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Valley Hope has an answer for the most important questions
you can ask concerning the selection of a substance abuse
treatment provider for your company and/or employees.

Yes, Valley Hope offers quality substance abuse
treatment services with the focus on individual
recovery. Professional, certified staff direct an

~ individualized treatment plan. All Valley Hope facilities
are JCAHO accredited and/or state licensed.

Yes, the treatment services offered by Valley
Hope are grounded in 12-step philosophy with

strong emphasis on family participation,
spirituality (non-denominational) and ~

continuing care placement.

Yes, Valley Hope's treatment outcomes have
been above or at the top of the industry average

since our founding in 1967. Over 100,000
individuals and family members have been

■ treated in the Valley Hope network.

Quality treatment does not have to be
e~ensive.Valley Hope can answer your

questions about affordability with a resounding
des, too. Call us today and let Valley Hope

say Xes to your treatment needs.
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VALLEY HOPE
ASSOCIATION

Alcohol and Drug Addiction Treatment

Treatment facilities in Arizona, Colorado, Kansas, Missouri, Nebraska
and Oklahoma. Fly to Recovery Program available across the United States.

Corporate Offices P.O. Box 510 Norton, KS 67654

ADMISSIONS 1-800-544-5101 INFORMATION 1-800-654-0486
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Please Stop That
idney Harris used to write a syndicated column entitled something like "On My
Way to Finding...I Ran into This Instead." I was going through a Robert Wood

Johnson report on smoking, et al. (October 1993) and came across some numbers that
may be helpful to EA training on smoking cessation.

First, some benchmark dates: 1954—First article published linking cigarettes and
lung cancer. 1964—First Surgeon General's report linking cigarettes to health
problems. 1971—First "Smoke-Out" Day. 1986—Concerns raised about environ-
mental smoke. 1991—Introduction of the smoking patch.
Now some workplace statistics: As the move toward smoke-free workplaces

intensifies, state data show the number of smoke-free workplaces are also on the rise.
The recent news report on nicotine being an addictive drug is here, suggesting
nicotine be federally regulated. The tobacco lobby has been powerful-100,000 plus
employees work in the tobacco industry with a combined payroll of more than 1.5
times the nation's soft-drink industry payroll. Sales of tobacco products total $44
billion. Taxes raised from sales are enormous; $3.9 billion is being spent on tobacco
advertising and promotion alone.
Some use statistics: In 1991, 46 million people smoked. Young adults (ages 18-25)

were the heaviest users, and costs to the economy in workplace-related losses were
$72 billion. Cigarette smoking accounts for 419,000 deaths annually (20 percent of all
U.S. deaths). Nearly all result from a habit acquired early in life. Three thousand
people die annually from exposure to second-hand smoke. Smokers use more medical
care and, when hospitalized, stay 25 percent longer. Smoking is most common among
workers who earn $10,000 or less per year and more common among people who
work as handlers, cleaners, protective service workers, transportation/material
movers and machinists.
Many people try to quit. In 1990, the Centers for Disease Control reported the

following for people over 20-years-old who have smoked: 81 percent tried to quit with
various levels of success. Ten percent quit for one year to five years; 31 percent quit
for five plus years. This is tough. EA professionals can help here. The same RWJ
report showed that self-help strategies for quitting smoking are not commonly tried
and account for only 8.25 percent success. Assisted methods, however, including
smoking-cessation clinics, hypnosis, acupuncture, nicotine patches and gum, and other
methods involving counselors, have raised the success rate (See Greg Delapp's article
in EA February 1993).
EAPs can help people stop smoking. Sixty-sue percent of Americans favor

restricted public smoking. Raising taxes 50 cents would result in 2.5 million fewer
smokers. The current 30 percent tax is low by comparison to Denmark at 85 percent;
France at 76 percent; Brazil at 74 percent; Canada at 69 percent; and Japan at 60
percent.

Let's work with employers who want to quit and help Healthy People 2000 reach
its goal of enacting clean indoor air laws in all 50 states. This has not been a paid
political announcement.

l/~~~ /V

J. Chip Drotos, CEAP
Associate Publisher
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You are invited to join an exciting, fast-grow-
ing company offering services to the largest
EAP and managed care clients in America.

As a member of our team, we will train you to
provide a high level of quality services to our
clients. Our professional support staff will
assist you in understanding the various health
benefit plans available to our client company
employees. We will familiarize you with our
procedures designed to help troubled individu-
als first by identifying them, then by assessing
their condition, referring them to an appropri-
ate and approved resource for help, and fol-
lowing through to see that their problem has
been resolved. Some individuals rriay require
crisis counseling or short-term problem solving
counseling.

Health Management Systems of America
is a managed behavioral healthcare company
providing services to a number of private and
public corporations across the United States.
We provide a full range of EAP and managed
behavioral services, including training, labor
and management consulting, and health
promotion activities. Our staff of master's
level clinicians and affiliate providers deliver
assessment, short-term counseling, referral,
and case management services on both a
fee-for-service and capitated basis.

All of these factors combine to place HMSA
among the nation`s leaders in employee
assistance and managed behavioral healthcare
companies.

If you are licensed or a licensed provider in
your respective field and are interested in
learning more about HMSA, please fax your
resume or call for a provider packet.

20811 Kelly Road, Suite 100 Eastpointe, Michigan 48021 Phone: (810) 773-3000 Fax: (810) 773-3492
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Poor Sleep May Be Culprit

in Poor Treatment Outcomes,

Poor Productivity

By Martin B. Scharf

inda, a typically conscientious secretary, recently has
been completing assignments late and her work has
been filled with errors. Since Linda's mother died a
month ago, she has become depressed and intro-

verted, excluding herself from social events and other activities
she used to enjoy.
Dan has been a bus driver for 10 years with a flawless driving

record. In the past six months, however, Dan has received two
tickets for apparently disobeying traffic signals and has caused a
minor accident. He is often irritable and short-tempered with his
passengers.

Rita, a 63-year-old bank teller, is a whiz with numbers and
customers ask for her by name. Since being diagnosed with
arthritis, however, Rita has been making costly errors.

Linda, Dan, and Rita are representative of many individuals
that EA professionals may see walking through the EAP door.
But,, there 

is more to their problems than meets the eye.
Like one out of three American adults (Gallup survey, 1991),

Linda, Dan and Rita suffer from sleep problems—often under-
recognized contributors to poor workplace performance and
strained relationships. Even though they have noticed an increase
in the levels of fatigue and a decrease in their level of alertness,
they have dismissed poor sleep as an unimportant or a transient
problem that does not require treatment.
The fact is, sleep is an essential part of good physical and

emotional health. Without adequate sleep, other problems can be
exacerbated and life, in general, can become more difficult, less

,; enjoyable and less productive.
S

Enough Sleep?
d What is enough sleep? For most adults, seven to nine hours of

continuous sleep allows an individual to feel adequately restored.
However,.there are some individuals who function well on five or
six hours of sleep, and others who require 10 hours to perform at
their best. Optimal sleep is defined as sleep of sufficient duration
(enough to feel alert during the day, even during boring
situations) and with normal architecture—a predictable pattern
of sleep stages throughout the night.
The two primary stages of sleep are REM (rapid eye

movement) and NREM (non-REM). REM sleep is characterized
by a high level of activity in the brain and elsewhere. It is the sleep
stage most associated with dreaming and many experts believe it
is important for the formation of memory. NREM sleep has
several phases and is characterized by reduced physiologic
activity, in which brain activity, heart rate, blood pressure and
breathing slow down. It is associated with the deepest part of
sleep and seems to be important for body restoration and even
growth. Poor sleep typically is characterized by difficulty falling
asleep, awaking too early or feeling unrefreshed after a full
night's sleep. Too often, individuals do not report poor sleep,
causing it to go unnoticed by EA counselors and even physicians.
Because sleep problems can have implications for employee
health and productivity, as well as safety on the job, on the road
and at home, it is critical for EA professionals to develop a
familiarity with the consequences, causes and management of
sleep complaints.

Consequences of Poor Sleep.
In addition to a persistent feeling of fatigue and drowsiness,

lack of adequate sleep can have more serious implications—
especially in the workplace, as exemplified in the cases of Linda,
Dan and Rita. Dan found that bouts of insomnia affected his
attention and. ability to concentrate and were a probable factor in

I;MPLOYLEASSISTANCI



his below-normal driving performance
and increased irritability. Both Linda and
Rita's problems contributed to poor sleep
that made concentrating even more diffi-
cult, lowering productivity and increasing
the number of errors from inattentive-
ness.
Such consequences have been reported

in several studies of sleep-deprived
individuals. One study of individuals who
reported suffering from insomnia found
that 78 percent said they were "too tired
to do things," 59 percent reported "hav-
ing more trouble remembering," and 83
percent reported being "easily upset,

irritated or annoyed."~ In a Navy study,

those who slept poorly on a regular basis,

when compared with good sleepers, were

less effective sailors, received fewer
promotions during their careers and were
less frequently recommended for re-
enlistment 2

Other effects of poor sleep, including
falling asleep on the job and diminished
reflex responses, may have more danger-
ous consequences, especially in occupa-
tions requiring machinery or automobile
operation. For example, a study by the
American Automobile Association found
that driver fatigue accounted for nearly
one-half of all commercial trucking acci-
dents.

Although any individual in any occu-
pation can be affected by sleep problems,
shift workers are especially susceptible
because of their irregular work hours. In
fact, shift workers are 2-to-5 times more
likely to report falling asleep on the job
than day workers,3 a particularly discon-
certing statistic considering that shift
workers comprise 20 percent of the U.S.
workforce 4 Many of these workers are
employed in transportation, manu-
facturing and health and emergency serv-
ices.

Several studies suggest that serious
industrial accidents may result from
night-shift workers exercising poor judg-
ment because of fatigue or falling asleep
on the job.3~5 Indeed, sleeplessness has
been shown to be a contributing factor in
a number of major catastrophes, including
plane crashes, train wrecks and nuclear
accidents. Also of interest is research
indicating that rotating and night-shift
workers have more frequent problems
with heart disease, diabetes, seizure dis-
orders, gastrointestinal disorders and psy-
chological problems 6~~

Causes of Sleep Problems.
Sleep complaints have numerous

causes. Whereas some sleep problems

SEPTEMBER 1994

are precipitated by an external stressor,
such as a family illness, financial or
marital problems, they also may be
symptomatic of an underlying medical or
psychiatric problem. Insomnia, the most
common type of sleep disturbance,
affects 20 percent to 40 percent of adults

each year. Insomnia is defined as a
subjective report of insufficient or non-
restorative sleep despite the opportunity
to sleep 8-10 Insomnia can affect anyone;
an estimated 95 percent of adults experi-
ence sleeping difficulty at least once in
their lives.11

The seemingly benign nature of
insomnia may explain why so few in3i-

viduals recognize it as a problem. In
many cases, the sleep problem is short-
lived, lasting just a few nights (known as
transient insomnia) to a few weeks

(short-term insomnia). Insomnia also
can recur regularly and persist for
months or years (chronic insomnia).
However, even the worst insomniacs
occasionally have a "better" night which
often reinforces the sense that the prob-
lem is temporary or transient.

Short-term or transient insomnia can
become chronic if left untreated. This
tends to happen when the individual's
fear and anxiety about sleep increases as

continued on page 8

• Evaluations •Family &Workplace Interventions

• Inpatient Detoxification &Rehabilitation

• Aftercare •Partial Hospitalization Program

• Intensive Outpatient Care • "First Step" Program

• "Nurses Helping Nurses"

• Comprehensive Family Services

Over 25 Years of Quality Addiction Treatment

Smithers Alcoholism cSi Drug Abuse Treatment Center
A Division of St.Luke's-Roosevelt Hospital Center

1000 Tenth Avenue, New York, NY 10019

(212 523-6491

Circle 3 on card.



