drug buyers/users
to his office. Reading each employee the riot act, espe-
cially that part of the ISM that required him to report
drug users to DIS, he told each person that there was a
choice: Doing nothing or entering a drug abuse EAP.

"If I learn that you have dropped out of the EAP
before you have cleaned up your act, I'll provide DIS
with an adverse information report," he warned. "You
know what that means. You'll lose your security
clearance. That means you lose your job, and you'll be
dead in the water as far as another defense contractor
hiring you."

Unfortunately, this security manager knew he only
could go so far. Confidentiality restrictions would not per-
mit the EAP to inform him if an employee had dropped
out of the program. If the employee had not cleaned up
his act and had returned to buying and using drugs, espe-
cially on the job, the security manager would have to wait
for a similar incident to recur at his facility to spot the
dropout. He could then take matters into his own hands
and report the employee to DIS.

In several informal defense security industry surveys
in 1987, the National Security Institute of Westborough,
Mass., polled subscribers about their knowledge of EAPs
and how medical and personnel departments related to
one another. Some of the following items of interest were
learned:
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(1.) In large companies, the security and medical offices
reported to the personnelJhuman resources department.
However, there is little communication between these offices
and departments, including a distinct lack of knowledge about
how they can be mutually supportive.

(2.) Personnel and medical staff do not always know what
they can or cannot tell the security office about employees, and
the security office is equally in the dark.

(3.) Employees with alcohol or drug problems often initially
take these problems to the security office and relate them as
hypothetical situations not involving the employee. Personnel of-
fice staff are often distrusted by employees with abuse or other
personal problems because of the bureaucratic nature of person-
nel departments.

(4.) Security managers could be of more help to troubled
employees if there was more communication with medical and
personnel staff and a sharing of information.

(5.) PersonnelJhuman resource departments and staff are
viewed by employees as unfriendly to those with individual
problems and only as representatives of the company.

Although "security" is a major issue in the defense in-
dustry in light of the spy scandals of the mid-1980s, the
great majority of "security managers," employees of small
defense contractor companies assigned to handle man-
dated security procedures, are essentially ignorant about
the existence of EAPs and other programs available to
troubled employees. In addition, DIS does not acknowl-
edge the value of EAPs in this DOD agency.

Security is all embracing. Good security practice is
basically a people-oriented function and process. Security
managers may be the focal point, but in defense com-
panies, other departments should be mutually supportive
if total security is to be maintained. It's the chinks in the
contractor security armor which hostile intelligence seeks
to exploit.

Behind this armor are people, and good security
depends on knowledgeable people at all personnel levels
in defense contractor companies.
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Addendum #1

THE WHITE HOUSE

OFFICE OF THE PRESS SECRETARY

For Immediate Release

President Reagan's Commitment
to the National Crusade Against Drugs

September 15, 1986

The President's Executive Order for a Drug Free Federal Workplace

Today, the President, as head of the 2.8 million civilian Federal
workforce, signed an Executive order establishing a policy against the
use of illegal drugs by Federal employees, whether on-duty or off-
duty. (The military services have separate procedures for detecting
drug use and are not covered by this order.)

The first of the six goals announced by the President in August is
to rovide all Americans a dru -free work lace. The President's Ex-
ecutive order gives Federal workers the same opportunity to enjoy a
drug-free workplace that an increasing number of private sector
employers are providing their employees.

The President directed the head of each Executive agency to
develop plans to achieve the objective of a drug-free workplace. ~
Programs to be Implemented by Agency Heads - ~

The head of each Executive agency is required to develop plans
that must include:

.A statement of agency policy regarding illegal drug use .
• Employee Assistance Programs emphasizing education,

counseling, referral to rehabilitation and coordination with
community resources .

• Supervisory training to assist in identifying and addressing
drug abuse by agency employees .

• Procedures for individual employees to voluntarily seek
counseling for rehabilitation services and for supervisors
to make such referrals which protect personal privacy .

• Procedures for identifying illegal drug users.
Drug Testing

The Executive order authorizes the use of drug testing programs as
a diagnostic tool to identify drug use in certain circumstances and
among certain employees .

• The head of an agency must establish a testing program
for employees in sensitive positions based on the agency's
mission, the employees' duties, and the potential conse-
quences of employee drug use to public health and safety
or to national security.
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• The head of an agency may order the testing of any
employee (1) when there is a reasonable suspicion that the
employee. uses illegal drugs, (2) as part of an investigation
of an accident or unsafe practice, and (3) as part of or as
a follow-up to counseling or rehabilitation through an
Employee Assistance Program.

• Voluntary testing programs will be established for
employees in nonsensitive positions. Applicants may be
tested at the discretion of the hiring agency.

Measures to be Taken Against Illegal Drug Users
• Users of illegal drugs will be subject to appropriate dis-

ciplinary actions (ranging from private reprimand to deter-
mmate suspensions) unless they voluntarily seek assistance .

• All employees found to be using illegal drugs, in addition
to other personnel actions, will be referred to an
Employee Assistance Program for counseling and ap-
propriate treatment or rehabilitation .

• Employees in sensitive positions who are found to use il-
legal drugs will not be permitted to remain on duty.
HOwever agency heads may allow an employee to return
to duty ;;Iter successful completion of rehabilitation .

• Any employee who uses illegal drugs and refuses counsel-
ing or rehabilitation or returns to using illegal drugs after
rehabilitation effort will be removed from Federal service.

Protection of Employees
• Testing procedures must include notification 60 days prior
to the start of a drug testing program, an opportumty to
submit documentation to support legitimate medical use
of drugsj and procedures to protect the confidentiality of
test resu ts and medical records .

• Disciplinary actions must be in compliance with laws
governing the personnel practices of the Federal govern-
ment (CIvil Service Reform Act and Rehabilitation Act).
An employee will be able to challenge any finding that lie
or she uses illegal drugs, including the results of any under-
lying drug test.

• Testing procedures must allow individual privacy, unless
the agency has reason to believe that a particular in-
dividual may alter or substitute the specimen .

• All testing must be done in accordance with technical and
scientific guidelines issued by the Department of Health
and Human Services. Unconfirmed test results will not be
used as a basis to discipline any employee.

• Testing pursuant to the Executive order cannot be done to
gather criminal evidence, and agencies are not required to
report any such evidence.

/
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THE WHITE HOUSE

Office of the Press Secretary

For Immediate Release September 15, 1986

EXECUTIVE ORDER

DRUG-FREE FEDERAL WORKPLACE
I, RONALD REAGAN, President of the United States of

America, find that:
Drug use is having serious adverse effects upon a significant

proportion of the national work force and results in billions of dollars
of lost productivity each year;

The Federal government, as an employer, is concerned with the
well-being of its employees, the successful accomplishment of agency
missions, and the need to maintain employee productivity;

The Federal government, as the largest employer in the Nation, can
and should show the way towards achieving drug-free workplaces
through a program designed to offer drug users a helping hand and,
at the same time, demonstrating to drug users and potential drug
users that drugs will not be tolerated in the Federal workplace;

The profits from illegal drugs provide the single greatest source of
income for organized crime, fuel violent street crime, and otherwise
contribute to the breakdown of our society;

The use of illegal drugs, on or off duty, by Federal employees is in-
consistent not only with the law-abiding behavior expected of all
citizens, but also with the special trust placed in such employees as
servants of the public;

Federal employees who use illegal drugs, on or off duty, tend to be
less productive, less reliable, and prone to greater absenteeism than
their fellow employees who do not use illegal drugs;

The use of illegal drugs, on or off duty, by Federal employees im-
pairs the efficiency of Federal departments and agencies, undermines
public confidence in them, and makes it more difficult for other
employees who do not use illegal drugs to perform their jobs effective-
ly. The use of illegal drugs, on or off duty, by Federal employees also
can pose a serious health and safety threat to members of the public
and to other Federal employees;

The use of illegal drugs, on or off duty, by Federal employees in
certain positions evidences less than the complete reliability, stability,
and good judgment that is consistent with access to sensitive informa-
tion and creates the possibility of coercion, influence, and irrespon-
sible action under pressure that may pose a serious risk to national
security, the public safety, and the effective enforcement of the law;
and
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Federal employees who use illegal drugs must themselves be
primarily responsible for changing their behavior and, if necessary,
begin the process of rehabilitating themselves.

By the authority vested in me as President by the Constitution and
laws of the United States of America, including section 3301 (2) of
Title 5 of the United States Code, section 7301 of Title 5 of the
United States Code, section 290ee-1 of Title 42 of the United States
Code, deeming such action in the best interests of national security,
public health and safety, law enforcement and the efficiency of the
Federal service, and in order to establish standards and procedures to
ensure fairness in achieving a drug-free Federal workplace and to
protect the privacy of Federal employees, it is hereby ordered as fol-
lows:
Section 1. Drug-Free Workplace.

