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EAP Services Use for Alcohol and Drugs
Abstract: This study examined Employee Assistance Program (EAP) services use among a
national probability sample of adults who have sought help for alcohol and other drug (AOD)
problems during their lifetime. Data came from the National Epidemiologic Survey on Alcohol
and Related Conditions (NESARC, 2001-2002). Among adults who sought any services for
alcohol and/or drug-related problems (n=2272), 7.45% (n=166) reported using EAP services for
these problems at some point during their lives. Major Depressive Disorder (lifetime), a drug
use disorder (lifetime), and Black race/ethnicity were associated with a greater likelihood that
someone would seek EAP services for help with their AOD problem. Results provide a
foundation from which researchers can understand who uses EAP services for AOD problems.
Additionally, health and mental health professionals should increase their knowledge of EAP
services to improve collaboration and continuity of care for employees with AOD problems.
EAPs are in a unique position to reach out to vulnerable employees in the workplace through
alcohol and other mental health screening and work to engage troubled employees in treatment.
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Employee Assistance Program Services for Alcohol and Other Drug Problems: Implications for
Increased Identification and Engagement in Treatment
Risky drinking, in addition to alcohol and other drug (AOD) abuse and dependence
among working-age adults represent a global public health problem. The U.S. Substance Abuse
and Mental Health Services Administration (SAMHSA, 2008) recently reported that 10.2% of all
full-time employed adults and 11% of part-time employed adults meet the diagnostic criteria for
substance dependence. This equates to over 14 million workers within the U.S.; of these
workers, 15% abuse drugs and 85% are addicted to alcohol or a combination of alcohol and
drugs. Rates of alcohol and drug use among U.S. employed adults have remained relatively
stable between the years 2000 and 2010.
The direct and hidden costs to individuals, families, and employers from AOD problems
are considerable. Substance abusing employees cost employers millions in lost productivity,
measured by increased absenteeism, workplace accidents, and healthcare costs. Coworkers also
suffer from employee AOD problems; one in three workers report being directly affected by
another employee’s drinking or drug use. Without treatment, AOD abusing employees
negatively affect workforce morale, customer satisfaction, and public image.
AOD Problems and Employee Assistance Programs
Employee Assistance Programs (EAPs) have a long history of consulting with and
supporting managers and supervisors in their interactions with troubled employees. Employers
rely on their EAPs to assist in the identification of employees with AOD problems through brief
screening and confidential assessment. Furthermore, employees look to EAPs as a source of
support in the workplace as they complete rehabilitative services while maintaining their jobs
and staying productive. For non-managerial employees concerned about their own or a

2

EAP Services Use for Alcohol and Drugs
coworker’s AOD problems, EAPs provide education, confidential screening and assessment,
short-term counseling, and referral with follow-up. Today, over 75% of U.S. employers provide
EAP services to their employees and often their family members. This includes 66% of small
companies employing between 1 and 99 workers, 75% of medium-sized companies employing
between 100 and 499 employees, and 88% of large companies employing 500 or more
employees.
Despite their prevalence, employee AOD problems often go undetected. When
identified, AOD problems are often left untreated. There are many reasons why AOD problems
go untreated, including reluctance and ambivalence on behalf of the employee to seek treatment
for a variety of reasons. Specific to the workplace, barriers to using EAPs include a lack of
awareness about EAP services, stigma about substance abuse, perceived or real cost of substance
abuse treatment, increased use of zero-tolerance programs in the workplace that may further
increase barriers to help-seeking behavior, employees and coworkers minimizing the seriousness
of drinking and drug use, and an overall decline in the use of employee drug testing. Due in part
to the barriers mentioned above, employees who finally seek services through the EAP are often
reluctant to disclose AOD problems and instead, present to the EAP with less serious personal
and work-related problems. It therefore becomes the responsibility of the EAP professional to
conduct a comprehensive assessment that can uncover an underlying or undisclosed AOD
problem that may be contributing or causing the employee’s presenting problem.
Prior research suggests that when clients follow through with the EAP recommendations,
participation in AOD treatment programs is greatly increased, as well as the likelihood that an
employee will enter and sustain recovery, while maintaining their employment status.
Satisfaction with EAP services is generally high and EAP outcome studies suggest overall