SLEEP PROBLEMS

continued from page 7

the sleep problem persists. Often
patients think, "I can't afford to leave
another night like last night," and begin
ruminating about their sleep early in the
evening working up their anxiety levels
so that they are unable to relax enough
to sleep well. A vicious cycle of insomnia
and anxiety about sleep can create a
long-term pattern that is difficult to
break. Therefore, even in a seemingly
temporary case of sleep difficulty, early
diagnosis and treatment are critical.
The duration of insomnia is an impor-

tant element in determining its cause
and treatment. Transient and short-term
insomnia are typically caused by such
factors as: stress, disruption of circadian
rhythms (as caused by shift work or
travel across time zones); a distracting
sleep environment (a room that is too
hot or noisy); poor sleep habits (drinking
beverages with caffeine in the evening);
or certain medications (many of those
used to treat high blood pressure may
contribute to sleep problems).

According to a recent Gallup survey

of sleep experts, stress is the number one
cause of transient and short-term sleep-
ing difficulties.12 Acute stress, such as a
family death or divorce might cause, is
among the most common precursors to a
sleep problem, but almost any stressful
situation, including job-related pressures
or moving can lead to poor sleep.?1

Underlying Illness?
Chronic sleep problems are often

symptoms of an underlying medical or
psychiatric illness. Medical conditions
that can result in sleeplessness typically
include diseases that cause nighttime
discomfort or pain, such as arthritis (as in
Rita's case) or peptic ulcer disease, as
well as illnesses that affect breathing,
such as asthma.
Some sleep problems are primary

medical conditions of their own, such as
sleep apnea—in which breathing is inter-
rupted numerous times during the night,
or periodic leg movements during sleep
in which hundreds of leg twitches make
sleep restless and disturbed. In any case,
when sleep is fragmented, the next day

Patient Satisfaction
A discharge plan that starts on the day of admission
Regular progress reports throughout the treatment process
Treatment plans that are individualized to address major problems and

attainable goals
Nurturing environment
Evaluations provided free of charge 24 hours a day, 7 days a week
Return of a productive employee to the workplace
Services that provide flexible levels of care

WORKING TOGETHER TO PROVIDE
QUALITY CARE

Harbor Oaks Hospital

~r

3503123 Mile Rd. New Baltimore, MI
For information, referrals and free assessments

1-800-537-7924

"brief in-patient stabilization' partial hospitalization *chemical dependency *dual diagnosis

Circle 4 on card.

individuals experience the same type of
symptoms as those seen in insomnia—
fatigue, sleepiness, irritability, mood
changes and decreased attention span.

Chronic insomnia also can be a sign of
psychiatric illness. In fact, as many as
one-third to one-half of individuals with
chronic insomnia are thought to have
such an illness,11 of which depression is
the most common. As many as 70
percent of depressed patients report
suffering from insomnia.13 Recognition

of the strong relationship between

depression and sleep problems may be

helpful to the EA professional in detect-
ing depression in troubled employees
and, in some cases, preventing its pro-

gression. In patients with a history of

depression, persistent insomnia can
increase the risk of a relapse.14

[A study in The Journal of American
Medical Association, found that when
patients' insomnia was resolved, they
were less likely to develop new episodes
of depression. Evaluation of data sug-
gested a causal relationship between
insomnia and depression could exist.]

h
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The not for-profit specialists in
emotional &addictive illnesses

• Addictive Disease

• Psychiatric

• Geriatric

2500 Satilla Parkway
Waycross, Georgia 31501

Crisis Line 1-800-362-COPE
(2673)

Business Phone 1-800-382-9873
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Subs4ance Abuse, Insomnia.
Alcohol end substance abusers also

ai•e potential candidates for sleep prob-
lems. [As with depression, studies sug-
gest apossible causal relationship with
insomnia preccdiug alcoholism, and that
when insomnia is treated successfully,
patients are less likely to develop an
alcohol abuse problem.] Curre~~tly.
aboutl5 percent of patients with chronic
insomnia have an underlying problem of

substance abuse, especially sedatives

sLich as atcohol.10 Alcoholics may have

trouble sleeping due to agitation, gastric

irritation and other somatic symptoms.
And distw•bed circadian rhythms also are
common in alcoholics.~~

In some cases, individuals with sleep
problems may self-medicate to get relief
with alcohol and other substlnces.~a,~~
Although alcohol is known to have
sedating qualities, it may ultimately dis-
rupt and fragment sleep, worsening the
condition. Furthermore, alcohol and
some sleeping pills have been shown to
worsen snoring and sleep apnea—

condiCions that add to daytime sleepiness
and fatigue.

Getting Treatment.
Because sleep complaints cau inleilsify

or lead to other proUlems (such as
alcohol abuse), early diagnosis and treat-
❑ient are crucial. Therefore, it is impor-
tant for the EA counselor to be sensitive
to potential sleep problems and to
encourage individuals to seek proper
diagnosis and treatment. Incorporating
questions about sleep as part of the EA
counseling process may help deflect a
sleep problem.

if a sleep problem is suspected, the
counselor should refer the individual to a
liealtl~care professional who can evaluaCe
his or tier sleep habits, determine the
cause of the problem and recommend an
appropriate course of treatment. If there
is an underlying medical or psychiatric
condition, U~eatment of the pre-existing
illness is necessary.

TreaCment for insomnia usually com-
bines behavior modification with a pre-
scription sleep medication. Behavior

• ~ ~ ~~
w ~ ~w

Wellness-At~Work Cards
48 fact-filled, employee-friendly cards that
educate employees on important issues.

• B u i~l d • ~~~~.~~
Emplagee Morale °V ~~

Team Spirit '~ '"° *ro;;[ ~~;~~-

Enthusiasm ~„---;«~u' !'

• Increase • '~ "" ~ ~ 1~
Productivity ~-~ ~ .

Self-Esteem ~ -~ '° ~"~.

Health Awareness ~ ~,., ~`.:...

• Encourage • — l_
Communication ' •w-~ ~_- n

Jab Safety

• •

~1 ~~

~w"t'G~, The Bureau For Employee Education
_~~ 645 New York Avettue •Huntington, NY 11743

~*,~ 1-800.483-9235 •516.427.6551 •FAX 516.673.454q~.

modification typically includes IifesCyle
changes to improve the individual's sleep

habits or "hygiene." These changes
include:
• Establishing a regular bedtime routine,
that may include relaxation exercises
before bed, and establishing a consistent
sleep/wlke schedule.
• Controlling enviroumential factors,
including temperature, noise level and
amount of light.
• Using the bed only for sleep and sexual
relations, and getting out of bed if unable
to sleep.
• Exercising regularly (but not loo late
in the clay), and avoiding caffeine and
alcohol in the evening.
A physician also may suggest keeping

a 10-day sleep diary to help an individual
determine how much he or she is actually
sleeping and what other factors may be
interfering with sleep.

Sleep Medications.
Medications can flay an important role

in helping individuals obCain relief from
conli~iuerl on page 70

CEAP
EXAMINATION DACES

1994

F.xc~m Date: December 3, 1994

Application Cut-off Date: October 7, 1994

Eligibility Requirements: You must have three years
full-time EAP experience, or a minimum of 3,000 hours,
over at least three years, of part-time experience in EAP.
The completed Exam Application must be postmarked no
later than the cut-off date.

Requirements Explanation: CEAP examination eligibility
requires on-the-job EAP knowledge gained solely through EA
experience—it is not shared by or simply transferred from
related duties, other professions or academic credits.

Your experience in EAP must be from direct employment,
or internship, or contracted responsibilities for performing both
EAP clinical and organizational consulting activities. You must
show accountability for EAP operations at specific
organization(s).

for information, write
EAPA, Inc.

Attu: EACC • 2101 Wilson Boulevard
Suite 500 •Arlington, VA 22201
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SLEEP PROBLEMS

sleep difficulties. Short-term use of a sleep
medication may be particularly helpful as
an initial treatment to break the cycle of
sleeplessness and provide. immediate
relief, while allowing long-term lifestyle
changes to be incorporated effectively.

However, drug therapy is not usually
recommended for those with a history of
drug or alcohol abuse or underlying

psychiatric disorders. And, because there
is potential for dependence or abuse with
some sleep medications, the EA profes-
sional should closely monitor those indi-
viduals with existing medical or psychiatric
problems and be aware of medications
they may be using, as well as the potential
side effects.
A number of prescription sleep medi-

cations are available, most of which belong

10 Circle 8 on card.

to the class known as benzodiazepines.
These include such medications as tria-
zolam, flurazepam, and temazepam. When
used appropriately, benzodiazepines are
both effective and safe, although some are
associated with next-day "hangover"
effects. Some may cause temporary mem-
ory loss, and others can actually worsen
sleep for the first few nights after their use
is stopped.

Although nnuch about their mechanism
of action is unknown, research has shown
that benzodiazepines bind nonselectively
to several sites in the central nervous
system. This lack of specificity may explain
why they may be more active in reducing
anxiety and inducing muscle relaxation
than promoting sleep.le,19

Recently, a new class of sleep agents,
called imidazopyridines, has become avail-
able. Zolpidem tartrate is the first member
of this class. Zolpidem binds preferentially
to certain receptors in the central nervous
system—a specificity that may explain why
zolpidem does not appear to suppress
"deep" sleep—considered by some to be
the most physically restorative part of
sleep. In addition, zolpidem use does not
result in next-day hangover symptoms or
memory impairment 20 Some studies have
suggested there also is a low potential for
abuse with zolpidern.
EA professionals also should be aware

that some individuals will self-medicate
with over-the-counter sleep aids—
generally considered to be ineffective for
most patients.1z OTC sleep aids also have
next-day side effects that may diminish
cognitive abilities and work perform-
ance21

Through proper counseling, monitor-
ing, and referral, EA professionals can
play a significant role in detecting sleep
problems in their clients, helping them to
effectively manage their condition. By
advising individuals on the importance of
sleep and guiding them toward appropri-
ate treatment, the EA professional can
expedite the return to productivity and
well-being in the workplace.

Recognizing symptoms of insomnia and
other sleep problems as "red flags" for a
number of other health problems, also
may help cut other medical and behavioral
healthcare costs by starting treatment
early.

Footnotes are available upon request.

MnnLi lJ. SchtaJ; PhD, is director of fhe Center f'ar Research
iii Sleep Uisnrders in Cineinnnti.
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(ZOLPIDEM TARTRATE) ~~

5-MG & 10-MG TABLETS

From a uni ueq
chemical class of
non-benzodiaze
slee a ents
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More sleep
Total sleep time is significantly increased
compared with placebo. Patients fall asleep
quickly; generally within 20 to 30 minutes.1-3

Better sleep
Awakenings were reduced, compared to placebo

Through the night
No evidence of increased wakefulness during
the last third of the night. Normal sleep stages
are generally preserved' (clinical significance
unknown).

With no objective evidence of tolerance or
rebound insomnia
In studies of up to 35 consecutive nights at
recommended doses.'~2

FAVOrable safety cmd tolerability profile
Adverse events with dosages of < 10 mg that were
stafistically significant vs placebo

Short-term; <_ 10 nights Long-term: 28 to 35 nights

drowsiness 2% dizziness 5%
dizziness 1% drugged
diarrhea 1% feelings 3%

M IEI
IZOLP DEM TARTRATE) IV 5-MG 8.10-MG TABLETS

In the short-term treatment of insomnia

First in a unique chemicAl class of
non-benzodiazepine sleep agents

Please see references and brief summary of prescribing
information on the last page of this advertisernent. CICC~2 12 Oh CBYC~.01994 Searle



Ambien~ C
(zolpidem tartrate)

BRIEF SUMMARY

References: 1. Data an tile, SeaAe. 2. Vogel G, Scharf M, Walsh J, el al. Ellecls of chronicaly administered zalpidem on the sleep of healthy insomniacs. Sleep Research. 1989;18:80. Abstract.
3. Walsh JK, SchweNzer PK, Sugeiman JL, el al. Transient inwmnia assodaled with a &hour phase advance of sleep lime and Irealmenl with zolgdem. J Clin PsydrophertnacoL 1990;10:184-189.

