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The New Team at Ridgeview ~,~

In just eleven years, Ridgeview
has become a premier national
treatment center for adults and
adolescents with psychiatric
or drug and alcohol
problems. In 1987,
Ridgeview patients ~'=
came from 34 states
and countries. Nearly
15,000 people, young
and old, blue-collar
and professional, with ,~,
all kinds of problems ;` ~ 1i;
have turned to ~ "
Ridgeview for help.
And today, two of every

five new patients choose
Ridgeview on the recom-
mendation of a friend or family member.

The Ridgeview reputation is based on
innovation in quality treatment, on top
physician leadership, on individualized care
and on an expert staff of clinical professionals.
Ridgeview is still building on that tradition of
excellence.

Today's Ridgeview has a new leadership
team in its drug/alcohol programs. These
highly-qualified young physicians and
psychologists are committed to carrying the
evolution of quality treatment programs into
the future.

Larry Hart, M.D. (left) is the new Director ofAdult
Chemical Dependence Services at Ridgeview. He is
also Director of the Ridgeview Recovering
Professionals Program. Harold Smith, M.D. (right)
is the new Director ofAdolescent Chemical
Dependence Services at Ridgeview.

e
Building The Tradition

3995 S. Cobb Dr., SE /Smyrna, Georgia 30080
(404) 434-4567 / (800) 345-9775
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FROM THE
EXECUTIVE DIRECTOR

by Thomas J. Delaney, CEAP
ALMACA Executive DirectorALMACA members deal with

employees who have the whole
range of health and personal

problems. And because people do not
usually confine their problems to spe-
cific areas, we have to be aware of re-
sources that can make the differential
diagnosis and provide for the multiple
needs. However, alcoholism and other
alcohol-related problems remain the
critical issue for EAPs.

For many of us in the EAP field, our
entry was through the alcoholism
movement. Others who came in by al-
ternative routes have acquired their
own commitment to alcoholism, and
the mixing of both groups in ALMACA
is one of our strengths. The inclusion
of alcoholism in our name has empha-
sized that commitment, but has also
led to the misunderstanding that AL-
MACANs are only concerned about
alcoholism. Those working on a name
change are very aware that the senti-
ment among our members is to em-
phasize that we are an EAP associa-
tion, but that our alcoholism commit-
mentshould not be deemphasized.

DISEASE CONCEPT

As an organization of people committed
to the alcoholism field, ALMACA has
always advocated the "disease con-
cepY' of alcoholism, and is joined by
practically every other alcoholism
group in North America. Two other
leading constituency groups joining us
are the National Council on Alcoholism
(NCA) and the National Association of
Addiction Treatment Programs (NAATP).

In the December issue of THE
ALMACAN, there was an article by
ALMACA legal counsel, William Car-
nahan, on the Supreme Court case in-
volving the Veterans Administration's
denial of benefits to two men with a
history of alcoholism. The article
analyzed the legal issues involved. It
also took exception to amicus curae
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briefs submitted by NCA and NAATP.
The last two issues of THEALMACAN
carried letters from the executive di-
rectors of NCA and NAATP, Thomas
Seessel and Michael Ford, respectively.
They, in representing their organiza-
tions, stated their dedication to the
fight against the disease of alcoholism.
apologize to both organizations for

any inference to the contrary which
might have been drawn from the article.
The legal issues, of course, have been
decided by the Supreme Court. Please
see page 11.

At the 1986 ALMACA Annual Meet-
ing in Dallas, the keynote speech was
given by former U.S. Senator Harold
Hughes. A major point which Senator
Hughes made in his speech was that
the alcoholism field had to put its dif-
ferences aside and work together.
With the increased competition forthe
health-care dollar, as well as the pub-
lic's awareness of all the problems im-
pacting on people's lives each day, his
message is as important as ever. More-
over, with a new administration due in
Washington in less than a year, all na-
tional organizations in the field need
to work together. This does not pre-
cludedifferences, but there is plenty of
opportunity for cooperation and AL-
MACA will work with these and all
other national organizations.

PUBLIC POLICY

By the way, there are many opportun-
itiesfor ALMACA to work cooperatively
at the state and community levels, too.
Many ALMACA chapters have done
th is for years. With the development of
the ALMACA State Legislative Net-
work, there will probably be more op-
portunities for this. At the request of
the Executive Committee, National
Office support of this and other public-
policy activities was increased right
after last year's Annual Meeting. As
soon as Judith Oshiver was hired in
November as the Director of Com-
munications, it was decided that 30%
of her time would be spent on public-

policy activities. Also, Bill Carnahan,
in addition to the time that he provides
for legal services, is working on the
public-policy activities as well.
The three of us have worked with

ALMACA's Legislative Committee
chairperson, Riley Regan, to shape a
plan to carry out the public-policy
agenda approved by the Executive
Committee in January.
When I started in the alcoholism field

in August 1970 with the old New York
State Division of Alcoholism, its direc-
torwas adedicated professional named
Jack Butler who emphasized the impor-
tance of the disease concept of alco-
holism. Sometimes, we who work i n the
field tend to take it for granted. Recently,
was at a social gathering and started to
talk with another guest—a health-care
professional—about our jobs. When
stated that I work in the alcoholism
field, she immediately challenged the
disease concept and informed me that
alcoholism is a symptom of an under-
lying psychiatric problem.
We sti I I have a long way to go, don't

we? To our members and our consti-
tuency groups in the alcoholism field,
be assured that ALMACA will work to
promote the disease concept as we
continue to represent the entire spec-
trum of EAP concerns. ❑

ALMACA Name
Change Vote
On July 15, ALMACA's voting

members will be mailed a
ballot requesting their "yes" or "no"
vote nn a proposed new name for
our association: The Association of
Employee Assistance Professionals
(initials: AEAP). The Board of Di-
rectors, at its meting on April 'I U,
approved the. membership vote.
:The ballatwill also contain ~ro-

posals conc~ming the Program
Managers Committee and the lo-
cation of the ALMACA Office.
Your ballot will arrive in the next
few weeks.
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pulsion and suggestions for recovery.
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REGIONS AND
CHANTERS

down Home in Nashville
he second Southern Regional
Conference of ALMACA, held on
March 6-9 in Nashville, TN, was

much like one might expect: a very
folksy atmosphere, delicious southern
cookin', lots of country &western and
...rather laid back.

At the peak of the conference, an
estimated 200 people, fewer than the
anticipated total, were in attendance.
According to conference chairperson
Jack Freckman, that just added to the
charm of the event. "Many people com-
mented to me that because of the at-
tendance, they got the chance to meet
everybody, catch up with old friends,
and make some new ones. There were
plenty of openings in the programs so
that people could visit. I'd say that the
people in attendance spent a lot of
quality time together," he recalls.

CONFERENCE OPENING

As has become the trademark of AL-
MACA conferences, festivities began
with a dessert reception, sponsored by
Koala Centers, on Sunday night. Piano
player Bill Chelf added to the ambience
of the affair and "everybody got fat on

cases of sweets and barrels of ice cream,"
according to Freckman.
The serious side of things began the

following morning, the Conference
Opening, which Freckman emceed. A
representative from the office of Nasl~-
ville Mayor Bill Boner welcomed at-
tendees to town. ALMACA Vice Presi-
dent-Operations Charlie Pilkington
and Executive Director Tom Delaney
also expressed their wishes fora suc-
cessful conference. Jim Neeley of the
State Labor Council, AFL-CIO, then
followed with a few remarks.
The keynote address was provided

by Don R., a member of Alcoholics
Anonymous. He made an inspiring
speech about the traditions of AA and
the historical relationship between AA
and EAP professionals over the years.

At the luncheon which followed
shortly afterward, the guest speaker
was Dr. David Dodd, the medical di-
rectorfor the Impaired Physicians Pro-
gram of Tennessee. He discussed the
tried-and-true intervention strategies
of the physicians' program.

The big event of the Southern Regional
was the three-hour Public Forum held
on Tuesday. The topic was "Co-Depen-

At the Opening Session of the Southern Regional, conference chairperson Jack Freckman
welcomed attendees.
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Dr. David Dodd talked about the Impaired
Physicians Program at the luncheon.

dency: Is It a Valid Issue?" Moderating
the event was Brenda Blackmon, news
anchorforWTVF-TV in Nashville. The
panelists included: Dr. Sid Archer,
Bayshore on the Gulf; Cardwell Nuckols,
C.C. Nuckols & Assos.; Bruno Schultz,
MACAP, Charter Hospital of Tampa
(FL); Dr. Brenda Dew, private prac-
tice; and Elena Izakoff, Koala Centers
at Madison. "People said that the Pub-
lic Forum was one of the most benefi-
cial parts of the conference," says
Freckman. "It was somewhat experi-
mental, since this format had not been
previously used. But people learned a
lot from all of the interchange of ex-
periencesand ideas."

Elsewhere in the program, Dick
Groepper, CEAP, a member of the Em-
ployee Assistance Certification Com-
mission, shared information about
professional certification on Wednes-
day morning. Jerry Dahman, news di-
rector for WSM-AM/FM in Nashville,
presented an inspirational slide show
called "I Love Life." Michael Brown
also made a presentation about the
"Sounds of Recovery," a group of pro-
fessional musicians, all of whom are
recovering, whotourthe U.S. and per-
form free shows.

WORKSHOPS

The workshop portion of the program
began on Monday morning and con-



tinued in five segments through
Wednesday morning. There were four
concurrent workshops held during
each time slot. Some of the topics dealt
with included women's issues in
recovery and treatment, the labor-
management EAP at Bridgestone-URW,
financial problems, preretirement
planning, rural EAPs, and relapsed
professionals.
Freckman reports that all of the work-

shops were well-received; so much
so, in fact, that perhaps they should
have been extended in length. A "Basic
EAP Skills Track" was a serial program
presented in five parts. Robert Appleby
and Cynthia Persico of Resource EAP,
Inc., Jacksonville, FL, enjoyed terrific
turnouts and high marks for their
presentations.

ENTERTAINMENT

What would an ALMACA conference
be without a ful I complement of enter-
tainment? In Nashville, it began on
Sunday in the exhibit hall with a
banjo-and-fiddle player from Opry-
land performing for two hours for the
early-comers.

During the "Down Home Dinner"
on Tuesday, Opryland Talent, Inc.
presented the band known as The
Storytellers, with aspecial-guest ap-
pearance by country/western star Tom
T. Hall. "He was just spectacular,"
says Freckman. "Not only did he show
why he's one of the best in the music
business, he also stayed around to visit
with the audience, shake a lotof hands
and sign some autographs."

At the closing session on Wednesday
morning, comedian, HEE-HAW regular
and Tennessee state representative
L.H. "Cotton" Ivy kept everybody in
stitches for about 45 minutes. "Even
the northerners were laughing," notes
Freckman.

Finally, amulti-media slide show
capped (and re-capped!) the program..
Alex Shukoff, who has been hired for
these slides-put-to-sound presents-
tions at numerous ALMACA events,

was the composer.
Plans are in the works for next year's

Southern Regional Conference. At the
chapter presidents meeting on Sun-
day afternoon; the regional leadership

voted to hold the 1989 event on Feb-
ruary 26-March 1 in Louisville, KY.
The conference chairperson will be
Betty Mauldin, Kentucky Chapter
president. See y'all there! ❑

' '': ~'``

~~ " SOUTH OAKS ~-IOSPITAL
(The Long Island Home, Ltd.)

±'~ Established 1882

Leonard W. Krinsky, Ph. D.
° ~ Execative Director

Comprehensive programs for the
treatment of alcoholism, compulsive

gambling, eating disorders,
drug abuse, and mental illness

NAT/ONAL TOLL-FREE HELPL/NE 1-800-732-9808

• Inpatient detoxification
• Inpatient rehabilitation, open and closed units

• Comprehensive adolescent program

• Active psychodrama programs

• Specialized treatment for
compulsive gambling

• Eating disorders unit

• Family and "significant others' program
• Aftercare follow-up

• Accommodation for patients of all religious
groups

• Licensed outpatient program including
services for children of alcoholics

• Complete EAP liaison and coordination
of patient care

• Information, referral, and free consultation
• Ongoing workshops in alcoholism, compulsive
gambling, and family-related topics

• Training Program for Alcoholism Counseling
and educational services through The
Institute of Alcohol Studies at South Oaks

Sheila B. Blume, M.D., C.A.C.
Director of Alcoholism Programs

400 3unri~e Highwsy, Amityville, L.1., New York 11701 516/264.4000
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ERC to be on the "Water-Maine"
t 10 years old, the Eastern Re-
gional Conference is already the
granddaddy of ALMACA's

regional conferences. This year's pro-
gram, which goes "Back to the Basics,"
will be held on June 12-15 atthe Holi-
day Inn By the Bay, in Portland, Maine.
The atmosphere of the last couple of

ALMACA's Eastern Regional Confer-
ences were flavored by their geographic
settings. Niagara Falls and Buffalo had
The Falls. Pittsburgh had The Golden
Triangle. Portland has The Beautiful
Maine Coastline.
Our Maine Chapter will be at the

helm of next month's program. The
conference chairperson will be former
chapter president Kevin Parker, who
anticipates a folksy ambience in a
downright rustic stretch of country.

Festivities will begin on Sunday,
June 12 with a Downeast Lobster Bake,
held on Peaks Island in Maine's Casco
Bay. A cruise of the bay wil I be part of
the fun. The Dessert Reception back at
the Holiday Inn will follow, during
which the improvisational-comedy team
of Abrams and Anderson will perform.
The Conference Opening will be

held on Monday morning. Parker, pro-
gram chair Dick Loomer, and Maine
Chapter president Polly Karris will
welcome conferees, along with John
L. Martin, the State Legislature's
Speaker of the House, and AFL-CIO
Federation president Charlie O'Leary.
ALMACA National President Gary At-
kins and the Eastern Region labor rep-
resentative, Jack Gibson, will also be
on hand. The guest speaker is still un-
announced.

LABOR LUNCHEON

As the drawing card that always gets
Eastern Region conferees to town
early, the Labor Luncheon will im-
mediately follow. The featured speaker
will be Charlie O'Leary. He will be
joined by Patricia McKeon, president
of the Portland Labor Council, and
representatives from three Maine-
based industries.
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Jack Gardner, John Quinn, MS,
MHSc, and Mary Marsters, MS

Gold Card EAPs: Dealing With
the Executive Client
Jim O'Hair, MSP, CAC,. and David
J. Powell, Ph. D.

Managed Health Care: Issues for
EAPs
Greg DeLapp, Richard E. Heinsius,

CAC, CSW, CEAP, Peggy
Luscko, CEAP, and Irene E.

,, .. Povlish, MSW.

EASTERN R~610NAL CONFERENCE , '; . Basic Legislative Action:
Making the System
Work for You

~ I ' ' r ~~ r ~ Jack Canavan, CAC, CEAP
J~-1J1~,.~J~ , , ~ ~ and~ohn W. Walters, ACSW,:

JUNE 12-15
1888

The Open
Forum will follow

with a discussion of
°%" the approach of AFL-
CIO presidents to EAPs.

Federation presidents from
nine states will be on hand.

WORKSHOPS

The workshops will begin on Monday
afternoon and continue through Wed-
nesday morning. Seven sessions will
be held, each having from two to four
concurrent workshops. Some of the
scheduled workshop titles, moderators
(in italic) and presenters include:

EAPs in Industry: Overcoming
Resistance
Terry Mooney, Ph. D., Ben LoCastro,
CSW, CEAP, and Dana Mosher,
MSW, CEAP.

Development of a Labor-Based EAP
IackAnderso"n, Wanda Ingham, and
Frank Carney.

Designing aLegislative-Based EAP

emem er e oo s or ie.
Dick Loomer, CEAP and Robert F.
Stuckey, M.D., M.Sc.

OTHER ACTIVITIES

In addition to the pre-conference en-
tertainment, the other regularly sched-
uled fun times have not been left out.
Aerobics will be held daily, beginning
on Monday. A Fun Run, featuring re-
nowned women's marathoner Joan
Benoit, will be held Tuesday morning.
Wednesday will be a big day for

meal functions. The breakfast program
will include a guest speaker (still unan-
nounced), and the presentation of the
Jim Edwards ScholarshipAward. In the
evening, the conference banquet will
be held, and Leo H. will be the special
guest.
An "Oldies But Goodies Dance"

will follow the banquet. The closing
session will be held Thursday morn-
ing, with an appearance by humorist
Gary Crocker. An Alex Shukoff multi-
mediashow will also be presented.
With an agenda like this, it will be

hard to not find anything that interests
you. But if you still want more infor-
mation, feel free to cal I Kevin Parker or
Brenda Musselman at (~07) 289-5752
for further details. ❑



SPECIAL
MEMORANDUM

EAP Pioneer, Bob Dorris, Retires
One ofALMACA's longtime members,
Bob Dorris, of Agoura Hills, CA, has
announced his retirement from the EAP
field. As one of ALMACA's founding
members back in 1971, Bob was a
strong proponent of the occupational
alcoholism movement throughout the
70s, and he helped usher in its successor,
employee assistance programming, in
the 1980s.
THE ALMACAN is pleased to pub-

lish the following brief biography on
Bob, and ALMACA wishes him well in
his new undertakings.

Robert T. Dorris, Sr., a pioneering
leader in the alcoholism and drug
treatment fields and a nationally

known employee assistance program
consultant, has announced his retire-
mentfrom the EAP field.

At a retirement reception recently
held for him in Malibu, CA, the 75-
years-young Dorris received a birthday
cake commemorating his 43rd year of
sobriety. He used the event to an-
nounce anew undertaking: "Now I'm
free to fulfill a dream of several years.
am starting a new organization, which
has been named Group 12."
Group 12 is a low-cost, educational

recovery program for individuals with
alcohol/drug dependencies who can-
notqualify financially for professional
treatment because they have no, or at
least inadequate, health insurance
benefits.

Dorris also announced that the EAP
consulting company he founded in
1975, Robert T. Dorris &Associates,
Inc., is now fully in the hands of his
son, Robert T. Dorris, Jr. "Bob and his
very capable staff are on a roll, and
know the company will continue its
healthy growth." That growth has pro-
duced contracts for management con-
sultant work with more than 50 major
corporations or divisions thereof.

Reviewing Bob Dorris Sr.'s career is
akin to reading a brief summary of the
entire alcohol/drug and EAP field for
the past four decades. His story began
with his personal recovery from alco-

holism in 1945. He studied under a
scholarship at Yale Summer School of
Alcohol Studies in 1948, followed by a
five-year appointment to the New Mexico
State Commission on Alcoholism.
A highlight of his early career came

in 1959 when he worked on the staff of
the Alcoholism Foundation in Alberta,
Canada, with the late Dr. E.M. Jellinek.
)ellinek's scientific studies contributed
to the disease model for alcoholism
and identified its progressive symptoms.

Dorris' entry into the employee-
assistancefield came in 1964 when he
developed the EAP for Rockwell Inter-
national's Rocketdyne and Atomics In-
ternational Divisions. He joined
McDonnell-Douglas Corporation in
1969 to design, implement, and man-
age the firm's companywide EAP.

In that same year he served as the first
civilian consultant to the now-famous
U.S. Navy Alcoholism Program in Long
Beach, California. Dorris remained

with McDonnell-Douglas until 1974,
when he founded his own EAP consult-
ing firm, the company he has turned
over to his son.

Besides his pioneering efforts in the
EAP field, Bob Dorris is also founder of
the movement to credential alcohol-
ism and drug abuse counselors. His
CAARD organization was the first to
institute both training and credentialing
programs nationwide. That organiza-
tion later evolved into the present-day
National Association of Alcoholism and
Drug Abuse Counselors (NAADAC).
In recognition of his pioneering role,
he was recently inducted as a charter
member into the California associa-
tion's Hall of Fame.

In addition to his business and pro-
fessionalaccomplishments, Dorris has
coauthored two books: "Counseling
on Alcoholism and Related Disorders"
(1968) and "Am I DrinkingTooMuch?"
(1974). ❑

,.~,~~ 
~~ ~ , .

Bob Dorris, Sr., is shown here with his successor as president of Robert T. Dorris & Asso-
ciates, Inc., Bob, Jr.
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UPDATE ON
C~R~IFICATION

The EACC's Test Question Procedures

by Brenda Blair, CEAP
Chairperson, Employee Assistance

Certification Commission

wo of the most common questions
asked to Commission members
about the Certified Employee As-

sistance Professional (CEAP) program
concern, not surprisingly, the exam.
They are: "How is the test structured?:'
and "How are the specific questions
selected for inclusion in the test?" Here
is an explanation to both questions.