3

EAP Services Use for Alcohol and Drugs
improvement for AOD and other behavioral health problems. Additionally, research suggests
that work-related outcomes, such as absenteeism, turnover, productivity, and reduced incidence
of disability claims are reported following completion of recommended EAP intervention or
services.
Lacking a national database or standardized reporting system within the field, EAP
service utilization for AOD problems is difficult, if not impossible, to measure. Average EAP
utilization rates within the U.S. for face-to-face counseling ranges from 3.5% to 5% per year.
Employees seeking help from the EAP with AOD presenting problems represent approximately
1.5% to 2.5% of all EAP clients. Research suggests that when standardized, brief screening
measures for alcohol use are integrated into the EAP intake and assessment procedures, the rate
of identifying risky employee drinking behaviors significantly increases. Several EAPs have
recently implemented routine AOD problem screening for all EAP callers, regardless of their
presenting problem.
This study begins to fill a gap within the AOD services field by specifically identifying
rates of EAP service use for AOD problems. In this study, we estimate the prevalence of adults
who report using EAP services over the course of their lifetime for help with AOD problems and
compare them to adults with AOD problems who report using services other than EAP.
Demographic and work-related characteristics, as well as co-occurring mental health and AOD
problems among EAP service users, are compared to adults with AOD problems who reported
utilizing services other than EAP over the course of their lifetime.
Method
Sample
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We analyzed a subset of participants from the National Epidemiologic Survey of Alcohol
and Related Conditions (NESARC) who reported seeking services for AOD problems during
their lifetime. The NESARC is a large population-based survey designed to estimate the
prevalence of AOD use disorders and co-occurring mental health conditions (National Institutes
of Health, 2006). Completed between 2001 and 2002, the NESARC survey includes data on
43,093 adults, age 18 and older, living in residences and non-institutional settings such as
dormitories. Through a collaboration between the National Institute of Alcoholism and Alcohol
Abuse and the U.S. Census Bureau, census workers conducted computer-assisted personal
interviews using the Alcohol Use Disorder and Associated Disabilities Interview, Schedule-IV
(AUDADIS-IV). The survey included participants from all 50 states; African-Americans,
Hispanics, and young adults (18 to 24 years old) were oversampled to derive precise prevalence
estimates in these populations. The NESARC research team utilized a multistage sample design
and applied survey weights to adjust for survey non-response, oversampling, and to derive
estimates reflective of the U.S. Census in 2000.
Measures
In the NESARC survey, participants who endorsed prior use of alcohol and/or a specific
drug were asked whether they had received help for an AOD problem. Participants who reported
service use were then asked a series of questions about formal and informal services, including
whether they received services or help in various settings ranging from inpatient treatment to
Alcoholics Anonymous. As part of the services explored, each lifetime help seeker in the
NESARC survey was asked whether they had used EAP services in the past year, and whether
they had used the services before the past year. Using these two questions, we created a
dichotomous (yes/no) variable of lifetime EAP services use.
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Sociodemographic variables included age, race/ethnicity, marital status, gender,
education level, and household income. Age was measured in years and race/ethnicity was
derived using a series of questions to create a variable with five categories: White, Black,
Hispanic (any race), Asian, and American Indian. Three dummy-coded variables were used to
measure marital status. Individuals were categorized as currently married (married or living as
married), formerly married (divorced, widowed or separated), and never married. We created a
three level variable for education and dummy-coded variables for those who had less than a high
school education, those with a high school education only, and those whose education extended
beyond high school.
We sought to explore differences in mental health and substance abuse morbidity and comorbidity of EAP services users versus non-EAP services users. Therefore, DSM-IV diagnoses
including lifetime Major Depressive Disorder (MDD), Dysthymia, Generalized Anxiety
Disorder, Social Phobia, Panic Disorder with Agoraphobia, Specific Phobia, Alcohol Abuse,
Alcohol Dependence (with or without abuse), and Pathological Gambling were included in
statistical models. These dichotomous variables were created using the AUDADIS-IV survey
instrument by the NESARC study team. An additional dichotomous variable indicated any drug
abuse or dependence, with all major drug classes included (cannabis, opioids, heroin,
hallucinogens, stimulants, cocaine, and inhalants). To explore potential differences in disability,
we compared Medical Outcomes Study Short Form-12 (MOS SF-12) Mental Health and
Physical Health subscales.
Procedure
Using the lifetime EAP services use variable, we derived rates of services use among
lifetime help seekers for AOD problems. Separate rates of EAP services use for AOD problems,
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as well as composite EAP services use for both alcohol and drugs are reported. Bivariate models
tested for differences in sociodemographic variables, lifetime mental health and substance abuse
disorders, and health disability between EAP services users as compared to users of other types
of services, not including the EAP. Logistic regression models were used to calculate odds ratios
for different mental health disorders, adjusting for sociodemographic covariates. We utilized the
SUDAAN statistical package to adjust for the multistage design of the NESARC sample.
Results
Among those reporting lifetime help seeking behavior for AOD problems, 7.58%
reported using EAP services (See Table 1). A total of 2304 persons endorsed help-seeking from
one or more of the treatment options; however, 32 respondents were excluded from the final
analysis due to missing data on the EAP-related questions in the NESARC survey. Among
lifetime EAP service users only, 81% of these individuals sought help for alcohol-related
problems and 40% of these individuals sought help for drug-related problems; EAP services use
for both alcohol and drugs was common among 26% of EAP service users reporting lifetime
EAP services use for both drug and alcohol problems. Fewer than 2% of help seekers utilized
EAP services in the past year for AOD problems.