INDICATIONS AND USAGE
Ambien (zolpidem tartrate) is indicated for the short-term treatment
of insomnia. Hypnotics should generally be limited to 7 to 10 days
of use, and reevaluation of the panent is recommended if they are
to be taken for more than 2 to 3 weeks,
Ambien should not be prescribed in quantities exceeding a 1-month

supply (see Warnings.
CONTRAINDICATIONS

None known.
WARNINGS

Since sleep disturbances mey be the presenting manifestation of e
physical and/or psychiatric disorder, symptomeuc treatment of in-
somnie should be initiated only aher a careful evaluation of the
patient. The failure of insomnia to remit after 7 to 10 days of
treatment may Indicate the presence of a primary psychiatric and/or
medical illness which should be evaluated. Worsening of insomnia
or the emergence of new thinking or behavior abnormalities may be
the consequence of an unrecognized psychiatric or physical disorder.
Such findings have emerged during the course of treatment with
sedative/hypnotic drugs, including Ambien. Because some of the
important adverse effects of Ambien appear to be dose related (see
Precautions and Dosage end Administration), it is Important to use
the smallest possible effective dose, especially In the elderly.
A variety of abnormal thinking and behavior changes have been

reported to occur in associotion with the use o~ sedative/hypnotics.
Soma of these changes may be characterized by decreased inhibition
(eg, aggressiveness and extroversion that seemed out of charecter~,
similar to effects produced by alcohol and other CNS depressants.
Other reported behavioral changes have included bizarre behavior,
agitation, hallucinations, and depersonalization. Amnesia and other
neuropsychiatric symptoms may occur unpredictably. In primarily
depressed patients, worsening of depression, including suicidalthink-
ing, has been reported In association with the use of sedative/
hypnotics.

It can rarely be determined with certainty whether a particular
instance of the abnormal behaviors listed above are drug induced,
spontaneous in origin, or e result of an underlying psychiatric or
physical disorder. Nonetheless, the emergante of any new behavioral
signor symptom of concern requires careful and Immediate evaluation.

Following the rapid dose decrease or abrupt discontinuation of
sedative/hypnotics, there have been reports of signs and symptoms
similar to those associated with withdrawal trom other CNS-depres-
sant drugs (see Drug Abuse end Dependence).
Ambien, Ilke other sedative/hypnotic drugs, has CNS-depressant

effects. Due to the rapid onset of action, Ambien should only be
ingested immediately prior to going to bed. Patients should be
cautioned against engaging in hazardous occupations requiring com-
plete mental alertness or motor coordination such as operating
machinery or driving e motor vehicle attar ingesting the drug, including
potential impairment of the pertormance of such activities that may
occur the day following ingestion of Ambien. Ambien showed additive
effects when combined with alcohol end should not be taken with
alcohol. Patients should also be cautioned about possible combined
effects with other CNS-depressant drugs. Dosage adjustments may
be necessary when Ambien is administered with such agents because
of the potentially additive effects.

General PRECAUTIONS

Use !n the elderly and/or debilitated patients: Impaired motor
and/or cognitive pertormance aHer repeated exposure or unusual
sensitivity to sedative/hypnotic drugs is a concern in the treatment
of elderly and/ar debilitated patients. Therefore, the recommended
Ambien dosage is 6 mg in such patients (see Oasege and Adminis-
tra(ion) to decrease the possibility of side effects. These patients
should be closely monitored.
Use in patients with concomitant illness: Clinical experience with
Ambien in patients with concomitant systemic illness is limited.
Caution is advisable in using Ambien in patients with diseases or

tlepress respiratory tlrive. PosFmarketing reports of respiratory in-
suHiciency, most of which involved patients wnh pre-existing respi-
ratory impairment, have been received. Data in and-stage renal failure
patients repeatedly treated with Ambien did not demonstrate drug
accumulation ar elteretions in pharmacokinetic parameters. No dosage
adjustment fn venally impaired patients is required; however, thesePanents should ba closely monitored (sea Pharmacokinetics~. A study
n subjects with hepatic impairment did reveal protonged elimination
in this group; therefore, treatment should be initiated with 6 mg in
patients with hepatic compromise, and they should be closely
monitored.
Use in depreeaion: As with other sedative/hypnotic drugs, Ambien
should be administered with caution to patients exhibiting signs or
symptoms of depression. Suicidal tendencies may be present in such
patients and protective measures may be required. Intentional over-
dosage is more common in this group of patients; therefore, the
least amount of drug that is,feasible should be prescribed fog the
patient et arty one time.
In/ormaHon for petienis: Patient information is printed in the com-
plete prescribing information and is available in pads for distribution
to patients.
Laboratory tests: There are no specific laboratory tests recommended.
Drug interactions
CNS-active drugs: Ambian was evaluated in healthy volunteers In
single-dose interaction studies for several CNS drugs. A study in-
volving heloperidol end zolpidem revealed no effect of heloperidol on
the phermacokinetics or pharmecodynemics of zolpidem. Imipramine
in combination with zolpidem produced no pharmecokinetic Interac-
tion other thane 20% decrease in peak levels of imipremine, but
there was an additive effect of decreased alertness. Similarly, chlor-
promazine in combination with zolpidem produced no pharmacoki-
netic Interaction, but there was an additive effect of decreased
alertness end psychomotor performance. The lack of a drug inter-
ection following single-dose edminiatration does not predict a lack
tollowing chronic administration.
An additive effect on psychomotor peAormance between alcohol

and zolpidem was demonstrated.
Since the systematic evaluations of Ambien in combination with

other CNS-active drugs have been limited, careful consideration
should be given to the phermacolog y of eny CNS-active drug to be
used with zolpidem. Any drug with CNS-dep~essent effects could
potentially enhance the CNS-depressant effects of zolpidem.
Other drugs: A study involvin8 cimetidine/zolpidem and ~anitidine/

et was reversetl by tlumazenil; however, no sigNflcent
zolpidem pharmecokinetics were found.
[ory test interactions: Zolpidem is not known to in-
ommonly employed clinical laboratory tests.

Cercinogenesis: 2olpidem was administered to rats end mice for 2
years at dietary dosages of 4, 18, and 80 mglkg/day. In mice, these
doses are 26 to 620 times or 2 to 36 times the maximum 10-mg
human dose on a mg/kg or mg/m~ basis, respectively. In rata these
doses ere 43 to 878 times or 8 to 116 times the maximum 10-mg
human dose on a mg/kg or mg/m~ basis, respectively. No evidence
of carcinogenic potential was observed in mice. Renal liposarcomas
were seen in 4/100 vets (3 males, 7 female) receiving 80 mg/kg/
day and e renal lipoma was observed in one male rat at the 18 mg/

kg/day dose. Incidence rates of lipoma and liposarcoma for zolpidem
were comparable to those seen m historical controls and the tumor
findings are thought to be a spontaneous occurrence.
Mutagenesie: Zolpidem did not have mutagenic activity in several
tests including the Ames test, genotoxicity in mouse lymphoma cells
in vitro, chromosomal aberrations in cultured human lymphocytes,
unscheduled DNA synthesis in rat hepatocytes in vitro, and the
micronucleus test in mice.
Impalement o/ fertility: In a rat reproduction study, the high dose
(100 mg base/k~) of zolpidem resulted in irregular estrus cycles and
prolonged precoital intervals, but there was no effect on male or
female fertility aher daily oral doses of 4 to 100 mg base/kg or 5
to 130 times the recommended human dose in mglm~. No effects
on any other fertility parameters were noted,
Pregnancy
Category B. Studies to assess the effects of zolpidem on human
reproducuon end development have not been conducted.

Teratology studies were conducted in rats end rabbits.
In rats, adverse maternal end fetal effects occurred et 20 and 100

mg base/kg and included dose-related maternal lethargy and ataxia
and adose-related trend to incomplete ossification o/ fetal skull
bones.

In rabbits, dose-related maternal sedation end decreased weight
gain occurred et all doses tested. At the high dose, 18 mg base/kg,
there was an Increase in Postimplentation fetal loss and underossl-
fication of sternebree in viable fetuses.

This drug should be used during pregnancy only if clearly needed.
Nonteretogenic effecfa: Studies to assess the effects on children
whose mothers took zolpidem during pregnancy have not been
conducted. However, children born of mothers taking sedative/hyp-
notic drugs may be at some risk for withdrawal symptoms from the
drug during the postnatal period. In addition, neonatal flaccidity has
been reported in infants born of mothers who received sedative/
hypnotic drugs during pregnancy.
Labor and dalivory: Ambien has no established use in labor and
delivery.
Nuroing mothers: Studies in lactating mothers Indicate that between
0.004 and 0.019% of the total administered dose is excreted into
milk, but the effect of zolpidem an the infant is unknown.
The use of Ambien in nursing mothers is not recommended.
Safety and effectiveness In children below the age of 18 have not

been established.

ADVERSE REACTIONS
Associated with discontinuation of treatment: Approximately 4%
of 1,701 patients who received zolpidem at all doses (1.26 to 90
mg) in U.S. premerketing clinical trials discontinued treatment because
of en adverse clinical event. Events most commonly associated with
discontinuation from U.S. t~lals were daytime drowsiness (0.5%1,
dizziness (0.4%~, headache (0.5%~, nausea (0.6%1, and vomiting
(0.6%~.

Approximately 6% of 1,320 patients who received zolpidem at all
doses (6 to 60 mg) in almlle~ foreign trials discontinued treatment
because of en adverse even[. Events most commonly aesocieted
with discontinuation from these trials were daytime drowsiness
(7.6%~, amnesia (0.6%1, dizziness (0.6%~, headache (0.8%), and
nausea X0.6%1.
Incidence in controlled clinical trials
Moat commonly observed adverse events In controlled trials:
During short-term treatment (up to 10 nights) with Ambien at doses
up to 10 mg,the most commonly observed adverse events associ-
ated with the use of zolpidem and seen et statistically significant
differences from placebo-treated petients were drowsiness (reported
by 2% of zolpidem patients, dizziness (7%), and diarrhea (1%1.
During longer-term treatment (28 to 35 nights) with zolpidem et
doses up to 10 mg, the most commonly observed adverse events
associated with the use of zolpidem end seen et statistically si@niti-
cant differences from placebo-treated patients were dizziness 15%)
and drugged feelings (3%~.

Incidence of Treatment-Emergent Adverse Experiences in
Short-term Placebo-Controlled Clinical Vials

(Percentage of patients reporting)

Zolpidem
Body System/ (510 mg~ Placebo
Adverse Event' (N=886) (N=473)

Central end Peripheral Nervous System
Headache 7 6
Drowsiness 2 —
Dizziness 1 —

Gastrointestinal System
Nausea 2 3
Diarrhea 1 —

Musculoskeletal System
Myalgie 1 2

•Events reported by at least 1 % of Ambien patients are included.