CONTENT OUTLINE. The first step in
designing the structureoftheexamina-
tion is to determine its content. When
the certification process was first con-
templated, ALMACA conducted a sur-
vey of EAP professions to ascertain
what competencies, skills and knowl-
edges were required of them to carry
out their daily activities. This formed
the basis of the content outline which
was established by the EACC at its first
meeting. The. content outline has many
subcategories, but the basic outline
and weight given to each area are:
I. Work Organizations-10%.
II. Human Resources

Management-10%.
III. EAP Policy and

Administration-30%.
IV. EAP Direct Services-30%.
V. Chemical Dependency and

Addictions-10%.
VI. Personal and Psychological

Problems—l0%.

QUESTION DEVELOPMENT. Every
question which appears on the CEAP
exam was written by a professional in
the field. Questions have been received
from individual CEAPs and work
groups at local ALMACA chapters. All
of the questions collected by the EACC
are forwarded to the Professional Test-
ing Corporation (PTC), the Commis-
sion's contractor for technical aspects
of the certification process. PTC then
edits the questions to assure proper
format, but the content is not altered.

ITEM REVIEW. Each .question or item
is then reviewed by a small group of
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CEAPs. Typically, the group consists
of two EACC commissioners and three
to six others. The purpose of the item
review sessions is to check each ques-
tion for the fol lowing points.
• Is the subject of the question impor-
tant for a CEAP to know?
• Is the indicated answer, in fact,
correct?
• Are the three wrong answers really
wrong?
• Are the three wrong answers plausi-
blechoices?
• Is the question clear and straight-
forward, i.e. not a "trick" question?
The item reviewers often rewrite

questions, or portions of questions, that
address a pertinent subject but need
technical improvement.

TEST CONSTRUCTION. All approved
items are then entered into the EACC
item bank, maintained on computer
by PTC. A draft of each exam is con-
structed from this item bank by PTC,
which selects questions from each
category of the content outl ine accord-
ing to the corresponding weight. The
draft of each test is then reviewed by

the full Commission. That review con-
sists of reading each question, check-
ing that the right answer is coded cor-
rectly, and that the wrong answers are,
in fact, incorrect. The Commission
also reviews the exam for the balance
of subjects covered and completeness
in relation to the content outline.

ITEM PERFORMANCE. Each question
used in the exam is analyzed statisti-
cally for the number of correct re-
sponses and to determine if it is useful
in identifying people who are really
knowledgeable about EAP informa-
tion. Some questions are deleted from
the item bank on the basis of the statis-
tical information, while questions
which perform well may be used again
on a future test.

STATUS. We are currently working on
the test scheduled for December 1988.
As you can surmise, we always need
more questions to keep the test cur-
rent. Your help would be greatly ap-
preciated. Please send multiple choice
questions to: Brenda R. Blair, EACC
Chairperson, c/o Blair Associates,
P.O. Box 4293, Bryan, TX 77805.

Past Item Review Participants
The EACC would like to thank the

following individuals f~,ar par-
ticipating in our item review ses-
sions. These. individuals have typi-

cally given two days of their time to
review and rewrite questions (or thc,~
EACC exam.

Detroit— Cdgar Marc:hesini, EACC Terrence Cowan
November 13-14, 1986 Judi Laws, ALMAC:A Carann Feazc.11

Philip Reed Sallyann f-ienry, PTC Tim Plant

Boyd Sturdevant Denver— Ann Stan'

Edbar Marchesini, EACC August 12-13, 1987 ~~~'bra Reynolds, EACC

Betty Rc:ddy, EACC
Judi Laws, ALMACA

B~~~nie Forgoer
Brenda Blair, EACC
Sallyann f-ienry, PTC

Sall xnn Henr PTC
Y` y'

F1e~rman f-seise
Betty Warren May 19-20, 198II

San Francisco-- Rota Peters Donald F. Godwin
December 4-5, 1986 Loyaa Flensburg Charles A. <;rainger

)ack Darn~ellan Chris E3itcen, EACC Muriel C. Gray, Ph.D.
Charla Parker Jesse Bernstein, EACC Ronald D. Bancroft

Gunther Nuern~erger Davicl Kahn, ALM,~C:A James R. O'Hair

Norm Willis Sallyann F~I~nry, PTC C)canald Phillips, fAC;C:

Tamara Cagriey, EACC Houston— f3rencla [flair, EACC:

December F3-9, 1987



Pu~~ic
POLICY

Traynor, McKelvey Litigation Decided

n April 20, the U.S. Supreme
Court ruled 4-3 that the Vet-
eransAdministration can con-

tinue to deny disability and other bene-
fits to veterans whose alcoholism is
caused by "willful misconduct." These
decisions turned on relatively narrow
issues of statutory construction: the
majority's view of the statutory author-
ity of the VA to determine benefit enti-
tlementsand the applicability of Section
504 of the Rehabilitation Act of 1973
to veterans' benefit decisions.

Both the majority and dissent stressed
the view expressed by Justice Byron R.
White, writing for the majority, that
"this litigation does not require the
Court to decide whether alcoholism is
a disease whose course its victims can-
not control." In writing for the dissent,
Justice Harry A. Blackmun said, "It is
perhaps worth nothing that, despite
much comment in the popular press,
these cases are not concerned with
whether alcoholism, simplistically, is
or is not a disease."

Thus, a strict interpretation of the
Supreme Court decision by work or-
ganizations should not have an adverse
impact on the growth and development
of EAPs.

LEGAL DEFINITION OF "EAP"

In other business, the public-policy
agenda published on page 9 of the
February ALMACAN specified the es-
tablishment of "a competency-based
legal definition which permits the uni-
form national growth and development
of EAP programs."

That mandate has been fulfilled. The
definition, which follows, evolved
from a bill that was introduced, but not
passed, in the New York legislature in
1986. In turn, it was used as the basis
for a proposed amendment to the Cal i-
fornia Labor Code which has been in-
troduced in the current session of the
California legislature. Final revisions
to the definition—which have been in-
corporated into the text—were pro-
posed by ALMACANs Marcia Nagle,

Richard Masterson and Madeleine
Tramm. The three are working on a
project with Commissioner James
Cashen of the New York State Com-
mission on the Quality of Care for the
Mentally Disabled. y

Employee Assistance Program

An Employee Assistance Program (E,AP)
shall be a worksite-based program de-
signed to assist in the identification
and resolution of productivity problems
associated with employees impaired
by personal concerns including, but
not limited to: health, marital, family,
financial, alcohol, drug, legal, emo-
tional, stress or other personal concerns
which may adversely affect employee
job performance.

The specific core activities of EAPs
shall include both of the following:
1) expert consultation and training to
appropriate persons in the identification
and resolution of job-performance
issues related to the employee per-
sona/ concerns listed above. 2) confi-
dential, appropriate and timely prob-
lem-assessment services; referrals for
appropriate diagnosis, treatment and
assistance; establishing linkages be-
tween workplace and community re-
sources that provide such services;
and follow-up services for employees
who use those services.

NJ SUPREME COURT RULING

In other business, the New Jersey
Supreme Court recently ruled that al-
coholics are handicapped and thus
protected by state statute against dis-
crimination by employers.
The test case involved the 1982 firing

of a Terminix International Inc. em-
ployee. An administrative law judge
ruled that the individual was not pro-
tected by New Jersey's anti-discrimi-
nation statutes and was therefore justi-
fiablyfired due to poor performance.

Three reversals were made in the ap-
peals process. The New Jersey civil
right division later ruled in favor of the
employee, followed by an appellate-

court decision to uphold the firing as
performance related (although the
court did not address the issue of
whether alcoholism is protected under
anti-discrimination statutes), and fi-
nally the New Jersey Supreme Court
ruled that the employee is protected
under the statutes.

In 27 other states, alcoholics are re-
portedly protected from discrimination,
while in 12 others, alcoholics are ex-
presslyexcluded from anti-discrimina-
tion statutes..

CORRECTION: The Public Policy
column in the April issue of THE AL-
MACAN (page 22) indicated that a re-
port of Michigan legislative activities
would be reported in this issue. We
were not able to obtain a full report by
press time, but will provide coverage
in a future issue. ❑

FOR ALCOHOLISM AND CHEMICAL
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ALMACA CLEARINGHOUSE
FOR EAP IIVFORMAT'ION .,.,....;:,;;;;;:~~ , '~

Four New Films Reviewed

LMACA's Audiovisual Commit-
tee has evaluated three more
films this month for ALMACA

members. The review sessions are or-
ganized by Richard Bickerton, AL-

TITLE: THE TROUBLED EMPLOYEE

Overall Rating .................... 76

INDIVIDUAL ELEMENTS

Theme:
For EAP Practitioner Audience .. 80
For EAP Client Audience ....... 40
For General Education/Training . 60
For EAP Marketing ............... 20

Content:
Comprehensive .................. 80
Direct ................................ 100
Timely ............................... 100
Accurate ........................... 40
Informative ......................... 100
Credible ............................ 40
Well Presented .................... 100

Technical:
Length Appropriate ............... 100
Good Sound Quality ............. 100
Visually Appropriate ............. 100

COMMENTS

Initial confrontation by supervisorfailed
to include prior performance consulta-
tions. An EAP-related discussion be-
tween supervisor and employee was
shown being held in public, rather
than in private. Portrayal showed em-
ployee being punished and then re-
ferred to EAP. EAP service should have
been shown being offered prior to sus-
pension. Presentation of this video
should be followed by well-structured
discussion.

Length: 25 minutes.
Format: All standard video, and 16mm.
Cost: $140 to rent; to buy, $520.
Ordering Information: Dorothy Aigner,
Dartnell Corporation, 4660 Ravens-
wood Avenue, Chicago, IL 60640;
1-800-621-5463.
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MACA's EAP Information Officer. The
committee chairperson is James O'Hair
of the Westinghouse Defense and
Electronics Center, Baltimore, MD.

TITLE: THE HAIGHT-ASHBURY
COCAINE FILM

Overall Rating .................... 91

INDIVIDUAL ELEMENTS

Theme:
For EAP Practitioner Audience .. 100
For EAP Client Audience ....... 80
For General Educationlfraining . 100
For EAP Marketing ................ 0

Content:
Comprehensive ................... 100
Direct ................................ 100
Timely ............................... 100
Accurate ............................ 100
Informative ......................... 100
Credible ............................. 100
Well Presented .................... 100

Technical:
Length Appropriate ............... 100
Good Sound Quality ............. 100
Visually Appropriate ............. 100

COMMENTS

Good, strong educational film. Not a
training film on EAPs, but good for
educating people about cocaine, its
transmission, effects, and some treat-
ment information. Excellent film, ex-
cellent presentation, not depending
upon "popular" misinformation. Terrific!
Well done.

Length: 35 minutes.
Format: All standard video, and 16mm.
Cost: $100 rent, 16mm only. To buy,
video is $400; 16mm, $500.
Ordering Information: CINEMED, Inc.,
P.O. Box 96, 116 C Street, Ashland,
OR 97520; (503) 488-2805.

TITLE: THE AIDS MOVIE

Overall Rating .................... t3l

7►I~7l~lf~1~1\~ ~ ~ ~ul_~►~ ~.~

Theme:
For EAP Practitioner Audience .. 80
For EAP Client Audience ........ 0
For General EducationlTraining . 80
For EAP Marketing ................ 0

Content:
Comprehensive ................... 100
Direct ................................ 100
Timely ............................... 100
Accurate ............................ 100
Informative ......................... 100
Credible ............................. 100
Well Presented .................... 100

Technical: '
Length Appropriate ............... 100
Good Sound Quality ............. 100
Visually Appropriate ............ 80

COMMENTS

There are statements in the video that
place a moral judgment on the person
with AIDS, and can al low the public to
say "iYs your fault." Good educational
information provided; emphasis on safe
sex, good cross section of individuals
infected with AI DS. The victims are real,
believable, likeable. Interviews with
AIDS-infected people were good. Good
educational film, but only with an
AIDS-specific presentation. Would
probably not be shown in many work
organizations.

Length: 26 minutes.
Format: All standard video, and 16mm.
Cost: $57 rent, 16mm only. To buy,
video is $390; 16mm, $455.
Ordering Information: New Day Films,
22 Riverview Drive, Wayne, NJ 07470-
3191; (201) 633-0212. O



lol EWS FROM
THE OUTSIDE

More Al~oholisr~ Awareness, Gallup Says

by Richard Bickerton
EAP Information Officer

Pollster George Gallup, Jr., has
generally good news for the al-
coholism component of the EAP

practice.
He reports that 9 in 10 Americans

now believe alcoholism is a disease
and that, complementing this aware-
ness, the number of alcoholics seeking
help has doubled in the past two years.
Gallup says that "Americans have

become more sophisticated about al-
coholism over the last 5 years," credit-
ing education with "stripping away
public misconceptions" that stigmatize
alcoholics and stand in the way of help.

Here are some of the other results
from a 1987 survey that led Gallup to
his conclusions.
• .Some 90% of survey respondents
disagreed that a person who drinks only
wine or beer cannot become alcoholic.
• Sixty-eight percent of those re-
sponding disagreed that a recovering
alcoholic can safely return to moderate
consumption of alcohol.
• By a 2:1 ratio, survey respondents
agreed that no one who drinks is im-
mune toalcoholism.
• Sixty-three percent of respondents
agree that alcoholism is hereditary.

Gallup made the results of his 1987
survey known at a luncheon sponsored
by the North Conway Institute, which
gave him the Institute's 1987 award for
his work in promoting a better under-
standing of alcoholism and other drug
addiction.

WORKING WOMEN

As is well-known by now, women are
assuming a large share of the workplace
population. Some 47 percent of the
workforce, in fact, is female.
A telephone poll of 1,014 Americans

by Yankelovich Clancy Shulman re-
vealed some interesting insights into
what men and women both think about
th15.

Thirty-six percent of those surveyed

feel marriages suffer when women
work outside the home. Another 57%
feel iYs bad for children, 12%feel iYs
bad for the workplace itself, and 14%
believe iYs bad for women in general.

Surprisingly, only 19% of those re=
sponding feel women work because
they want to. Sixty-six percent feel
women work outside the home for
economic reasons.

By the same token, if either the hus-
band orwife had to give up the job out-
side the home, 84% of those respond-
ingsaid the wife's job would go.

OVER-THE-COUNTER
PRESCRIPTIONS

Prescription medicines and over-the-
counter remedies, particularly for
coughs and colds, can present asub=
stantial threat to worker safety.

Calvin F. Fuhrmann, MD, PA, chief
of the Respiratory Division, South Bal-
timore General Hospital in Baltimore,
MD, says that each year, about 140
million Americans treat themselves
with over-the-counter cough and cold
remedies. He says many of these
remedies can induce drowsiness and
in other ways impair performance and
even cause serious workplace accidents.

As examples, Dr. Fuhrmann cites
one popular cough-cold remedy for-
mulatedwith 25%alcohol, and another
formulated with 20% alcohol. Throw
in some antihistamine, a cough sup-
pressant, and a pain reliever, and you
have a brew that is a potent depressant.

Butsedation is nottheonlyconcern.
Over-the-counter drugs with stimulant
effects are widely available as appetite
suppressants for weight loss. One such
stimulant compound is present in more
than 130 over-the-counter products.
"To assess a drug's hazard in the

workplace," Dr. Fuhrmann says, "try
to evaluate the agents immediate and
long-term risk to the individual's health.
Then consider the loss of productivity
that can result from the drug's use. This
is primarily a matter between the indi-
vidual and the company, although fellow

workers can also suffer from lost pro-
ductivity. Self-medication that jeopar-
dizes others' lives simply cannot be
tolerated."

FATAL BOATING ACCIDENTS

With summer coming on, the boats
will be going into the water and the
bicycles will be coming out of the
garage. Unfortunately, the cans and
bottles filled with alcohol will also be
coming out of the cooler.

Is that a major problem? You bet it is!
The National Transportation Safety

Board says 75% of fatal boating acci-
dents are directly related to alcohol
abuse.
And, the Board adds, 19% of all bi-

cyclists killed are themselves intoxi-
cated at the time of the accident. ❑

Cedar Ridge
A Mediplex Facility
Cedar Ridge is a modern 80-bed

chemical-dependency treatment center
located in Shawnee, Kansas, a suburb of
Kansas City, which specializes in treat-
ment of adults, adolescents and
women's issues.
We are currently seeking to fill an

immediate opening forClinical Director.
Glualifications:
• Master's Degree in a counseling

related field
•Minimum 2 years experience in

inpatient treatment management
• Experience in Clinical Program
Development related to alcohol and
substance abuse treatment

• Public speaking preferred
Responsibilities:
• Overseeing hiring and supervision of

clinical staff
•Overseeing the development,

monitoring and evaluation of Clinical
Treatment Programs

Send resume to:
Sharon Reynolds

Director of Clinical
Program Development

The Mediplex Group
c/o Cedar Ridge

7405 Renner Road
Shawnee, Kansas 66217
An Equal Opportunity Employer

~ CedarRidge
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Intro
There is a new industry afoot that is having

a profound~effect on EAPs.

_ "Managed health care" has been heralded as a new
means of regulating the use of mental-health and sub-

stance-abuse benefits. Seemingly bounding on the EAP field
from all sides, great disparities are evident in the extent to which

MHC has penetrated the EAP field. Some traditional EAP vendors
have added new layers of service, such as formal case management,

and now market themselves as managed-care organizations. Other
EAP professionals report that there's still no sign of the revolution.

ALMACA:s Insurance Committee has an ideal vantage point to monitor
and respond to new developments, since MHC potentially imposes friction

between cost-containment and quality-assurance priorities in insurance benefits
packaging. We have either undertaken ourselves or collaborated with others on

three projects that should provide valuable information for ALMACA members.
They are: the construction of an ideal benefits package by the Insurance Com'mittee's

Benefits Subcommittee, published on page 18; a paper on the rationale for reimbursement
of chemical-dependency treatment, being written by Paul Maiden of the University of Illinois,
James Addams School of Social Work; and a review of the status of utilization-review (UR)
criteria, being performed by John Schwarzlose, chairperson of the Treatment Committee. In
addition, John is working with. the ALMACA Clearinghouse to develop a list of UR vendors/
criteria developers.

have also worked with THEALMACAN to compile the following series of articles on
MHC. A number of reputable professionals have contributed to this issue, and we are grateful
for their work. The information presented in any one article may not register with that in the
others or with your own personal experience. However, it is through the information-sharing
process that consensuses of opinion are formed on challenging new issues like the one at
hand.'

Sincerely,

Sally T. Lipscomb
Chairperson
ALMACA Insurance Committee
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F r i Y rs H alth are st0 0 ea e C Co s
H v B n n Ili i n ra e e e o a C o s o C o u s e

n April
5, 1988,
T h e
Wash yf

ington Post reported `~
that the National
Capital Area Health
Care Coalition, a
group of 23 local
businesses, negoti-
ated an agreement
with a local health
management firm,
American Psych-
Management Inc., to
provide a full range
of mental health care
services. In the con-
tract, the firm re-
portedly gets a flat monthly fee in return for a guaranteed
15%first-year savings.