Overall, EAP services users looked similar to non-EAP services users; however, there
were some differences in sociodemographic and clinical covariates (Table 2). EAP services
users reported higher household income levels and although only marginally significant, EAP
services users were slightly older (44.1 years old) than non-EAP services users (41.7 years old).
Racial differences were present on the bivariate level as well. A higher percentage of persons
identifying as Black reported using EAP services as compared to other, non-EAP service users.
EAP services users were also less likely to report being never married as compared to their non-
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EAP services user counterparts. From the standpoint of DSM-IV Disorders, lifetime MDD and
drug use disorders were significantly higher among help seekers who used EAP services as
compared to help seekers who did not use EAP services.
In univariate logistic models, unadjusted odds ratios suggested that older age was
associated with an increased likelihood of having used EAP services versus non-EAP treatment
services (Table 3). Black service users were almost twice as likely to report using EAP services
as compared to White service users. Consistent with chi-square tests, both currently (OR=1.61)
and formerly married (OR=1.70) help seekers for AOD problems were more likely to utilize
EAP services than never married services users were. EAP services use was associated with
nearly twice the odds of a lifetime MDD (OR=1.93) and an increased odds of lifetime Alcohol
Dependence (OR=2.11) and lifetime drug use disorder (OR=1.77).
Multivariate models, which controlled for gender, age, marital status, education,
race/ethnicity, and income, found that Black services users were more than twice (ORadj=2.13) as
likely to use EAP services as White services users. Lifetime MDD (ORadj=2.42) and lifetime
drug use disorder (ORadj=2.08) remained significant in multivariate models; having a lifetime
history of a MDD and lifetime drug use disorder were associated with more than twice the
likelihood of using EAP services, after controlling for sociodemographic factors.
Discussion
This study found that among U.S. working age adults seeking help for AOD problems,
7.58% reported using EAP services at some point during their lifetime. This is similar to the
range that individual EAPs report for annual service use at a singular worksite (ranges between
3% to 15%). Additionally, adults who self-identified their race or ethnicity as Black were
significantly more likely to report using EAP services for AOD problems at some point during
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their lifetime. While research is limited on the relationship between race/ethnicity and EAP use
for AOD problems, Delaney, Grube, and Ames reported increased EAP services use among
Black employees and hourly workers when social support by coworkers and supervisory
encouragement were emphasized.
The workplace represents a unique, yet seemingly underutilized environment where EAP
and occupational health professionals have an opportunity to educate employees about risky
drinking, drug use, and other mental health problems. EAPs are also in a strategic position
within the work organization to reach out to working adults, and often their family members, and
engage them in assessment and treatment, if necessary, through education, confidential
screening, brief counseling, and referral with follow-up services. With growing concerns about
the rising cost of healthcare, employers are looking to their EAPs and other occupational health
professionals to provide early intervention service, such as brief screening for alcohol, employee
education, and confidential assessment, in addition to helping to create innovative solutions that
will prevent or mitigate the negative effects of chronic employee health conditions.
With regard to co-occurring mental health problems, EAP services users were more
likely to report experiencing a lifetime MDD, after adjusting for sociodemographic
characteristics. Depression is one of the most frequently reported presenting problems reported
by EAP services users and co-occurring AOD problems that complicate assessment and
treatment are common. Substance abuse and depression are two of the most costly behavioral
health conditions affecting the workplace; however, they are also two of the most preventable or
modifiable. Given the high prevalence of co-occurring depression and AOD problems in
working age adults, it is critical that EAP professionals receive additional training to improve
screening methods for AOD problems among clients presenting with depressive symptoms.
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Future research should examine the temporal relationships between depression, AOD problems,
and EAP services use. Such studies should be integrated with intervention research focused on
identifying and supporting adults with co-occurring problems.
For complex problems, such as MDD, alcohol dependence, and drug disorders, EAPs
should use valid and reliable screening measures, in conjunction with evidence-based brief
treatment interventions, to identify and engage employees with AOD problems. Researchers are
currently evaluating the feasibility and effectiveness of integrating brief screening measures for
AOD problems and mental health, specifically, depression, within EAPs and the broader
workplace. McPherson and Goplerud demonstrated that the Alcohol Use Disorders
Identification Test for alcohol consumption can be effectively integrated into an EAP’s intake
procedures to screen for risky drinking and to increase identification rates of alcohol use and
abuse among employees.
Results from this study suggest that EAPs are beginning to reach employees from
vulnerable groups, including, but not limited to, employees from minority racial and ethnic
groups. This may be at least partially a result of recent efforts by EAPs to increase outreach
efforts to engage employees from diverse racial groups in EAP services. Employees suffering
from AOD problems, regardless or race/ethnicity, represent a vulnerable population in the
workplace and EAPs have been working to combat negative stigma at the workplace regarding
mental illness and substance abuse. Fear of work-related retaliation and other repercussions for
admitting to having a problem are often greater among employees suffering from AOD problems
as compared to employees with depression or other mental health problems. When employees
are aware of services available to them, and the workforce is supportive of using such services,
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vulnerable employees, including but not limited to those with AOD problems, are more likely to
seek help through the EAP.
With regular outreach and employee education, EAPs are in a prime position to reach out