Incidence of Treatment•Emergent Adveroe Experiences in
longterm Placebo-Controlled Clinical Trials

(Percentage of patients reporting

Zolpidem
Body System/ (510 m ~ Placebo
Adverse Event• (N=162 (N=16p

Autonomic Nervous System
Dry mouth 3 1

Body as a Whole
Allergy 4 1
Back pain 3 2
Influenza-like symptoms 2 —
Ches[ pain 1
Fatigue 1 2

Cardiovascular System
Palpitation 2 —

Central and Peripheral Nervous System
Headache 19 22
Drowsiness 8 5
Dizziness 6 1
Lethargy 3 1
Drugged feeling 3
Lightheadedness 2 1
Depression 2 1
Abnormal dreams 1 —
Amnesia 1
Anxiety 1 1
Nervousness 1 3
Sleep disorder 1 —

Gastrolntestinel System
Nausea 8 6

isDlerPhee 3 2
Abdominal pain 2 2
Constipation 2 7
Anorexia 1 1
Vomiting 1 1

Immunologic System
Infection 1 1

Musculoskele~al System
Myalgia 7 7
Anhralgie 4 4

Incidence of Treatment-Emergent Adverse Experiences In
Long•tarm Placebo-Controlled Clinical Trials (ConYd)

(Percentage of patients reporting)
Zolpidem

Body System/ (510 m ~ Placebo
Adverse Event• (N=152 (N=161)

Respiratory System
Upper respiratory infection 6 8
Sinusitis 4 2
Pharyngitis 3 1
Rhinitis 1 3

Skin and Appendages
Rash 2 1

Urogenital System
Urinary tract infection 2 2

•Events reported by at least i % of patients treated with Ambie~.

There is evidence from dose comparison trials suggesting a dose
relationship for many oT the adverse events associated with zolpidem
use, particularly for certain CNS and gastrointestinal adverse events.
Adverse events are further classified and enumerated in order of

decreasing frequency using the following definitions: freGuent edveree
events are defined as those occurring in greeter.then 11100 sub ecte;
infrequent adverse events are those occurring in i/100 to 1/,000
pa~ients; rare events are those occurring in less than 1/1,000
patients.
Frequent: abdominal pain, amneeie, ataxia, confusion, depresalon,
diarrhea, diplopia, dizziness, dreaming abnormal, drowsiness, drugged
feeling, dry mouth, dyspepsia, euphoria, fatigue, headache, insomnia,
lethargy, I~ghtheededness, myalgae, nausea, upper respiratory infec-
tion, vertigo, vision abnormal, vomiting.
Infrequent: agitation, eller~y, anorexia, anxiety, arthrelgie, arthritis,
asthenia, beck pain, bronchitis, cerebrovesculer disorder, chest pain,
constipation, cooghang, cystitis, decreased cognition, detached, dif-
ficulty concentrating, dyserthria, dysphagie, dyspnea, edema, emo-
tionel lability, eye irritation, telling, fever, iletulence, gastroenteritis,
hallucination, hiccup, hyperglycemia, hypertension, hypoeesthesia,
infection, influenza-like symptoms, malaise, menstrual disorder, mi-
gralne, nervousness, pallor, palpitation, paresthesia, pharyngitis, pos-
tuial hypotension, pruritus, rash, rhinitis, sCleritis, SGPT increased,
sinusitis, sleep disorder, sleeping faker daytime dosing, stupor,
sweating Increased, tachycardle, taste perversion, tinnitus, tooth
disorder, trauma, tremor, urinary incontinence, urinary tract infection,
vaginitis.
Rare: abdominal body sensation, abscess, acne, acute renal failure,
aggressive reaction, allergic reaction, allergy aggravated, enephylectic

nia, hypoxia, hysteria, illusion, impotence, injection site inflemmetion,
intestinal obstruction, Intoxicated feeling, lacrimetion abnormal, lar-
yngitis, leg cramps, leukopenia, libido decreased, IymphadenopatM1y,
macrocytic anemia, manic reaction, micturition frequency, muscle
weakness, myocardial infarction, neuralgia, neuritis, neuropathy, neu-
rosis, otitis externs, otitis media, pain, panic attack, paresis, person-
elity disorder, phlehitis, photopsae, photosensitivity reaction, pneu-
monia, polyuria, pulmonary edema, pulmonary embolism, purpura,
pyelonephrins, rectal hemorrhage, penal pain, restless legs, rigors,
saliva altered, sciatica, SGOT increased, somnambulism, suicide et-
tempt, syncope, tendlnitie, tenesmus, tetany, thinking abnormal,
thirst tolerance increased, tooth Caries, urinary retention, urticaria,
varicose veins, ventricular tachycardia, weight decrease, yawning.

DRUG ABUSE AND DEPENDENCE
Controlled subetence: Schedule IV.
Abuse and dependence: Studies of abuse potential in former drug
abusers found that the effects of single doses of zolpidem tartrate
40 mg were similar, but not identical, to diazepam 20 mg, while
zolpidem tartrate 10 mg was difficult to distinguish from placebo.

Sedative/hypnotics have produced withdrawal slgns end symptoms
following abrupt discontinuation. These reported symptoms range
from mild dysphoria and insomnia to a withdrawal syndrome that
may include abdominal and muscle cramps, vomiting, sweating,
tremors, and convulsions. The U.S. clinical trial experience from
zolpidem does not reveal arty clear evidence for withdrewel syndrome.
Nevertheless, the following adverse events included In DSM-III-R
aiterle for uncomplicated sedative/hypnotiC withdrawal were report-
ed at an incidence of 51 %during U.S. clinical trials following placebo
substitution occurring within 48 hours following lest zolpidem treat-
ment: fatigue, nausea, flushing, lightheededneas, uncontrolled crying,
emesis, stomach cramps, panic attack, nervousness, and abdominal
discomfort.

Individuals with a history of addiction to, ar abuse of, drugs or
alcohol aye et risk of hahituetion and dependence; they should ba
under careful surveillance when recelving any hypnotic.

OVERDOSAGE
Signs and sympLoma: In European postmarketing reports of over-
dose with zolpidem alone, impairment of consciousness has ranged
from somnolence to light coma, with one case each of cardiovascular
and respiratory compromise. Individuals have fully recovered from
zolpidem tartrate overdoses up to 400 mg X40 times the maximum
recommended dose). Overdose cases involving multiple CNS-depres-
sant agents, including zolpidem, have resulted in mare severe symp-
tomatology, including fatal outcomes.
flecommended treatment; General symptomatic and supportive
measures should be used along with Immediate gastric levege where
appropriate. Intravenous fluids should be administered as needed.
Flumezenil may be useful. Raspiration, pulse, blood pressure, end
other appropriate signs should be monitored end general supponive
measures employed. Sedating drugs should be withheld following
zolpidem overdosege. 2olpidem is not dialyzable.
The possibility of multiple drug ingestion should be considered.

Caution: Federal few prohibits dispensing without prescription.
4/11/94
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Successful Quit-Smoking Promotion Treats Smoking Cessation as a Class, Not a Clinic

istorically employee
assistance profession-
als have concentrated
on the treatment of

alcohol and drug abuse problems,
and on the treatment of emotional
problems. However, in the man-
aged care health-delivery system of
the future, EA professionals will be
asked to treat a broader array of
employee behaviors that put the
employer at financial risk.
The prime example of a costly

employee behavior is smoking.
Smokers use the healthcare system
up to 50 percent more than non-
smokers. Smokers also have 34
percent to 50 percent higher rates of
absenteeism and 29 percent to 100
percent more work-related acci-
dents than nonsmokers. Estimates
of the excess annual cost per smok-
ing employee vary widely, but even
conservative estimates put the fig-
ure at $1,000 per smoker per year.

Because EA professionals already treat other addictions, they are
the best people to offer smoking-cessation treatment. The following
information is intended to help EAPs get such a program started,
first by providing background on the prevalence and costs of
smoking, and then by giving practical advice on selecting and
promoting worksite smoking-cessation treatments.

By Robert H. Shipley

Prevalence of Smoking.
Among employees typically referred to EA professionals,

prevalence of smoking is very high, especially among those who
have a problem with alcohol abuse. Employees with less education
are more likely to smoke than are better-educated employees. By
the year 2000, only an estimated 5 percent of college graduates will
smoke, compared to 30 percent of high school graduates.

Death caused by active smoking. Over 400,000 smokers in the
United States die each year from smoking-related illnesses. This is
four times the deaths caused by alcoholism. Approximately 30
percent to 40 percent of smokers will die prematurely from a
.smoking-related illness. For those smokers who die prematurely,
smoking will cost an average of 12 to 15 years of life.

[According to Dr. Richard D. Hurt of the Mayo clinic in the
May-July 1994 issue of ASAM News, data from a large study in
Minnesota showed that "63 percent of alcoholics who received
treatment were smokers, that 29 percent of them were dead within

eight years—and that 62 percent of
these deaths were tobacco-
related."]

Environmental tobacco smoke
(ETS). Chronic exposure. to smoke
from others' cigarettes causes dis-
ease in nonsmokers. In 1993, the
Environmental Protection Agency
(EPA) labeled environmental
tobacco smoke (ETS) a known
human (Group A) carcinogen, on a
par with asbestos and benzene. An
estimated 53,000 nonsmokers in the
United States die each year from
ETS. Both the National Institute for
Occupational Safety and Health
(NIOSH) and the EPA recommend
that smoking be prohibited at all
workplaces, or confined to separate
rooms with independent ventilation
systems that maintain negative air

~ pressure to prevent escape of any
a smoke.
~ Whether it is employees or theirZ
families who develop health prob-

lems, the company's medical claims bear the brunt of avoidable
expense. Department of Labor statistics report that employees who
smoke miss 1.5 more days work, increase maintenance and cleaning
costs, insurance premiums and even interfere with the optimum
environment for computer operation.
A nationwide ban on smoking in the workplace is possible.

Action on Smoking and Health (ASH), a national nonprofit
organization, has sued the Occupational Safety And Health
Administration (OSHA) to compel it to ban smoking in all
workplaces. ASH points out that by law, OSHA must reduce
worker exposure to dangerous substances to the lowest possible
level, that level would be zero exposure since it can be achieved by
banning all workplace smoking.

Rep. Henry Waxman, along with more than 40 other representa-
tives, has proposed national legislation (HR 3434) that would ban
smoking in all nonresidential buildings (except in separately-
ventilated rooms). The head of the EPA testified that such a law
would save 5,000 to 9,000 nonsmokers' lives each year, and $22
billion to $46 billion per year in healthcare and related costs.
[The Food and Drug Administration (FDA) is conducting an

investigation and hearing testimony that will determine whether
nicotine should be considered a drug and regulated as such. The
FDA could outlaw cigarettes and tobacco products or limit the

continued on pnge 14
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continued from page 13

amount of nicotine to "safe levels."]

Smoking Cessation.
The 1985 Surgeon General's report,

noting that American workers are in
greater danger of getting cancer or chronic
lung disease from smoking cigarettes than
they are from working around any other
environmental hazard, challenged com-
panies to offer employee quit-smoking
programs. Similarly, a 1991 NIOSH report
recommended that employers implement
smoking treatment programs. Despite
these appeals, a 1992 survey by the U. S.
Department of Health and Human Services
of 1,507 private worksites with 50 or more
employees found that only 22 percent of
these worksites offered stop-smoking
classes.
Smoking-cessation success rates. Among

employees who enter smoking-cessation
treatment, only 20 percent to 30 percent
succeed in remaining smoke-free for six to
12 months. This is about the same rate of
sobriety achieved by alcohol treatment
programs. The reason more smokers can-

not quit is that they are hooked on
cigarettes by physical addiction, habit, and
emotional dependence.

Nicotine is an addicting drug that pro-
duces pleasurable feelings, muscle relaxa-
tion, reduced hunger, and improved atten-
tion and performance on certain cognitive
tasks. The 1988 Surgeon General's report
concluded that smoking meets all the
criteria to be labeled a physical addiction.