Employers, the ultimate force steering the health care de-
liveryengine, are flocking tomanaged-care firms, PPOs and
alternative insurance mechanisms in droves. Their seem-
ingly modest objective is to keep health insurance affordable.
The advent of managed health care, particularly for chemical-

dependency and mental-health (CD/MH) cases, is largely a
1980s phenomenon, but its seminal development can be
traced back three decades. Here is a look at the antecedent
strategies of managed care, put in the context of their impact
(or lack o~ on health-care cost inflation.

by Rudy Yandrick and Scott Rothermel

1'AMEI A NR(IMFR

~,;,

-e ~ ? r
-y

Unearthing the preinflationarydays of health care takes a
pretty large shovel. One must dig back to the mid-1950s,
when health-care expenses were relatively stable.
Measured as a percentage of gross national product (GNP),

Rudy Yandrick is editor of THEALMACANand Scott Rothermel
is ALMACA's EAP technical resource specialist.

national health expen-
ditures measured a flat
4.4 % for the decade
prior to the mid-1950s.
Dramatically, between
1955 and 1960, health
care's share of the GNP
shot up to 5.3 % and
continued to 6.1 % by
1965.
What ignited this

protracted bout of
health-care inflation?
Historians attribute it
primarily to an expan-
sion in the availability
of health insurance and
the willingness of in-
surers to pay bills. Re-

gardingthe former of the two, Wallace Wilson, Ph. D., Asso-
ciate Professor at the University of Illinois School of Public
Health, says, "In 1950, Blue Cross had virtually the entire
health-insurance market. But by the turn of the decade, they
retained only half of the market because private carriers like
Aetna and Prudential began offering competitive coverages.
They didn't so much take away from Blue Cross as did they
expand the amount of medical insurance being purchased."
Other factors contributing to higher health-care spending in-
cluded:the advent of new technologies; the beginning of an
inflationary period in the general economy; a successful
push to increase the number of medical schools, as well as
increase the number of graduates from each one; and an in-
fusion of foreign doctors into the United States. (The latter
two factors helped create overcapacity problems which
have not yet been dispelled.)
The Medicare Act of 1965 is widely regarded as the first in

a chain of events that rolled out the carpet for managed care.
A rudimentary cost-control device was created which
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INFLATION: HEALTH CARE VS. GENERAL ECONOMY
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set doctors' billing ceilings for Medicare patients equivalent
to the amount of money at the 80th percentile of the prior
year's physician charges for a particular category of medical
treatment. This enabled physicians to not only find out how
much their col leagues were charging, but by increasi ng their
billings to the maximum, they were assured of attaining
higher ceilingsfor medical services in each succeedingyear.
On sheer political momentum, it should be added, Medi-

caid, the state's equivalent, was passed without so much as a
hearing or review of cost estimates.

Almost spontaneously, health-care costs mounted. "Beginning
in 1966," noted Lynn E. Jensen, director of the American
Medical Association's Center for Health Services Research
and Development in an article published in 1978, "there were
relatively large increases in prices for medical care. In the
five-year period 1966-71, advances in medical care prices
averaged 7.3 % per year as opposed to 2.2 %for the preceding
five-year period. Undoubtedly, part of this increase was the
result of Medicare legislation ..." (from "Trends in Health
Care Costs and Prices," pub'd. in National Commission on
the Cost of Medical Care, 1976-77, by the AMA.)

LEGISLATION IN THE 1970s

In the following decade, the federal government passed new
legislation—or used the threat of it—to try to contain costs.
The first measure was contained in the Social Security Amend-
ments of 1972, which mandated Professional Standards Re-
view Organizations (PSROs). PSROs sought more effective
operation of hospital utilization review (UR) committees by

WALLACE WILSON on PSROs

"The longer a patient stayed,
the more money a hospital ~'~ `~
made. It was difficult ... "`"~

to countervail that." ~~~

using concurrent reviews of hospital admissions and treat-
mentinstead of retrospective reviews. The PSROs had a fatal
flaw, however. "They were composed of members who were
employees of the hospitals who found it difficultto really go
against the financial interest of the hospital. The longer a pa-
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--------- Health care cost inflation
General economy inflation

The inflation statistics used for the years
1964-84 were derived from the Statistical
Abstract of the United States, U.S. Depart-
ment ofCommerce, Bureau of the Census.
The 1985-87 statistics were derived from
Economics Indicators:'December 1987,
prepared by the Council of Economic
Advisors.

tient stayed, the more money a hospital made. It was difficult
for a UR committee to countervail that," says Dr. Wilson.

In 1983, PSROs were replaced by Professional Review
Organizations (PROs), a change made necessary by the in-
troduction of diagnostic related groups (DRGs) to the Medi-
care hospital reimbursement system. Unlike PSROs, PROs
were authorized to contract with private businesses and
health-insurance companies to do claims reviews.

Further legislative measures included:
• The Health Maintenance Organization Act of 1973. This
controversial law "legitimized" HMOs, according to Dr.
Wilson. The HMO Act superseded state "corporate practice
of medicine acts" which about half of the states had enacted
to prevent physicians from being salaried employees of
health-care corporations headed by nonmedical people.
Underthe new law, organizations meetingfederal qualifica-
tionswere exempt from the state acts, which were viewed as
prohibiting HMO growth for many years. HMOs, of course,
were the renegade alternative to traditional fee-for-service
indemnity plans, using preadmission criteria to control hos-
pital admissions.
• The National Health Planning and Resources Develop-
ment Act of 1974. This law induced states which had not
previously enacted a "certificate of need" law to do so.
These state laws required hospitals to obtain state-agency
approval prior to adding new beds, purchasing expensive
new technologies or adding a service. Approximately half of
the states had enacted a certificate of need law prior to 1974.
"Hospital administrators and staffs had long had a tendency
to make costly purchases such as for CAT scanners in order
to present a positive image to their peers and to retain medi-
calstaff," explains Dr. Wilson. "Hospitals virtuallydown the
street from each would both add, say, open-heart surgery
units, when there was only a need for one in the community."
The new federal law sought to counter overcapacity and

duplication by approving only those high-cost equipment
requests that were not already available at another facility.
From 1974-78, national health expenditures as a percen-

tage of GNP increased from 8. 7 % ro 8.8 % .
President Carter then threatened hospital price controls in

1979. "These proposed reforms had the effect of threatening
hospitals and their medical staff, who then turned to the fed-
eral government and said, 'You need not move to control
costs. We'I I do it on our own.' Thus was born the'Voluntary
Effort to hold down the annual rate of hospital expenditure
increases, which was effective for a few years, but lost most



of its effectiveness. By then, President Carter was out of office,"
recalls Dr. Wilson.

NEW STRATEGIES IN THE 1980s

The last eight years have been characterized by more private
initiatives and less legislation &regulation to try and shore
up health-care inflation. In its journal Employee Benefit
Practices, The International Foundation of Employee Benefit
Plans cites four phases having taken place in the past 10 years:
• cost shifting, in which employers arranged deductibles
and coinsurance arrangements with employees.
• political action, in which employers, trustfunds and other
purchasers of health care formed coalitions to pursuade
health-care providers to respond to rising costs.
• alternative delivery systems, which employers turned to
because fee-for-service providers had little incentive to limit
utilization.
• managed care, through which HMOs, PPOs, preadmis-
sion certification, UR, medical case management and other
mechanisms are used to control costs. (from "Medical Case
Management Services, "October 1987, Vol. 1, No. 1)

Dr. Wilson notes that the most notable cost-control meas-
ure of the 1980s has been the implementation of DRGs in
1983, which he calls "an injection of HMO into the hospital
system." DRGs classify illnesses and designate a reimburse-
mentceiling that Medicare will pay to hospitals on behalf of
covered patients. Private insurers are also turning to DRGs.

National Health expenditures increased 756 % between
1980 and 7984. As a percentage of GNP, they increased
from 9.4 % to 10.6 % .
The various components of managed care, including

medical case management, precertification, utilization re-
view, preferred-provider arrangements, second-opinion
programs and others are much more in vogue by work organi-
zations during this decade. Also, many employers have
elected to self-insure, thereby taking on the risk themselves
and avoiding state-mandated benefits in order to control
their health-insurance costs.

MANAGED CARE FOR CD/MH,CASES

Only recently has managed care cast its eye at CD/MH cases,
as many medical and insurance professionals feel that about
every last spare dollar has been wrung out of operations for
broken legs and slipped disks. According to some experts,
the "soft sciences" remain the last great area of exploration.

Employers are receptive to new means of service delivery,
having ingested statistics like these.
~ Expenditures for "worst case" substance-abuse problems
have increased about 70°/a since 1984, and the workplace
has bore 54% of the total cost for CD/MH problems (Sixth
Special Report to Congress, NIAAA, June 1987).
• The publication Benefits News Analysis (Vol. 9, No. 5) re-
ports, "benefits managers describe the company mental-health

bills runningas high as 15-20% of (health-care) planscosts."
In December 1984, 25 senior corporate managers, aca-

demic researchers and others met during the Pew Health
Policy conference at Boston University to compare data and
map out cost-containment solutions. "If there was an over-
ridingconclusion," the conference report stated, "itwas that
there is indeed a need for greater flexibility, expanded
coverage, more options and more care (for SA/MH cases),