to working adults and engage them in treatment for AOD problems earlier than traditional
community-based substance abuse treatment programs. Additionally, the use of supervisory
referrals to the EAP for performance problems that may result from employee AOD use can
greatly increase the likelihood that an employee will follow through with an EAP appointment
and treatment recommendations.
Limitations and Strengths of the Present Study
There are several limitations to this study. First, EAP services use data was based on
retrospective self-report. Therefore, the researchers were not able to determine from the survey
data the sequence of problem identification and services use. For example, adults who sought
EAP services for AOD problems were more likely to also report suffering from MDD; however,
it is not clear that adults seeking EAP services met the criteria for both at the time of seeking
services through the EAP. Second, the use of the DSM-IV diagnostic categories for identifying
major mental health disorders provided a valid and reliable measure of mental illness; however,
the majority of employees seek EAP services for less severe mental health and personal
problems related to work stress, marital and other relationships, work-life balance, career
choices, finances, and other personal problems with the potential to impact one’s performance at
work. Third, given the lack of a severity measure for AOD problems and MDD, the researchers
could not determine if persons with the greatest need sought services from the EAP. Finally, the
use of lifetime EAP services use as an outcome variable or measure prevented the researchers
from knowing if and within what industry the person was employed at the time of seeking EAP
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services for AOD problems. This is also true for persons who reported using EAP services that
may have used them as a spouse or dependent of the person employed with the EAP benefit.
In addition to this study’s limitations, there are several strengths. Very few national
surveys have estimated EAP services use among individuals with AOD problems. One of the
major critiques of research within the EAP field is that samples are often based on individual
employers, are not representative, lack adequate statistical power, or are otherwise flawed in
methodology. The present study utilized a population-based survey, including EAP services use
for AOD problems and contributes to our understanding of EAP services use within the U.S.
among adults seeking help for AOD and co-occurring mental health problems. In particular,
findings about the treatment for AOD and co-occurring mental health problems may illustrate
common patterns of help seeking behavior and allow EAPs to meet the needs of vulnerable or atrisk working aged adults in the future.
Conclusion
Future research should examine individual and organizational variables that predict EAP
services use for AOD problems and integrate such research with empirical studies evaluating
workplace-based interventions offered by the EAP for AOD and co-occurring mental health
problems. Additionally, researchers should continue examining adults who use EAP services for
depression for the existence of underlying or hidden co-occurring AOD problems. The potential
outcome from workplace screening for alcohol and drug use, and depression or anxiety, needs to
be studied empirically, in addition to the impact of large-scale screening followed by brief
intervention and referral for treatment. Longitudinal studies examining the process of how the
EAP professional engages employees in EAP services and outcomes from coordinated care for
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referrals and treatment within the community are warranted so that the field may fully
understand the potential benefit of EAP services for employees with AOD problems.
EAPs, especially when incorporated into a broader workplace wellness program, may be
perceived by employees as less stigmatizing than traditional outpatient mental health or
community-based substance abuse programs. Additionally, employees are more likely to use
EAP services when referred formally or informally by a peer or an authority figure, such as a
supervisor or manager. The use of an EAP as a way to identify risky drinking or drug use, or
other related mental health problems, and engage them in assessment and treatment should
increase identification of AOD problems and referrals to treatment. Outcomes of successful
screening and intervention programs will have positive effects for troubled employees, their
family members and coworkers, and for their employer.
Professionals within the community who work with adults seeking help for AOD
problems (i.e. primary care physicians, emergency room department staff, nurses, community
mental health centers, substance abuse treatment professionals, and chaplains) and self-help
groups should increase their knowledge about EAP services and build relationships with EAP
professionals. When employees seek treatment for their AOD problems within their
communities, they may benefit from having an advocate or mental health professional that they
can speak with confidentially at their place of employment. EAPs can provide support to
employees who are trying to access medical benefits or leave time, in addition to supporting their
return-to-work process following an extended absence for AOD treatment. In conclusion, EAPs
have the potential to play an even more important role in the identification and referral to
treatment of employees with AOD problems.
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Table 1: Employment Assistance Program Use among lifetime service users (n=2272; 54.45%)
n
wt. %
Lifetime - EAP (alcohol and/or drug)
166
7.58
Lifetime - Alcohol EAP
139
6.16
Lifetime - Drug EAP
66
2.96
Past year - EAP
22
1.25
Past year - Alcohol EAP
14
.64
Past year - Drug EAP
10
.67
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Table 2: Correlates of EAP Services Use (n=2272)
EAP Users
Variable
(n=166)
n
% or m
Age (in years)
44.1 yr
Household income
35,175
Gender - Female
48
22.8%
Central City
73
36.5%
Race
White
101
71.5%
Black
38
16.4%
Asian
2
1.8%
NA/AI
7
3.9%
Hispanic
18
6.5%
Marital Status
Currently married
72
55.4%
Formerly married
59
27.5%
Never Married
35
17.1%
Education
<HS
25
17.3%
High School
42
28.3%
>High School
99
54.4%
Lifetime Axis I Dx
MDD
83
53.5%
Dysthymia
31
22.2%
GAD
17
12.9%
Social Phobia
13
8.1%
PD -Agoraphobia
6
3.9%
Specific phobia
17
10.3%
Alcohol Abuse
39
23.6%
Alcohol Dep.
118
71.5%
Drug Use Disorder 105
67.0%
Gambling Disorder 3
1.76%
Lifetime Axis II Dx
ASPD
36
22.6%
Avoidant PD
8
5.1%
Dependent PD
2
1.9%
OCPD
25
16.3%
Paranoid
14
9.6%
Schizoid
17
8.8%
Histrionic
10
6.0%
Disability
SF-12 Physical
49.12
SF-12 Mental
46.71
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Non-EAP Users
(n=2106)
n
% or m
41.7 yr
26,155
707
30.1%
778
30.9%