Nicotine enters the brain within seven
seconds after inhaling. Frequency of rein-
forcement (a typical smoker experiences
200 "hits" a day) exceeds all other drugs.
This same report concluded that the proc-
esses that determine addiction to nicotine
are similar to those that determine addic-
tion to heroin and cocaine. During 20 years
of smoking, the average pack-a-day smoker
has inhaled the smoke from cigarettes over
1,000,000 times. This repetition makes
puffing on a cigarette a very strong habit.
Smoking can become a psychological

addiction because it helps to relieve anxi-
ety, depression, anger and boredom. Smok-
ers learn to rely on cigarettes the way they
might rely on a best friend-to help them

through difficult emotions. Indeed, upon
quitting smoking, many people feel as if
they have lost their best friend.

Without smoking-cessation programs or
help in recovering from a physical or
psychological nicotine addiction, 30 per-
cent to 40 percent of smokers will die of
smoking-related diseases. If even 30 per-
cent of the smokers you treat are able to
quit, you will have prevented a premature
death in 9 percent of the smokers treated.
Put another way, on average, when you
conduct a stop-smoking class with 11
employees, you will save one person's life.
Not a bad return on your time investment.

Treatment Being Offered.
When putting together a treatment pro-

gram, EA professionals are accustomed to
asking, What works? What will increase the
clinical effectiveness of my program? When
selecting a stop-smoking program, an
equally important question is, What will
appeal to smokers wanting to quit?

Obviously, if astop-smoking program
has low appeal, few employees will partici-
pate. For example, aversive treatments

STRESS IS NOT FUNl`JY!
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for a clever promotion, but we at Sunsource are more
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(e.g., puffing on a cigarette every 6 seconds
until the client becomes ill) have evidence
of clinical efficacy, but these treatments do
not appeal to employees. In contrast, high
on many smokers' lists of desired treat-
ments are hypnosis, drugs and various
kinds of treatment gadgets that many EA
professionals are not inclined to offer.
However, unless you include some of these
elements in your smoking-cessation pro-
gram, few employees will participate.
Smokers also prefer programs that cost

them little time or money. The EAP at the
University of Texas at Austin, for example,
provides stop-smoking classes on company
time. Programs that are offered at company
expense and on company time will achieve
better participation rates than programs
that cost the employee time or money. An
example of a treatment that is effective and
cost-and time-efficient is the nicotine skin
patch.

The patch. The transdermal nicotine
patch has high appeal for smokers, is time
efficient, and enhances treatment effective-
ness when combined with counseling;
therefore, the role of the EA counselor and

that of the physician compliment each
other. One drawback of the nicotine patch
is the cost of about $3.75. per day over a
treatmenC course of 10 to 16 weeks, This
expense is a concern to both employees and
nnanagement.
Many company managers fear that if

nicotine patches are provided at no cost,
employees with marginal motivation to quit
will use the patches. This could raise
company costs 'without increasing success
rates for quitting.

Brand switching. Alow-cost alternative
to the use of nicotine skin patches to wean
the smoker off nicotine is a brand~Switching
procedure. Prior to quitting smoking, the
smoker switches to brands of cigarettes that
deliver progressively less- nicotine. After
reaching a brand that contains very low
levels of nicotine, the smoker quits "cold
turkey." Several studies have found this
method reduces blood nicotine levels by 40
percent to 50 percent. The brand-switching
treatment can be combined with use of
nicotine skin patches. Smokers who have
completed abrand-switching procedure,
compared to those who have not done

Coming in October
EmployeeAssistance has an exciting lineup covering a variety

of EA-related workplace issues from adolescence to trauma.

• We start with a piece that offers intervention and

referral advice for EAPs counseling employees with problem

step-children and move on to a close-up look at a full range of

work%family resources, including consultants.

'• We follow with legal basics in a review of the kinds of

legal services and resources a major company has experi-

enced and its implementation of a referral service by EAPs.

• Next we look at addiction in a profile of the new heroin

user—symptoms, prognosis for treatment and EA involve-

ment in return-to-work.

• To add to business expertise, we present show-to article

on selection of preferred provider networks.

• Supervisors are spotlighted in an article on the latest in

effective supervisory training.

• And finally, we focus on the experiences of a mass transit

workforce who successfully implemented peer assistance for

trauma response and critical incident debriefing.

brand switching, can be started on lower
strength nicotine patches, and then stay on
the patches for less time. With this proce-
dure, less money is spent on nicotine
patches.
At the Veterans Hospital in Durham,

N.C., patients are required to complete a
brand-switching sequence before receiving
nicotine skin patches. The brand-switching
requirement helps to assure that patients
who are provided nicotine skin patches are
motivated to quit, and it limits the amount
of resources spent on patches. Initial results
of this procedure are encouraging-45
percent of patients treated remained absti-
nent at a three-month follow-up.

Hypnotism. Hypnosis is another example
of a treatment that meets all three criteria
for inclusion in worksite stop-smoking
programs, when it is combined with other
treatment ingredients. Note this does not
mean one-session hypnosis typically
offered by "traveling hypnotists." That
type of hypnosis meets only two of the
three criteria—it has high appeal for smok-
ers and is time-efficient. However, the

continued on page 16
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traveling hypnotist falls short on the
criterion of clinical efficacy. Still, when
combined with other treatment ingredi-
ents, there is evidence supporting the
effectiveness of hypnosis.
From a review of over 50 reports, J.L.

Schwartz {1987) concluded, "Hypnosis
produces only modest results when used
alone, but when combined with other
methods, the success rates are enhanced."
Other components. Many other treatment
components should be considered for
inclusion in asmoking-cessation program.
An alternative to creating your own
smoking-cessation program is to adopt
one of the existing commercial programs
available. Such programs include Smoke-
less, Smoke Stoppers, and QuitSmart
Stop-Smoking program.

Program Promotion.
Regardless of which program is chosen,

onsite promotion will be needed to attract
employees to the program. Promotion
will be most effective when it is multi-
modal, humorous, timely, persistent, non-
clinical and personal.
• Multi-modal. Promotion is most

effective when delivered through many
channels, including inhouse print media,
posters, payroll stuffers and advice on
health.
• Humorous. Humor makes anti-

smoking messages more effective.
Dawley and colleagues (1993) found
clinic participation rates were higher at
two chemical companies that communi-
cated humorous anti-smoking messages,
than at a third company not presenting
these messages. The anti-smoking mes-
sageswere delivered by humorous posters
and bumper stickers (Do It Without
Smoking) and buttons ("Kiss me, I'm
Smoke Free").
• Timely. Promotion messages should

be delivered most intensely during times
of the year when smokers most want to
quit: January, spring and fall.
• Persistent. The promotion message

should be delivered repeatedly. Only
persistent delivery of the message will
demonstrate management's view of
smoking cessation as a priority health and
safety issue.
• Non-clinical. Information on how to

quit smoking should not be identified
with mental illness or with the stigma of
needing help to quit. Seeking help to quit
smoking should be promoted as the
normal and smart thing to do. Stop-

smoking sessions should be called classes,
not clinics.
• Personal. Personal contact is the

most effective marketing tool. I have
trained and certified hundreds of health
professionals. In a mail survey, graduates
of these train-the-trainer courses were
asked to assess which promotion methods
had worked best for them. They cited
personal contact as the most productive
promotion strategy.
A good way to use personal contact to

recruit smokers is to request the help of
successful program graduates. Ask these
ex-smokers to contact fellow employees
in person. A personal invitation to join a
stop-smoking class is especially indicated
for opinion leaders. If EA professionals
can convince the' head of the union,
company leaders and popular employees
to attend astop-smoking class, it will
assure high enrollment in the future.

Another way to facilitate personal
recruitment is for EA professionals to
form a committee of opinion leaders who
represent all segments of the company.
They should ask the committee to devise
a promotion plan that includes liberal use
of personal recruitment strategies. Each
committee member might, for example,
agree to recruit a number of smokers.

Typical participation rates for a
worksite stop-smoking class are 4 percent
to 8 percent of smokers. .However,
participation should not be viewed as a
one-shot deal. A high percentage of
smokers can be reached over time by
offering repeated classes. As smokers see
class members quitting smoking, many
become interested in joining a stop-
smoking class.

Given EA professionals' knowledge of
addiction treatment, they are in an excel-
lent position to offer smoking cessation-
treatment at the worksite. The high costs
of smoking and restrictions on smoking at
the worksite make this a good time to add
smoking-cessation treatment to the list of
services EAPs offer.

Resources.
Daw[ey L, . Daw[ey H, Jr, Glasgow R, (1993).
Worksite Smoking Control, Discouragement and
Cessation. International Journal of the Addictions,
28(8), 719-733.
Schwartz JL. (1987). Review .and Evaluation of
Smoking Control Methods: The United States and
Canada, [978-1985 (NIH Publication No. 87-2940).
Washington, D. C.: U. S. Government Printing

office.

Robert K Shipley, PhD, is director of the D~eke Medicp!
Center Stop Smoking Program in Durhnm, N.C. (919)
644-0736, and president of QuitSmarf ~Corpora~e S(op
Smoking Resources.
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By Paul M. Roman

Recently, the EAP community
has received potentially
adverse publicity on two items

that highlight two interrelated issues—
the image of EA work and the role of
ethics in furthering professional devel-
opment.
The first item is the now famous

piece, "If you use your firm's counsel-
ors, remember your secrets could be
used against you," by Ellen Schultz in
The Wall Street Journal (May 26, 1994).
It implied that details about employees'
personal lives which they reveal when
using EA services can be easily accessed
by management and used against these
employees.

It is clear that if the EA field does not
work to create and reinforce its true
image, others will supply their version.
As long as the EA community remains
passive in terms of relating to its signifi-
cant public, audiences—employed peo-
ple, human resource managers, unions
and line managers—the field remains a
"sitting duck" to be shaped and defined
in any manner outsiders (or real ene-
mies) pursue. Letters to counter such
pieces are invariably defensive and
rarely carry the credibility of the origi-
nal criticism.
The lessons to be learned from the

Journal article go beyond the obvious

way in which it highlights the ineptitude
of the EA field in educating key
constituency groups and investing in
effective public relations.

Confidentiality.
In what is perhaps an oblique way,

the article demonstrates how the
construction of an EA image around
confidentiality can lead to disaster. EA

SEPTEMBER 1994

workers can only claim reasonable and
prudent confidentiality, not "total" or
"complete" confidentiality.
EA workers may mislead themselves

about confidentiality. For example, if a
client reveals to an EA worker a
personal "secret" about a lifestyle issue
or other potentially damaging informa-
tion, what assurance is there that the
EA worker is the only person in the
workplace who has been made privy to
this information?

Thus, intense promises of confidenti-
ality and promotion of a confidentiality-
centered image can easily make the
EAP staff the suspected culprit if the
"secret" somehow leaks out.

Closely related is the assumption by
some EA staff members that referrals to
their services are genuinely unknown to
others in the workplace when the per-
sonwho is referred reports this to be the
case.

Data from a major study that we are
analyzing show that the vast majority of
EA referrals come through a complex
network of discussions and influence.
with supervisors., co-workers,
workplace friends and others before a
decision to use the EA services is
actually made. Very few people come to
EA services without a network of oth-
ers in the workplace having a fairly
good idea about the nature and even
the details of the underlying problem.

Finally (and this is far from an
exhaustive critique of the hollowness of
EA assurances of total confidentiality),
if any form of service is used beyond the
EA itself, these service providers have
gained access to unknown quantities of
"confidences" related to EA workers.

continued on page 18
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If any form of third party payment
for a service is involved, an uncon-
trollable abundance of clerical staff as
well as managed care personnel have all
sorts of access to information about the
client, the problem, the treatment and
the prognosis.
The EA field needs to clarify what it

means and where it stands in regard to
confidentiality. Privacy is an increas-
ingly complex issue and a decreasingly
available commodity in a world domi-
nated by formal bureaucratic organiza-
tions. EA work is embedded in these
structures. "Privacy management"
might be a better notion than confiden-
tiality, for EA workers are often unreal-
istic about information that they indeed
cannot protect.