(a) Federal employees are required to refrain from the use of il-
legal drugs.

(b) The use of illegal drugs by Federal employees, whether on duty
or off duty, is contrary to the efficiency of the service.

(c) Persons who use illegal drugs are not suitable for Federal
employment.
Sec. 2. Agency Responsibilities.

(a) The head of each Executive agency shall develop a plan for
achieving the objective of a drug-free workplace with due considera-
tion of the rights of the government, the employee, and the general
public.

(b) Each agency plan shall include:
(1) A statement of policy setting forth the agency's expectations

regarding drug use and the action to be anticipated in response to
identified drug use;

(2) Employee Assistance Programs emphasizing high level direc-
tion, education, counseling, referral to rehabilitation, and coordina-
tion with available community resources;

(3) Supervisory training to assist in identifying and addressing il-
legal drug use by agency employees;

(4) Provision for self-referrals as well as supervisory referrals to
treatment with maximum respect for individual confidentiality con-
sistent with safety and security issues; and

(5) Provision for identifying illegal drug users, including testing
on a controlled and carefully monitored basis in accordance with
this Order.

Sec. 3. Drug Testing Programs.
(a) The head of each Executive agency shall establish a program to

test for the use of illegal drugs by employees in sensitive positions.
The extent to which such employees are tested and the criteria for
such testing shall be determined by the head of each agency, based
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upon the nature of the agency's missions and its employees' duties, the
efficient use of agency resources, and the danger to the public health
and safety or national security that could result from the failure of an
employee adequately to discharge his or her position.

(b) The head of each Executive agency shall establish a program
for voluntary employee drug testing.

(c) In addition to the testing authorized in subsections (a) and (b)
of this section, the head of each Executive agency is authorized to test
an employee for illegal drug use under the following circumstances:

(1) When there is a reasonable suspicion that any employee uses
illegal drugs;

(2) In an examination authorized by the agency regarding an ac-
cident or unsafe practice; or

(3) As part of or as a follow-up to counseling or rehabilitation
for illegal drug use through an Employee Assistance Program.
(d) The head of each Executive agency is authorized to test any ap-

plicant for illegal drug use.
Sec. 4. Drug Testing Procedures.

(a) Sixty days prior to the implementation of a drug testing
program pursuant to this Order, agencies shall notify employees that
testing for use of illegal drugs is to be conducted and that they may
seek counseling and rehabilitation and inform them of the procedures
for obtaining such assistance through the agency's Employee Assis-
tance Program. Agency drug testing programs already ongoing are ex-
empted from the 6O-day notice requirement. Agencies may take action
under section 3( c) of this Order without reference to the 6O-day
notice period.

(b) Before conducting a drug test, the agency shall inform the
employees to be tested of the opportunity to submit medical documen-
tation that may support a legitimate use for a specific drug.

(c) Drug testing programs shall contain procedures for timely sub-
mission of requests for retention of records and specimens; proce-
dures for retesting; and procedures, consistent with applicable law, to
protect the confidentiality of test results and related medical
rehabilitation records. Procedures for providing urine specimens must
allow individual privacy, unless the agency has reason to believe that a
particular individual may alter or substitute the specimen to be
provided.

(d) The Secretary of Health and Human Services is authorized to
promulgate scientific and technical guidelines for drug testing
programs, and agencies shall conduct their drug testing programs in
accordance with these guidelines once promulgated.
Sec. 5. Personnel Actions.

(a) Agencies shall, in addition to any appropriate personnel ac-
tions, refer any employee who is found to use illegal drugs to an
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Employee Assistance Program for assessment, counseling, and refer-
ral for treatment or rehabilitation as appropriate.

(b) Agencies shall initiate action to discipline any employee who is
found to use illegal drugs, provided that such action is not required
for an employee who:

(1) Voluntarily identifies himself as a user of illegal drugs or
who volunteers for drug testing pursuant to section 3(b) of this
Order, prior to being identified through other means;

(2) Obtains counseling or rehabilitation through an Employee
Assistance Program; and

(3) Thereafter refrains from using illegal drugs.
(c) Agencies shall not allow any employee to remain on duty in a

sensitive position who is found to use illegal drugs, prior to successful
completion of rehabilitation through an Employee Assistance
Program. However, as part of a rehabilitation or counseling program,
the head of an Executive agency may, in his or her discretion, allow an
employee to return to duty in a sensitive position if it is determined
that this action would not pose a danger to public health or safety or
the national security.

(d) Agencies shall initiate action to remove from the service any
employee who is found to use illegal drugs and:

(1) Refuses to obtain counseling or rehabilitation through an
Employee Assistance Program; or

(2) Does not thereafter refrain from using illegal drugs.
(e) The results of a drug test and information developed by the

agency in the course of the drug testing of the employee may be con-
sidered in processing any adverse action against the employee or for
other administrative purposes. Preliminary test results may not be
used in an administrative proceeding unless they are confirmed by a
second analysis of the same sample or unless the employee confirms
the accuracy of the initial test by admitting the use of illegal drugs.

(f) The determination of an agency that an employee uses illegal
drugs can be made on the basis of any appropriate evidence, including
direct observation, a criminal conviction, administrative inquiry, or the
results of an authorized testing program. Positive drug test results may
be rebutted by other evidence that an employee has not used illegal
drugs.

(g) Any action to discipline an employee who is using illegal drugs
(including removal from the service, if appropriate) shall be taken in
compliance with otherwise applicable procedures, including the Civil
Service Reform Act.

(h) Drug testing shall not be conducted pursuant to this Order for
the purpose of gathering evidence for use in criminal proceedings.
Agencies are not required to report to the Attorney General for inves-
tigation or prosecution any information, allegation, or evidence relat-
ing to violations of Title 21 or the United States Code received as a
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result of the operation of drug testing programs established pursuant
to this Order.
Sec. 6. Coordination of Agency Programs.

(a) The Director of the Office of Personnel Management shall:
(1) Issue government-wide guidance to agencies on the Im-

plementation of the terms of this Order;
(2) Ensure that appropriate coverage for drug abuse is main-

tained for employees and their families under the Federal
Employees Health Benefits Programs;

(3) Develop a model Employee Assistance Program for Federal
agencies and assist the agencies in putting programs in place;

(4) In consultation with the Secretary of Health and Human Ser-
vices, develop and improve training programs for Federal super-
visors and managers on illegal drug use; and

(5) In cooperation with the Secretary of Health and Human Ser-
vices and heads of Executive agencies, mount an intensive drug
awareness campaign throughout the Federal work force.
(b) The Attorney General shall render legal advice regarding the

implementation of this Order and shall be consulted with regard to all
guidelines, regulations, and policies proposed to be adopted pursuant
to this Order.

(c) Nothing in this Order shall be deemed to limit the authorities
of the Director of Central Intelligence under the National Security
Act of 1947, as amended, or the statutory authorities of the National
Security Agency or the Defense Intelligence Agency. Implementation
of this Order within the Intelligence Community, as defined in Execu-
tive Order No. 12333, shall be subject to the approval of the head of
the affected agency.
Sec. 7. Definitions.

(a) This Order applies to all agencies of the Executive Branch.
(b) For purposes of this Order, the term "agency" means an Execu-

tive agency, as defined in 5 U.S.C 105; the Uniformed Services, as
defined in 5 U.S.C 2101(3) (but excluding the armed forces as
defined by 5 U.S.C(2)); or any other employing unit or authority of
the Federal government, except the United States Postal Rate Com-
mission, and employing units or authorities in the Judicial and Legisla-
tive Branches.

(c) For purposes of this Order, the term "illegal drugs" means a
controlled substance included in Schedule I or II, as defined by sec-
tion 802(6) of Title 21 of the United States Code, the possession of
which is unlawful under chapter 13 of that Title. The term "illegal
drugs" does not mean the use of a controlled substance pursuant to a
valid prescription or other uses authorized by law.

(d) For purposes of this Order, the term "employee in a sensitive
position" refers to:
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(1) An employee in a position that an agency head designates
Special Sensitive, Critical-Sensitive, or Noncritical-Sensitive under
Chapter 731 of the Federal Personnel Manual or an employee in a
position that an agency head designates as sensitive in accordance
with Executive Order No. 10450, as amended;

(2) An employee who has been granted access to classified infor-
mation or may be granted access to classified information pursuant
to a determination of trustworthiness by an agency head under Sec-
tion 4 of Executive Order 12356;

(3) Individuals serving under Presidential appointments;
(4) Law enforcement officers as defined in 5 U.S.c. 8331(20);

and
(5) Other positions that the agency head determines involve law

enforcement, national security, the protection of life and property,
public health or safety, or other functions requiring a high degree
of trust and confidence.
(e) For purposes of this Order, the term "employee" means all per-

sons appointed in the Civil Service as described in 5 U.S.C. 2105 (but
excluding persons appointed in the armed services as defmed in 5
U.S.c. 2102(2».