UWE GUNNERSON on CD treatment

~' y.~~ "PPO arrangements are
~~~~ made almost exclusively
~..

over the phone ... [That] is
"~"~ `' ` ~; ~ ~ very disconcerting."

but that expansion will have to be titrated through a much
more effective system of administrative oversight, data man-
agement feedback and quality control ...the former with-
out the latter would be a prescription of unmitigated cost
escalation ..."
"Managed mental health care," the label given to this hybrid

approach, began to take hold around 1986. Its effectiveness
rests primarily on theability to negotiatefordiscounted PPO
arrangements, and pressure has been exerted on the treat-
mentcommunity to comply. According to Uwe Gunnerson,
president of Azure Acres Chemical Depenency Treatment
Center in Sebastopol, CA, "As a treatment center, we started
to need a certificate of admissions from managed-care or-
ganizations before we could actually admit somebody. In-
surance carriers wouldn't reimburse us unless we filed one
of these certificates,." he says.
A common criticism against managed-care firms is that

they tend to have tunnel vision, seeing only the importance
of cutting costs. The result, at times, has been a desensitiza-
tion about quality CD treatment. "With most managed-care
companies, PPO arrangements are made almost exclusively
over the phone. They tel I me that if we reduce our rates, they
will send us the referrals. The fact that they never seem to
come on-site is very disconcerting. Our experience with EAPs,
on the other hand, has been very good," Gunnerson adds.
Gunnerson reports receiving a large number of managed-

care referrals and fewer EAP referrals now. Managed-care
firms, he theorizes, have replaced the long-term interest of
the individual with short-term corporate profitability. And
without a reorientation toward long-term individual health,
he says, many managed care firms will ultimately fail.

Prognosticators are already looking ahead. Although fu-
ture turns in the health-care industry are fuzzy, most as-
suredly alot will depend on how managed care is able to
stabilize costs and how long benefits managers arewillingto
wait for it to happen. ❑

MAY 19£323 THE AI.MACAN 17



' I f r he EAPW rki n Pr sa o tA o 0g p~
R I i n M na Care S stemoe a a g y

by Robin Lightman, CSW, CAC, CEAP and Jacqueline Bloom Wagman, CSW, CAC, CEAP
Co-chairpersons, Benefits Subcommittee, ALMACA Insurance Committee

The contents of this article are consensus viewpoints of the Subcommittee and do not represent Board-approved ALMACA policy.
This working proposal is intended to be part of a continuing dialogue with ALMACA members on Managed Health Care issues.

he ALMACA
Benefits Sub-
committee
on Insurance

is comprised of New
York City and Hud-
son Valley (NY) AL-
MACANsinterested
in the treatment of
addictions from both
a cost and clinical
perspective. At the
onset of our activity
as a subcommittee,
we were asked by
ALMACA National's
Committee on In-
surance to derive a
model of the ideal
benefit package. ALMACA recognized the timeliness and
value of being able to recommend to outside factions a reason-
able benefit structure for chemical-dependency treatment.
The Subcommittee recognizes that EAPs are in a strong

position to become an integral part of a work organization's
benefit structure. Moreover, EAPs have the capacity to be a
strong cost-containment proponent in the health-care system
for mental-health and chemical-dependency cases, forwhich
the EAP can play a central role. In our monthly meetings, the
Subcommittee raised the question of whether EAP practi-

PAMEU KROMER
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tioners would "seize
the moment' and
proactively take
charge of this newly
emerging role.
The benefit design

described below
discusses what the
Subcommittee, by
consensus, regards
as the ideal cover-
age for chemical-
dependency treat-
ment and how an
EAP can be inte-
grated into the struo-
ture. Psychiatric and
medical complica-
tions are acknowl-

edged by the Subcommittee. However, suggestions for ade-
quate coverage are not included in this benefit design. This
matter has been deferred for future consideration.

PHILOSOPHY

The Subcommittee derived the benefit design from the follow-
ing philosophical premises.
• Various models exist which effectively treat addictive
illnesses. Benefit plans must be flexible in their coverage for



a variety of services, procedures and lengths of stay.
• Due to the nature of addictive i I Inesses, addicted employees
require assistance and guidance in making treatment
choices. Amanaged-care system must be in place to guide
workers and oversee quality treatment at reasonable costs.
• Addicted employees must be brought closer to the finan-
cial realities of treatment, perhaps through acost-sharing
system.
• Relapse is not considered a treatment failure, but rather a
phenomenon of the disease in the progressive recovery from
chemical dependency. A managed-care system should
monitor the care of achemically-dependent person who re-
lapses, insuring that the employee receives continued qual-
ity and appropriate. care.
• All benefit plans should include financial incentives as a
means of raising levels of awareness and preventing the
more costly, end-stage problems.
• The severity of addictive illnesses is determined by psy-
chological, sociological and physiological problems.

MANAGED CARE

Definition: Managed Health Care—The control of health-
care utilization, quality and claims usinga varietyofcurrent
cost-containment methods. The primary goal is to deliver
cost-effective health care without sacrificing qualityoraccess.
The Subcommittee agrees that a managed care system is a

necessary aspect of benefit design. Managed care should
offset a more flexible benefit package via preadmission
screening, ongoing review and determinations of reasona-
ble lengths of treatment. Amanaged-care system will also
insure that those suffering from chemical dependency seek
treatment consistent with the level of severity. Built-in finan-
cial incentives should be in place to insure that employees
utilize assistance such as EAP guidance in deciding treat-
mentchoices.

THE ROLE OF THE EAP

The Subcommittee believes that participation in a managed-
care system should become a more common EAP function.
This is a necessary outgrowth of EAP services in order to in-

EAPs can play a central role in the
health care system for mental-health
and chemical-dependency cases.

sure the future of the EAP as a profession and the provision of
quality services to employees.

Various treatment models exist which intervene with the
various types and phases of addictive illnesses. A core com-
ponent of all models is the heavy involvement of EAPs in
benefits coordination and as the gatekeeper to treatment.

Here are brief descriptions of the EAP functions in two
managed-care systems.

MODEL

This is for use with both internal and external EAPs. The EAP
has no direct control over payment, and consults with and
advises the insurance carrier. Once a worker enters the EAP
and a referral is provided, a consent form must be signed.
1) The EAP fulfills the assessment and gatekeeperfunctions.
2) The employee is educated about the benefit options and
financial incentives of EAP utilization. The education is pro-
vided by the company and EAP. The financial incentives
include:
~ reduced or waived copayments.
• higher benefit reimbursement payment.
• payment to provider directly from insurance carrier.
• no claim forms.
• approval for alternate providers which are not tradi-
tionallycovered by an insurance carrier, e.g. clinical social
workers.

3) The EAP develops a formal PPO arrangement with treat-;
ment facilities/programs.
4) The insurance carrier contracts with the approved facili-
ties as a PPO.
5) Treatment programs and facilities may also reroute self-
referred employees to the EAP to benefit from the aforemen-
tioned financial incentives.
6) The EAP sends a letter of precertification to the facility to
authorize treatment.
7) The facility submits the EAP precertification letter to the
insurance carrier with the bill.
8) Payment is made directly to the facility from the insur-
ance carrier.
9) The EAP monitors treatment/concurrent elinical case re-
view/discharge planning. Lines of communication. should
run between: the EAP and treatment provider; and the pro-
viderand insurance carrier, for which the provider will send
utilization-review materials to the carrier.
10) The EAP follows up with the worker to verify that the
services have been obtained and the procedures followed.
Also: the EAP follows up with the insurance carrier to ap-
prove treatment/payment or the EAP consults with the pro-
viderand insurance carrier on alternative treatment recom-
mendations, if necessary.

MODEL II

This was designed for an internal EAP which has direct con-
trol over the payment. The EAP has the authority, along with
the medical director, to stop paymentfor inappropriatecare.
In a sense, the EAP has authority over payment, much as is
the traditional function of an insurance carrier.
1) The EAP fulfi I Is the assessment and gatekeeper functions.
2) No employee is reimbursed for treatment without utiliz-
ingthe EAP service.
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Subcommittee Members
Special thanks are due to the Benefits Subcommittee
members who contributed to this report. They include:

Robin Lightman Laura Landau
The Washton Institute The New York Hotel Trades

Jacqueline Wagman Council and Hotel

NCA—EAP of Westchester Association of NYC
Health Center, Inc.

Miriam Aaron
New York State Vivian Lowell

Division of Alcoholism The Human Resource

Roseanne Ackerman
Group

Freeport Outpatient Clinic W~Iliam O'Brien

Nancy Bernstein
Texaco, Inc.

New York City District Richard Santiago

Council of Carpenters Mediplex

Elizabeth Greene Stephanie Smith

Division of Substance Office of Municipal and

Abuse Services Labor Relations

Maggie Jacobson Kathleen Sullivan

Brownlee Dolan Stein Health Benefits Research

William Kirtsos
Center

Westchester and Putnam
County EAP

3) The EAP develops a formal PPO arrangement with treat-
ment facilities/programs.
4) The EAP has complete access to insurance claims forem-
ployees requesting treatment. This information is used to
clarify the employee's medical history.
5) Treatment programs must contact the EAP in order to as-
sure coverage and to verify the worker's eligibility to use
benefits.
6) The EAP verifies the eligibility of the worker.
7) The EAP sends a letter of precertification to the facility to
authorize treatment.
8) The facility must submit information to the EAP regarding
the admitting symptoms, tentative diagnosis, treatment
plan, and the expected length of stay, prior to the third week
of treatment to insure continued reimbursement.
9) The EAP reviews all insurance claims and authorizes
payment through the work organization's insurance claims
office.
10) Payment is made directly to the treatment program via
the insurance claims office.
11) The EAP monitors treatmenbconcurrent review/dis-
charge planning. The provider sends UR materials to the
EAP.
12) The EAP follows up with the employee to verify that the
services have been obtained and the procedures followed.
NOTE: The EAP consults with the provider on alternative
treatment recommendations, if necessary.
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SERVICES COVERED

A health-insurance plan should include coverages for the
following services:
1) Detoxification. This is the alleviation of acute physical,
emotional or behavioral distress relating to an individual's
use of alcohol tir drugs. It may be either inpatient or out-
patient. (The Subcommittee feels that detox should be
covered as a general medical expense.)
2) Inpatient Care—Level I. This is intensive residential re-
habilitation in a hospital-based facility for those who have
psychiatric and medical complications.
3) Inpatient Care—Level II. This is residential rehabilitation
in a freestanding facility. There may be less-severe medical
psychiatric and social complications. The latter are due to
workplace factors.
4) Outpatient—Level I. This is intensive rehabilitation of 8-
20 hours of treatment per week.
5) Outpatient—Level II. This is nonintensive rehabilitation
of less than eight hours per week.
6) Aftercare/Continuing Care. Therapeutic support services
are usually individual- orgroup-therapy approaches which
assist the individual in maintaining the gains made in more
intensive treatment.
7) Halfway House-90 days/Nightcare. Residential non-
hospital supportive environment designed for an individual
while s/he is working.

NECESSARY COMPONENTS OF ALL TREATMENT

These include: •detoxification •individual counseling •
group counseling and psychoeducation ~ family counseling
and psychoeducation •involvement with self-help pro-
grams ~ liaison personnel to outside systems.

Treatment programs should be responsive to the worker's
needs and make appropriate referrals when the needs can-
not bemet byservices intheir particular program. Treatment
programs should be flexible with length-of-stay guidelines.
Patients should be screened for outpatient alternatives.

COSTS

The Subcommittee feels that costs realistically have to be
based on geographical regions. In areas where overall health-
care costs are higher, so too is the cost for the treatment of
addictions. We also feel that reimbursements in PPO arrange-
ments should be somewhat standardized, based on the geo-
graphic region. Treatment procedures or visits should be as-
signed an accepted unit value, to which a multiplier, based
on a region's cost of health care, would be factored in. (For
example, Region A, with aless-than-average cost for health
care, might have a factor of .96, while Region B, with a
higher-than-average cost, might have a factor of 1.04.) All
plans should have built-in financial incentives to be sure that
workers use the gatekeeper and support services, i.e. the EAP.



CONCLUSION

There is no question that the EAP profession is changing
rapidly. Without attaching any sort of positive or negative
label to it, we in the business of helping troubled workers
and their families must respond to these changes. The Sub-
committee considers the EAP to be an important factor in
accommodating these changes. We should welcome the
challenges which have arisen from efforts by the health-care
industry to enhance health while containing costs. EAPs
should be involved in establishing and managing costs for
chemical-dependency and mental-health treatment.
To further our efforts to gather information and educate

fellow ALMACANs, we ask al I EAP professionals to consider
the following questions:
1) How much do I know about benefits? Do I understand
my work organization's benefit structure? Do I know what
body in my work organization is responsible for establishing
the benefit structure and how its policies are developed?
2) Have I been making attempts within my own EAP to con-
tain the cost of treatment?

3) Realistically, are there any opportunities for myEAPtobe
involved in benefit design and administration? Ifnot, why? If
yes, then how might this be realistically handled?
4) What is happening to other EAPs in terms of insurance
change and managed care?
5) Would my EAP need additional training to provide a
managed-care function?
The Subcommittee knows of many EAPs already affected

by or involved in managed care. We ask that you write to us
describing your experience. Please include details about
how your EAP's involvement came about, how it is proceed-
ing, how your role as an EAP professional has changed or ex-
panded, and any predictions that you have about future de-
velopments. This information will be used confidentially to
educate other EAPs. Please contact:
• Robin Lightman, The Washton Institute, 4 Park Avenue,
New York, NY 10016; (212) 213-4900 or

• Jackie Wagman, NCA—EAP of Westchester, 175 Memorial
Highway, New Rochelle, NY 10801; (914) 683-4092. ❑

t ~

~s c~uc~a
Responsiveness to you r referrals,
our patients, means we expect
them to have different needs, and
to have arrived for treatment
under varied circumstances;
some with limited coverage. We
consider the whole picture and
try to provide the best treatment
humanly and professionally
possible.

To you, the EAP, special respon-
sivenessfrom the treatment staff
is crucial. Timely and relevant
communication from our
staff demonstrates our

appreciation ofthe natureofyour
case management role and its
responsibilities.

Our responsiveness also in-
cludes our attention to well
designed discharge planning,
and to the needs of EAP s for
alternatives to inpatient treat-
ment. The 421 Outpatient Alco-
holism Treatment Center is our
response to that need.

Alcoholism and Chemical
Dependency, Detoxification,
and Rehabilitative Programs

420 East 76th Street, NY, NY
10021 (212) 988-6205

The 421 Outpatient Treatment
Center, Outpatient Program
Alternatives for Alcohol De-
pendency Problems
421 East 75th Street, NY, NY
10021 (212) 222-3654

Breakthrough
at Gracie Square Hospital*

;1CAH Accredited
Licensed by the N.Y. State Division.of
Alcoholism, the N.Y. State Division of
Substance Abuse Services, and N.Y. State
Office of Mental Health
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Internal n E rn I EAPa xte a s
in th MMH Envir nm ne C o et

by Mary Bernstein, Chairperson, Program Managers Committee
and )ohn J. Dolan, Chairperson, Consultants Committee

nternal and ex-
ternal EAP per-
sonnel of all
types are talking

among themselves
more and more
about "managed
mental health care."
One of the most im-
portant matters being
debated is whether
the EAP belongs in
the managed-care
business—as a serv-
iceprovider or as an
active part of the
managed mental
health care (MMHC)
system. One can
argue the points from any number of different angles. Often
forgotten in these discussions is that EAPs originally began as
away of saving companies money through occupational al-
coholism programs (OAPs). This is where our article will
begin.
One of the major concerns when occupational alcoholism

programs started was getting alcoholism and, later, chemi-
cal dependency covered under company insurance-benefit
plans, On the whole, that undertaking over the last 10 to 15
years has been very successful. As OAPs changed to broad-
brush EAPs, companies and EAP personnel were concerned
with intervening"with workers and establishing the function
as a mainstream, legitimate workplace program. In the early

I'~MEIA KR()MI k
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70s, EAP consultants
also began to appear.
From this point on

until several years ago,
our field experienced a
tremendous growth in
size and scope of re-
sponsibilities. We were
always concerned with
keeping treatment cost-
effective for both the
company and worker,
but that was not our
number one priority.
EAPs, both internal and
external, spent a lot of
time and energy devel-
oping relationships
with human-resources

professionals withintheworkplace. Atthattime, bytheway,
employee-benefits people were not usually involved when
we were establishing EAPs. Our interaction with them was
primarily to expand mental-health and chemical-depen-
dency coverage so that our clients could access a variety of
treatment services. Often, EAPs had adversarial roles with
benefits personnel as we pushed for changes, that we felt
were crucial.
As we entered into the 1980s, third-party reimbursement

for chemical dependency was a battle that we' had won.
Concurrently, the treatment field had already come into its
own for mental health and chemical dependency (MH/CD).
Treatment services had greatly expanded, especially for various



forms of inpatient care.
As this was transpiring, the growth of HMOs began to

revolutionize the health-care delivery system. Unfortu-
nately, we found that many HMOs were not sensitive to our
clients' needs.

This period of growth was an exciting time for all of us, as
our field evolved into a profession. Many of us did not see
the dark thunderclouds in the mid-80s, however, as com-
panies became more concerned about health benefit claims
costs. The computer has also had a significant impact on
our field, as companies are now able to identify, without
breeching client confidentiality, what people's diagnoses
are, where they are going for treatment, and for how long.
And most importantly, they can break down the claims costs
in a timely manner.
At the beginning of this cost-containment era, strategies

such as DRGs began to slow down the growth of physical
health care costs. Most EAP functions, such as MH/CD case
referrals, on the other hand, were exempted from controls
such as precertification. MH/CD costs began to escalate rela-
tive to other medical expenses in a very active marketplace,
and came under closer scrutiny.

This set the stage for the entrance of what we now call
managed mental health care. The first major players in this
arena, for the most part, were not EAPs. Vendors selling pre-
certification and utilization-review services made the initial
entry. These vendors dealt almost exclusively with benefits
personnel within companies. Very often, the EAP was an after-
thought to both benefits personnel and vendors. All too
often, the EAP was perceived as increasing health-care costs
rather than as a program that helped contain costs, espe-
cially as it pertained to alcoholism and drug abuse. The net
effect was that many EAPs—internal and external—were
initially left out of the loop in developing early MH/CD cost-
containment strategies. This was one of the first effects that
EAPs experienced.
As the managed mental health care marketplace began to

grow, its vendors were not knocking on the EAP's door, but
were I fined up at of the company's benefits department. They
did not, attend ALMACA meetings or conferences. Most of
them had no real concept of what EAPs did, except that EAPs
were knowledgeable about alcoholism and drug abuse and

MARY BERNSTEIN ischairperson ofALMA- °~~
CA's Program Managers Committee. Pro-
fessionally, she is the manager of EAPs for
GTE, headquartered in Stamford, CT, where ~~~°~~~
she is involved in cost-containment activ-
ities. Mary implemented and directs the
corporate EAP and consults to GTE's in-
house and contractual EAPs on policy, de-
sign, implementation, maintenance and
evaluation.

utilized too many 28-day treatment programs. Furthermore,
they viewed EAPs as overutilizing all inpatient services.
Thus, we were pegged as a major contributor to spiraling
MH/CD costs.

Unfortunately, because of our adherence to confidential-
ity and lack of computer sophistication, we often could not
sort out which claims came through EAP utilization and
which did not.-The need to know how to do this is a lesson
that we are quickly learning. No longer are our traditional
soft data validating our claims ofcost-effectiveness.

CHALLENGES FOR THE EAP FIELD

Our efforts to correct our shortcomings in data collection has
resulted in major changes in our priorities. Both internal and
external EAPs need to understand that cost containment is
the driving factor behind the managed mental health care
system. The challenge for the EAP field is to demonstrate to
the health care benefits community, e.g. company benefits
personnel, consultants, insurance companies, etc., that we
have a vital role to play in containing health-care costs,
while we provide quality services. To achieve that goal, the
EAP must be part and parcel of the managed mental health
care approach. Moreover, we must be a willing and flexible
partner in the system and open to new ideas and ways. of
doing business.
There are a variety of roles that EAPs can play, functions

that we can best provide, and cost-containment strategies
that we can initiate within the managed mental health-care
system. Beginning at the end of this article, the basic parts of
the system, such as precertification, utilization review, med-
ical case management, etc., are defined. This "new lan-
guage" is one that we need to become familiar with and in-
corporate into our frame of reference. The EAP field should
not be timid about the contributions that it can make in de-
veloping an effective managed mental health service.

Lets look at the contributions that EAPs can make to this
new system that will result incost-effective, quality care.
• Employee education and prevention programs can help
employees resolve problems before they need to utilize the
health-care system.
• Employee awareness activities provide an opportunity for

JOHN J. DOLAN is the chairperson of AL-
MACA's Consultants Committee. Profes-
sionally, Jack is executive vice president of

#~ ._.. ` Brownlee Dolan &Stein Associates (BDS),
~'''` an employee assistance provider based in

New York City. Last year, BDS merged with
the California Wellness Plan, a national psy-
chiatric and chemical-dependency preferred
provider organization based in California,
to form a managed-care firm called Managed

~`'! Health Network, Inc.
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early intervention to resolve problems. When this occurs,
less-intensive care is needed, which results in lower costs.
• Management training offers a vehicle for identifying psy-
chological and chemical-dependency problems through
impaired job performance. This results in early intervention,
which can mean the difference between the utilization of in-
patientand outpatient benefits.
• The EAP is the ideal gatekeeper. Many cases can be re-
solved at this stage between the client and the EAP. When
this occurs, the worker does not need to utilize his or her
benefit plan. As a second gatekeeping function, the EAP
makes an individual, cost-effective and appropriate referral
based on an assessment. This avoids costly, inappropriate
uses of treatment resources.
• Internal and external EAPs have the expertise toconsultwith
the benefits people to help them design plans that are cost-effec-
tive and retain quality care for workers and their dependents.
~ EAPs are the most knowledgeable about the care givers in
identifying and screening for quality and cost-effectiveness.
In addition, EAPs are familiar with lower-cost, nontradi-
tional, alternative treatment resources in the community.
• Currently, managed-care systems derive their quality-as-
surance data from treatment resources. EAPs are experi-
enced in following up, not only with treatment resources,
but also with the employee in order to double-check the
quality of the care delivered and the progress made toward
problem resolution. When quality care is not given and
problems are not resolved, employees and dependents often
end up going through the "revolving door" which results in
higher claims costs.

THE STRUCTURE AND OPERATION OF EAPs

Managed mental health care does radically affect the struc-
tureand operation of EAPs. The areas of EAP practice that we
view as having the most impact are:
• access. This refers to how the employee seeks help.
• referral. This refers to who has the final say as to the level
of care required and individual/organization that provides it.
• case management. This refers to who has the responsibility
for approving, altering or denying ongoing care.
• communication. This refers to the lines of communication
between the EAP, managed mental health care providers
and treatment resources.

There are no easy solutions to these issues. Just as EAP
models vary from company to company, the solutions to
these issues are going to vary, too. The point in raising them
is that their impact on the EAP field is enormous.

Strategically, EAPs need to bethinking ahead and designing
strategies to deal with these potential problems. EAPs have
traditional ly been the care givers to employees and work or-
ganizations during times of organizational change and crisis.
Managed mental health care is causing organizational change
and crisis in our field, and we must now guide ourselves.
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As we make this transition, it is crucial that we also look at
the benefits of being part of a managed mental health care
system. EAPs have always been in the position of having to
justify our existence interms ofcost-effectiveness. As part of
the new system, we now have access to hard data which
dramatically demonstrates EAP cnst-effectiveness and our
ability to save hard dollars.
An enhanced,'ongoing working relationship with our

benefit departments puts us in a very important loop in our
human-resources organizations. This presents a golden op-
portunity to participate in benefit plan design and gain some
control over HMO issues. Managed mental health care can
be an avenue to widen the scope of EAPs and promote our
growth. It legitimizes the EAP function as an indispensible
part of the work organization. It also helps us—as a member
of the human-resources team—to develop a keener under-
standing of bottom-line concerns.
EAPs can create a new role for themselves as the people

who monitor and evaluate the quality of managed mental
health care services. We can also educate our new col-
leagues by raising their sensitivity to and expertise in alco-
holism and drug abuse.

THE LINK BETWEEN EMPLOYERS, PROVIDERS

Internal and external EAPs in a managed-care system con-
tinue to provide the necessary link between the employee,
his or her workplace, and the treatment provider. In this re-
spect, EAPs provide several unique functions. The managed
care vendors are not equipped to follow up with people in
recovery and monitor their job performances. They do not
perform the valuable supervisory-consultation function,
when an employee is having performance problems both
before and after treatment. Managed-care vendors are not
intimately familiar with the cultures of their client com-
panies, as are internal and external EAPs.
Compared to broadbrush EAPs, they operate in a much

narrower sphere. They are not equipped to deal with organi-
zational intervention and consultation that we do, either.
This is an important aspect of employee assistance program-
ming. Managed-care vendors do not casefind in the work-
place. They do not provide a vehicle for early interventions
based on job performance.

WHO IS PROVIDING WHICH SERVICES?

The managed mental health care marketplace is an active
one. During the last two years, the vendors of services have
rapidly begun to change. Part of the change has been driven
by managed-care companies experienced in dealing with
ongoing internal and external EAPs.

Currently, managed-care firms are beginning to offer EAP
services that they have developed for themselves, going into
joint ventures with external EAP providers, and are consulting



with and i n some cases tryi ng to acq u i re exi sti ng externa I EAPs.
Some internal EAPs are providing managed mental health

care services in-house, utilizing their own staffs, especially
for the chemical-dependency caseload. External EAP com-
panies (including Jack Dolan's firm) either already have or
are in the process of entering into managed mental health
care. There are, in fact, many different configurations
emerging. Some external EAP providers are expanding their
own staffs to perform these functions, while others are merg-
ingwith established managed-care companies.
The impact of these new configurations cannot be over-

looked by any segment of the EAP profession. It is very similar
to a regulated business going through deregulation. Organi-
zationallines which had been very clear have become hazy.
This period of change is expected to continue over the next
several years because of its market-driven nature.

In addition to the managed mental health care phenomenon,

All definitions attributed to Alexander &Alexander were
written by John J. Mahoney, M.D., and James T. Brous, of
A&A's Health Strategies Group for the "New Health Care
Language and Its Effect on EAP" workshop, held duringAL-
MACA's 1987 Annual Meeting.

A/I definitions atributed to Employee Benefit Plans were
published as a glossary of terms bearing that name; edited
by June M. Lehman, published by The International Foun-
dation of Employee Benefit Plans. The definitions are those
of the author.

COBRA
The Consolidated Omnibus Reconciliation Act of 1985. A
federal law affecting employers with 20 or more employ-
eeswho are obl igated to extend health-care benefits due to
a "qualified" event (such as termination) for up to 18
months per employee and, under other conditions, 36
months for dependents. Presently, the preliminary final
regulations of the Act indicate that short-term EAP counsel-
ingconstitutes a benefitthatmust be valued in terms ofdol-
lars and, furthermore, offered to qualified employees and/
or dependents. Simple assessment does not appear to be
included. (Alexander &Alexander)

Concurrent Review
The process by which hospital admissions for elective and
emergency treatment are certified for appropriateness
within ~4 hours after admission; and by which continued
stays are verified for medical necessity and level of care.
Discharge audits are performed on hospital bills to screen
for duplicate procedures and inappropriate services before
the bill is forwarded to the claimant. (Employee Benefit
Plans)

it is also important to acknowledge changes in the EAP in-
dustry. The growth ofthe external EAPs in the 1980s is one of
them, which has occurred due to three factors.
• The expansion of EAPs to medium and small businesses,
where it is more cost-effective to utilize an external vendor.
• Internal programs in large companies are vending out
some clinical services and concentrating on organizational
issues such as health promotion, stress management, and
child care.
• Many corporations are downsizing their employee work
force and contracting out for many service functions.

In many ways, this is a very exciting time for EAP practi-
tioners. Forsome, it is very threatening. We believethatonly
by internal and external EAPs worki ng together can we avoid
sandwiching our clients between quality-treatment and
cost-containment priorities and help companies return their
troubled employees to satisfactory productivity. ❑

Utilization Review
This is a means by which an insurance company or outside
vendor determines the appropriate use of an insurance
plan, positively or negatively. This method is often used to
determine plan improvements or restrictions or it may, in
some cases, totally eliminate certain features. (Alexander
&Alexander)

The process of reviewing the appropriateness and quality
of care provided to hospitalized patients. UR may occur
before (prospective), during (current) or after (retroactive)
the services are rendered. (Employee Benefit Plans)

Cost Containment
A combination of benefit incentives and disincentives, all
designed to minimize or eliminate extraneous health care