t or χ2
-1.96
-3.17
2.95
1.07

p
.056
.002
.09
.31

1340
319
32
67
348

75.6%
8.8%
1.8%
4.0%
9.9%

.83
4.43
0
0
1.45

.36
.039
.98
.94
.232

886
656
564

50.8%
23.9%
25.2%

1.00
.78
5.39

.32
.38
.02

435
708
1129

18.0%
31.8%
50.2%

.03
.66
.73

.85
.42
.40

805
348
277
200
85
323
637
1250
1084
46

37.3%
15.3%
10.5%
9.64%
3.83%
15.78%
28.9%
62.0%
53.4%
1.76%

10.63
1.02
.41
.33
.00
3.33
1.36
3.78
6.65
0

.002
.316
.52
.57
.95
.07
.25
.06
.01
1.0

370
167
46
325
287
185
134

18.9%
7.9%
2.2%
15.9%
13.3%
9.3%
6.8%

1.02
1.95
.07
.01
1.72
.04
.14

.32
.17
.78
.91
.19
.85
.71

-.63
1.36

.53
.17

48.43
48.46
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Table 3: Logistic Regression models of EAP services use

Age (in years)
Gender (Ref=Female)
Household Income (in US Dollars)
Race (ref.=White)
Black
Hispanic
Asian
American Indian
Marital Status (ref.=never married)
Currently Married
Formerly Married
Education (ref.=did not complete high school)
High School
>High School
Lifetime Major Depressive Disorder
Lifetime Alcohol Use Disorder
Alcohol Abuse

OR
(95% CI)
1.01*
(1.00, 1.03)
1.45
(.92. 2.29)
1.00
(1.00, 1.00)

ORadj†
(95% CI)
1.01
(.99, 1.02)
1.49
(.92, 2.41)
1.00
(1.00, 1.00)

1.96*
(1.16, 3.31)
.69
(.28, 1.70)
1.07
(.24, 4.79)
1.03
(.41, 2.56)

2.13**
(1.23, 3.70)
.74
(.32, 1.73)
1.19
(.25, 5.54)
1.15
(.46, 2.90)

1.61*
(1.01, 2.59)
1.70*
(1.01, 2.86)

1.53
(.90, 2.60)
1.70
(.91, 3.18)

.92
(.48, 1.79)
1.14
(.61, 2.13)
1.93**
(1.32, 2.82)

.93
(.49, 1.76)
1.14
(.62, 2.09)
2.42***
(1.61, 3.64)

1.50
1.39
(.66, 3.38)
(.59, 3.26)
Alcohol Dependence (with or without abuse)
2.11*
2.09
(1.00, 4.45)
(.97, 4.53)
Lifetime Drug Use Disorder
1.77*
2.08**
(1.12, 2.81)
(1.22, 3.55)
*p<.05; **p<.01;*** p<.001; †adjusted for age, gender, race, marital status, education and
income

17

EAP Services Use for Alcohol and Drugs

1.

Substance Abuse and Mental Health Services Administration. Results from the 2008
National Survey on Drug Use and Health: National Findings (Office of Applied Studies,
NSDUH Series H-36, HHS Publication No. SMA 09-4434). Substance Abuse and Mental
Health Services Administration. Rockville, MD2009.

2.

McCabe SE, Cranford JA, West BT. Trends in prescription drug abuse and dependence,
co-occurrence with other substance use disorders, and treatment utilization: results from
two national surveys. Addictive Behaviors. 2008;33(10):1297-1305.

3.

Merrick ES, Volpe-Vartanian J, Horgan CM, McCann B. Alcohol & drug abuse:
Revisiting employee assistance programs and substance use problems in the workplace:
key issues and a research agenda. Psychiatric Services. 2007;58(10):1262-1264.

4.