(f) For purposes of this Order, the term "Employee Assistance
Program" means agency-based counseling programs that offer assess-
ment, short-term counseling, and referral services to employees for a
wide range of drug, alcohol, and mental health programs that affect
employee job performance. Employee Assistance Programs are
responsible for referring drug-using employees for rehabilitation and
for monitoring employees' progress while in treatment.
Sec. 8. Effective Date.

This Order is effective immediately.

RONALD REAGAN
THE WHITE HOUSE,
September 15, 1986.
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INTRODUCTION
This document represents the Department of Health and Human

Services "Scientific and Technical Guidelines for Drug Testing
Programs" as directed in the President's Executive Order No. 12564
dated 15 Sept. 1986.

Part I of these guidelines addresses the mandatory scientific and
technical requirements of agency drug testing protocols, including col-
lection of specimens, laboratory analysis, and the transmittal and inter-
pretation of results.

Part II is for informational purposes and includes the recom-
mended model language for developing Requests for Proposals
(RFPs) to procure the required services (i.e., collection and
laboratory analysis).

Agencies may not deviate from the provisions of these guidelines
without the written approval of the Secretary of Health and Human
Services or his designee.

These guidelines are effective immediately. However, agencies cur-
rently operating drug testing programs may take up to 180 days to
bring their programs into compliance.

The Secretary of Health and Human Services or his designee may
routinely update these guidelines for the purpose of conforming them
to advances in technology or to provide additional guidance.

Information, technical assistance, and further clarification may be
obtained by contacting the Alcohol, Drug Abuse and Mental Health
Administration (ADAMHA), National Institute of Drug Abuse, Of-
fice of Work Initiatives.
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PART I
SCIENTIFIC AND TECHNICAL REQUIREMENTS

THE DRUGS
As part of the Executive Order, each Executive Agency will deter-

mine which drugs will be included in each category of the testing
program (e.g., pre-employment, reasonable suspicion, random). The
Order defines "illegal drugs" as those included in Schedules I or II of
the Controlled Substances Act (CSA), unless the use is authorized by
a legal prescription or other exemption as permitted under ap-
propriate laws. These schedules cover hundreds of drugs, but it is ob-
viously not practical to test for all of them.

Agency drug testing programs shall at a minimum test for
marijuana and cocaine. Furthermore, agencies may also test for
opiates, amphetamines, and phencyclidine (PCP). When conducting
reasonable suspicion testing, an agency may test for any drug iden-
tified in Schedule I or II of the Controlled Substances Act. The above
provisions are not intended to limit agencies specifically authorized by
law to include additional categories of drugs in the drug testing of
their own employees or employees in their regulated industries.

This document presents specific information on the drugs most like-
ly to be included in agency drug testing programs (i.e., marijuana,
cocaine, opiates, amphetamines, and PCP). An agency may petition
the Secretary of Health and Human Services or his designee for ap-
proval to include any additional drugs (or classes of drugs) in its test-
ing protocols.

SPECIMEN COLLECTION PROCEDURES
COLLECTION SITE

The collection site is a place where individuals present themselves
for the purpose of providing urine specimens to be analyzed for drugs
of abuse. The site must possess all necessary personnel, materials,
equipment, facilities, and supervision to provide for the collection,
security, temporary storage, and transportation (shipping) of urine
specimens to a drug testing laboratory.

Procedures must provide for the collection site to be secure. Chain
of custody forms must be properly executed by authorized collection
site personnel upon receipt of specimens. The handling and transpor-
tation of urine specimens from one authorized individual or place to
another must always be accomplished through the use of chain of cus-
tody procedures. No unauthorized personnel shall be permitted in any
part of the collection site where urine specimens are collected or
stored.
COLLECTION PROCEDURES
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Procedures for providing urine specimens must allow individual
privacy unless the agency has reason to believe that a particular in-
dividual may alter or substitute the specimen to be provided. Agencies
must take precautions to ensure that a urine specimen has not been
adulterated or diluted during the collection procedure and that all in-
formation on the urine bottle and in the log book can be identified as
belonging to a given individual. To ensure that unadulterated
specimens are obtained, the following procedures outline the mini-
mum precautions that shall be taken during the collection of urine
specimens:

I.At the collection site, toilet blueing agents shall be placed in the
toilet tanks, wherever possible, so the reservoir of water in the toilet
bowl always remains blue. There should not be any other source of
water (e.g. shower, sink, etc.) in the enclosure where urination occurs.

2.Upon arrival at the collection site, the collection site person shall
request the individual to present some type of photo identification. If
the individual does not have proper identification, this shall be noted
on the chain of custody form. If the individual fails to appear at the as-
signed time, collection site personnel shall contact appropriate
authority to obtain guidance on action to be taken.

3.The collection site person shall ask the individual to remove any
unnecessary outer garments (e.g. coat, jacket) that might conceal
items or substances that could be used to tamper with or adulterate
his/her urine specimen. Also, all personal belongings (e.g. purse, brief-
case) must remain with the outer garments; the individual may,
however, retain his/her wallet. The collection site person shall note
any unusual behavior or appearance.

4.The individual shall be instructed to wash and dry his/her hands
prior to urination.

SAfter washing hands, the individual shall remain in the presence
of the collection site person and not have access to water fountains,
faucets, soap dispensers, or cleaning agents.

6.The individual may provide his/her specimen in the privacy of a
stall, or otherwise partitioned area that allows for individual privacy.
The collection site person shall note any unusual behavior by the in-
dividual.

7.If the collection site uses a public restroom the following proce-
dures should be followed:

Females: A female collection site person should accompany the in-
dividual into the public restroom. Toilet blueing should be placed into
the toilet bowl. The individual should be asked to void into the dis-
posable specimen container and asked not to flush the toilet. A dis-
posable collection container with a wider mouth may be used to col-
lect the urine. The sample is then transferred to the collection con-
tainer by the individual. The collection site person remains in the
restroom but outside the stall until the urine specimen is collected
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and handed to the collection site person by the individual. The collec-
tion site person should flush the toilet and continue on with the chain
of custody procedures.

Males: A male collection site person should accompany the in-
dividual into the public restroom. Toilet blueing should be placed into
the urinal or the toilet bowl (whichever is being used). The individual
should be asked to void into the disposable specimen container and
asked not to flush the toilet. The collection site person remains in the
restroom but outside the stall until the urine specimen is collected and
handed to the collection site person by the individual. The collection
site person should flush the toilet and continue on with the chain of
custody procedures.

8.Upon receiving the specimen from the individual, the collection
site person will determine that it contains at least 60 milliliters of
urine. If there is not sufficient urine in the container, additional urine
should be collected. The individual may be given reasonable amounts
of liquid (e.g., a glass of water). If an individual fails, for any reason,
to provide the necessary specimen, collection site personnel shall con-
tact appropriate authority to obtain guidance on action to be taken.

9.After the specimen has been provided and submitted to the col-
lection site person, the individual should be allowed to wash his/her
hands.

10. Immediately after collection, collection site personnel shall
measure the temperature of the specimen and conduct an inspection
to determine the specimen's color and signs of contaminants. Any un-
usual findings resulting from the inspection must be included on the
chain of custody form. The time from urination to delivery of the
sample for temperature measurement is critical and in no case should
exceed four (4) minutes. If the temperature of the specimen is outside
the range of 32.5 - 37.7 degrees C/90.5 - 99.8 degrees F, this gives rise
to reasonable suspicion of adulteration/substitution, and another
specimen should be collected under direct observation and both
specimens forwarded to the laboratory. Any specimen suspected to be
adulterated should always be forwarded for testing. When reasonable
suspicion is established, the second specimen must be obtained under
direct observation.

11. Both the individual being tested and the collection site person
should keep the specimen in view at all times prior to its being sealed
and labeled. If the specimen is transferred to a second container, the
collection site person shall request the individual to observe the trans-
fer of the specimen and the placement of the tamperproof seal over
the bottle cap and down the sides of the bottle. The collection site per-
son will place the identification label securely on the bottle.

12. The identification label should contain the date, individual's
specimen number, and any other identifying information provided/re-
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quired by the Agency. The individual shall initial the label on the
specimen bottle.

13. The collection site person will enter the identifying information
in a ledger. Both the collection site person and the individual shall
sign the ledger next to the identifying information.