provider services; e.g. unnecessary surgery, excessive hos-
pital stays. (Alexander &Alexander)

Self-Funding or Self-Insured
This applies to an organization that completely under-
writes its risk of benefits and hires claim-processing serv-
ices—either through athird-party administrator or an in-
surance company (ASO)—or uses its own internal staff.
(Alexander &Alexander)
The insurance company or service plan collects no pre-
miumsand assumes no risk. In a sense, the employer is act-
ing as an insurance company—paying claims with the
money normally earmarked for premiums. Regardless of
the specific self-funding technique a firm chooses, it will
need to either buy its administrative services (ASO) outside
the company or develop them in-house. Hence, self-
funded arrangements are referenced as "ASO" or "self-ad-
ministered." (Employee Benefit Plans)
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Man ed Care:ag
Five S no sy ~~

EDITOR'S NOTE: When THEALMACAN set out to publish
an issue on the impact of managed health care on the EAP
field, it became readily apparent that there are a great many
adventurous explorers among our practitioners. To make a
loose analogy, many in our lot have not just waded into the
deeper, uncharted waters ...they have already begun swim-
ming in it!

In addition to the individuals who we either interviewed
or solicited for feature articles, many other people were
brought to our attention. Of them, we asked five respected
professionals for commentary on how their EAP operations
have been affected by managed health care. Here are their
responses.
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)ack Mahoney

~~ ,
' Vice President

'`~~ ~~ Alexander &Alexander Health
Strategies Group

~ Westport, CT

orporations have been hit with increases of 20% +
for medical benefits, and many are examining their
options. Corporate managers are frustrated with the

obvious failure of external cost-management programs such
as preadmission certification, second surgical opinions,
continued-stay r"eview and outpatient surgery. Some have
opted fo implement internal programs like EAPs, aimed at im-
proving health and reducing the need for expensive health care.
Not wishing to be stuck with unpopular programs, vendors

have pressed forward with the next medical cost-containment
product—managed health care. Benefit managers have ac-
cepted this approach as showing promise in containing
medical costs in general and, specifically, io redress the up-
surge in mental-health benefit costs.

While theoretically compatible, we have found that there
is great potential for conflict between EAPs and managed
health care. When faced with the prospect of managed mental
health, one iswell-advised to ask the benefits manager or pro-
posed vendor for their definition of "health care management."

In many cases, it is nothing more than a repackaging of the
old UR programs, which are essentially a form of regulating
access to and use of providers. EAPs are forced to channel
their cases through a UR administrator or to obtain permission
prior to facility admission. Major discrepencies involving
admission criteria and projected length of stay are inevitable.
Each case poses new problems for the EAP counselor and
will lead to negotiations with the UR administrator. In the
case of HMOs and PPOs, the client may not be able to ac-
cess the appropriate provider. Instead, the client is forced to
accept the provider who is part of the "system." Both the EAP
and the client lose in this mechanized and impersonal process.

In contrast, full managed care involves assessing patient
needs, determining treatment goals, directly providing care
or selecting appropriate providers and then monitoring
progress. This is more than a purely regulatory process. It is
not "new." This is the basic process involved in a provider-
client relationship. It is totally compatible with the goals of
the EAP professional. Should this latter condition exist, there
is great potential for synergy between the EAP and case man-
ager. Some EAPs, both internal and external models, have
expanded their scope to include case-management services.
They have successfully integrated their services with those
provided by external case-management vendors.
EAPs need not undergo major change. The casework

process must be formalized and case-handling criteria de-
veloped. Existing panels of providers used by the EAP may
be rechristened as preferred providers.
While managed mental health is a challenge to EAPs, it

need not be a threat. We have seen well-managed and or-
ganized EAPs successfully compete with managed-care
vendors and maintain their integrity. This process leads to
renewed corporate acceptance and support of the EAP.
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Program Manager, EAP ~ .~,''
Philadelphia Council AFL-CIO

Philadelphia, PA `` ~~:.

he Philadelphia Council AFL-CIO has for the past 10
years fostered a form of managed health care. Many of
you have been recipients of the Philadelphia Labor—

Blue Cross Report. This report is the most extensive of its
kind in the field and has the name "State of tl~e Art: Health
Care Management and Beyond."

Because of labor's commitment to excellence in health-
caredeliveryto its membership, and becauseofourrelation-
ahipwith Blue Cross of Greater Philadelphia, our program of
managed health care has been a grand success. Decreases in
hospital utilization for union subscribers have reached
25.8%, with asix-year low of 71.6 admissions per 1,000
subscribers. Inpatient-stay days dropped from 668.7 days
per thousand in 1980 to 478.7 i n 1985. At the same ti me, the
use ofshort-term procedure units increased by over 150% of
the 1980 level.

All of this was accomplished without denying or sacrific-
ingquality health care or medical treatment. Identification
of specific health-care issues led these two groups to many
new effective solutions for longstanding problems. The high
cost of treatment for alcohol and drug abuse was identified
and, as a result, "The Assistance Program" was established.
As afull-service, broadbrush community assistance pro-
gram, it provides counseling and aid before abuse creates a
major secondary medical problem, and refers clients to area
detoxification and rehabilitation centers, when appropriate.

This form of managed care has been significant, innova-
tiveand effective. Labor stands for that 100%.

Here are a few things that labor opposes: managed health
care and wellness programs that are designed to eliminate
insurance coverage for high-risk or recurring diseases, in-
juries or procedures; programs that use marketing tactics
such as free- or low-cost doctor visits for chi Idren and adults
as their only positive inducement; and managed health care
that stipulates specific levels of care by limiting admissions
and putting extremely low lifetime dollar amounts in their
contracts to cover alcohol and drug rehabilitations, certain
forms of cancer, diabetes, hypertension, coronary pulmo-
narydiseases and psychiatric disorders. Laborwill continue
to be united in our efforts to defeat the implementation of
programs that inundate our members with inordinate amounts
of red tape, charge exorbitant rates and provide little or no
service.

Is labor angry? Not really, but we are concerned. We do
not want to engage in adversarial relationships, if that pro-
cess can be eliminated. The Labor/BC report clearly indi-
cates that managed health care is necessary, inevitable and
should be accomplished immediately.
NOTE: Single copies of the Labor/BC report are available

by writingto: Thom Murgitroyde, CAC, CAEP, Director, The
Assistance Program, 1225 Vine St., Philadelphia, PA 19107.

i %yk:

David Levine

Vice President
Managed Care Systems
Human Affairs International
Murray, Utah

he "nervous and mental" portion of employers' health
benefits comprises a significant part of all medical ex-
penditures. This area of benefits has historically evaded

cost-containment efforts and most employers have been un-
able tomanage that portion of their benefits very wel I. Costs
for mental-hea#th and chemical-dependency treatment typi-
cally~ comprise 15-20% of total health-care costs and repre-
sentthe single most expensive category of claims. An organ-
ization's particular experience with MH/CD claims and
costs should guide its level of interest in this area.
Human Affairs International (HAI) has worked diligently

on strategies to reduce health-care problems and costs whi le
maintaining the human-resource values of our clients.
Through Otto Jones' leadership, we now offer the most pro-
gressive program available to manage mental-health serv-
ices and their costs. The HAI Managed Mental Health Pro-
gram consists of four primary components, which are:
• EAP/Gatekeeper—our program to access outpatient care
to avert hospitalizations and preauthorize inpatient care.
• Preferred Providers—resource specialists within the com-
munitywith whom we haveformal referral relationships and
discounted fees.
• Utilization Review/Case Management—the ongoing
monitoring of inpatient and outpatient care to assure a prob-
lem-focused, action-oriented and least-restrictive context
for treatment.
• Claim Administration—a specialized auditing and proc-
essing service for mental-health and chemical-dependency
treatment charges that assures coordination between service
provision and reimbursement.
What sets the HAI program apart from most psych-man-

agementstrategies isour emphasis on local and face-to-face
service—an orientation that best preserves quality while
containing costs. We have built upon our EAP foundation
and preferred referral relationships throughout the country.
Our experience to date shows that judicious management of
mental health care benefits can realize savings of 10% to
50% over traditional plans—while preserving the highest
quality of care.
The "managed mental health care" option is the most

aggressive action an organization can take in attempting to
better control health-care costs. It requires leadership and
cooperation from key staff. However, if approached with
human-resource values in mind, the program can effectuate
dramatic savings while insuring the optimal level of health
care for employees and their families.
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Debra L. Reynolds

Manager
Employee Assistance
Continental Airlines

Houston, TX

ohn Naisbitt wrote several years ago in Megatrends about
centralized institutions dying and rebuilding from the
bottom up. "Decentralization empowers you to tackle

problems and create change at the local level," which I con-
sider the basic premise of managed care. It allows for the
EAP to broker specific services for individual needs and pur-
poses. It brings mental-health services/benefits out of the
ivory corporate tower (centralization), empowering the EAP
manager and the employee to customize treatment plans
(decentralization). The organization retains control and
manages the benefit dollars instead of giving the employee,
who has little knowledge of MH issues and therapeutic re-
sources, ablank company check to spend on MH treatment.
We as employees have assigned corporations with some

of our most personal needs and responsibilities. Yet, even as
they have been assigned, we have not designated a mental-
health benefit structure which allows for flexibility or per-
sonalized decision making. The mental-health benefit sys-
tem is archaic in this country and, in fact, penalizes people
for having problems, e.g. a $10,000 lifetime maximum for
mental-health/chemical-dependency counseling. It oper-
ates under the illusion that a person can choose to be
schizophrenic or inhibit its occurrance, with the assumption
being that people would abuse the benefit of being hos-
pitalized in apsychiatric hospital. Contrastthiswith medical
plans that allow people two or three double bypass opera-
tions without penalty, even though a change in lifestyle
could have prevented further hospitalization. The sad part of
this whole process is the new game developed by the thera-
peuticcommunity tomarket the employee in order to access
the benefit dollars. For the most part, the employee is trust-
ing, vulnerable and naive when purchasing MH services
with the company benefit dollar.

Last, but by no means least, is the matter of EAP survivability.
Managed care brings a fresh perspective to the EAP. Histori-
cally, the integration of EAP services within an organization
has been a major struggle. We have written policies, plastered
posters and brochures all over the place, seen clients at all
times of the day and night, argued over confidentiality issues,
fought with wellness and drug testing, ad infinitum. We need
to start thinking of EAP as being an element of a total system
designed to work with troubled employees, organizational
problems, employee health and family members. I envision
a department which houses managed care, EAP, wellness
and peer assistance, with cross referrals and integration into
medical, employee relations, labor, organizational devel-
opment, management training, benefits (medical) and com-
munity resources. Managed care empowers the EAP to fully
develop and integrate its original mission of providing a
vehicle for assistance and early identification of alcoholism
in order to resolve personal issues before they become per-
formance problems.
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James Roth
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~~ x; President

` 'R `Ye Behavioral-Medical
'" "' Resources, Inc.

_ r" ̀ Tempe, AZ

Behavioral-Medical Resources, Inc. (BMR) provides
two primary services: EAPs and managed health care.
The name-makes it clear that we are a resource for the

resolution of behavioral-medical problems. BMR is wholly
owned by Jim Roth, M.Ed., CAC, CEAP, and Joe Patterson,
MA, CAC, CEAP, and is not a subsidiary of a parent organi-
zation or~the result of a merger.
Our EAP services consist of the standard array of activities

including needs assessment, program design, statement of
policy, procedures, supervisor training, program evalua-
tion, and soon. Client intervention consists of either assess-
ment &referral or short-term counseling (usually six sessions).
By comparison, our managed care services are considera-

bly more complex. We contract with prepaid group health
plans, i.e. HMOs and PPOs, to assume their responsibility
and financial liability for the provision of the mental-health
and chemical-dependency coverage that they are contracted
to provide for their enrolled members. This is a gatekeeping
arrangement by which an HMO-insured member must use our
resources. A PPO-insured member can use other providers,
but must typically pay more to do so.
The services to which the member is entitled may vary ac-

cording to the master group contract held by the person's
employer and the options that s/he has selected. BMR pro-
vides for comprehensive inpatient and outpatient services
involving chemical-dependency and mental-health episodes.
Hospital stays are preauthorized and concurrently reviewed,
and continuing treatment is authorized when appropriate.
Psychiatric nurses, counselors, psychologists and psychia-
trists are geographically dispersed, include both our em-
ployeesand contracted affiliates, and are available 24 hours
a day to both our EAP and HMO/PPO clients. However, EAP
clients are usually not referred to a contracted provider un-
less the EAP client corporation or EAP primary contractor
(when BMR is a subcontracted provider) have given prior
approval.

In review, for our EAP services, clients are referred to an
outside (non-BMR) provider or are provided short-term
counseling by our staff. For managed care services, clients
are provided with whatever is necessary according to the
terms of the person's HMO or PPO coverage. Considerably
more variables and risks are involved with managed care.
To do managed care, Joe and I have found our extensive

backgrounds to be to our advantage. We had to learn an en-
tirely new professional language involving insurance ter-
minologyand concepts. We have had to work with primary-
care physicians and their nurses, the various components of
the health plans, the hospitals (and their billing departments
when we deny payment of an unauthorized treatment
episode!), and we earn blue ribbons daily for championship
phone tag. It has also been an opportunity to help people ex-
perience less pain and more joy! ❑



THIS IS A PAID ADVERTISEMENT

Gorski and Bell Address EAP Need For
Occupational Relapse Prevention Planning

early thirty Employee Assis-
tance Professionals gathered to
hear Tammy Bell and Terence T.

Gorski, MA, CAC and president of The
CENAPS Corporation discuss the dy-
namics of Occupational Relapse Pre-
vention Planning. The seminar, hosted
by O'Connor Hospital at Campbell of-
fered EAP's an in-depth look at The
CENAPS Model for Relapse Prevention
and its implementation in private sector
business. The model, based on Gorski's
15 year clinical experience in dealing
with relapse-prone individuals, has
been adapted by Bel I for the work place,
in order to provide EAP's greater success
in dealing with chemically dependent
employees. O'Connor Hospital at
Campbell has embraced The CENAPS
Model. in its new EPILOGS"' Sobriety
Renewals"' program.

During the seminar, Gorski defined
the relapse syndrome and outlined the
post acute withdrawal (PAW) symptoms
which can be recognized internally by
the relapse-prone employee, and exter-
nally, by co-workers.

"First, the chemically dependent indi-
vidual experiences internal physical,
mental, sociological and spiritual
changes which are then externalized in
the symptoms of a "dry drunk." These
external symptoms are frustrating and
defeating, and can lead to loss of con-
trol. During this process, the employee is
capable of causing a tremendous
amount of damage on the job, including

Left to Right are:
Michael Harring-
ton, Administrative
Director, O'Connor
Hospital at
Campbell, Tamrray
Bell and Terence
Gorski of The
CENAPS Corp.,
and Glenda Voss,
Administrator,
O'Connor Hospital
at Campbell.

the spread of ill-will among co-workers.
In addition, his/her sense of persecution
may lead to lawsuits against the em-
ployer. In the final stages, these individ-
uals tend to cause incidents and acci-
dents,which put the physical well-being
of all employees at risk."

At O'Connor Hospital at Campbell's
EPILOG Sobriety Renewal program, re-
lapse-prone individuals are taught to
recognize their own warning signs—the
signs that act as early indicators of re-
lapse. By being aware of these 'warning
signs; and preparing an individual plan
for relapse prevention, individuals can
interrupt the relapse process well before
catastrophic damage occurs.

In both inpatient and outpatient set-
tings, these people retrace their per-
sonal relapse patterns and come to un-
derstand their individual recovery
needs. With the aid of the Employee
Assistance Professional as well as the
supervisor, relapse-prone individuals
also identify on-the-job relapse symp-
toms. In adetailed program for Occupa-
tional Relapse Prevention, the employee
recognizes his/her employer's expecta-
tionsand agrees to fol low set guidelines
in the case of future relapse episodes. In
this way, relapse-prone employees are
given the opportunity to maintain em-
ploymentand to recover from their dis-
ease.
Tammy Bell; specialist in Occupa-

tional Relapse Prevention for The
CENAPS Corporation, and an Employee
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Assistance Professional, herself, charac-
terized on-the-job relapse-prone indi-
viduals as having "high incident and ac-
cidentrates, high medical claims, among
the highest absenteeism rates, and low-
est morale. They were also singled out
as direct contributors to production
problems."

In her address to the group, Bell sum-
marized both the plight of the EAP and
management in treatment of relapse.
"First;' said Bell, "the relapse-prone indi-
vidual reduces the EAP's success rate—
they are difficult to treat, without an ef-
fective model .and treatment program.
Second, they diminish our credibility. As
they become engaged in the early
stages of relapse, they are certain to
spread negativity about us and our at-
tempts to provide aid wherever they go.
Third, they are a frustration to manage-
ment. Finally, their seeming inability to
recover directly impairs the relation-
ships we, as EAPs, have developed with
treatment providers.
"On the other hand;' said Bell, "em-

bracing the relapse model allows us to
reverse this dilemma. Through the kind
of treatment and education provided by
O'Connor Hospital at Campbell, we are
able to make the relapse-prone individ-
ual aware of his/her own PAW symp-
toms, and take direct, early action for
relief.

For more information on Occupa-
tional Relapse Prevention Planning,
EAP's are invited to contact the EPILOG
Sobriety Renewal program at O'Connor
Hospital at Campbell. Send inquiries to:

Dick Sutherland, CEAP
O'Connor Hospital at Campbell
1650 Winchester Boulevard
Campbell, CA 95008
(408) 866-9000

O'Connor Hospital at Campbell is a
division of O'Connor Health Services
Sponsored and Operated by the
Daughters of Charity of St. Vincent de
Paul. EPILOG and Sobriety Renewal are
Service Marks of O'Connor Health
Services.



ONE MEMBER'S
VIEW

The Cou rtsh i p of EAPs and Managed Care
by Lee Wenzel
Consultant
Managed Care Systems
Eden Prairie, MNRelationships between EAPs and

health-care plans often resemble
adolescent courtships. Some of

these relationships are distant in spite
of preoccupation. Some EAPs and
health plans are getting to know each
other, often in the safety of groups. It is
a time of discovering that others live
with radically different world views
and come from different "family sys-
tems." Some EAPs and health plans
have fairly quickly
formed intimate
unions; theirprog- ° ~~
eny remains to be
seen. Will the un-
ions have the ma- '~`
turity to nourish ~
and support that
progeny into effeo- c.
tive service-deliv-
ery systems? And b.,-~._~.. ..
like adolescent Lee Wenzel
courtships, rape and consequent dis-
regard for the other party are not un-
common. Are these rivals, partners or
only transitory contacts?
THE ALMACAN has asked me to

predict the outcome of this adolescent
courtship. To do so requires a great
deal of speculation. dust as adolescents
are busy sorting out their heritage and
trying new experiments, we can ob-
serve certain practices which we hope
will be short-lived and others which
will survive.

MANAGEMENT THEORY

Managed care can be put in the con-
text oftraditional management theories.

McGregor's Theory X management:
style is characterized by the foreman
inspecting for faults and managing by
fear of consequences. In Theory Y
management, the leader's focus is to
manage the vision, incentives and en-
vironment while having a greater trust
in people's innate motivation to per-
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form well. The extreme variations be-
tween capitated HMO plans and in-
demnity plans are not a result of bene-
fit schedules or moral characteristics
of providers, but are a result of the way
financial incentives are structured.
Dysfunctional systems place the pur-
chasing decision with the seller and
then certify, auditorpolicethosedeci-
sions. Utilization review is Theory X
management.

Effective EAPs, by contrast, exercise
Theory Y. Dual systems have been
created wherein the EAPs are responsi-
ble to make referrals while review or-
ganizations or capitated health plans
are designed to limit costs. This op-
positional system is inefficient, does
not assure quality, and places the al-
ready troubled client in the middle of
another conflict.
Managed care will not survive as

something separate from employee as-
sistance. Rather, it should be a feature
of a comprehensive EAP, as illustrated
in Chart 1.

Precertification, a common man-
aged-care feature, fails to distinguish
the difference between making a pur-
chasingdecision and approving or dis-
approving someone else's decision.
The supplicant controls the data upon
which decisions are made. A triangle
is established with the consumer and
provider in opposition to the gate-
keeper, whereas the triangle for the
purchasing decision should consist of

the consumer and payor as buyers
negotiating with the seller. As with
adolescents, one is seldom in control
when attempting to rule on permis-
sions ordenials for every decision.

Gatekeeping, which isalsoaTheory
X role, works only when people want
to go through the gate. In the insurance
paradigm, it is absurd to want to find
opportunities to pay claims (unless
profits are a percent of noncompetitive
premiums). Yet where denial is part of
what creates problems for people and
their employers, such as in chemical
dependency and domestic abuse, it is
important to set objectives and go
looking for people in trouble.

THIRD-PARTY RISK REPLACED

believe that the inherent conflicts of
interest in managed care will eventually
yield a more focused Theory Y mode
of service delivery.

Capitated plans with a fixed price for
"medically necessary" mental-health
and chemical-dependency services
will be replaced by plans in which the
employer or group buyer specifies the
total volume of various services. The
group buyer will require that actual
services be performed in returnfordol-
lars spent, and wi 11 want to specify the
type and amount of services which will
achieve corporate goals. As buyers be-
come concerned, not only with cost,
but also the quality and amount of

Chart 1
Features of a Comprehensive EAP

Managed Care (payment accountability)

EAP (assessment, rc~fen~al, follow-up,

employer services)

Telephone tielplinE

Information Service



services purchased, they will realize
that medical necessity is not a relevant
concept for determining appropriate
human services. Quality is conforming
to specifications. Medical necessity is too
vague a conceptto permit reliable criteria
and excludes many services which are
in the employers' self-interest.

would like to think that insuring
mental health through indemnity plans
is short-lived. One can insure against
catastrophic events such as fire, theft,
accidents or even appendectomies. In
mental health and chemical depen-
dency, the need for services is not pre-
cipitated by some extraneous, external
event over which one had no control
and for which the financial liability
can be objectively priced. Insurance
companies, if they choose to stay in-
volved, will move from insuring to
procuring or managingthe purchase of
services according to aggregate spec-
ifications and guidelines. Insurance
companies may also be involved in
creating various trusts for the manage-
ment of human services for small em-
ployers, and will be involved in pro-
viding stop-loss coverage (i.e. reinsur-
ance) for procurement programs man-
aged by professionals such as those in
EAPs.
As the paradigm moves from insur-

ance to procurement, the focus will
shift from not only cost, but also value
received. This emphasis on outcome
and performance should curtail the
preponderance of current designs
created and sold by people who have
very little understanding of the service-
del ivery system as it works (or does not
work) for consumers and providers.

Most current systems are based on
an "add it up" system offinancial man-
agement. Decisions are made in each
case based upon the benefit schedule
requirements and financial incentives
of those involved. While actuaries try
to predict that cost, the total bi I I for the
plan is open-ended and is the accumu-
lated result of each case.

In contrast, the working definition of
a manager is someone who is respon-

sikile for a budget. With the recognition
that the necessity of services is not
black and white, but rather a complex
managerial decision based on the ex-
pected outcome of services, budgets
will be given to the EAP or humari-
services managers for the purchase of
services. This will be a shift from the
"add it up" to the "divide it ouY' ap-
proach. This is very consistent with the
overall shift in corporate benefits of
moving from defined benefits to de-
fined contributions.

DIVERSITY OF SERVICES
AND PROVIDERS

Thanks in part to EAP leadership, cor-
porations are becoming increasingly
aware of work-family issues. The pur-
chase of psychiatric, chemical-depen-

dency and related human
services is only a small part of
the employer's cost for personal
problems. With this awareness will
come a desire to purchase a diversity
of services which enhance productiv-
ity and profitability. The "fix people
who are damaged" approach will be
replaced by a systems perspective
which can achieve integration of serv-
ices and workplace systems. Services
such as smoking-cessation programs,
stress management, marital and family
counseling, financial counseling,
career planning and domestic-abuse
services can all greatly benefit em-
ployees and employers. These services
will be more available and purchased
more frequently as companies move
from managing providers and PPOs to
managing the purchasing decisions.

EDG~HILL NEWPORT
200 Harrison Avenue
Newport, RI 02840

(401) 849-5700
("Doll Free) 1-8U0-252-6466

Detoxification
In-Patient Treatment
c)ut-Patient Treatment
Assessment, Evaluation
<~n~~l Referral

Family Program
Adolescent Treatment
ACOA Program
intervention Service
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There is a current illusion by buyers
who think that prudent purchasing con-
sists of negotiating a good price with
selected PPOs. Veteran purchasing
departments know that once one has
selected quality vendors, one still has
to manage what products are pur-
chased, and in what amounts. As the
purchasing is managed more by EAP
professionals who are close to the action
and see the benefits of matching spe-
cific clients with specific providers,
they will implement programs that
keep a diversity of options available.

NEW IDENTITIES

Very few of the complex and confus-
ing benefit-plan innovations have re-
sulted in purchasing systems that can
match the quality and efficiency of a
good EAP managing the purchase of
services. A good EAP counselor pro-
vides agood assessment, chooses a
quality and cost-effective provider
when a referral is needed, coordinates
with the needs of the workplace, and
stays in the situation until the best pos-
sible outcome is assured. When all of
this is done, adding responsibility to
write the check is a minor administra-
tive responsibility. Most EAPs have
been cost-conscious. They can also be
cost-accountable. Either EAPs will as-
sume financial responsibilities, or
health plans will move into providing
the workplace services of EAPs and,
ultimately, replace them.
EAP accountability for cost can take

many forms. A first step is for the EAP
to track the cost to the employer and to
the consumer for all referrals. This can
be compared to the analysis of the em-
ployer's total mental-health and chem-
ical-dependency utilization and costs.
Many EAPs have authority to make ex-
ceptions to benefit schedules or grant a
lower copayment or deductible if the
person has EAP sanction. (Without
specifications or budgets, these EAPs
may have enough freedom to get them-
selves in trouble.) Many EAPs have
spending accounts to supplement and
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divert payments from health plans.
Sometimes all outpatient services are
paid by the EAP and inpatient services
jointly managed by the EAP and medi-
cal advisor. Mental-health, chemical-
dependency and human services are
also becoming a separate benefit, just
as dental and vision care are usually
autonomous. Some HMOs and in-
demnity plans are welcoming this de-
velopment as achance to be rid of this
problematic benefit. Some are devel-
oping mental-health plans .with a
product scope encompassing more
services than were included in the
medical plan, and they are anxious to
sell a benefit for all employees in a
given work force.

CONCLUSION

To conclude with our initial analogy,
what should we expect of ourselves as

adolescents facing a new stage in the
life cycle? Adolescents often have a
healthy focus on values and identity.
We experiment and make mistakes.
We lean heavily on peers and are
available to help each other. ❑

DRGs
Diagnostic Related Groups.
Primarily originated by Medicare
and beginning to be adopted by
the insurance industry, this is a
method to reimburse providers of
services, primarily hospitals, with
a flat dollar amount for the in-
volved procedure. It is up to the
provider of services to make a
profit, break even or lose by such
reimbursement. (Alexander &
Alexander)

When a Primary Program
Is Needed...

Whcn Other Programs and Efforts
Have Failed...

Or when alcoholism, sedativism, cocaine or other drug addictions may be
associated with major psychiatric problems...consider inpatient treatment
at one of the country's leading university-based, psychiatric centers.

The New York Hospital
Cornell Medical Center

Westchester Division
Alcohol and Drug Treatment Service
Detoxification and Treatment Program

■Individual, Group and Family Therapy ■Aftercare Planning and
■ A.A., N.A., C.A. Meetings rollow-up
■Intensive Medical Care & rollow-up ■Activity Therapy
■ Blue Cross%Blue Shield Coverage ■Career Guidance
(in some cases) ■ Major Instrrance Coverage
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WHEN THE "MERRY-GO-ROUND"
ISN'T SO MERRY ANYMORE

For those who have gone round and round with
alcohol getting nowhere...for those who want to get
off drugs but can't...and for their families who've
been taken along on the ride...there's treatment and
recovery at Mediplex managed facilities.

Alcoholic or Addict. Adolescent or Adult. Male or
Female. Cocainist, Chronic Relapser or Recov-
ering Individual "in crisis." There's a Mediplex treat-
ment program clinically tailored to stop the cycle of
use and abuse and start a new life of hope and
healing, using the principles of AA, NA and Alanon.

And there's a choice of Mediplex Chemical
Dependence Treatment Facilities dedicated to that
purpose. All modern, attractive and located in tran-
quil rural settings. All thoroughly, competently
staffed. And all supported by an extensive aftercare
network designed to serve client needs throughout
transition and into that new way of life.

For those who are ready, there is an end to the
"merry-go-round of addiction." There is a begin-

Wing to the road of recovery. It can be found at
every Mediplex facility, every day. Call us any day,
any night, anytime.

Arms Acres Conifer Park
Carmel, NY 10512 Scotia, NY 12302
(914) 225-3400 (518) 399-6446

Cedar Ridge Mountain Wood
Shawnee, KS 66217 Charlottesville, VA 22905
(913) 631-1900 (804) 971-8245

Clear Pointe Spofford Hall
Lake Ozark, MO 65049 Spofford, NH 03462
(314)365-2117 (603)363-4545