Performance Problems.
The second item appeared in the

national biweekly, Alcoholism and
Drug Abuse Weekly (July 11, 1994).
This brief piece took to task the
Employee Assistance Professionals
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Association for its internal personnel
practices in terms of its failure to follow
EA principles in the dismissal of staff
members. Here again is a hearty failure
at public relations.

I am not privy to the "facts," what-
ever they may be, but the accusation
that EAPA fails to practice what it
preaches is gravely serious for the
well-being of the field's image.
I would venture to guess, however,

that there is or will be controversy over
what is right or wrong with this EAPA
personnel decision. This may happen
because the EA field has never taken
seriously the challenge of defining its
guiding principles or as Teddy Kemp
has called them, the EA field's "core
values."

Part of the way in which the EA field
cripples its own pursuit of recognition
as a profession lies in the continued
failure to define the boundaries of
appropriate behavior for EA profes-
sionals vis-a-vis their clients, their peers
or those with whom they may have
contractual relationships. Likewise,

there is a failure to enforce standards
that are implied by such boundaries,
setting the stage for an atmosphere of
"anything goes" unless a lawsuit puts a
damper on things.

A Code of Ethics.
This setting of boundaries is typically
known as a code of ethics; which has
several implications in everyday prac-
tice.
• First, the code is well-known to

those who are admitted to professional
practice, particularly those who are
given professional certification. Evi-
dence of in-depth knowledge of the
code of ethics is typically required.
• Second, those within the profes-

sion do not hesitate to take action
against those who breach the agreed-
upon ethics. "Looking the other way" is
seen as an ethical breach in and of itself
within most professional communities.
• Third, specific sanctions exist for

those who are found, through due proc-
ess, to have breached the ethical code.

continued on page 41
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ntegrating EAP services into a managed
care structure may reconfigure the roles of
EA professionals for file future.
Daniel Ansel, _vice president of

Bethesda Behavioral Health Services, anot-for-
profit EAP provider, said one major focus of

Bethesda's integrated structure is having full

integration of EAP services. He sees the newly

configured EA role as putting EA professionals in

the position to serve as total continuum EAP/case

managers.
"There is an entry point of EAP service

delivery that continues all the way through the

actual provision of the care," he noted. "The full

continuum of care extends through EAP, EAP/

managed care, alcohol/drug treatment, inpatient

and outpatient psychiatric services and emergency

crisis triage."
Changes in the EAP role are really part and

parcel of the motivation behind most behavioral
health integrations: All services across the contin-
uum of care have a single administrative and
clinical/medical leadership. That way the company
can provide a consistent philosophical, opera-
tional and clinical approach to providing care, and

that, Ansel noted, is the key feature of an

effective, integrated delivery system.

Pitfalls of Nonintegration.
"Without a fully integrated structure, care can

become fragmented—the client has more of an

opportunity to get caught in the middle and easily

fall through the cracks," Ansel said. "IYs hard to

manage the quality of care when dealing with so

many different entities that may not have the same

alignment in terms of the way they provide care

and the efficiency with which they do it.
"Through an integrated system, with the same

organization managing all divisions of care and
providing the care, one begins to minimize
utilization review and maximize the case manage-

ment process. As is traditional, the EA profession-

als are the gateway to care for clients, but they

also are treatment coordinators when the care

requires more than traditional EAP services—up

to and including, reviewing claims and authorizing

payments. This is not a novel concept, it was

promoted by Lee Wenzel back in the mid-1980's."

The history of EAPs and managed care shows

their working together was often thwarted or

complicated by distinctly different missions. EA's

efforts to provide and encourage access to

treatment frequently clashed with managed care's

efforts to control costs and redistribute services:

sometimes interpreted as promotion versus limita-

tion. Although both providers of healthcare

delivery are beginning to see the value of their

interdependency rather than adversarial competi-
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tion, some EA professionals still are chagrined to

find many EAP-managed care integrations mini-

mize EA functions and leave them out of the loop

once assessment has been made. Others are

concerned about the EA role being reshaped to

the point of losing its traditional identity.

Paradigm Shift.
At some time, the role of EAP/case manager

may demand such a level ofbusiness-management

expertise that EA professic~als feel they are

losing the hands-on functions that were part of
their initial motivation for entering the EA field.

Ansel .sees this hybridizing of the EAP as an

inevitable paradigm shift. "The most successful

EAPs are the ones that are integrated with

managed care. They are not only providers but

also managers and that is the most efficient,

effective way to provide care, realizing that there

are management resource parameters."
continued on page 20
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COMPETITIVE EDGE

continued from page 19

Integration does not end there. "The
most successful managed behavioral
healthcare companies are going to be the
ones that evolve and integrate with the
healthcare delivery system," he said. "It is
treating the whole person.
"There is a macro view and a micro view.

The macro view is where managed care
companies choose what to provide as a
system of care. That system of care can be
divided into four key components: how that
care is planned; how delivery capabilities
are promoted or how people are educated
about them; how the system operates what
it does; and how the programs are evalu-
ated. Anybody who is going to create an
integrated system on a macro level has to
work around those four components. The
components of the micro view involve what
services the system has; which should be
contracted for; how the case-management
process is going to work; and how data will
be collected. It is not an easy process.
"The competitive edge of integrated

EAPs and managed care is really a resource
edge. For afree-standing EAP to provide

what a behavioral managed care system
provides, they have to put together a
network, have contracts with treatment
facilities, clinical providers, etc. The man-
aged care system already has all of these
and needs only to integrate them into
administrative, clinical and philosophical
consistency. There are a few EAPs that are
going to be successful doing this, but the
fact that big EAPs are being acquired by
managed behavioral healthcare companies
indicates most EAPs do not have the
resources to put this type of a delivery
system together or assume and manage the
risk."

Ansel pointed out that fewer and fewer
providers are going to have a choice about
assuming risk. "However, risk provides
some opportunities because when a com-
pany controls the resources, it has more
control over the flexibility and creativity of
services it can provide," he said. "For
example, one client company that con-
tracted for care at-risk had very limited
drug and alcohol treatment benefits. When
Bethesda assumed risk for that, because it
managed the resources for such treatment,

it could introduce a formalized relapse
prevention program, previously unavaila-
b1e. Being at-risk, Bethesda controlled the
resources and could add that level of care."
The trend toward integration seems to

be a good fit with the trend toward
providers accepting at-risk contracting.
Many of the components of a successful
integrated delivery system coincide with
points to be evaluated in negotiating suc-
cessful at-risk or shared-risk contracts.

Successful Components.
Eric Anderson, PhD, executive vice

president and general manager of Ameri-
can Biodyne Inc. described the necessary
components for successful integration as
including: "(1) a way to facilitate access to
care; (2) a closed provider panel that is
rigorously screened, credentialed and
trained to function within an integrated
system; (3) a strong utilization program
management—case management, practice
guidelines, and measurement and
documentation; (4) and a financing vehicle
to provide financial incentives for
everyone.

20,000 Provides at
Your Fingertips.
The National Referral Network
for Kids in Crisis.

A FREE SERVICE OF

KidsPeace National
Centers for Kids in Crisis sM

KidsPeace is a not for profit organization.
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"Capitation [payment by the contract-
ing companies to providers based on a per
patient per month figure] manages the cost
in an aggregated way, but lessens the
potential for care decisions to be influ-
enced on a micro level by cost considera-
tions; in other words, by the. perverse
financial incentives of the past where
people got treated depending on what was
reimbursed.

"Generally, integrated systems are at-
risk, but not always. The integrated EAP
program is often contracted to a Fortune
500 company, which, in most cases, is
going to be self-insured. So, they may
contract on an administrative-services
basis with some reward incentive or per-
formance incentive for good outcomes.
That can still be a good system, although it
is not fully at-risk, but ideally the manag-
ers of the system need to have control of
the system so they can shift dollars and
redistribute care to achieve the optimum
balance of service and cost for the entire
population. The only way to really get that
is having one organization control the
mechanism of financing for the care."

Carve-out Comparison.
The mental health/substance abuse

carve-out is still a fairly popular prede-
cessor of current integrated systems. "The
carve-nut industry was simply answering a
market demand of payors, including. self-
insured companies, that wanted to have a
mechanism through which they could
control mental health costs but still deliver
mental health benefits," Anderson said.
"That is the carve-out mentality. Some of
the dynamics involved a split between
EAPs and behavioral health, and that split
is what is being rectified in the integrated
product."
Dr. Richard Kunnes, president of Pru-

dential PsychManagement, sees the carve-
out as lacking the, advantages of an
integrated product, which he designates a
"carve-in." According to his article which
was reprinted in EmployeeAssistance Pro-
fessional Report (Nov. 1993), "The carve-
in is the integrated carrier or conglomerate
HMO with both carve-out and carve-in
capacity. Irrespective of the Clinton
administration, it will be the carrier or
conglomerate with resources (financial,

administrative, strategic) to build and
market highly specialized services on a
stand-alone, profit-center basis, and will
integrate fully with the parent entity's
mainstream managed care products and
systems. -
"Employers .and consultants demand

increased specialization, affirmative access
and national consistency, but with integra-
tion into and flexibility with a wider and
deeper spectrum of services. Further and
related employer demands include those
for financial stability and soundness of the
managing entity (not seen in many smaller
carve-out vendors) along with one-stop
shopping. In effect, the desire and demand
for comprehensiveness, flexibility, stabil-
ity, consistency and specialization, all
rolled into an integrated, synergistic
whole, may lead to the demise of the
carve-out and the rise of the carve-in..."

Within an integrated delivery system,
Anderson sees the configuration of the
EA professional's role a little differently
than Ansel. Besides the traditional assess-
ments, referral, and consultation within

continued on page 41
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ver the last eight years, 14,000
people have been treated by
therapists and counselors who
have used acomputer-assisted

method called the Therapeutic Learning
Program (TLP). Typical clients work on the
computer for 30 minutes and then receive
printouts that are discussed with counselors
trained in the treatment model. Counselors
spend a fu1150 minutes with patients.

This coupling of computer and discus-
sion takes place up to 10 times, usually once
per week. In our experience, the average
patient is able to resolve an important
problem-in-living and is satisfied, i.e., feels
in control and free of psychological pain in
just seven sessions.

How It Works.
The first computer session has two parts.

One is basically a questionnaire on the
computer that makes use of branching logic
and goes into detail wherever necessary. In
a short period of time, and with great ease,
the client who has never previously used a
computer can enter so much data that
trained counselors say it would take them
two to three hours to get the same amount
of information in a face-to-face interview.

Research on computerized assessments
and questionnaires in almost all settings
consistently shows that patients are more
honest and open when working on the
computer than with either aface-to-face
interview or apaper-and-pencil question-
naire. It seems that staring at the screen and
thinking about an answer creates a special
personal state. Patients do not have to
worry about being judged or dealing with
the limitations of paper-and-pencil ques-
tionnaires that cannot make extensive use
of branching logic, When they see items
that are near to their own experiences on

era
By Roger L. Gould
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the screen, they recognize that many others
have had the same experience. This "nor-
malizing" facilitates more honest reporting.

After a patient has finished a session, a
three-to-five-page printout is presented to
the counselor with suggested follow-up
questions for more detail, and a format that
encourages documentation of judgments
made about the accuracy of the patients
information as well as judgments required
for the assessment and referral process. The
patient presents the information but the
therapist makes the professional judgment
and documents that directly onto the
printout.