14. The individual shall be asked to read and sign a certification
statement regarding his/her urine specimen.

15. The collection site person shall complete the appropriate chain
of custody form.

16. The urine specimen and chain of custody form are now ready
for shipment. If the specimen is not immediately prepared for ship-
ment, it must be appropriately secured during temporary storage.
NOTE:While performing any part of the chain of custody procedures
it is essential that the urine specimen and custody documents be
under the control of the involved collection site person. If the involved
collection site person must leave his/her work station momentarily, the
specimen and custody form must be taken with him/her or must be
secured. After the collection site person returns to the work station
the custody process will continue. If the site person is leaving for an
extended period of time, prior to leaving the site the specimen should
be packaged for mailing.
Collection Control

Collection site personnel shall always attempt to have the container
or specimen bottle within sight before and after the individual has
urinated. The containers shall be tightly capped, properly sealed, and
labeled. A chain of custody form approved by the Agency shall be util-
ized for maintaining control and accountability from point of collec-
tion to final disposition of specimens. With each transfer of posses-
sion, the chain of custody form shall be dated, signed by the individual
releasing the specimen, signed by the individual accepting the
specimen, and the purpose for transferring possession noted. Every ef-
fort should be made to minimize the number of persons handling
specimens.
Transportation to Laboratory

After collection of urine specimens, collection site personnel shall
arrange to ship the specimens to the drug testing laboratory. The
specimens shall be placed in appropriate containers (specimen boxes
or padded mailer) that are securely sealed to eliminate the possibility
of tampering. Collection site personnel shall sign and date across the
tape sealing the container and ensure that the chain of custody
documentation is attached to each sealed container. An outer mailing
wrapper is placed around each sealed container. Specimens may be
delivered to the drug testing laboratory using either the United States
Postal Service, commercial air freight or air express, or may be hand
carried. It is not necessary to send specimens by registered mail.
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LABORATORY ANALYSIS PROCEDURES

DEFINITIONS
INTRALABORATORY CHAIN OF CUSTODY: Procedures

used by the laboratory to maintain control and accountability from the
receipt of urine specimens until testing is completed, results reported,
and while specimens are in storage.

INITIAL TEST: A sensitive, rapid, and inexpensive immunoassay
screen to eliminate "true negative" specimens from further considera-
tion.

CONFIRMATORY TEST: A second analytical procedure used to
identify the presence of a specific drug or metabolite in a urine
specimen. The confirmatory test must be different in technique and
chemical principle from that of the initial test procedure to ensure
reliability and accuracy. (At this time gas chromatography/mass
spectrometry GC/MS is the only authorized confirmation method.)

ALIQUOT: A portion of a specimen used for testing. An ap-
propriate amount is transferred into a labeled test tube.
RECEIVING/PREPARA TION

The laboratory must be secure at all times; no unauthorized person-
nel shall be permitted. Upon receipt of specimens, accession person-
nel shall inspect packages for evidence of possible tampering and com-
pare information on specimen bottles with that on chain of custody
forms. Any discrepancies shall be properly noted and described. Any
direct evidence of tampering shall be reported immediately to the
Agency, and shall also be noted on the chain of custody form which
must accompany all specimens during laboratory possession.

Specimen bottles and original chain of custody forms will normally
be retained within the accession area until all analyses have been com-
pleted. Aliquots and intralaboratory chain of custody forms shall be
used by laboratory personnel for conducting the initial and confir-
matory tests.
SHORT-TERM REFRIGERATED STORAGE

Specimens shall be refrigerated upon arrival if initial testing is not
to be completed within 2 days.
SPECIMEN PROCESSING

Drug testing laboratories will normally process specimens by group-
ing them into batches. The number of specimens in each batch may
vary significantly depending on the size of the laboratory and its
workload. When conducting either initial or confirmatory testing,
every batch shall contain an appropriate number of standards for
calibrating the instrumentation and a minimum of 10 percent controls.
Both internal and external blind proficiency test samples should ap-
pear as ordinary samples to laboratory personnel.
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INITIAL TEST
The initial testing shall use an immunoassay which meets the re-

quirements of the Food and Drug Administration for commercial dis-
tribution. The following initial cutoff levels shall be used when screen-
ing specimens to determine whether negative or positive for these five
drugs or classes of drugs:

Initial Test Level
Marijuana metabolites
Cocaine metabolites
Opiates
Phencyclidine
Amphetamines

(ng/ml)
100
300
300
25

1000

These test levels are subject to change by HHS as advances in tech-
nology or other considerations may permit identification and quan-
tification of these substances at lower concentrations.

Some specimens may be subjected to initial testing by methods
other than immunoassays, where the latter are unavailable for the
detection of specific drugs of special concern. These methods are thin
layer, high pressure liquid, and/or gas chromatography. Alternate ini-
tial test methods and testing levels shall be submitted for written ap-
proval to the Secretary of Health and Human Services or his designee.
CONFIRMA TORY TEST

All specimens identified as positive on the initial test shall be con-
firmed using gas chromatography/mass spectrometry (GC/MS) tech-
niques. Quantitative GC/MS confirmation procedures at the following
cutoff values shall be used for the following drugs:

Confirmatory Test Level
Marijuana metabolite'
Cocaine metabolite"
Opiates
Phencyclidine
Amphetamines
'Delta-9-tetrahydrocannabinal-9-carboxylic acid
, "Benzoylecgonine

(ng/ml)
20

150
300
25

300

These test levels are subject to change by HHS as advances in tech-
nology or other considerations may permit identification and quan-
tification of these substances at lower concentrations.

Confirmation methods and levels for other drugs tested shall be
submitted by the Agency to the Secretary of Health and Human Ser-
vices or his designee for approval. In the absence of an accepted quan-
titative GC/MS assay procedure, preference will be given to a confir-
mation of qualitative identification by means of full-scale GC/MS
analysis and quantification by an alternated chromatographic method.
All methods shall meet commonly accepted analytical standards.
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Proper chain of custody controls shall always be enforced during
confirmation testing. Authorized confirmation technicians shall sign
the chain of custody forms and be responsible for each urine
specimen to be tested. The laboratory shall include sufficient
safeguards to ensure that unauthorized personnel are prevented from
gaining access to the confirmation laboratory.
REPORTING RESULTS

Test results shall be reported to the Agency's designated Medical
Review Official within an average of 5 working days of receipt of the
specimens. The report should contain the specimen number assigned
by the submitting agency, the drug testing laboratory accession num-
ber, and results of the drug tests. All specimens negative on the initial
test or negative on the confirmatory test shall be reported as negative.
Only specimens confirmed positive shall be reported positive for a
specific drug. Results may be transmitted to the Medical Review Of-
ficer (see pg. 15) by various electronic means (e.g., teleprinters, fac-
simile, or computer) in a manner consistent with the privacy act. It is
not permitted to provide results verbally by telephone. A certified
copy of the original chain of custody form, signed by the laboratory
director or laboratory certifying official, shall be sent to the Medical
Review Officer. Certified copies of all analytical results shall be avail-
able from the laboratory when requested by appropriate authority.

All records pertaining to a given urine specimen shall be retained
by the drug testing laboratory for a minimum of 2 years.
LONG-TERM STORAGE

Specimens confirmed positive shall be retained and placed in
properly secured long-term frozen storage for at least 365 days.
Within this 365 day period an Agency may request the laboratory to
retain the specimen for an additional period of time. This ensures that
the urine specimen will be available for a possible retest during any ad-
ministrative or disciplinary proceeding. If the laboratory does not
receive a request to retain the specimen during the initial 365 day
period, the specimen may be discarded.
RETESTING SPECIMENS

Should specimen reanalysis be required, the quantitation of a drug
or metabolite in a specimen may not be subject to the same testing
level criteria that were used during the original analysis. Some
analytes deteriorate or are lost during freezing and/or storage.
SECURIIT

The laboratory facilities shall use appropriate security measures to
ensure limited and/or controlled access.
SUBCONTRACTING

The drug testing laboratory shall perform all work with its own per-
sonnel and equipment, unless otherwise authorized by the Agency.
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LABORATORY FACILITIES
Laboratories must comply with applicable provisions of any State

licensure requirements. Accredited laboratories must have the facility
and capability, at the same laboratory, of performing screening and
confirmation tests for each drug or metabolite for which service is of-
fered.
LABORATORY PERSONNEL

The scientific director of the drug testing laboratory shall meet
three criteria. He or she must: (1) be [a] certified as a Laboratory
Director by the State in forensic/toxicological analysis, or [b] hold a
Ph.D. in pharmacology, toxicology, or analytical chemistry; (2) have at
least two years experience in analytic toxicology (the analysis of
biological materials for drugs of abuse) and appropriate training
and/or forensic applications of analytic toxicology (court testimony, re-
search and publications in analytic toxicology of drugs of abuse, etc.);
and, (3) have documented scientific qualifications comparable to
those of a person certified by the American Board of Forensic
Toxicology or the American Board of Clinical Chemistry in Toxicologi-
cal Chemistry. The director is responsible for ensuring that there are
sufficient personnel with adequate training and experience to super-
vise and conduct the work of the urine drug testing laboratory.