Bacharach SB, Bamberger PA, Sonnenstuhl WJ. Driven to drink: Managerial control,
work-related risk factors, and employee problem drinking. The Academy of Management
Journal. 2002;45(4):637-658.

5.

Attridge M, Amaral T, Bjornson T, et al. Selecting and strengthening employee
assistance programs: A purchaser's guide. Arlington, VA: Employee Assistance Society
or North America; 2009.

6.

McFarlin SK, Fals-Stewart W. Workplace absenteeism and alcohol use: A sequential
analysis. Psychology of Addictive Behaviors. 2002;16(1):17.

7.

Merrick ES, Volpe-Vartanian J, Horgan CM, McCann B. Alcohol & drug abuse:
Revisiting employee assistance programs and substance use problems in the workplace:
Key issues and a research agenda. Psychiatric Services 2007;58(10):1262-1264.

18

EAP Services Use for Alcohol and Drugs
8.

Institute for a Drug-Free Workplace. What American Employees Think About Drug
Abuse (A Gallup Study). Washington, DC: Institute for A Drug-Free Workplace;1997.

9.

Lehman WEK, Farabee DJ, Bennett JB. Perceptions and correlates of co-worker
substance use. Employee Assistance Quarterly. 1998;13(4):1-22.

10.

Elliott K, Shelley K. Impact of Employee Assistance Programs on Substance Abusers and
Workplace Safety. Journal of Employment Counseling. 2005;42(3):8.

11.

Steele P. Employee Assistance Programs: Then, Now, and in the Future. Workplace
Managed Care: Substacne Abuse Prevention and Early Intervention. Tacoma,
Washington: Center for Substance Abuse Prevention; 1998:12.

12.

U.S. Department of Labor. Drug-Free Workplace Employee Assistance. Drug Free
Workplace n.d.; http://www.dol.gov/asp/programs/drugs/workingpartners/dfworkplace/
assistance/menu.htm. Accessed April 18, 2011.

13.

Bray J, Mills M, Bray LM, et al. Evaluating Web-Based Training for Employee
Assistance Program Counselors on the Use of Screening and Brief Intervention for AtRisk Alcohol Use. Journal of Workplace Behavioral Health. 2009;24(3):307-319.

14.

Employee Assistance Professionals Association. EAPA Standards and Professional
Guidelines for Employee Assistance Programs. Arlington, VA: Employee Assistance
Professionals Association;2010.

15.

Rothermel S, Slavit W, Finch R, Marlo K, Dan D. An employers’ guide to employee
assistance programs: Recommendations for strategically defining, integrating and
measuring employee assistance programs. Washington DC: National Business Group on
Health; 2008.

19

EAP Services Use for Alcohol and Drugs
16.

Society for Human Resource Management. 2008 Employee Benefits: How Competitive is
Your Organization. Alexandria, VA: Society for Human Resource Management; 2008.

17.

Chan KK, Neighbors C, Marlatt GA. Treating addictive behaviors in the employee
assistance program: Implications for brief interventions. Addictive Behaviors.
2004;29(9):1883-1887.

18.

Reynolds GS, Lehman WEK. Levels of substance use and willingness to use the
employee assistance program. The Journal of Behavioral Health Services and Research.
2003;30(2):238-248.

19.

Slaymaker VJ, Owen PL. Employed men and women substance abusers: Job troubles and
treatment outcomes. Journal of Substance Abuse Treatment. 2006;31(4):347-354.

20.

Masi DA, Jacobson JM. Outcome measurements of an integrated employee assistance
and work-life program. Research on Social Work Practice. 2003;13(4):451.

21.

Selvik R, Stephenson D, Plaza C, Sugden B. EAP impact on work, relationship, and
health outcomes. Journal of Employee Assistance. 2004;34(2):18-22.

22.

McLellan AT, Grissom GR, Brill P, Durell J, Metzger DS, O'Brien CP. Private substance
abuse treatments: are some programs more effective than others? Journal of Substance
Abuse Treatment. 1993;10(3):243-254.

23.

Harlow KC. The effectiveness of a problem resolution and brief counseling EAP
intervention. Journal of Workplace Behavioral Health. 2007;22(1):1-12.

24.

Jacobson JM, Jones AL, Bowers N. Using Existing Employee Assistance Program Case
Files to Demonstrate Outcomes. Journal of Workplace Behavioral Health.
2011;26(1):44-58.

20

EAP Services Use for Alcohol and Drugs
25.

Csiernik R. A review of EAP evaluation in the 1990s. Employee Assistance Quarterly.
2005;19(4):21-37.

26.

Hargrave GE, Hiatt D, Alexander R, Shaffer IA. EAP treatment impact on presenteeism
and absenteeism: Implications for return on investment. Journal of Workplace
Behavioral Health. 2008;23(3):283-293.

27.

Harris SM, Adams M, Hill L, Morgan M, Soliz C. Beyond Customer Satisfaction.
Employee Assistance Quarterly. 2002;17(4):53-61.