In the second half of the first computer

session, the agenda switches from reporting
information necessary for good assessment
and referral to the agenda of problem-
solving and personal development. Since
the first step is defining the problem
correctly, that is where we begin. But
defining a problem in a real-life setting is
not all that simple. If a person reports anger
at what he perceives to be an authoritarian
boss, is that the problem? Is it marital stress
at home that puts him on edge before and
after work? Or is the accompanying depres-
sion that leads to poor performance at work
the problem? If any of these categories are
determined to be the problem, is the
category and subtype sufficiently devel-
oped so that counselors have enough
properly framed information to begin to
consider the action options?
To address these questions, the com-

puter program formats the structuring of
the problem statements to include all the
essential elements. The problem context
and content is connected to the psycho-
logical pain that drives people to attempt
change. Clients are pointed toward the
goals they hope to achieve by successfully
working through the problem—usually the
satisfaction of some important frustrated
need. Because a patients perceptions of
the problem are the basis for beginning the
treatment model, any treatment model can
be used with computer-assisted therapy.

A Sample Case.
Suppose an employee is depressed, his

performance is deteriorating and he com-
plains about his authoritarian boss and a
stressful home life. He already has several
problems to describe and many different
frustrated needs to get on the table. By the
time he is finished with the second half of
the first computer session, he will have
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several potential workable problems in
print to choose from before even starting
the first session with the counselor.
One prototypical problem statement for

the sample employee to consider would be,
"I'm having tension with my boss, Joe, who
overpowers me and doesn't listen to me.
This makes me feel crushed and depressed.
This pain tells me I'm not getting respect
and the opportunity I need to express
myself."

If work is really the problem, then the
employee with the perceived-to-be authori-
tarian boss may truly have a difficult boss
or may instead just have a more challenging
situation represented by a more focused
and demanding manager at a time of
downsizing or re-engineering in his
workplace.
The client will have to consider whether

his need for respect and self expression is
necessarily being frustrated totally by his
boss or whether that frustration is caused
by patterns within himself that he needs to
change, or some combination of both. In
either case, he is in the midst of the
challenge to adapt.

In the remaining nine sessions of the
program, the counselors help the client sort
out these kinds of distinctions and get a
look at the realities of his life situation to
explore options for adaptation. By the end
of the second complete session involving
computer, printout and discussion, he will
have a healthy "action step" to explore.
The intended action step is used as an
experimental probe to help the client
understand and overcome his fears and
come to some decision about whether the
fear he feels about taking appropriate
action represents a current realistic fear or
just a shadow of the past.

Session Goals.
The following outlines the clients

intended progress through the learning
continuum of this particular computer-
assisted model.
1) Identifying stress-related problems, con-
flicts and symptoms

a. to identify sources of stress and
ineffective responses

b. to sort out stressful issues from
developmental stress problems

c. to prioritize one clearly stated stress
problem that calls for some action

2) Clarifying goals and focusing on action
a. to identify the development goal that

addresses the adaptational demand
b, to clarify and define the action or

behavior change that is necessary
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c. to build an action intention that
represents the recovery of the
underdeveloped function

3) Thinking through the consequences of
taking action

a. to distinguish realistic dangers from
exaggerated dangers

b. to isolate and expose the fears as
predictions confused with memories

c, to reach a conscious,. cost-benefit,
positive decision about the intended
action

4) Uncovering hidden motives and fears of
failure and success

a. to clarify that certain strongly felt fears
are not objective dangers

b. to weaken the hold of irrational fears
c. to learn to identify thinking errors 

as a
useful concept

d. to distinguish healthy and unhealthy
motives

e. to demonstrate that fears of failure
and success rarely point to real dan-
gers

5) Exploring anger and guilt as obstacles to
action

a. to clarify that certain strong anxiety
feelings are not indicative of external
dangers

b. to demonstrate that angry feelings are
controllable by rational considera-
tions

c. to demonstrate that the feeling of guilt
is information that can be processed to
continue to confirm that the intended
action is safe and doable

6) Confronting issues of self-esteem
a, to identify and acknowledge self-

esteem sensitivities
b. to begin to accept the universality and

mystery of these sensitivities
c. to entertain the thought that this
powerful inner voice represents a
historical fiction

d, to understand that the self-esteem
sensitivity is the biggest block to
resolving the developmental conflict

7) Examining old and detrimental patterns
of behavior

a. to identify the deepest vulnerability
that is being challenged by the action
intention

b. to see how the self-doubt triggers the
ineffective protective behavior

c. to examine and demonstrate how the
self-doubt system feeds itself

d, to begin to challenge the automatic
response

8) Understanding the history of self-doubts
a. to expose the illusion of permanent

continued on page 24



Treatment For Adolescents
Used To Be

Now there's a grey area. .
but that's good.

It's good because treatment needs
are not black and white. They are as
individualized as adolescents them-
selves and should he treated that
way.

At St. Anthony's 1Vledical Cen-
cer, we oi~fer treatment programs fior
chemical. dependency, psychiatric
illness and dual diagnosis that pro-
videthe security of specialized, com-
}~rehensive treatment, but also allow
patients to begin or continue their
recovery in the least restrictive envi-
ronment possible.

White
Our Residential Care Program is
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damage
b. to see that responses to early events

were limited and naturally protective
c. to see that these early protective

behaviors were automatic responses to
feeling inadequate

d. to view the self-doubt as an initial
response to events by the immature
mind

9) Analyzing a current incident involving
the self-doubt

a. to demonstrate and diminish the
self-fulfilling prophecies

b. to identify the erroneous thinking that
currently feeds the powerful self-
doubt

c. to understand that feeding the doubt
by misinterpretation is a choice, not a
necessity

d. to recognize that to continue to do this
is to avoid growth

10) Evaluating the changes experienced
during the course

a. to see that fears are to be overcome
and not submitted to

b. to see the action intention as a part of
ongoing recovery of function

c. to understand that recovery of func-
tion and individuation are necessary

d, to consolidate new views of reality
The result of the exploration of adap-

tational actions leads to experimenting with
new behavior and getting positive feed-
back. The client moves from relative help-
lessness to empowerment, able to act on
decisions and find a successful adaptational
niche. When this happens, there is not only
symptom reduction and function improve-
ment, but also signs of a new vibrancy and
zest for life as the client takes control of
what was previously immobilizing.

Self-Help Book:
By the time clients have completed the

program, they have also generated their
own unique self-help book. This computer-
generated individualized, self-help book
has proved to be a surprisingly valuable
part of the after-treatment. In fact, in a
three-year follow-up study done by Cigna
Healthplan, 75 percent of a sample of 2,000
patients continued to use these self-help
books as guides and claim the books have
made a significant difference in the way
they approach and resolve problems-in-
living.
Computer-assisted counseling programs

can be a tool to extend brief therapy into
the highly desired realm of generalized
learning.
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The Framework.
The patients, the computer as a personal

consultant and the counselor become a
team in this new way of organizing and
systematizing solution-oriented brief ther-
apy. The patients benefit directly while the
counselor benefits indirectly because it is
satisfying to work with grateful, empow-
ered clients who have quickly achieved a
sense of forward movement in their lives.

Although the computer program is novel
and the star that attracts attention from
professionals, an equally important feature
of the whole program is the underlying
therapeutic change model. To help people
solve problems and make changes, a model
has to have a framework. TLP's framework
is ongoing adult development.

Sixteen years ago, I researched adult
development that largely dealt with the
normative process of continuously going
through transitions at work, within the
family and in one's sense of self. There is a
need to continuously adapt to ever- chang-
ing circumstances. During the process of
adaptation, one is challenged to develop
new or more refined capacities; hence, the
developmental framework.

Clients know on some level what they
need to do to adapt, but that adaptation
requires either a hard decision or a require-
ment to develop some particular ability
more fully. They may need to learn to stand
up for themselves, become more independ-
ent, listen to the other person more
carefully or do their work rather than
engage in office politics, etc.
No matter how simple these actions may

seem to an . outside observer, for the
individual, they represent a significant
change that triggers a minor identity crisis.
Developmental conflict from the adapta-
tion process occurs. Even a small change in
behavior opens a whole closet full of fears.
Therefore, the model underlying a com-
puter-assisted program should be simple to
state, and it should lead to putting a
problem statement into operation. A per-
son has a problem when he or she needs to
adapt but cannot because the new behavior
called for is erroneously interpreted as
being too dangerous. The unit of work to
be performed in brief therapy is to resolve
this particular urgent developmental con-
flict.

The Computer Challenge.
Assessment and referral software has to

meet the challenge of being easy to use
continued on page 26

SEPTEMBER 1994

BEFORE PLACING A

HELP-WAI~~'~ED...
:`

. ~J~FER THE ~~
~~X HELP NEEDED

.. ~~~_~,
~.

~~ ,~ .~.

elp chemically dependent employees
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COMPUTER THERAPY

continued from page 25

therapeutically by EA professionals. The
computer itself is a double-edged sword. It
is the powerful, interactive tool —the
model's medium for the client, producing
the printout and recording, guiding, focus-
ing and presenting options; but it also may
put off helping professionals unless they
clearly see it as a tool for themselves and
their clients. It is easy to see the computer
program as an adversary or competitor that
interferes with the poetry of the relation-
ship between the patient and therapist.
Counselors and therapists must resolve
their own conflicts about professional
change.

In selecting assessment software, look
for something time-efficient and also easy
for the patient to use. It should have a
highly sensitive, comprehensive screen so
nothing important is omitted from the
patient's report or forgotten in the thera-
pist's record. Every piece of information
asked for on the multitude of forms for the
major managed care companies should be
found in the printout and record, allowing
it also to be used as a universal managed
care information gathering piece.
The starting assumption is that all people

who come for help have some problems-in-
living to resolve. Although most of the
people presenting themselves to a clinic can
benefit from brief therapy, there is a certain
percentage of clients who require referral
out, special considerations or close moni-
toring and supervision. in addition to or
instead of the brief therapy program.
Therefore, effective software should serve
a triage function with special emphasis on
substance abuse, psychotic disorders and
dangers to self, to others or from others.

In addition to these kinds of problem
statements, there should be a full array of
symptom and impairment statements. With
all three elements combined, there would
be a phenomenological basis for outcome
evaluations already built into this one
assessment piece. The program software is
not a psychological. test and counselors do
not try to figure out whether a person is
lying when they give answers on the
computer. This is not an assessment of a
person's competencies or personality traits,
nor a method of automating a pathological
diagnosis.

Benefits.
Program software should be designed to

be an information gathering tool that uses
the efficiencies of the computer to organize
information into knowledge. It is a tool for

counselor's to do the following:
1) Serve a triage function to help

distinguish what subgroup of patients need
special handling or special referral consid-
erations.
2) Gather necessary information in an

organized way for reporting to third parties
or carrying on a supervisory process.
3) Create a comprehensive record of

therapists judgments about the patients
information.
4) Establish a phenomenological basis

for outcome evaluations.
5) Begin the therapeutic process with the

patient who also goes away with a printout
of his or her own problem statements. The
latter may serve as a universal starting
point for establishing an important com-
mon ground for therapeutic alliance and
patient follow-through.
6) Help establish a process that leaves

the patient in a very good position at the
end of the first assessment referral session.
Patients almost always come in feeling
relatively helpless and .stuck. They have
been unable to solve the problems-in-living
they confront. By helping patients articu-
late and clarify what those problems are
and put them into print in a format that
leads to options and solutions, they have a
realistic basis for hope inasmuch as they
have familiar problems that are solvable
rather than problems heretofore consid-
ered uniquely unsolvable.

Although standardization of a thera-
peutic approach may not be entirely desira-
ble in the behavioral health field, there is
some obvious need for consensual agree-
ment on what a problem is and how the
outcome of a therapeutic process is meas-
ured vis-a-vis the identified problem. There
are many forces at work in the marketplace
forcing all healthcare professionals to con-
sider some form of standardization. Assess-
ment and referral software maybe useful as
an atheoretical phenomenologically based
starting point.