A key individual in the laboratory is the certifying scientist; (who
may be the Laboratory Scientific Director); this individual reviews the
standards, control specimens, and quality control data together with
the screening and confirmation test results. After having assured that
all results are acceptable, this individual certifies the test result. The
certifying scientist must have sound training in the sciences, specific
training in the theory and practice of the procedures used, including
the recognition of aberrant results, and familiarity with quality control
procedures. \

Supervisors of analysts must possess a B.S. degree in chemistry or
at least the education and experience comparable to a Medical Tech-
nologist certified by the American Society of Clinical Pathologists,
MT(ASCP), or its equivalent. These individuals also must have train-
ing in the theory and practice of the procedures used, and under-
standing of quality control concepts. Periodic verification of their
skills must be documented. Other technicians or nontechnical staff
must possess the necessary training and skills for the task assigned. In-
service continuing education programs to meet the needs of all
laboratory personnel are desirable. Personnel files must include:
resume of training and experience, certification or license, if any,
references, job descriptions, health records, records of performance
evaluation and advancement, incident reports, and results of tests for
color blindness.
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QUALITY ASSURANCE AND QUALITY CONTROL
Urine drug testing laboratories shall have a quality assurance

program which encompasses all aspects of the testing process:
specimen acquisition, chain of custody, security, and reporting of
results, in addition to the screening and confirmation of analytical pro-
cedures. Quality control procedures will be designed, implemented,
and reviewed to monitor the conduct of each step of the process.

a. Requirement of Internal Laboratory Quality Control
Laboratories are responsible for assuring that Quality Control

(QC) urine specimens containing no drug and specimens fortified
with known standards be analyzed with each run of specimens
screened: some of these will be blind to the analyst. In addition, some
of these QC specimens will contain drug or metabolite concentrations
at or near the threshold (cutoff) levels. Implementation of procedures
must be documented to ensure that carry-over does not contaminate
the testing of a subject's specimen. A minimum of 10 percent of all
test samples must be QC specimens. The known standards shall be
the first specimens processed in each run. After acceptable values are
obtained for the known standards, those values will be used to calcu-
late sample data. Internal proficiency test samples, prepared from
spiked urine samples of determined concentration shall be included in
the run and will appear as normal samples to laboratory personnel.
Each run must include at least two (2) blind control samples (one
positive and one negative) per 200 specimens. Similar standards, posi-
tive and negative controls will be analyzed in parallel with confirma-
tion tests.

b. Agency External Laboratory Quality Control Procedures
Participation in proficiency testing surveys, by which the laboratory

performance is compared with peers and reference laboratories, is en-
couraged. Participation in an ADAMHAlNational Institute on Drug
Abuse (NIDA)-recognized accreditation and proficiency testing
program for drugs of abuse is mandatory. (Criteria for such recogni-
tion will be available from ADAMHA in March 1987.)

During the initial 9O-dayperiod of any new drug testing program, a
minimum of 1,000 samples of which at least 800 are blank (i.e. cer-
tified to contain no drug) must be submitted to the contract
laboratory as external blind proficiency test specimens. Any unsatisfac-
tory proficiency testing result must be investigated by the Agency and
corrective actions must be taken. A report of the investigative find-
ings, together with subsequent corrective actions, should be recorded,
dated, signed by the responsible supervisor and laboratory director
and sent to the agency contracting officer. Should a false-positive
error occur on a blind proficiency test specimen, retesting of all
specimens submitted to that lab for the period two weeks prior to the
detected error and two weeks after is required. Unsatisfactory perfor-
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mance on proficiency test samples is sufficient cause for the Agency
to revoke laboratory accreditation.

c. Interim External Laboratory Quality Control Procedures
Prior to the existence of ADAMHNNIDA recognized accredita-

tion and proficiency testing programs, agencies must ensure
laboratory proficiency by one of the following methods:

1. Agencies may use contract laboratories that have been certified
for urinalysis testing by the Department of Defense.

2. Agencies may develop interim self-accreditation procedures by
establishing pre-award inspections and proficiency testing plans ap-
proved by HHS.
DOCUMENTATION

Documentation of all aspects of the testing process must be avail-
able. This documentation will be maintained for at least 2 years and
will include: personnel files on analysts, supervisors, directors, and all
individuals authorized to have access to specimens; chain of custody
documents; quality assurance/quality control records; all test data;
reports; performance records on proficiency testing; performance on
accreditation inspections; and hard copies of computer-generated
data.
REPORTS

All test results, including screening, confirmation, and quality con-
trol data must be reviewed by the certifying scientist or laboratory
director before a test result is certified as accurate. The report shall
identify the drugs/metabolites tested for, whether positive or negative,
and the threshold concentration for each.
INSPECTIONS

The Agency shall reserve the right to inspect the laboratory at any
time. Contracts with laboratories, as well as for collection site ser-
vices, shall permit unannounced inspections. Preaward inspections
and evaluation of the procedural aspects of the program must be ac-
complished prior to the award of any contract.
JUDICIAL PROCEEDINGS

The laboratory must have qualified personnel available to testify in
an administrative or disciplinary proceeding against a federal
employee that is based on a positive urinalysis result reported by its
laboratory.
REPORTING AND REVIEW OF RESULTS

An essential part of the drug testing program is the final review of
results. A positive test result does not automatically identify an
employee/applicant as an illegal drug user. An individual with a
detailed knowledge of possible alternate medical explanations must be
involved in the review process. This review will be performed by the
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Medical Review Official (MRO) prior to the transmission of results to
Agency administrative officials.

The MRO may be an Agency or contract employee who is a
licensed physician with knowledge of substance abuse disorders. The
role of the MRO is to review and interpret positive test results ob-
tained through the Agency's testing program. In the conduct of this
responsibility, the MRO should undertake the examination of alter-
nate medical explanations for a positive test result. This action could
include the conduct of employee medical interviews, review of
employee medical history, or the review of any other relevant biomedi-
cal factors. The MRO is required to review all medical records made
available by the tested employee when a confirmed positive test could
have resulted from legally prescribed medication. After the MRO has
reviewed the pertinent information and the laboratory assessment is
verified, the case will be referred as determined by Agency policy to
the Agency Employee Assistance Program, Personnel, or Administra-
tive Offices for disposition. Should any question arise as to the
veracity of a positive test result, the MRO is authorized to order a
reanalysis of the original sample. If the MRO determines there is a
legitimate medical explanation for the positive test result, the MRO
may deem that the result is consistent with legal drug use, and take no
further action. Additionally, the MRO, based on review of inspection
reports, QC data, multiple samples, and other pertinent results, may
deem the result scientifically insufficient for further action and declare
the individual as negative. The contract laboratory must be able to
provide information to assist in this review process by employing or
having available a forensic toxicologist or someone with equivalent
forensic experience in urine drug testing who can be called on when
specific consultation is required by the Agency. [Note: Before the
MRO certifies a confirmed positive result for opiates, he/she must
verify that there is clinical evidence (in addition to the urine test) of il-
legal use of any opium, opiate or opium derivative listed in Schedules
I or II. This requirement does not apply if the Agency's GC/MS confir-
mation testing for opiates verifies the presence of 6-0-monoacetylmor-
phine.]
PROTECTION OF EMPLOYEE RECORDS

Any laboratory contract shall provide that the contractor's records
are subject to the Privacy Act, 5 U.S.c. 552a. The Agency shall estab-
lish a Privacy Act System of Records (or modify an existing system) to
cover both the Agency's and the contractor's records of employee
urinalysis results. The contract and the Privacy Act System must have
specific provisions that require that employee records are maintained
and used with the highest regard for employee privacy.
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PART II
MODEL LANGUAGE FOR CONTRACT RFP'S

The following model language is recommended to Agencies for use
in the development of contract statements of work for the services re-
quired for drug testing programs. Section A details the recommended
"Collection Site Specifications." Section B details the recommended
"Laboratory and Testing Specifications."
A.COLLECTION SITE SPECIFICATIONS

COLLECTION SITE: The collection site is a place for specified
federal employees to present themselves for the purpose of providing
their urine specimens under controlled conditions for the detection of
drugs of abuse. The collection site may be at the Agency's place of
business or at a contractor's facility.