~~~

Med~plex
The Mediplex Group, Inc.
Alcohol and Substance Abuse Division
15 Walnut Street, Wellesley, MA 021$1
(617) 446-6900



Treatment Cutbacks Le I Ramifications
Concern Labor

by Lee B. Vanderveld, CEAP

oday's commonplace convention of providing for
employee health insurance benefits would probably
not exist today without the persistence, vision and
courage of organized labor leaders of four and five

decades ago. Acknowledging the role of organized labor in
creating and enforcingthis institutionalized system ofempathy
and consideration for employees is extremely important, if
only because the factors motivating those early labor leaders
to conceive and fight for these benefits on behalf of their
memberships are still present in most of today's generation
of officials. Further, because human beings tend to predictably
join together when faced with a common problem and/or
adversary, and because the health and welfare of the mem-
bers of any self-recognized unit is naturally perceived as a
common problem, issues surrounding health-care benefits
become intensely related to what organized labor and unions
are all about. This human-issue focus is also characteristic of
most labor-oriented employee assistance professionals.

BENEFITS WON IN THE COURTS

While the Labor-Management Relations Act of 1947 (the
Taft-Hartley Act), in conjunction with the Wagner Act of
1935, clearly transformed labor-management approaches
to employee benefits, certain landmark cases were also im-
portant. Both the Inland Steel and W.W. Cross cases estab-
lished that employer-created pension and group health &
accident plans, respectively; were mandatory subjects of the
collective bargaining procedure. Organized labor leaders
subsequently demanded not only the creation and enhance-
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ment ofemployer-controlled plans, but also demanded and
won employer contributions to jointly trusteed labor-man-
agement employee benefit plans, also referred to as "Taft-
Hartley" funds. These jointly trusteed plans are called Taft-
Hartley funds because Section 302 of the Taft-Hartley Act
called for equal trustee participation by employers and
union officials in plans funded by employer contributions.
While Section 302 does not call for union participation in
the discharge of solely employer-administered benefit plans,
such plans clearly remained bargainable items. Each incre-
mental advance in benefit improvement, or increase in em-
ployercontribution was dearly negotiated and hard-fought,
often involving member strikes, with the concomitant eco-
nomic hardship to the working men and women involved.
And as union shops led the way, nonunion shops followed,
usually motivated by the pragmatic desire to "keep out the
union." One practical result of all this activity in the area of
noncash forms of compensation by union leaders is that today
it is highly unusual to see an individual with a cleft palate, a
club foot, or some other form of correctable physical de-
formity. The same could not be said 60 years ago.
So what does this historical perspective have to do with

the jargon-laden, alphabet-soup topic of "managed health
care"? The stimulus for the implementation of managed
health care is the ever-present concern about rising health
care costs (though often the more dramatic "spectre of spiral-
ing health care costs" language is substituted in discussions
of this topic). In its most acceptable form, managed health
care can be defined as "the control of health-care utiliza-
tions, quality and claims, using a variety of current cost-con-



tainment methods. The primary goal is to deliver cost-effec-
tive health care, without sacrificing quality. or access to
health care."
This is clearly a laudable goal. What managed health care

actually converts to, however is an interwoven goulash of
letters, including DRG, TPA, HMO, PPO, IPA, DUR, EPO,
and DUM (respectively, diagnostic related group, third party
administrator, health maintenance organization, preferred
provider organization, independent practice association,
drug utilization review, exclusive providerorganizationand
drug utilization management). The average union official
serving as atrustee on aTaft-Hartley joint benefit plan, or at-
tempting toanalyze anemployer-administered benefit plan,
might be tempted to throw up his hands in frustration, par-
ticularly if he doesn't have an M.B.A., with a specialty in
health care finance. This hypothetical official's primary
philosophical orientation is to provide the maximum benefit
to his/her membership, yet his status as a trustee also com-
pels afiduciary responsibil ity to the trusts solvency. Further,
unilateral employer impositions of health care cost contain-
mentmeasures on asolely employer-administered plan also
has the potential to reduce benefits in real terms, and would
have to be opposed under Department of Labor regulations
of conduct, if analysis indicated that they really did reduce
benefits. Atthe minimum, these cost-containment measures
are bargainable items.

In fact, it has already been ruled that "employers that vio-
late collective bargaining agreements by implementing
health care cost containment provisions without good-faith
bargaining must make employees whole for loss of benefits
sustained under the cost containment procedures." It was
further ruled that "it is difficult to accept the argument that
cost containment was an aspect of the insurance plan that
was not subject to bargaining. This is particularly true in
plans that impose a penalty of reduced benefits for failure to
comply with procedural steps." [Consumers Markets, Inc.
and Teamsters Local Union No. 245 (FMCS Case No. 86K/
21927, Feb. 12, 1987) (BNA Pension Reporter, Volume 14,
page 619, 5/11/87).]

LEE B. VANDERVELD, CEAP, is the program
administrator for Bay Area TARP (the Team-
sters' Joint Council No. 7 Chemical Depen- ~~
dency and Alcoholism Recovery Program), ~_ ~ ;-+
which is based in Oakland, CA. Lee received ~"
his BS in biochemistry from Stamford Uni- ....,.,.
versity and he has completed medical school
coursework from the same institution. He
has been a National Science Foundation Re-
search Fellow at Stanford in hormone phys-
iology and a CalBiochem Research Fellow
at the California Institute of Technology in the field of neurogenetics.
He has also worked as an institutional stockbroker for Paine Web-
ber, Mitchell Hutchins, specializing in fixed income securities.

CONVENTIONAL COST CONTAINMENT

Conventional cost containment measures are generally
categorized in one of four ways:

• Prior Review. This type of measure usually involves some
type of preauthorization by the payor (Taft-Hartley fund and/
or insurance company) or the payor's agent before the plan
participant is eligible for settlement of his medical claims.
Mandatory second opinions, preadmission examinations
and general "gatekeeper" functions can be included in
th i s category.

" ...the factors motivating early labor
leaders to conceive and fight for

(worker health benefifis) on behalf of
members are still present in today's

generation of officials."

• Special Provider Contracts. Special agreements can be
arranged with providers of health-care services, either indi-
vidually or in preexisting network forms. Health mainte-
nance organizations (either network- or staff-based), inde-
pendent practice associations, pharmacy services, adminis-
trative organizations, and preferred provider organizations
are examples that fall here.

~ Concurrent Parallel Monitoring. Continuously updated
discharge plans, continual certification by medical, person-
nel of the need for continued care and justification of testing
and treatment procedures fall in this category.

• Post-Treatment Reviews. Included here would bestatisti-
cal reviews of service utilizations, billing examinations and
independent medical reviews of claims made.

All of the above cost-containment methodologies seem to
be reasonable and logical on first examination. And they
might very well be, at least when dealing with somatic con-
ditions, with no psychological components. However, ac-
cording to a National Opinion Panel survey (NOP 87-1)
conducted by the International Foundation of Employee
Benefit Plans, many ofthe multiemployer health and welfare
funds surveyed are nevertheless concerned about all cost-
containment efforts. Three-quarters of the respondents
worry about quality of care and the liability associated with
cost containment. Survey respondents are also ,concerned
about interference in the collective bargaining process and
the loss of control over plan design.

LIABILITY FOR COST-CONTAINMENT FLAWS

This caution about procedures associated with managed
health care appears to be well-founded. While few deci-
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sions regarding cost-containment methodologies have been
handed down as of this date (remember, these practices
have been extant for only four or five years at the most, and
most courts have significant backlogs, with decisions on

California Court: " ...third party
payors of health care services can be

held legally accountable when
medically inappropriate decisions
result from defects in the design or
implementation of cost containment

mechanisms."

new programs often taking several years), the earliest deci-
sion on liability for cost-containment programs has already
been handed down by the California District Court of Ap-
pealsfor the Second District. This decision on July 30, 1986
reversed the jury's damage award of $500,000.00 in the
case of Wickline v. California, 228 Cal. Rptr. 661 (Cal. App.
1986). While the award in this case, involving a suit against
the State of California for the state's negligence in the design
and administration of the Medi-Cal plan, was reversed on
largely procedural and circumstantial grounds, the court
nevertheless spelled out a clear warning to health-care
payors: " ...Third party payors of health care services can
be held legally accountable when medically inappropriate
decisions result from defects in the design or implementa-
tion of cost containment mechanisms. As, for example,
when appeals made on a patient's behalf for medical or hos-
pital care are arbitrarily ignored or unreasonably disre-
garded or overridden ... "The court said further, "While we
recognize, realistically, that cost consciousnesshas become
a permanent feature of the health care system, it is essential
that cost limitation programs not be permitted to corrupt
medical judgement."
Clearly, the Taft-Hartley fund trustee is between a rock

and a hard place. As a fiduciary, he must concern himself
with the fiscal solvency of the benefit plan, but overeager
subscription to the cost-containment programs characteris-
tic of managed health care enterprises might very well get
the plan, and him, on the losing end of a major judgement.
He must concern himself not just with the experience and
capabilities of the managed health care staff, both profes-
sionaland administrative, he mustalso concern himselfwith
the fiscal responsibility of that organization, whether adequate
liability insuranceexists, whether adequate indemnification
is possible, etc. etc., etc.
When thediagnosis isalcoholism and/orchemical depen-

dency, the issue becomes even more convoluted. The spe-
cial nature of the disease of alcohol ism and/or chemical de-
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pendency, the unique relationship of the employee assist-
ante professional to the client, and the critical and neces-
sary bond of the client to the treatment process might seem
to preclude the intrusion of the apparatus of managed health
care into an already precarious therapeutic rapport. Remember
what we're trying to accomplish with freatment for alco-
holism and/or chemical dependency! The very treatment
process for this disease is acost-containment measure, in
and of itself, since untreated alcoholics and addicts tend to
be very expensive people to have on the payroll or enrolled
in benefit plans. Breaking through denial systems surround-
ingalcoholics and addicts is such a major, and difficult, part
of the treatment process that the concept of frivolous presen-
tationsfor treatment is patently absurd:

Further, there is no managed health care system that is in a
position to implementthe singularly importantemployee as-
sistance professional function of the identification of the al-
coholic and/or chemically dependent employee. Getting
this employee to accept the treatment necessary to recover
from dependency is one major way the employee assistance
professional justifies his salary, and this dual EAP role of
"benefit' and "cost containment measure" is a dimension
that managed health care providers will never be able to
duplicate. That the EAP often provides more effective con-
current monitoring of treatment progress is an added plus.

COMPROMISING THE TREATMENT CYCLE

Finally, because most employee assistance professionals
have long since established at least some kind of provider
network, with some concomitant rate reductions inherent in
this type of construction, it seems clear that the only way
managed health care systems can justify their fees through
"cost containment' is by somehow compromising the treat-
ment cycle, probably through truncation. While it might
seem valid to question the rationale of a 28-day inpatient
cycle, it is equally valid to preserve something that seems to
work. Given the potential liabilities to benefit trustees, it
seems appropriate to point out that "If it ain't broke, don't fix
it." The returns generated by tampering with the treatment
process are extremely minor in terms of cost savings, espe-
ciallycompared to the major returns characteristic of initiat-
ing treatment. Going back to basics might be a useful exer-
cise for all of us. ❑

Medical Case Management
A method whereby significant health-care losses are
minimized through a team of specialists, usually involving
the insurance company, that places the affected individual
in the lowest-cost/highest-quality-of-care treatment set-
ting. (Alexander &Alexander)
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hat are the current areas
of expansion in the man-
aged health care field?
What is its orientation to

containing costs? How does this trans-
itoryindustry view the EAP field?
These are some of the shady areas of

managed health care that THE ALMA-
CAN recently sought answers to. We
turned to Intracorp, a nationwide utili-
zation review company, which is based
in Wayne, PA. Intracorp, by the way, re-
cently created a PPO affiliate, called
Intracorp Preferred Care.
Among the programs that Intracorp

offers to employers are these:
Medical Review Services.
The components include:
• preadmission certification.
• continued stay review.
• concurrent utilization review.
• discharge planning.
• Medline—medical information

service.
• second surgical opinion.
• Intracorp Preferred Care.
• mental-health/substance-abuse

review.
• utilization analysis.
Medical Case Management. Intracorp
uses regional teams of specialty regis-
tered nurses who serve as medical
case managers in its 120 offices.
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THEALMACAN
Talks With

Intracor Aboutp
Its IVlana ed Careg

Of particular interest to EAP profes-
sionals, in 1985 Intracorp and the
American Psychiatric Association
(APA) developed criteria for certifying
inpatient and outpatient mental-health
and substance-abuse care. Under those
guidelines, when a MH/CD case arises,
a mental-health review specialist as-
sesses the appropriateness of various
treatment modalities against the Intra-
corp/APA proprietary criteria. Prob-
lematic treatment plans are referred to
a professional advisor, who may rec-
ommend treatment alternatives.

Editor Rudy Yandrick recently met
with Intracorp's Donald Wilson, Na-
tional Director of PPO Development,
and Jacqueline Mazoway, Product
Manager, Medical Case Management.
Their interview follows.

PPOs, INSURERS

ALMACAN: What events brought
about the managed-care industry?

WILSON: Escalating medical costs
and cost shifting were obviously key
factors. Staff-model HMOs were started.
That, in turn, evolved into the group-
model HMO, then the independent
physicians association HMO, and fi-
nallythe PPO. There was also the intro-
duction of preadmission certification
in the early 1980s. Now the demand is
for provider discounts. And there are
already predictions about what will
come next.

Products
ALMACAN: What kinds of PPO ar-
rangements have been made by Intra-
corp Preferred Care?

WILSON: Our thrust has been to secure
PPO arrangements with acute-care
hospitals and the physicians represent-
ingthe full range of medical specialties.
By the end of 1988 we will have PPO
arrangements in about 25 areas. We
will be looking closer at contracting
with specialized PPOs. Among them
are psychiatric and chemical-depen-
dency centers. We are being ap-
proached now by some PPO networks
who would like to be a part of our re-
ferral mechanism.

ALMACAN: What provisions are made
for a chemically dependent person
who requires a specialized form of
treatment not available through your
regular PPO network?

WILSON: Under preadmission certifi-
cation, it would not be the responsibil-
ity of Intracorp to make that exception
to the rule. The information would be-
come known to the payor of the claim.
The circumstances would depend on
the provisions of the policy and the
leeway which is allowed to make ex-
ceptions to the regular reimbursement
mechanism.

If the case were referred for Medical
Case Management, we would recom-
mend the most appropriate alternative
to the payor.

ALMACAN: How much interface do
you have with an employer's insurance
company?

WILSON: In many cases, the insurance
company is our customer. The carrier
decides, for instance, that it wants to
make autilization-review product avail-



able to its customers. The carrier's
sales people then Berl our product as a
component of their program to em-
ployers. Intracorp services are quoted
as part of their proposals and they will
encourage their existing customers to

purchase the service.
In other cases, we market our services

directly toemployers—mainly to those
who are self-insured. Then the employer
becomes our customer directly.
The third scenario is when we sell

our service to a third-
party administrator
(TPA). The TPA makes
our services available
to their customers.

THE ALMACAN visited with Jacqueline Mazoway and Donald
Wilson at Intracorp's suburban Philadelphia headquarters on
March 25.

ALMACAN: Are there
any other ways in
which managed care
is available?

WILSON: There are
many angles to it.
Some carriers are
forming their own
PPOs. Employers in
some cases are con-
tracting directly with
PPOs. Through Intra-
corp, the PPO be-
comes available to
employers in con-
junction with our
Medical Review Serv-
ices. We see it as an
integral part of the
total managed-care
product. Our cus-
tomers are telling us
now that they want
managed care.

ALMACAN: Does
Intracorp offer both
"bundled" and "un-
bundled" products?

WILSON: The only
two that are bundled
are Intracorp Preferred
Care—the PPO com-
ponent—and the util-
ization-review com-
ponent. We do offer
UR without the PPO,
but not the PPO with-
outUR. Providerdis-
counts can be mean-
ingless without tight

utilization controls. All other services
are totally unbundled and priced as in-
dividual components.