28.

Kirk AK, Brown DF. Employee assistance programs: a review of the management of
stress and wellbeing through workplace counselling and consulting. Australian
psychologist. 2003;38(2):138-143.

29.

McLeod J. How effective is workplace counselling? A review of the research literature.
Counselling and Psychotherapy Research. 2001;1(3):184-190.

30.

Yandrik RM. Taking Inventory:Process and Outcome Studies. EAPA Exchange.
1992;July(Journal Article):22-35.

31.

Amaral TM. Global benchmarking: Implications of research data for EAP best practices.
Annual Institute of the Employee Assistance Society of North America. Vancouver, BC,
Canada.2008.

32.

Blum TC, Roman PM. Employee assistance programs and human resources management
In: Rowan K, Ferris G, eds. Employee Assistance Programs and Human Resources
Management. Greenfield, CT: JAI Press; 1989:259-312.

33.

Masi DA, Jacobson JM, Cooper AR. Quantifying Quality. Employee Assistance
Quarterly. 2000;15(4):1-17.

21

EAP Services Use for Alcohol and Drugs
34.

Greenwood GL, Goplerud E, McPherson TL, Azocar F, Baker EM, Dybdahl S. Alcohol
Screening and Brief Intervention (SBI) in Telephonic Employee Assistance Programs.
Journal of Workplace Behavioral Health. 2010;25(4):233-240.

35.

McPherson TL, Goplerud E, Olufokunbi-Sam D, Jacobus-Kantor L, Lusby-Treber KA,
Walsh T. Workplace Alcohol Screening, Brief Intervention, and Referral to Treatment
(SBIRT): A Survey of Employer and Vendor Practices. Journal of Workplace Behavioral
Health. 2009;24(3):285-306.

36.

Richmond M, Strong G. A preliminary evaluation of SBIRT implementation in the
Colorado State Employee Assistance Program. Denver, CO: Omni Institute;2010.

37.

Roman PM, Blum TC. The workplace and alcohol problem prevention. Alcohol Research
and Health. 2002;26(1):49-57.

38.

Grant BF, Harford TC, Dawson DA, Chou PS, Pickering RP. The alcohol use disorder
and associated disabilities interview schedule (AUDADIS): reliability of alcohol and
drug modules in a general population sample. Drug and Alcohol Dependence.
1995;39:37-44.

39.

Grant BF, Dawson DA, Stinson FS, Chou PS, Kay W, Pickering R. The Alcohol Use
Disorder and Associated Disabilities Interview Schedule-IV (AUDADIS-IV): reliability
of alcohol consumption, tobacco use, family history of depression and psychiatric
diagnostic modules in a general population sample. Drug and Alcohol Dependence.
2003;71(1):7-16.

40.

Grant BF, Kaplan K, Shepard J, Moore T. Source and accuracy statement for wave 1 of
the 2001-2002 National Epidemiologic Survey on Alcohol and Related Conditions.
Bethesda, MD: National Institute on Alcohol Abuse and Alcoholism;2003.

22

EAP Services Use for Alcohol and Drugs
41.

Cohen E, Feinn R, Arias A, Kranzler HR. Alcohol treatment utilization: Findings from
the National Epidemiologic Survey on Alcohol and Related Conditions. Drug and
Alcohol Dependence. 2007;86(2-3):214-221.

42.

Ware JE, Jr., Kosinski M, Keller SD. A 12-Item Short-Form Health Survey: Construction
of Scales and Preliminary Tests of Reliability and Validity. Medical Care.
1996;34(3):220-233.

43.

Research Triangle Institute. SUDAAN Language Manual, Release 10. Research Triangle
Park, NC: Research Triangle Institute; 2008.

44.

Delaney W, Grube JW, Ames GM. Predicting likelihood of seeking the employee
assistance salaried and union hourly help through program among employees. Addiction.
1998;93(3):399-410.

45.

Blum TC, Roman PM. The social transformation of alcoholism intervention: comparisons
of job attitudes and performance of recovered alcoholics and non-alcoholics. Journal of
Health the Social Behavior. Dec 1985;26(4):365-378.

46.

Blum TC, Roman PM. Occupational health programmes for alcoholism in the US and
Australia: Dilemmas in technology transfer. International Journal of Sociology and
Social Policy. 1993;6(4):40-51.

47.

Sieck CJ, Heirich M. Focusing Attention on Substance Abuse in the Workplace: A
Comparison of Three Workplace Interventions. Journal of Workplace Behavioral Health.
2010;25(1):72-87.

48.

Kessler RC, Frack RG. The impact of psychiatric disorders on work loss days.
Psychological Medicine. 1997;27(04):861-873.

23

EAP Services Use for Alcohol and Drugs
49.

Regier DA, Farmer ME, Rae DS, et al. Comorbidity of Mental Disorders With Alcohol
and Other Drug Abuse. JAMA: The Journal of the American Medical Association.
November 21, 1990 1990;264(19):2511-2518.