The collection site must possess all necessary personnel, materials,
equipment, facilities, and supervision to provide collection, security,
storage, and transportation (shipping) of urine specimens to the test-
ing laboratories.

The collection site, although serving a separate function, may be on
laboratory property or at other locations approved by the Agency.
The collection site must have restroom facilities which are clean, well-
lighted, and sufficiently secure to prevent compromise during the col-
lection of urine specimens.

If the Agency decides that samples are to be provided at a contrac-
tor's facility away from the employee's place of work, the collection
site should be reasonably accessible to business, and shall have the
capacity to collect a minimum of 80 urine specimens per day. The
Agency will furnish the collection site with an advance listing of
federal employees scheduled for testing. During non-working hours,
the collection site shall provide emergency collection services within
four (4) hours following notification from individuals authorized by
the Agency or its designated contractors.

A collection site facility dedicated solely to urine collection shall be
secure at all times. In cases where a facility cannot be dedicated solely
for the purpose of drug testing, the portion of the facility being used
for testing shall be secured during drug testing operations. Chain of
custody forms must be properly executed by authorized collection site
personnel upon receipt of specimens. The handling and transportation
of urine specimens from one authorized individual or place to another
must always be accomplished through the use of chain of custody for-
mat. No unauthorized personnel shall be permitted in any part of the
collection site where urine specimens are collected or stored.
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COLLECTION PROCEDURE: Federal employees or applicants
required to submit to testing for drug abuse must provide urine
specimens under the supervision of testing personnel, but not under
direct observation, under conditions that provide an opportunity for
individual privacy. However, in order to assure that proper and un-
adulterated specimens are obtained, procedures at least equivalent to
those described in Part I must be used.

All federal employees must wash and dry their hands thoroughly
prior to urination. Specimens shall be collected under the supervision
of authorized collection site personnel. Collection site personnel must
ensure that disposable specimen containers are sealed in the presence
of the employee. Federal employees providing urine specimens should
not let the containers out of their sight until they are sealed.

Immediately after collection, collection site personnel shall
measure temperature (avoiding cross contamination of specimens)
and conduct an inspection of each specimen in order to determine the
specimen's warmth, color, and signs of contaminants. Any unusual
findings resulting from the inspection must be included on the chain
of custody form. A specimen suspected to be adulterated should al-
ways be forwarded for testing. When reasonable suspicion of
specimen adulteration is established, collection site personnel should
obtain a second specimen under direct observation.

Following inspection, the container will be capped and the cap
sealed with approved security tape or sealable bag. The federal
employee must then initial the tape or sealed bag to protect the chain
of custody.

If an employee fails for any reason to provide the necessary
specimen or if an employee fails to appear at the collection site at
his/her assigned time, such failure shall be noted on the chain of cus-
tody form.

COLLECTION CONTROL: In cases where samples are provided
without direct observation, collection site personnel shall always have
the disposable urine specimen container within sight before and after,
but not during urination. The container shall be tightly capped, sealed,
and labeled. The labeling shall include: (1) a secure numbering sys-
tem, (2) the Agency name or code number, (3) the federal employee's
initials, and (4) time and date of collection. The site must maintain a
logbook containing this information and the signatures of the
employee and collection person.

Chain of custody forms approved by the Agency shall be utilized
for the purpose of maintaining control and accountability from initial
collection to final disposition of all specimens, and these forms shall
always accompany the specimens. The form will identify the
specimens through use of information which matches label items and
a sequential number which is assigned to each urine specimen ob-
tained. With each transfer of possession, the chain of custody form
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must be signed and dated (including the time), by individuals charged
with possession of the specimens. Every effort must be made to mini-
mize the overall security of the specimens.

Transportation to Laboratory
After collection of urine specimens, collection site personnel shall

arrange to ship the specimens to the drug testing laboratory. The
specimens shall be placed in appropriate containers (specimen boxes
or padded mailers) that are securely sealed to eliminate the possibility
of tampering. Collection site personnel shall sign and date across the
tape sealing the container and ensure that the chain of custody
documentation is attached to each sealed container. Specimens may
be delivered to the drug testing laboratory using either the United
States Postal Service, commercial air freight, or air express, or may be
hand carried. It is not necessary to send specimens by registered mail.

B. LABORATORY AND TESTING SPECIFICATIONS
DEFINITIONS

AUTHORIZED PERSONNEL: Individuals determined by the
laboratory to have a need for access to areas used for the receiving,
testing, and storage of urine specimens; further, this definition shall in-
clude laboratory supervisors with the authority to sign for and take
control of urine specimens through the use of the chain of custody for-
mat.

CHAIN OF CUSTODY: Refers to the methodology of tracking
specified materials and/or substances for the purpose of maintaining
control and accountability from initial collection to [mal disposition
for all such materials and/or substances and must provide for account-
ability at each stage in handling, testing, storing specimens, and report-
ing test results.

CONFIRMATION TESTING: A second procedure (test) used to
demonstrate the presence of specified drugs of abuse in given urine
specimens. This test (gas chromatography/mass spectrometry is cur-
rently the only acceptable method) must be different in format and
chemical theory from that of the initial testing procedure utilized.

MEDICAL REVIEW OFFICIAL: The medical review official
(MRO) is responsible for receiving laboratory results generated from
the Agency drug testing program. This officer will be a licensed
physician with knowledge of substance abuse disorders and the ap-
propriate medical training to interpret and evaluate all positive test
results together with the employee's medical history and any other
relevant biomedical information.

INITIAL TESTING: The initial assay of urine specimens for
presence of specified drugs of abuse or their metabolites.

LABORATORY: Physical plant where specimens are received, in-
spected, numbered, screened, confirmed, and stored.
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SAMPLE RUN: An analytical run is a group of specimens consist-
ing of standards, quality control specimens, and unknowns which are
processed and measured sequentially or simultaneously under a stand-
ard set of conditions. The analytical run is designed in such a way that
quality control specimens can be related to a defmed group of un-
known specimens.

SPECIMENS: A sample of human urine, at least 60 ml in volume,
to be confmed in a shatter-resistant, sealed, and marked container.
REQUIREMENTS

RECEIVING/ACCESSION: This area of the laboratory must be
secure at all times; no unauthorized personnel shall be permitted. If
any specimen becomes lost, misplaced, or is improperly delivered, the
Agency shall be notified immediately. If a package of specimens is
received and the outer wrapping is found to be damaged, the
laboratory shall note and describe this damage on the chain of cus-
tody form.

Specimens shall not leave the presence and control of authorized
receiving/accession personnel until the specimens are released to test-
ing personnel or placed in temporary refrigerated storage. Personnel
in receiving/accession areas shall examine outer wrappings and con-
tents of every specimen for signs of tampering. Any direct evidence of
tampering shall be reported immediately to the Agency, and shall also
be noted on the chain of custody form which must accompany all
specimens during laboratory possession.

SHORT-TERM REFRIGERATED STORAGE: Specimens that
do not receive an initial testing within two (2) days of arrival at the
laboratory shall be placed in secure, temporary refrigeration units.
Temperatures shall not exceed six (6) degrees centigrade. Emergency
power equipment shall be available in case of prolonged power failure.

INITIAL TEST
The initial testing shall use an immunoassay which meets the re-

quirements of the Food and Drug Administration for commercial dis-
tribution. The following initial cutoff levels shall be used when screen-
ing specimens to determine whether negative or positive for these five
drugs or classes of drugs:

Initial Test Level
Marijuana metabolites
Cocaine metabolites
Opiates
Phencyclidine
Amphetamines

(ng/ml)
100
300
300
25

1000

These test levels are subject to change by HHS as advances in tech-
nology or other considerations may permit identification and quan-
tification of these substances at lower concentrations.
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Some specimens may be subjected to initial testing by methods
other than immunoassays, where the latter are unavailable for the
detection of specific drugs of special concern. These methods are thin
layer, high pressure liquid, and/or gas chromatography. Alternate ini-
tial test methods and testing levels shall be submitted for written ap-
proval to the Secretary of Health and Human Services or his designee.
CONFIRMA TORY TEST

All specimens identified as positive on the initial test shall be con-
firmed using gas chromatography/mass spectrometry (GC/MS) techni-
ques. Quantitative GC/MS confirmation procedures at the following
cutoff values shall be used for the following drugs:

ConfirmatoryTest Level (ng/ml)
Marijuana metabolite" 20
Cocaine metabolite" 150
Opiates 300
Phencyclidine 25
Amphetamines 300
* Delta-9-tetrahydrocannabinal-9-carboxylic acid
**Benzoylecgonine

These test levels are subject to change by HHS as advances in tech-
nology or other considerations may permit identification and quan-
tification of these substances at lower concentrations.