ALMACAN: When you make PPO
agreements, do you work with a PPO
network, per se, or with individual
hospitals or treatment centers?

WILSON: Our frame of reference is
the geographic region. We work pri-
marilywith provider networkswithin a
specific area where a PPO is needed.

ALMACAN: In what parts of the coun-
try are PPO arrangements most com-
mon? Least common?

WILSON: Generally PPOs are most
common in the west, south and south-
east; however, they are growing quickly
in the northeast and midwest. Specif-
ically, they are most common in Cali-
fornia, Florida, Ohio, Pennsylvania,
Colorado, Arizona, Texas, Georgia,
Washington and Illinois.
They are least common in less popu-

lated areas such as Maine, Idaho, the
Dakotas, Montana, New Hampshire
and Vermont.

ALMACAN: Do PPO providers ap-
proach you about arrangements, or do
you approach them?

MAZOWAY: At first, we were ap-
proaching them. However, now that
the word is out that we are adding a
PPO component, some are approach-
ing us. Some are interested in making
our UR service available to all of their
customers, since sophisticated em-
ployers realize the importance of UR
services being totally independent of
the PPO, especially if the PPO is pro-
vider-sponsored.

ALMACAN: In evaluating a chemical-
dependency treatment unit, what
criteria do you use?

MAZOWAY: There are several areas
to evaluate. A few of these include
staffing and the ratio of staff to patients.
Does the facility have a psychologist,
psychiatrist, and a medical social
worker? This is important if the patient
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is in need of medical treatment as well
as counseling. We also look at what
therapies are in place. Does the pro-
viderhave recreational therapy, for in-
stance? Does it have educational facil-
ities? Does it treat adolescents as well
as adults? What provisions are made
for aftercare?

Are charges made separately or in-
cluded in the per-diem rate? Do they
work with the state? This is important
particularly in the case of children.
State laws vary regarding when the
state becomes responsible for caring
for a child. So we look at a variety of
aspects, depending on the diagnosis
and patient needs.

ALMACAN: What discount arrange-
ments do you negotiate with a typical
CD treatment provider?

MAZOWAY: Quality of care is the first
consideration. On the average, con-
sidering all treatments, discounts can
range between 10 to 25%. To ensure
our margin of savings, we are always
on the watch for additional charges
that occur, depending on the type of
individualized care. When the sur-
charges for additional therapies are
added up, discounts can be wiped out.
This makes it more complicated when
evaluating the cost effectiveness of a
faci I ity.

MH/SA BENEFITS

ALMACAN: Through your Medical
Case Management (MCM) services,
are mental-health and substance-
abuse benefits "carved out" from other
benefits?

MAZOWAY: Not really. Substance-
abuse and mental-disorder cases are
flagged within the precertification sys-
tem. All of our utilization reviews for
mental-health/substance-abuse admis-
sions are performed by the American
Psychiatric Association for the inpatient
cases.
What happens is that the APA, based

on the criteria that we jointly devel-
oped, identifies those cases which are
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potential high-dollar claims. (Not every
admission is a potential high-dollar
claim.) Those that fall under the "high
risk" category are identified by the APA
and referred back to MCM for further
screening.

These types of cases, such as adoles-
cent conduct disorder, come under
MCM purview. If a child has been at
an acute-care center for three to four
months, that may not be the most ap-
propriate place for him. Maybe a resi-
dential treatment center would be more
appropriate. The child may not have
been moved to a residential treatment
center due to insurance plan policy
limits which frequently cover acute-
care only. MCM's specialized mental
health professionals work with the
physician, the patient and the family,
along with the insurance company, to
identify an alternative plan that would
provide the best care, but also in the
most cost-effective way. If a recom-
mendation is made by the MCM coor-
dinatorwhich is not covered under the
existing health insurance plan, the
payor must decide if they are wil ling to
make an exception to the plan. If they
agree, the MCM coordinatorwill work
with' the physician to implement the
plan. If the payor is not willing to go
outside of the plan and cover a tradi-
tionally non-covered service, the
MCM coordinator will work with the
physician to identify services which
may be more cost-effective and wi I I be
covered by the traditional policy.

CONTACT WITH EAPs

ALMACAN: Do you have much contact
with the EAPs of some of your customers?

MAZOWAY: It really depends on the
EAP of the company that we are deal-
ingwith. Most of the EAPs of employers
we have contracted with are only
managing substance-abuse cases.
They do not get involved in any of the
mental disorders. If we are doing case
management, once the patient has
stabilized after a referral, we tend to
refer him back to the EAP so it can re-

"Current estimates are
that by 1991, 40% of

the population will have
access to a PPO."

sume with follow-up if the EAP was in-
volved prior to MCM involvement.

It is rare that the EAP and Intracorp
do not agree on a treatment referral for
a patient. The EAP identifies the pa-
tient, makes the referral to MCM and,
if the patient accepts the MCM pro-
gram, the EAP and Intracorp jointly
agree upon a treatment facility.

In working with an EAP, an impor-
tant consideration is that it is typically
centrally located. The client may work
500 miles away from corporate head-
quarters, where the EAP is located,
and a counselor may not be close by.
We are often asked to interact with the
patient to help move him into treatment.
One of the inadequacies of many

EAPs is that they identify a patient and
refer them for treatment, but have no-
body on the outside to assure their
entry into treatment and to establish an
aftercare program. These patients can
fall through the cracks. Amanaged-care
organization can take on these tasks to
help decrease the rate of recidivism.

ALMACAN: In what ways are EAPs
most beneficial?

MAZOWAY: EAPs help employers a
great deal by working with them to
identify people needing treatment. EAPs
can help to make a flexible schedule
for a person receiving outpatient treat-
ment.

After treatment, a worker may be
wel I enough to return to work but may
need day care for a shift that starts at 4
p.m. and ends at midnight. The EAP
can work with the employer to accom-
modate the needs of the employees.

ALMACAN: Without an EAP, how do
you identify addictive-disease cases
whose problems are rooted in denial?



MAZOWAY: If you have a preadmis-
sion certification program in place, you
are going to identify those patients
with repeated hospitalisations. Those
hospitalizations could be for ulcers,
liver dysfunction and the like. This
would be picked up in the UR process.

If you don't have UR, you have to
rely on the claims operation or your
personnel people.

ALMACAN: Do you contract with
unions?

MAZOWAY: On the MCM side, we
work directly with some unions. That
arrangement works like this: employ-
ees pay a portion of the premium to
their employers; employers take that
plus pay their portion; this money gets
funneled into the claims section of the
union; the union administers the bene-
fits and funds it back.

FINAL COMMENTS

ALMACAI~1: Do you have any new
products on the horizon?

WILSON: An outpatient psychiatric
review program will be launched in
the very near future. We are also intro-
ducing an outpatient medical surgical
review program, with major shifts to
outpatient from inpatient treatment.
There is a need here for UR controls.

ALMACAN: Do you have any final
comments on managed health care?

WILSON: IYs going to be the wave of
the future, in ouropinion. Currentesti-
mates are that by 1991, 40% of the
population will have access to a PPO.
Another 25% will be involved in man-
aged fee-for-service health care. This
is a basic indemnity coverage with UR
controls. There wil I be about 5% of the
market remaining in the traditional
fee-for-service arena, with no con-
trols. The remainder will be in either a
staff- or IPA-model HMO.
So iYs definitely coming.. In some

parts of the country, like California,
which has over 100 of the country's
700-plus PPOs, preferred providers
have totally inundated the market.
California's experience is expanding
to other parts of the country. ❑

Precertification
An administrative procedure
whereby a health provider sub-
mits atreatment plan to a third
party before treatment is initiated.
The third party usual ly reviews the
treatment plan, indicating one or
more of the following: patient's
eligibility, guarantee of eligibility
time, covered service amounts
payable, application of appropri-
ate deductibles, copayment fac-
tors and maximums. (Employee
Benefit Plans)

■

We work with teens experimenting with drugs and alcohol; also with
teens immediately upon completion of residential treatment programs.
Effective 2 l day survival program in Idaho wilderness. Departs weekly
year around. Boys &girls, 13-1s yrs. 7 maximum in group. References
available. School credit most cases. Experience Mother Nature's
consequences and learn life sustaining skills. Impacts low self esteem,
immaturity and brings most teenagers out of their fantasy world back to
reality. Year round boarding school available. Ask for free brochure and
related information. Since 1981.

S.U.W.S. Inc. Wilderness Program
206/881-7173, P.O. Box 171, Redmond, WA 98073.

,halm_ is a nonprofit corporation
who's main activity is sponsor-
ing workshops on the issues of
chemical dependency at the
workplace.

.~a(m_ is not a membership or-
ganization. Participants include
representatives from labor,
management and the health
care field. Each chapter is ad-
ministered by representatives
from the local community un-
der the supervision of the na-
tional PALM Board of Directors.

.~alyr~ workshops are designed
to provide practical informa-
tion, not theory. They offer ac-
tual application of techniques
that have proven effective in
dealing with chemical depend-
ency at the workplace.

~aLv~ workshops are held
monthly at locations through-
outthe country. For information
about your nearest chapter,
please call or write to our na-
tional office.

PROBLEMS OF ALCOHOLISM
IN LABOR AND
MANAGEMENT, INC.
DBA: PALM
2130 West Ninth Street
Room 103
Los Angeles, CA 90006
Telephone (213) 738-PALM

Joy W. Ellis, Executive Director
Douglas K. Maguire, President

MAY 19IIII THE ALMACAN 41



ALMACA & EAP
INFOTRACKS

NY Hospital EAPs Survey Published
Do hospitals commonly provide

EAP services for their employ-
ees? According to a recent sur-

vey in New York State, they do.
The Hospital Educational and Re-

search Fund (HERE), an affiliate of the
Hospital Association of New York
State, published the final report of its
"1987 EAP Survey of New York State
Hospitals and Long-Term Care Facili-
ties" in January 1988. Responses were
due by September 18, 1987. The Sur-
vey was underwritten by a grant from
the New York State Division of Alco-
holism &Alcohol abuse.
The purpose of the survey was to de-

scribe the number and kinds of EAPs
and related services currently offered
at acute-care hospitals (ACs) and
long-term care facilities (LTCs) in New
York State. In general terms, HERE de-
fines an EAP as "acost-effective, confi-
dential, early intervention system de-
signed to help employees with problems
that interfere with their ability to func-
tion on the job."

Questionnaires were mailed to
health-care facilities on HERF's mail-
ing list. Three-hundred and five re-
sponses were analyzed. Of those, 110
were ACs, 152 were LTCs and 43 were
both. Forty-five percent of the ACs,

~ f,`'rt zPercentage of Employee Unionization
Vllithin Facility/EAP Category

Type of Facility

AC LTC AC/LTC ALL

Employees Unionized

EAP None 53.1'%, 36.0% 4"1.2'% 46.2%
Less Than Half 18.4 0.0 11.8 12.1
More Than Half 24.5 56.0 47.1 37.4

No EAP None 46.2 55.4 41.7 51.3
Less Than Half 15.4 3.3 16.7 8.1
More Than Half 34.6 313.0 41.7 37.6

Similar None 55.6 O.0 50.0 35.3
Probram Less Than Half U.0 0.0 0.0 0.0

More Than Half 44.4 100.0 50.0 64.7

Note: Percentages based nn the total within each of the 9 Facility/EAP categories.

16% of the LTCs and 40% of AGLTCs
had EAPs. The ACs and AC/LTCs were
much more similar to each other than
either was to the LTCs.
The report was divided into three

sections: Descriptions of Facilities, Fa-
cilities with EAPs and Facilities With-

Ch,r1 1

Type of Facility by EAP Category

Type of Facility

AC LTC AC/LTC ALL

EAP 44.6`% 16.4% 39.5% 29.f3%
(49) (25) (17) (91)

No EAP 47.3 79.6 55.8 64.6
(52) (121) (24) (197)

Similar £3.2 3.9 4.7 5.6
Program (9) (6) (2) (17)

ALL lU0`% 100% 100% 100%
(N = 110) (N = 152) (N = 43) (N= 305)

Noce: Percentages are based on the total for each type of
facility.
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out EAPs. The four charts on pages 42-
43 'exhibit some of the results. Table 1
shows the categorization of respon-
dents by EAP utilization. Table 2
shows the percentage of unionization
of facilities, categorized by EAP utili-
zation. Chart 3 shows the model of EAP

Chart 3

Location ofProgram Services

Type of Facility

AC LTC AC/LTC ALL

All In-house 1 t3% 4%~ 6% 12%>

In-house &
Ext. Prov. 39 28 18 32

All Ext./One Prov. 31 52 59 42

All Ext./Consortium 4 4 6 4

Other II 8 11 £3

Unknown 0 4 U 1



service provision. Chart 4 shows the
program elements.
Other survey data show that of the

facilities v✓ith EAPs: about one-third of
the programs had been operations for
less than two years; one-fifth had been
operational for over five years; and
two-thirds of the programs originated
through the initiatives of personnel de-
partments and/or top management.

Overall, 48% of all facilities with
EAPs reported that the programs were
administered by personnel depart-
ments. Services were almost always
available to both employees and their
families. Most, however, reported
lacking evaluation procedures for
measuring employee performance or
satisfaction.
The responding facilities reported

their EAPs serve anywhere from one to
400 employees. The majority referred
employees seeking help for alcoholism
(78%overall), drug abuse (67%), mar-

riage conflicts (73%), family problems
(79%), financial problems (64%) and
emotional problems (71 %). Other serv-
ices, such as stress management,
smoking cessation, CPR and lifestyle
education programs were less fre-
quentlyprovided.

According to the final report, EAPs
were established with the expectation
ofimproving in avariety ofwork-related
areas. Work performance, absenteeism
and morale were the most frequently
cited areas of anticipated improvement.
About two-thirds of the programs re-

ported not having conducted a pro-
gram assessment or evaluation. How-
ever, about 80% indicated that they
anticipate continuing their program as
it is currently operating.
Of the total respondents, 197 did

not have an EAP or similar program.
About one-third of them expected to
have one soon, however, while two-
thirdsdid not expect to establish one.

Chart 4

Program Elements

Type of Facility

AC LTC AGI.TC ALL

a. written policy 94%, ~t4 %̀, 94°~> 91'%~
b. written procedures 73 i2 £i2 (i9
c. written confidentiality

procedtiresforrecords F32 6Q f3B 77
d. writ#en confidentiality

procedures for assessments
and referrals Fi7 52 7Ei 65

e. coordinated health benefits 61 2t3 59 52
f. program training for

management and union
officials 90 76 94 X37

g. program orientation 90 68 94 8
h. case management

record-keeping 71 44 71 64
i, system for periodic data

collection/evaluation 73 5f~ 82 7U
j. regular program review 71 Fi4 76 70
k. annual review of program

staff performance 59 32 53 51
I. Other 1 B 1(i 6 15

,+; .: ,
_. _ ~

HERF's final report is free of charge
for all New York State hospitals and
long-term care facilities. Interested
persons should contact HERF at (518)
434-7600.

Mental
health

•

1S
•

serious
business.
Compounding the tragedy

of mental illness and sub-
stance abuse are untold losses
to businesses. But there is help.
Hampton Hospital works with
companies and employee as-
sistance programs to provide
diagnosis and treatment for
people with problems affecting
their work performance.
Services include:

■ Neuropsychiatric
Evaluation

■ Substance Abuse
Treatment

■ Psychiatric Treatment

In NJ, call 609 267-7000 for
more information. Outside NJ,
ca11800 345-7345.

~~AlvIPTON
A private psychiatric hospital

Rancocas Road (off I-295)
Rancocas, NJ 08073

JCAIi Accreditcd.Third-party reimbursement
CI fAM PUS Approved.
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Consortium in
S.F. Sponsors
EAP for Members
Aconsortium of over 1,000 com-

panies which total 600,000+ em-
ployees in the Bay Area of California
has contracted for EAP services for its
membership of small employers.

Art Lindsay, president of Federated
Employers of the Bay Area, recently
announced that U.S. Behavioral Health
(USBH), of Emeryville, CA, was selected
to provide the EAP services. USBH will
offer discounted rates with specified
chemical-dependency treatment pro-
grams and hospitals. Lindsay noted that
his San Francisco-based consortium
sought to offer EAP services for its
members because many small- to mid-

Position
Openings

Well established, JCAH
accredited, Outpatient
Psychiatric Facility in the
Dearborn area has open-
ings for experienced Psy-
chotherapists and Sub-
stance Abuse Counselors.
Must have Master's Degree
in Psychology or Social
Work, three years experi-
ence, malpractice insur-
ance, and licensed with
the State of Michigan.
Qualified applicants
should mail their resumes
to the address below.

S. Bazini, M.D.,
Psychiatric Services, P.C.
1414 E. Parklane Towers

Dearborn, Michigan 48126-2402
An Equal Opportunity Employer
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size companies do not have access to
EAPs at reasonable costs.
Three additional reasons were cited.

• Stress-related worker's compensa-
tion claims have risen over 470°~ in
the last five years.
• Chemical-dependency problems
continue to worsen.
• Section 1025 of the California Labor
Code requires all private employers
with 25 or more employees to provide
accommodations for participation in
alcoholism and drug rehabilitation.

In related business, USBH has an-
nounced the sale of more than $1.5
million in preferred stock to a group of
investors. The proceeds will be used to
help finance the company's growth.

Additionally, Eugene D. Hill, III, has
been appointed to the position of pres-
ident and CEO of USBH. He was previ-
ouslychairman and president of Sierra
Health and Life Insurance, of Los
Vegas, NV. Founded in 1979, USBH
manages behavioral health benefits for
more than 350,000 beneficiaries
throughout the U.S., Puerto Rico and
Guam. Its clients include private em-
ployers, Taft-Hartley Union Trusts,
government agencies, multiple-em-
ployer trusts, HMOs and PPOs.

Drug-Free Workplace
Symposium in Georgia
On February 25-26, an invitation-

only program entitled "The South-
east Symposium on the Drug-Free
Workplace and Technology Transfer"
was held at the Georgia Institute of
Technology in Atlanta, GA. It was held
in conjunction with the President's In-
itiative for aDrug-Free Workplace.
Twenty participants representinggov-

ernment, labor and business attended,
a number of whom were EAP profes-
sionals. Eight states were represented,
including Alabama, Florida, Georgia,
Kentucky, Mississippi, North Carolina,
South Carolina and Tennessee.

Nine technology workshops focused
on the themes of substance-abuse pre-
vention, intervention and rehabilita-

tion. The two keynote speakers were:
Eugene Gwaltney, VP for Personnel &
Industrial Relations, Russell Corpora-
tion; and Dr. William Foege, Director,
The Carter Presidential Center.
A publication, or "catalog," based

on the symposium proceedings will be
available shortly, free of charge, to pri-
vate & publ is employers and labor or-
ganizations in the southeastern states.
Interested persons should contact:
Georgia Institute of Technology, Edu-
cation Extension Services, Atlanta, GA
30332-0385; (404) 894-2547.

Illinois Chapter
Awards Grant
ALMACA's Illinois Chapter president,

Robert Sluzynski, recently an-
nounced that the chapter has awarded

~XTEND~D

C~R~
We invite referrals from primary
treatment providers for those
patients who need more time, struc-
tureand fellowship assimilation in a
warm supportive atmosphere.

BAYSH~°,E GULF
1340 Bayshore Blvd.

Dunedin, FL 34698-4215
(813) 733-0421



a $3,600 research granttothe University
of Illinois at Chicago. The grant will
fund a study on family-violence issues
as they concern EAPs, which will be
performed by the university's )ane
Addams Center for Social Policy.

R. Paul Maiden, chair of the Center's
EAP specialization, and assistant pro-
fessorRichard M. Tolman, an expert in
the field of domestic and family vio-
lence, are the principal investigators.
The major goal of the project is to in-

creasethe detection of fami ly violence
among clients served by EAPs through
the development of a screening instru-
ment, interview protocol and atraining
manual. Corporate EAPs participating
in the study will include AT&T, Abbott
Laboratories, CONRAIL, Reynolds
Metals Company and USG Corporation.

For more information on the study

contact: Univ. of IL at Chicago, Jane
Addams College of Social Work, 1040
West Harrison Street, Box 4348,
Chicago, IL 60680.

Pappalardo Honored
by Calif. Chapter
Even though this news comes to you a
little late, it is based on an article spotted
in a recent issue of the Santa Clara Valley
(CA) Chapter's newsletter.. We are
pleased to recognize one of our long-
timemembers who has worked on AL-
MACA's behalf.