50.

Sullivan LE, Fiellin DA, O’Connor PG. The prevalence and impact of alcohol problems
in major depression: A systematic review. The American journal of medicine.
2005;118(4):330-341.

51.

Bennett JB, Lehman WEK. Workplace substance abuse prevention and help seeking:
Comparing team-oriented and informational training. Journal of Occupational Health
Psychology. 2001;6(3):243.

52.

Goldberg RJ, Steury S. Depression in the workplace: Costs and barriers to treatment.
Psychiatric Services. 2001;52(12):1639.

53.

Schneider RJ, Casey J, Kohn R. Motivational versus confrontational interviewing: A
comparison of substance abuse assessment practices at employee assistance programs.
The Journal of Behavioral Health Services and Research. 2000;27(1):60-74.

54.

Wang PS, Simon GE, Avorn J, et al. Telephone Screening, Outreach, and Care
Management for Depressed Workers and Impact on Clinical and Work Productivity
Outcomes. JAMA: The Journal of the American Medical Association. September 26,
2007 2007;298(12):1401-1411.

55.

Babor TF, Higgins-Biddle J, Saunders JB, Monteiro MG. The Alcohol Use Disorders
Identification Test: Guidelines For Use in Primary Care. 2 ed. Geneva, Switzerland:
World Health Organization; 2001.

24

EAP Services Use for Alcohol and Drugs
56.

French MT, Dunlap LJ, Zarkin GA, Karuntzos GT. The costs of an enhanced employee
assistance program (EAP) intervention. Evaluation and Program Planning.
1998;21(2):227-236.

57.

Zarkin GA, Bray JW, Karuntzos GT, Demiralp B. The effect of an enhanced employee
assistance program (EAP) intervention on EAP utilization. Journal of Studies on Alcohol.
2000;62(3):351-358.

58.

Cook RF, Back AS, Trudeau J. Preventing alcohol use problems among blue-collar
workers: a field test of the Working People program. Substance Use & Misuse.
1996;31(3):255-275.

59.

Merrick EL, Horgan CM, Hodgkin D, et al. Unhealthy drinking patterns in older adults:
prevalence and associated characteristics. Journal of the American Geriatrics Society.
Feb 2008;56(2):214-223.

60.

Bennett JB, Lehman WEK, Reynolds GS. Team Awareness for Workplace Substance
Abuse Prevention: The Empirical and Conceptual Development of a Training Program.
Prevention Science. 2000;1(3):157-172.

61.

Chan Osilla K. Exploring productivity outcomes from a brief intervention for at-risk
drinking in an employee assistance program. Addictive Behaviors. 2010;35(3):194-200.

62.

Friedmann PD, Lemon SC, Stein MD, D'Aunno TA. Community referral sources and
entry of treatment-naive clients into outpatient addiction treatment. The American
Journal of Drug and Alcohol Abuse. 2003;29(1):105-115.

63.

Gribas J, Vik P, Christensen J. The Impact of Supervisor Influence Strategy and
Relational Context on Readiness to Change for the Alcohol Abusing Employee.
Employee Assistance Quarterly. 2004;19(2):1-17.

25

EAP Services Use for Alcohol and Drugs
64.

Milne SH, Blum TC, Roman PM. Factors influencing employees' propensity to use an
employee assistance program. Personnel Psychology. 1994;47(1):123-145.

65.

Sonnenstuhl WJ, Trice HM. Strategies for employee assistance programs: The crucial
balance. 2, revised ed. New York, NY: ILR Press; 1990.

66.

Sharar DA. Do employee assistance programs duplicate with services offered through
mental health benefit plans? Compensation & Benefits Review. January/February 2009
2009;41(1):67-74.

67.

Teich JL, Buck JA. Datapoints: Mental health services in employee assistance programs,
2001. Psychiatric Services. 2003;54(5):611.

68.

Kelly B, Holbrook J, Bragen R. Ceridian's Experience in the Integration of EAP, WorkLife and Wellness Programs. Journal of Workplace Behavioral Health. 2005;20(1/2):183.

69.

Turner S, Weiner M, Keegan K. Ernst & Young's assist: How internal and external
service integration created a ‘single source solution’. Journal of Workplace Behavioral
Health. 2005;20(3):243-262.

70.

Bacharach SB, Bamberger P, Sonnenstuhl WJ. Member Assistance Programs in the
workplace: The role of labor in the prevention and treatment of substance abuse. New
York: ILR Press; 1994.

71.

Hopkins KM. Influences on formal and informal supervisor intervention with troubled
workers. Employee Assistance Quarterly. 1997;13(1):33-54.

72.

George AA, Tucker JA. Help-seeking for alcohol-related problems: Social contexts
surrounding entry into alcoholism treatment or Alcoholics Anonymous. Journal of
Studies on Alcohol. 1996;57:449-457.

26

EAP Services Use for Alcohol and Drugs

27