Confirmation methods and levels for other drugs tested shall be
submitted by the Agency to the Secretary of Health and Human Ser-
vices or his designee for approval. In the absence of an accepted quan-
titative GC/MS assay procedure, preference will be given to a confir-
mation of qualitative identification by means of full-scale GC/MS
analysis and quantification by an alternated chromatographic method.
All methods shall meet commonly accepted analytical standards. For
all confirmation test results, quantitative values shall be reported.

Proper chain of custody controls shall always be enforced during
confirmation testing. Authorized confirmation technicians shall sign
the chain of custody forms and be responsible for each urine
specimen to be tested. The laboratory shall include sufficient
safeguards to ensure that unauthorized personnel are prevented from
gaining access to the confirmation laboratory.

TESTING CONTROLS: Every sample run for initial and confirma-
tion testing shall contain at least 10 percent known standards and
quality control samples. The known standards shall be the first
specimens processed in each run. After acceptable values are ob-
tained for the known standards, those values will be used to calculate
sample data. Known and blind quality control samples, prepared from
spiked urine samples of determined concentration shall be included in
the run and will appear as normal samples to laboratory personnel.
Each run must include at least two blind control samples (one positive
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and one negative) per 200 specimens. A nummum of 250 blind
samples per quarter should be submitted for testing.

LONG-TERM STORAGE: All specimens initially tested negative
need not be retained. Specimens tested positive shall be confirmed as
described above. All confirmed positive specimens shall then be
placed in long-term frozen storage for a period of 365 days. All non-
confirmed positive specimens shall be disposed of. If, at the end of
this 365-day period, the laboratory has not been notified by the Agen-
cy to retain certain confirmed positive specimens indefinitely, the
laboratory shall dispose of these specimens.

Should reanalysis or retest be required as a result of challenge or
litigation, it is important to note that the quantitation of the drug or
metabolite may not be required to meet the same initial cutoff
criteria, since some analytes deteriorate or are lost during freezing
and/or storage.

Long-term storage facilities shall be equipped with secure locks.
Emergency power equipment shall be available in case of prolonged
power failure.

Access to the long-term storage facility shall be limited to
authorized personnel only.

TEST RESULTS: Test results shall be transmitted electronically or
by registered mail to the Agency Medical Review Official ordinarily
within an average of 5 working days of receipt of the specimen(s). Ap-
propriate safeguards must be adopted to ensure confidentiality of
records by limiting access to authorized individuals.

REPORTING REQUIREMENTS: The laboratory shall provide
the Medical Review Official with a monthly statistical summary of
urinalysis testing of Federal employees. Screening and confirmation
data should only be included from results reported within that period.
This summary normally should only be included from results reported
within that period. This summary normally should be forwarded by
registered mail within 2 weeks (14 calendar days) after the end of the
month covered by the summary and shall contain the following infor-
mation:

INITIAL TESTING
a) Number of specimens received
b) Number reported out
c) Number of specimens screened positive for:

marijuana metabolites cocaine metabolites
opiates (morphine/codeine) phencyclidine
amphetamine methamphetamine any other drug requested

NOTE: ALL RECORDS, INCLUDING INITIAL TEST
RECORDS AND CHROMATOGRAPHIC TRACINGS, SHALL
BE RETAINED BY THE LABORATORY IN SUCH A MANNER
AS TO ALLOW RETRIEVAL OF ALL INFORMATION PER-
TAINING TO THE INDIVIDUAL URINE SPECIMENS FOR A
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MINIMUM PERIOD OF TWO (2) YEARS AFTER COMPLE-
TION OF TESTING OF ANY GIVEN SPECIMEN.

SECURITY: The degree to which locks, doors, walls, storage
facilities, testing laboratories, and buildings must be resistant to un-
authorized entry, tampering, and compromise; keyed locks must be
"tamper-proof' and all cipher locks should be subject to periodic com-
bination changes. All testing and storage areas shall have limited ac-
cess. In properly established accession, storage and testing facilities,
the construction and physical security protection must be designed
either to prevent or detect attempted, forced, or surreptitious entry.

SUBCONTRACTING: The laboratory shall perform all work re-
quired under these Guidelines with its own personnel and equipment,
unless otherwise authorized by the Agency.
LABORATORY FACILITIES

Laboratories must comply with applicable provisions of any State
licensure requirements. Accredited laboratories must have the facility
and capability, at the same laboratory, of performing screening and
confirmation tests for each drug or metabolite for which service is of-
fered.
LABORATORY PERSONNEL

The scientific director of the drug testing laboratory shall meet
three criteria. He or she must: (1) be [A] certified as a Laboratory
Director by the State in forensic/toxicological analysis, or [B] hold a
Ph.D. in pharmacology, toxicology, or analytical chemistry; (2) have at
least two years experience in analytic toxicology (the analysis of
biological materials for drugs of abuse) and appropriate training
and/or forensic applications of analytic toxicology (court testimony, re-
search and publications in analytic toxicology of drugs of abuse, etc.);
and, (3) have documented scientific qualifications comparable to
those of a person certified by the American Board of Forensic
Toxicology or the American Board of Clinical Chemistry in Toxicologi-
cal Chemistry. The director is responsible for ensuring that there are
sufficient personnel with adequate training and experience to super-
vise and conduct the work of the urine drug testing laboratory.

A key individual in the laboratory is the certifying scientist; (who
may be the Laboratory Scientific Director); this individual reviews the
standards, control specimens, and quality control data together with
the screening and confirmation test results. After having assured that
all results are acceptable, this individual certifies the test result. The
certifying scientist must have sound training in the sciences, specific
training in the theory and practice of the procedures used, including
the recognition of aberrant results, and familiarity with quality control
procedures.

Supervisors of analysts must possess a B.S. degree in chemistry or
at least the education and experience comparable to a Medical Tech-
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nologist certified by the American Society of Clinical Pathologists,
MT(ASCP), or its equivalent. These individuals also must have train-
ing in the theory and practice of the procedures used, and under-
standing of quality control concepts. Periodic verification of their
skills must be documented. Other technicians or nontechnical staff
must possess the necessary training and skills for the task assigned. In-
service continuing education programs to meet the needs of all
laboratory personnel are desirable. Personnel ftIes must include:
resume of training and experience, certification or license, if any,
references, job descriptions, health records, records of performance
evaluation and advancement, incident reports, and results of tests for
color blindness.
QUALITY ASSURANCE AND QUALITY CONTROL

Urine drug testing laboratories shall have a quality assurance
program which encompasses all aspects of the testing process:
specimen acquisition, chain of custody, security, and reporting of
results, in addition to the screening and confirmation of analytical pro-
cedures. Quality control procedures will be designed, implemented,
and reviewed to monitor the conduct of each step of the process.

a. Requirement of Internal Laboratory Quality Control
Laboratories are responsible for assuring that Quality Control

(Qe) urine specimens containing no drug and specimens fortified
with known standards be analyzed with each run of specimens
screened: some of these will be blind to the analyst. In addition, some
of these QC specimens will contain drug or metabolite at or near the
threshold (cutoff) levels. Implementation of procedures must be docu-
mented to ensure that carry-over does not contaminate the testing of a
subject's specimens. A minimum of 10 percent of all test samples must
be QC specimens. The known standards shall be the first specimens
processed in each run. After acceptable values are obtained for the
known standards, those values will be used to calculate sample data.
Internal proficiency test samples, prepared from spiked urine samples
of determined concentration shall be included in the run and will ap-
pear as normal samples to laboratory personnel. Each run must in-
clude at least two (2) blind control samples (one positive and one
negative) per 200 specimens. Similar standards, positive and negative
controls will be analyzed in parallel with confirmation tests.

b. Agency External Laboratory Quality Control Procedures
Participation in proficiency testing surveys, by which the laboratory

performance is compared with peers and reference laboratories, is en-
couraged. Participation in an ADAMHAINational Institute on Drug
Abuse (NlDA)-recognized accreditation and proficiency testing
program for drugs of abuse is mandatory. (Criteria for such recogni-
tion will be available from ADAMHA in March 1987.)