Fred J. Pappalardo, EAP coordinator
for FMC Corporation's Ordinance

Division, was recently honored by the
Santa Clara Valley Chapter as its "AL-

MACAN of the Year." A ceremony took
place during the
chapter's Christmas
luncheon last De-
cember. It culmi- `
Hated his involve- ''
ment in the chapter
as membership
chairperson, treas- ~'~
urer and newsletter ~~'~`
editor. He has also ,`.
worked on the ..~~ ~~,.
chapter's ethics, legislative and research
committees.

Professionally, Fred joined General
Motors in Fremont, CA about 20 years
ago, working in various disciplines in
the human resources division. Fred
gradually spent more and more time
there devoted to EAP work.

During plant closings at GM, Fred

Many rehabs think the EAP's job is finished when he or she refers a patient. Not so.
Smithers' counselors are trained to report fully and report often to the referral source• 

~mithers
Smithers Alcoholism Treatment Center, a division of St. Luke's/Roosevelt Hospital,
428 West 59 Street, New York, NY 10019 212/554-6491 JCAH Accredited
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stayed on, working with union resource
people until late 1984. In September
1984, he joined the FMC Ordinance
Division's EAP. Fred's EAP serves
4,700 employees and handles assess-
ments and referrals, supervisory and
manager training, an AIDS education
program, stress management, and de-
veloping health insurance for chemical
dependency and mental health.

In the Mailbag
Dear ALMACA:

Three cheers for your organization's
efforts to fight negative public-policy
movements that may adversely affect
employee assistance programs.

would caution ALMACA on one
point, however, that would cause
members to cancel their memberships
in droves; that is, to be seduced into
taking a political or public stand on
candidates for public office.
-The main reason I cancelled my

membership with the National Asso-
ciation of Social Workers (NASW) was
because of my dues being expended
on political lobbying against candi-
dates Iwanted to see win. ALMACA
should not fol low the footsteps of other
:well-meaning organizations that slowly
become "fronts" for political agendas
which their members didn't totally
support.

Sincerely,

Dan Feerst, MSW, CEAP
Manager
Government and Industry Services
The Arlington Hospital
Arlington, VA

New Chapter Officers
METROLINA CHAPTER

President—Michael Price, Southern
Bell, Charlotte, NC
Vice President—Chuck Taylor,

Burke-Taylor Associates, Research
Triangle Park, NC
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Secretary—John Whitlow, Southern
Bell, Columbia, SC

Treasurer—Barbara Omer, Lexing-
ton/Richland A & D Abuse Council,
Occupational Program Consultant,
West Columbia, SC Y

PITTSBURGH (PA) CHAPTER

President—Jill Balagur-Conn, EAP,
Mellon Bank Corporation, Pittsburgh
Vice President—Elizabeth Lewis,

Personal Performance Consultants,
Inc., Monroeville

Secretary—Linda Sturdivant,
Employee Counseling Service,
Presbyterian University Hospital,
Pittsburgh

Treasurer—James P. McDonald,
Human Resources Specialist, Mellon
Bank Corporation, Pittsburgh

ALMACAf~s on
the Move
Robert W. Plant, M.A., has been

named d i rector of the Sterl i ng I nsti-
tute's Substance-Abuse Treatment Pro-
gram in Stamford, CT. The program
provides evaluation and treatment serv-

`~~ ices for substance-
abuse disorders
and works with

,~ . EAP professionals
throughout south-

~'~'' ~" western Connecti-
cut.

~~ ~"~ ~~ Plant is currently
a psychology fel low

{ ~~~ in the Yale Univ.
>'~ ~ ~ - Dept. of Psychiatry.
He is doing research on predicting and

■ CALL FOR A
FREE SAMPLE

■ LOW PRICES/
QUANTITY
DISCOUNTS

AND OTHER

PROMOTIONAL/STRESS CARDS

Imprinted with Your
Name, Logo and Message

STRESS-ALERT CARD
Under stress ■Black (stressed)
(see reverse) ~ Red (tense)
Use only at ~ Green (calm)
room temp.

(70-74°) ■Blue (relared)
HoiA ~num0 on spuare br coum of ien to ~ntl~caic your svess level

XPRESSION PRODUCTS
P.O. BOX 39

WAUCONDA, IL 60084

312/5268858



preventing dropout in outpatienttreat-
ment, and is a member of ALMACA's
Housatonic Chapter. Plant can be
reached at: Sterling Institute, 1250
Summer Street, Stamford, CT 06905;
(203) 357-1770.

ack Freckman, CEAP, has been named
director of national accounts for Koala

Centers, based in
Nashville, TN.
Most recently, he
was coordinator of
EAP services for the ~ ?
Hospital Corpora- ~
tion of America. f ~ ,,~'"„'

Freckman is also
president of the
Tennessee Chapter
of ALMACA and a d
member of the Employee Assistance

Society of North America. He can be
reached at: One Burton Hills Blvd.,
Nashville, TN 37215; (615) 665-1144.

Peter Sullivan has been appointed as
coordinator of the Montana Deaca-

ness Medical Center's newly imple-
mented EAP in Great Falls, Montana.
He will create an
in-house model for
the hospital's 1,400
employees. Previ-
ously, Peter was an
EAP coordinator for
Wang Laboratories
in Lowell, MA. He ~~
also helped to ad-
ministertheUnited
States Air Force's
Social Actions program in 1972.

Sullivan can be contacted at: Mon-

BEN°1~L';l~,a
IONwiDE'NA,T

tana Deaconess,Medical Center, 1101
26th Street South, Great Falls, MT
59405; (406) 761-1200.

David J. Reedy, Jr. CEAP, has been
appointed to the EAP staff of Wang

Laboratories, Inc., of Lowell, MA. Prior
to joining Wang, he was affiliated with
People Care, of Natick, MA, where he
was a therapist and social worker.
Reedy can be contacted at: Wang

Laboratories, One Industrial Avenue,
Lowel I, MA 01851; (617) 459-5000.

Timothy D. Plant has been appointed
regional director for Hazelden

Southwest. Hazelden is developing a
regional service center in the south-
west U.S. that will include employee-
and student-assistance, health-promo-
tion and rehabilitation programs.

In an independent survey published in Forbes
magazine, EAP directors, medical professionals and
counselors selected the twelve best substance abuse
treatment centers in the nation, based on program and
staff quality, availability of specialized programs,
treatment effectiveness, and other factors.
Koala is proud to have been included as one of the

twelve.
As the report shows, Koala also has special pro-

gramsfor adolescents and women, and offers both
inpatient and outpatient services, providing one of the
most comprehensive treatment choices in the country.
Koala has the experience, resources and flexibility

to offer a full range of cost effective services.
For more information or a reprint of the article,

please contact Jack Freckman, Director of NationalA~~°~ts. 1- 800 -433 -3009
1-615-665-1144 (In TN)

Koala can help.
.~.
~ KOALA

CENTERS
Florida •Indiana •Louisiana •Michigan •

Missouri •North Carolina •Pennsylvania •Tennessee
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Plant has been with Hazelden as its
manager of employee assistance serv-
ices since 1978. He recently completed
a two-year "on loan" assignment as EAP
director for Burlington Northern Rail-
road in Fort Worth, TX. Plant can be
contacted at: Hazelden Southwest, 600
E. Las Colinas Blvd., Suite 427, Irving,
TX 75039; (214) 869-9682.

Ann Coughlin, CEAP, has been
elected as Secretary-Treasurer of

the Office and Professional Employees
International Union, Local 29, based
in Emeryville, CA. She will continueto
serve members and their families with
drug- and alcohol-related problems.
She will also provide education & train-
ing to representative staff and stewards,
and process grievances with underly-
ingchemical-dependency issues.
She can be contacted at: Office and

Professional Employees Union, Local
No. 29, 1475 Powell Street, Emeryville,
CA 94608; (415) 653-9614.

Patrick Feeley, CPC, has joined Per-
formance Resource Corporation in

Troy, MI as vice president, Search &
Recruitment, of its new division, the EAP
Search Group. The
division assists _
companies and or- ~'
ganizations in re-
cruitingand hiring r~-'
qualified employ-
ee-assistance and --
human-resource 7
professionals. ~~ ~~

~~
Feele was re- ~f~,',~, ~r

viously the com- ~~~~'~ ~~.
munity relations coordinator of St.
Vincent Medical Center's Tennyson
Center in Toledo, OH, and president
of his own search and recruitment firm.
He can be contacted at: Search & Re-
cruitment, EAP Search Group, 2145
Crooks Road, Suite 103, Troy, MI
48084; (313) 643-1910.

Patricia Ericksen has been named
di rector of EAPs for Caron Manage-

mentand Education Services Corpora-
tion, formerly South Mountain Man-
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agement Corp. Previously, she was di-
rector of Treatment for Clear Brooke
Treatment Center in Wilkes Barre, PA.
She is also secretary-treasurer of the
Twin Tier Chapter of ALMACA.

Norman Winegar, LCSW, CSAC,
has been named clinical director

of the substance abuse division of Metro-
politan Clinic of Counseling, in Rich-
mond, VA. Wingar has over 10 years

The FirstStep To
Recovery Program

at AMI Del Amo Hospital

Recovery is a process that starts with a single step .. admitting that there is a
problem with drugs or alcohol. At AMI Del Amo Hospital, our experienced profes-
sionals and comprehensive treatment programs help individuals to complete the
steps to recovery.
The First Step to Recovery Program provides counseling, education, self-help

groups and a full year of complimentary aftercare. There are a variety of inpatient
and outpatient schedules to choose from; including:

■ The Inpatient Program ■The Evening Program
■ Dad-Care Programs ■The Full Weekend Program

Personalized treatment plans may include individual, family and group therapy;
recreation and movement therapy; and involvement in AA and NA. Additionally,
Del Amo Hospital provides treatment for patients with concurrent mental illnesses.
AMI Del Amo Hospital is a 166-bed, JCAH accredited psychiatric facility foi'

children, young teens, adolescents and adults. The First Step to Recovery and other
treatment programs are accepted by most major insurance plans. Call today-for
information and a confidential referral.

~AMI Del Amo Hospital
~ 23700 Camino del Sol

Torrance, CA 90505

1 (800) 5-DEL AMO or (213) 5301151



of experience in substance abuse and
mental health, in both inpatient and
outpatient settings.
Winegar can be contacted at: MCC

of Virginia, Inc., 10800 Midlothian
Turnpike, Koger Center, Suite 126,
Richmond, VA 23235; (804) 794-2907.

Stephen F. Chappell, M.Ed., CAC
CEAP, has been named director of

Chemical Dependency Recovery Pro-
grams at Vista ~lill Foundation's Mesa
Vista Hospital and Vista Hill Hospital,
located in California. He is the former
commanding officer of the Naval AI-
cohol Rehabilitation and Training
Center, Naval Station, San Diego.Susan Mock, executive director of

Employee Assistance of Central Vir-
ginia, Inc. (EACV), was a speaker at
the recent White House Conference
fora Drug-Free America. EACV, an
EAP service center, was highlighted as
the best example in the United States
of how small business is taking a crea-
tive approach to serious workplace
problems. EACV serves 24 manage-
ment and union, public and private
work organizations.

David L. Redfield has been appointed
regional vice president of Paul

Sherman and Associates of Rye, NY, a
national consulting firm specializing
in executive-performance problems.
Redfield's previous experience in-
cludes holding senior positions in the
EAP, chemical-dependency, managed-
care and consulting fields. Most re-
cently, he was vice president of business
development for DePaul Health Cor-
poration. For more information contact:
Paul Sherman and Associates, 150 Pur-
chase Street, Rye, NY 10580; (914)
967-5395.

Amy C. Barkin, MSW, MPH, CAC,
CEAP, was recently appointed co-

ordinator of Secretarial Initiatives on
Alcohol Abuse and Alcoholism, Office
of the Secretary, Department of Health
and Human Services. Previously, she
was the coordinator of the EAP Section,
White House Initiative for a Federal
Drug-Free Workplace, Office of Work-

place Initiatives, National Institute on
Drug Abuse. She can be reached on FTS
(202) 245-2641.

Barkin welcomes input from mem-
bers related to the Secretarial Initiative.

Help for Foreig~-
Born Clients
Acounseling service is available for

foreign-born clients in need of help.
The International Counseling Institute
(ICI), headquartered in New York City
and with offices in Jerusalerri, Rome
and Caracas, has established affilia-
tions with qualified therapists around
the world who can provide help with
most of the worlds languages. They
can be contacted at: ICI, 211 W. 56th
Street, Suite 29G, New York, NY
10019; (212) 265-2510. ❑

MANAGEMENT TRAINING FOR
EMPLOYEE ASSISTANCE PROGRAMS

THE
DRYDEN
FILE II
O MCMLXXXVIII Motivision, Ltd.

UPDATED WITH NEW FACES, NEW
SETTINGS AND

24 Minutes

A NEW ENDING. ~

Available on 16mm Color Film
and Video Tape(all formats).

Previews $25 U.S. Motivision, Ltd.
Deductible Upon Purchase 2 Beechwood Road
Purchase Price $495 U.S. Hartsdale, N.Y. 10530
Plus Shipping Call (914) 684.0110

'ALSO ASK FOR A COURTESY PREVIEW OF
"EAP-AT YOUR SERVICE!"
SELF-REFERRALS. LENGTH:

TO ENCOURAGE I
8 MINUTES.

The
Gracie Square
Hos tai
~l,

o °J~1~

is patient centred.
At Gracie Square Hospital, treatment for
the dually-diagnosed is patient-centered
rather than program-centered. For the
patient with a psychiatric illness and a
dependency on alcohol and/or drugs, the
Dual-focus Program places emphasis on
real response to the specific what and the
crucial when of patient need. Augmenting
its ability to respond creatively to need is
the program's cooperation with the
educational services of Breakthrough
Concepts, Inc.

The goal of the Gracie Square Hospital
Dual-Focus Program is for patients to
function at their highest potential in life
and on the job, and to better utilize self
help groups after discharge.

For Program Information
and Admissions Call:

IIII~(U~io;'~,~io~~~~':
(212)988-4400

Gracie Square Hospital
420 East 76th Street

New York, New York 10021

'JCAH Accredited. Licensed by the N.Y.
State Office of Mental Health, the N.Y. State
Division of Alcoholism and the N.Y. State
Division of Substance Abuse Services.
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CONFERENCES AND
WORKSHOPS

JULY

The 17th annual San Diego Summer
School of Alcohol &Other Drug Studies
will be held in La Jolla, CA from July
10-15. It is sponsored by the Univer-
sity of California, San Diego Extension.
V.J. Adduci, president of the National
Commission Against Drunk Driving,
and ALMACA President Gary Atkins,
will be among the presenters. For
more information contact: UCSD Pro-
gram on Alcohol &Other Drug Studies/
UCSD Extension X-001, La Jolla, CA
92093; (619) 534-3400.
The Alberta Alcohol and Drug

Abuse Commission is sponsor of the
"Institute on Addictions" from July 3-
6 in Calgary, Alberta, Canada. The
theme is Bridging the Gaps: Law En-
forcement—Communities—Helping

Agencies." For more information con-
tact: Tom Wispinski, Institute Chair-
man, AADAC, 7th Floor, 10909 Jasper
Avenue, Edmonton, Alberta, Canada
T5J 3M9; (403) 427-7305. „
The Florida School of Addictions

Studies (formerly the Florida School of
Substance Abuse Studies) will present
a five-day course from July 31-August
4 in Winter Park, FL. The keynote
speaker will be Rokelle Lerner. Among
the course topics will be Advanced
Cocaine, AIDS, Dual Diagnosis and
Food Addiction. For information con-
tact: FSAS, P.O. Box 41485, Jackson-
ville, FL 32204-1485; (305) 724-3277.

SEPTEMBER

The New York State Council on AI-
coholism, Inc. is sponsor of a three-

St. Anthony's Medical Center

Hyland Center • St. Anthony's Psychiatric Center •
Hyland Adolescent Center

Specialists in Chemical Dependency
and Psychiatric 7'i~eatment

Hyland Center...
The 83-bed inpatient/outpatient facility provides effective alcoholism/
chemical dependency treatment for adults. Specialized services
include relapse, cocaine and impaired medical/health professionals
treatment programs. Call 314/525-7200.

St. Anthony's Psychiatric Center ...
As the area's leader in private psychiatric treatment, the 152-bed
inpatient/outpatient facility has seven separate, specialized units:
Stress, Senior Stress, Pediatrics, Eating Disorders, Dual Diagnosis,
Intermediate and Intensive Care. Call 314/525-1800.

Hyland Adolescent Center ...
Designed specifically to treat adolescents with chemical dependency
and psychiatric disorders, the 60-bed Adolescent Center provides
four units: Chemical Dependency, Psychiatric, Evaluation and Dual
Diagnosis. Call 314/525-3400.

You have an opfion when you call St. Anthony's Medical Center.
We offer inpatient, partial hospitalization, and day and evening

outpatient treatment programs.

St. Anthony's Medical Center
10010 Kennerly Road • St. Louis, Missouri 63128

SO THE ALMACAN MAY 19IIi3

day conference in Albany, NY, sched-
uled for September 25-27. Among the
targeted audience are alcoholism and
substance-abuse counselors, preven-
tion and education specialists, medi-
cal professionals and members of
community-action groups. For more
information contact: NYSCA Confer-
ence;~ 155 Washington Ave., Third Floor,
Albany, NY 12210; (518) 436-1077.
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CHt~RTER
MEDICAL
CORPORATION

proudly presents...

I

The Southeastern Conference on Alcohol
and Drug Abuse

November 30 -December 4, 1988
Atlanta, Georgia

SECA~D =1 ~8S - An une~ualec~
educational' ex~beri~nce!

Make plans tc~ attend t11e very besC in
educational conferences - SECAD"-1988.

This year's zneetin~ feattu-es the world's
finest faculty in chemical dependency,
4 days of informative meetings covering
evGiy as~~ect of alcohol and drug abuse treat-
mGnt, over 150 exhibitors fi-om ~trounc~ the
U.S., a special clay-l~~ng Nurses Forui~n nn
Wednesday and much, mucky more!

SECAD~ is directed s~~ecifically at treat-
me~lt profession<<is and everyone concerned.
~~~itti tlic disease of adc3ictic~n.

For over 12 years, Char`tez~ Medical t~i~~s
presented SECAD pis the best forum avail-
able for information izi the field of alcohol
and d~~ug abuse.

Malsc 1988 the year you atCend. SECAD ̀t
call or send. for coi7~plete information toci~y!

1-800-845-1567 c~~,~ ~~Za-~~a-1~~1 zn cTn>

~~ ~ ~ ~ ~ ~

,.~198U Information ~
' NAME,--- '

IYOSl'1'ION ----- -- n~ ̂ ^ ---

' ORGANI7..A1'ION------------------ — '

nt~oxiss _

crrr-, sr~~rF, zlr

' Seracl to; SIiG'AD~'-798f3 C.'hce77e~~Meclicul Co~~orcatioya~'
1'.O. 130.x• 209, St,tite 701, ~Ylacon, GA 3l2>8

I c[arccitiortctl credits uri!! be c~[~plzetl,Jbrfi•om r~r'irr.ot~s prgfe5sdorza(
o~gtuaizi~hiorts -~~leasecc»~lucl pur<fficefc~rcletui(.s.
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The New Outpatient Clinics of Freeport Hospital and "the Khinebeck Lodge For Successful Living provide
the Care and the Caring for alcoholics and their families.

• Long Term Evening Intensive Outpatient Rehab Program •Aftercare •DWI Groups
• Family Programs •Women's Groups

R • • .FAR THE FAMILY• • .
AV~'AY Ag USE

Lp I S A PH~NE~CHEMI CALHE FpR TH
Freeport Hospital Outpatient Services

In Freeport, Long Island: In New York City:

516-378-0800 212-279-2727
267 So. Ocean Avenue 224 West 35th Street
Freeport, NY 11520 New York City, NY 10001

The Rhinebeck Lodge For Successful Living Outpatient Services
518-785-6123

559 Troy-Schenectady Road •Latham NY 12110
Most Insurance Plants Accepted •Certified G,y the NYS Divisiwz of Alcolxolisin a~zrl Alcohol Abuse

Accredited Gy t/ze Joiixt Co~nnzissio~a oiz Accreditation of Hospitals

~f~ ~ 11~f~ ~'1

1800 N. Kent Street
Suite 907
Arlington, Va. 22209
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