During the initial 9O-dayperiod of any new drug testing program, a
minimum of 1,000 samples of which at least 800 are blank (i.e. cer-
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tified to contain no drug) must be submitted to the contract
laboratory as external blind proficiency test specimens. Any unsatisfac-
tory proficiency testing result must be investigated by the Agency and
corrective actions must be taken. A report of the investigative find-
ings, together with subsequent corrective actions, should be recorded,
dated, signed by the responsible supervisor and laboratory director
and sent to the agency contracting officer. Should a false-positive
error occur on a blind proficiency test specimen, retesting of all
specimens submitted to that lab for the period two weeks prior to the
detected error and two weeks after is required. Unsatisfactory perfor-
mance on proficiency test samples is sufficient cause for the Agency
to revoke laboratory accreditation.
DOCUMENTATION

Documentation of all aspects of the testing process must be avail-
able. This documentation will be maintained for at least 2 years and
will include: personnel files on analysts, supervisors, directors, and all
individuals authorized to have access to specimens; chain of custody
documents; quality assurance/quality control records; all test data;
reports; performance records on proficiency testing; performance on
accreditation inspections; and hard copies of computer-generated
data.
REPORTS

All test results, including screening, confirmation, and quality con-
trol data must be reviewed by the certifying scientist or laboratory
director before a test result is certified as accurate. The report shall
identify the drugs/metabolites tested for, whether positive or negative,
and the threshold concentration for each.

INSPECTIONS: The Agency reserves the right to conduct pre-
and post-award inspections and/or to require other evidence of techni-
cal, managerial, financial, and similar abilities to perform the work
described in these Specifications. These inspections may include test-
ing proficiency samples.

JUDICIAL PROCEEDINGS: The laboratory shall provide all ser-
vices and testing in such a manner that all results and reports shall be
developed so as to maximize the likelihood that they will be admis-
sible evidence in any administrative or civil judicial proceeding. The
laboratory must also have processing technicians (and collection site
personnel, if under laboratory contract) available for testimony.

PAYMENT OF POSTAGE AND FEES: All postage and fees re-
lated to information submitted to the Agency, including forms,
reports, etc., shall be prepaid by the laboratory.

SUPPLIES AND MATERIALS: All bottles, forms, labels, sealing
tape or bags, and supplies must be furnished by the laboratory.

STAFFING: An Agency may conduct a survey of the laboratory
buildings, facilities, security, critical personnel, and the overall
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capacity to conform to all of these Guidelines before the contract is
awarded. Additionally, the laboratory should submit to the Agency a
complete resume of employees whom the laboratory believes are most
likely to be called as witnesses in any judicial defense of the Agency
drug detection program.

FACILITIES: The laboratory must be made available for inspec-
tion by Agency officials at any time during normal working hours.

OTHER TESTS: The specific gravity and pH shall be determined
on every specimen submitted to the laboratory for testing. The
laboratory will also examine every specimen for any other evidence of
adulteration or substitution. Any abnormal findings shall be reported
to the Agency. In addition to the drugs specifically mandated in the
laboratory contract, the laboratory must also have the capability to
measure creatinine. Creatinine is an endogenous compound excreted
in human urine at a relatively constant rate which can be used as an in-
dicator to determine whether a specimen has been diluted.
EVALUATION FACTORS FOR APPROVAL

EVALUATION CRITERIA: The Agency must consider the fol-
lowing elements when evaluating laboratories.

(1) OPERATING PLANS - to be evaluated on the basis of work,
as demonstrated by internal control and execution of assigned work,
including proper receiving, storage, internal chain of custody, testing,
supervision, security, and plans for reporting test results to the Agen-
cy as required.

(2) COMPANY EXPERIENCE - to be evaluated on the basis of
total years of relevant laboratory experience in providing similar ser-
vices as verified through references of past and present performance.

(3) TEST METHODS - to be evaluated on the basis of the scien-
tific acceptability of the actual methods to be employed, the proper in-
clusion of standards, and evaluation of previous test records.

(4) KEY PERSONNEL - to be evaluated on the basis of the ap-
propriateness of positions and skills designated by the laboratory, the
qualifications proposed, the certifications obtained, and the submis-
sion of specific nominations for key personnel.

(5) QUALITY ASSURANCE AND CONTROL PROGRAM -
to be evaluated on the basis of the proposed methods and techniques
for the detection and correction of deficiencies with regard to receiv-
ing, chain of custody, preliminary/confirmation testing and storage.

(6) FACILITIES - to be evaluated on the basis of laboratory
facilities and equipment for receiving, testing, security, and storage of
urine specimens.
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drinking and driving, 103
drug testing, 60, 68, 70-72
employer's right to fire, 94
malpractice, 85, 93, 97, 110
negligence in hiring substance

abuser, 72
privacy issue, 60, 72
responsibility for referrals, 109-110
slander and libel from drug testing,

72
victim's rights vs. patient's

rights, 93-94
Librium,18

M
Malpractice. See Legal issues.
Marijuana

cocaine use and, 4-5
decline in users, 5
defined, 14, 103
detection time, 61
driving and, 105
effects of in the workplace, 15-16
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health problems of users, 15
myths about, 104
urinalysis testing, 63-64
users in U.S., 15

Masi Research Consultants Inc.
EAP evaluation, 88-89
IBM drug and alcohol education

package, 101
Medical and psychiatric benefits. See

Health insurance.
Mental health benefits, 97-98
Mescaline, decline in users, 5
Methamphetamine, 17
Methaqualone, detection time, 61
Michigan Alcohol Screening Test

(MAST), 91
Morphine, detection time, 61
Multiple drug use. See Polydrug use.

N
NA. See Narcotics Anonymous.
Narcotics Anonymous (NA), 110-113,

115, 117, 119
National Household Surveys on Drug

Abuse, 4-5
NoDoz,20
NyQuil addiction, 19

o
Occupational Alcoholism Programs

(OAPs),82
Over-the-Counter Drugs, 19-20
Overtime pay, 26, 27

P
PCP

decline in users, 5
detection time, 61
effects on users, 21
use in Washington, D.C., 20

Peer referral programs, monitoring
substance abuse, 53-55

Peyote, decline in users, 5
Phencyclidine. See PCP.
Physical dependence, defined, 6-7

Drug Free Workplace
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"Pink collar" jobs, 47, 49
Polydrug use

abuse defined, 5
by women, 48-49
survey results, 4-5

Prescription drugs, 16
Privacy issue. See Legal issues.
Productivity

in Britain, 3
in France, 3
in Japan, 3
in U.S., 3, 8
in West Germany, 3
loss due to alcohol! drug use, 3, 8, 25

Professionals, peer referral programs,
52-55

Program Integration Model (PIM), 133-141
Prohibitions of alcohol, 8
Prostitution, 48

R
Radioimmunoassay (RIA), 62
Referral resources

aftercare, 115-116
choosing a treatment facility,

125-127
detoxification centers, 113-114
evaluating a treatment facility,

127-129
evening and weekend treatments,

118-121
health insurance, 123-125
inpatient treatment, 114-115
listing of, 129-130
lists, inadequacies of, 109
outpatient programs, 117-118
self-help groups, 110-113
Substance Abuse Day Program, 121-123
treatment centers, 116
treatment methods, 110

Rehabilitation programs. See
Employee Assistance Programs.

Relatives with addictions, 51
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s
Seabrook nuclear power plant, 35
Seconal,18
Security issues, 26, 35, 137
Sedatives

effects of in the workplace, 18-19
number using, 5

Self-help programs, 110-113
Sick benefits, 4, 8, 25

See also Health insurance; Leave abuse.
"Snow." See Cocaine.
Somnol,18
"Speed." See Methamphetamine.
Stimulants

adverse effects, 17
decline in users, 5
effects of in the workplace, 17-18
health problems and, 17-18
users in U.S., 5, 17

Stress-related disorders, 33-34, 40, 49
Substance Abuse Day Program (SADP),

121-123
"Super weed." See PCP.
Supervisor's responsibility

referrals for drug testing, 76
referrals for treatment, 129-130
sample supervisory memo, 90-91

Surveys
AMA study of drug testing, 75
Caravan studies of NIAAA, 45-46
cocaine hotline, 9-11
Fortune 500 companies, 68
high school (1985), 13
national household survey on drug

abuse, 4-5
Suspension, 28-29

T
Tarasoff v. Regents of California,

94
Teenagers. See High school students.
Tranquilizers. See Sedatives.
Treatment centers, 116
Treatments for substance abuse. See

Referral resources.
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"The Twelve Steps" (AA/NA), 111-112

u
Urinalysis testing, 59, 60

accuracy issue, 72-73
conceptual model, 69-70
confirmation assay, 63, 74
false positives, 63-64
freezing of samples, 67
legal issues, 72-73
marijuana use and, 16
medical department and, 136-137
types of, 61-62
See also Drug testing.

V
Valium, 18-19, 48-49
Vicks 44D addiction, 20
Vocational Rehabilitation Act of 1973,

94

w
Women addicts, 46-51
Workers' compensation claims, 4,

25-26, 32-34
Working women, 50