Regardless of whether or not that comes
about, assessment and referral software
should serve an immediate purpose of
helping providers and counselors do a
better job more easily while saving time,
being more efficient by discharging oner-
ous paperwork requirements and giving
patients something useful to take home so
they can become more active participants
in their own therapeutic endeavor.

Roger L. Gould, MD, a psychlntrist and nudtor, is chief
executive officer of Interactive Hea(~h Systems lac. in Los
Angeles.
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New Approach to Cocaine Treatment Fits Managed Care Trends:

Control of Costs Ultimately Will Depend on Prevention of Relapse

Through Use of Proven Treatment Facilities

t is well recognized that effective treat-
ment of cocaine abuse has been illusive.
While there are instances of treatment
success, success rates are low and repeated

treatnnent relapse is fairly common among
cocaine abusers. In some companies, benefits
managers have gone as far as to suggest that
abusing employees be terminated immediately
rather than treated because termination will be
the ultimate result anyway.
One emerging approach in health benefits

management for addressing the need to improve
treatment outcomes is the "center of excel-
lence." Acenter of excellence is a treatment
provider that has been identified as representing
"best practice" in addressing a specific health
problem. For example, one Houston company
has identified St. Lukes Hospital as a center of
excellence for the treatment of heart disease.

Recently the authors have been involved in a
project to adapt the centers-of-excellence
approach to cocaine treatment. There are four
phases that must be identified to implement
centers of excellence: finding what works; pro-
gram review and dialogue; plan design; and
research and evaluation. Because the first phase
has been completed, a summary of conclusions
about what works will be provided also.

Finding What Works.
In the example cited earlier, part of what

worked was finding a facility with a long-
standing reputation of exceptional treatment for
heart disease, and affiliated researchers who had
developed and clinically evaluated new proce-
dures. These vt~ere not found in the cocaine
study. As the treatment programs were
reviewed, none stood out as particularly success-
ful with cocaine abusers. Relapse rates for
cocaine abusers were found to be markedly
higher than those for alcohol-abusing employ-
ees.
An essential first step for creating centers of

excellence was to find out what constituted "best
practice" for cocaine treatment. Recently pub-
lished research on cocaine treatment was
reviewed to formulate a set of recommended
components of treatment.
One of the results of this effort was to discover

how little. systematic, empirical published
research was available to examine much of what
is conventionally offered today in treatment
programs. Indeed, pharmacotherapy was the
only therapeutic element that evidenced the
frequent use of random, clinical trials to evaluate
efficacy.

Research Results.
While a great deal more research is needed,

here are some of the results.
• One key element to effective cocaine treat-

ment is effective client assessment including a
determination of the severity of abuse, a thor-
ough medical assessment and a psychosocial
assessment. A comprehensive assessment is
needed to identify other problems, such as
psychiatric comorbidity, legal problems, family
problems and medical problems that may affect
treatment outcome. Evidence suggests that
treatment outcome can be improved by treating
psychiatric comorbidity.
• It does not appear that the treatment

setting, whether inpatient or outpatient, is key to
treatment outcome. The evidence suggests that
the primary issue is the intensity of treatment. In
other words, the patient must be substantially
engaged in a structured treatment program.
Weekly psychotherapy appears to have insuffi-
cient intensity to be appropriate as the initial
treatment. Inpatient treatment may be necessary
for patients who have medical complications,
psychiatric comorbidity, very severe levels of
abuse or evidence of repeated relapse.
• Individual and family therapy are impor-

tant to effective rieatment outcome. Some sug-
gest individual therapy is needed initially to
create the kind of bonding necessary to produce
positive therapeutic results. Like individual ther-
apy, family therapy appears to play a role in
engaging the cocaine client in treatment. Again,
this maybe tied to the need for the client to bond
in some way. Perhaps family sessions should
start early in the treatment program.
Some limited research suggests that group

therapy is not as great a contributor to treatment
retention as individual and family therapy. There
is, however, insufficient evidence to suggest that
group therapy should not be included as part of
the treatment process. Still, it appears group
therapy should not be offered as an alternative
to family and individual therapy, but should be
part of a treatment program that includes all
three.
• One of the most well-researched treatment

factors is the use of pharmacological interven-
tions to manage physical and psychological
symptoms of withdrawal. Findings suggest
adjunctive pharmacotherapy may be useful in
reducing cravings and in treating psychiatric
comorbidity such as depression. A number of
pharmacological therapies including
bromcriptine and amantadine may be effective

continued on page 28
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continued from page 27

in reducing cocaine withdrawal symp-
toms—hypothesized to be attributable
to dopamine depletion—although
some evidence to the contrary is also
reported. Flupenthixol, a dopamine
antagonist, has also been found to have
promise in reducing cravings and length
of treatment.

Studies have also suggested that
tricyclic antidepressants including
desipramine, imipramine and tra-
zadone may be effective in reducing
craving, although other studies have
indicated no effect. Benzodiazepines
have been suggested for the effects of
the severe symptoms of cocaine
intoxication including anxiety, agitation
and psychotic disorders, as well as the
symptoms of withdrawal. Carbamazep-
ine, found to be effective in treating
seizures, has shown promise in reduc-
ing cocaine craving.

While there remains uncertainty
regarding the efficacy of adjunctive
pharmacotherapy for cocaine abuse,
the existing evidence suggests promise.
Further research is needed to better
differentiate which categories of
cocaine abusers respond most success-
fully to the different forms of
pharmacotherapy.
• Both behavioral and cognitive

approaches to relapse prevention are
important to enhancing treatment out-
come. The behavioral approaches are
oriented to extinguishing the effects of
triggers that may lead to craving. It has
been suggested, for example, that even
seeing white sugar' can stimulate crav-
ing in a cocaine abuser. The behavioral
approaches introduce the abuser to
potential stimuli during treatment to
extinguish the craving response.

Cognitive approaches focus on the
individual's ability to recognize and
respond to triggers. Individuals are
taught to recognize and eliminate trig-
gers, create alternatives to triggers,
avoid triggers and respond differently
to triggers. Participation in Cocaine
Anonymous or a similar alternative is
consistent with a cognitively-based
relapse prevention approach because it
represents the creation of an alterna-
tive social structure to the one that
originally supported the use of cocaine.
•Use of frequent drug screening

both during and after structured treat-
ment improves client/counselor trust
since the question of whether or not the

client is clean is not an issue.
• Provision of treatment 1'or poten-

tial sexual dysfunction and addiction is
important since both are quite common
among cocaine abusers. A failure to
address these issues can increase
relapse potential.

First Phase Lessons.
Iri addition to developing the list of

recommended elements of treatment
and relapse prevention, there were two
lessons from this first phase that merit
comment.

First, there is not a great deal of
quality research upon which to deter-
mine "best practice." This is a particu-
larlysignificant issue when approaching
a problem such as cocaine addiction
where success rates are low. Although
low success rates may be an unfortu-
natereality, without quality research on
alternative clinical procedures, it is
impossible to know if improved prac-
tice is possible. Effective implementa-
tion of centers of excellence will require
steps to reduce this gap in knowledge.
Second, it became clear that

although limited, there is evidence that
challenges some of the conventional
wisdom of what effective treatment is.
The use of pharmacological adjuncts to
treatment and desensitization to behav-
ioral stimuli are two promising proce-
dures not widely used in treatment. To
some extent, it appears current treat-
ment practice is mired down in the
traditional Minnesota Model that has
been successful with alcohol abusers.
Various alternatives to that approach
may be necessary to effectively address
cocaine abuse.

Review and Dialogue.
The lessons from the first phase of

the project led us to the conclusion that
selection of centers of excellence
requires a process of review and dia-
logue.

Typically, selection of providers
involves looking at information such as
program accreditation, staff creden-
tials, program structure and philoso-
phy, average length of stay, and costs.
Little time and effort is put into finding
out the specifics of what elements of
treatment take place within the treat-
ment program, such as the types of
treatment modalities that are used, how
treatment is differentiated for people
with different types of problems and
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how new learning is incorporated into
existing treatment.
To assist us in getting this informa-

tion, astructured interview was created
for gathering information about the
clinical elements of a treatment pro-
gram. The interview was designed to
gather information about whether or
not a program had any or all of the key
elements that have been found to show
promise for improving the effectiveness
of cocaine treatment.
The limited quality of research led to

using the interview more as of a dia-
logue. The selection of a center of
excellence hinges on developing a part-
nership with treatment providers to
create an innovative and more effective
program. Thus, the interview is not
only aimed at gathering information,
but it is designed to open up a discus-
sion with program staff about creating a
more effective program. Without a
push to improve clinical efficacy, the
limited success rates for cocaine abuse
will continue.

It should be clear from the descrip-
tion of the first two phases that this
process involves a clinically substantive
and proactive role for those identifying
a center of excellence. This role,
presumably a role in which the EAP is
involved, is vital to improving the
quality of treatment. This may be espe-
cially true as cost becomes one of the
foremost criteria for program selection.

Plan Design.
An important part of implementing

center is designing the benefits plan to
encourage selection of the program for
covered employees and dependents. Tv
do that, treatment in a center should be
available without copayment or with
reduced copayment. In addition, since a
center may not be located in a person's
home location, travel expenses should
be covered for the treated individual,
and some or all expenses should be
covered for dependents, especially if
their participation is part of the treat-
ment process. This approach to plan
design, rather than requiring individu-
als to use a center, provides positive

incentive.
There are some issues in negotiating

a contract with a center's provider that
should betaken into consideration. It is
very likely that any center selected will
provide more than one level of care, use

continued on pnge 31
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A Vaccine For Cocaine?
Imagine immunizing people against drug abuse. Vaccinated people

would have no reason to take drugs. Their bodies would contain
antibodies that destroy cocaine molecules, for instance, breaking them
into fragments that would produce no "high."

Scientists have reported progress toward entering this new era in
society's battle against drug addiction with the development of artificial
antibodies that destroy cocaine. In test tube experiments, the
antibodies—that one day may be administered as avaccine—increased
the breakdown of cocaine 100 to 1,000 times.

Research on the potential cocaine vaccine by Dr. Donald Landry of
Columbia University in New York City has required developing a new
technique for synthesizing a compound involved in the natural
breakdown of cocaine. Catalytic antibodies recognize and attach
themselves to foreign substances or "antigens." Instead of just binding
to the antigen, in this case, a cocaine molecule, and "marking" it for
destruction by other immune system cells, antibodies speed up
chemical reactions, breaking bonds between atoms in the antigen,
literally ripping it apart. The breakdown products lack cocaine's
stimulant effects and are the same as those produced in the natural
decomposition of cocaine in the human body.

Catalytic antibodies have been causing excitement because of their
many potential medical applications. The cocaine discovery has
potentially important medical applications because no drug now exists
to blunt cocaine's eifects in the body. Addiction to cocaine—especially
smokable "crack" cocaine—is such a serious problem because, of all
forms of drug dependency, it is perhaps the most difficult to treat.

Landry explains that typical crack cocaine addicts take the drug for as
long as possible, until their money or the supply of drug is exhausted.
The addicts then "crash," and seek treatment. For the first couple of
days, they want to abstain and can remain drug-free. But by the third or
fourth day, addicts develop an overwhelming craving for more cocaine.
Conventional treatment involves giving an addict antidepressants such
as desipramine, which can ease the urge for cocaine and help the
addict abstain. But it takes several weeks for antidepressants to work.
With the craving unrelieved, many addicts relapse in the early days or
weeks of treatment. They binge on the drug once again, and the cycle
of cocaine use, treatment, and relapse starts anew.

Landr~r believes that inoculation with anti-cocaine antibodies could
interrupt the cycle. The medication would not relieve the craving for
cocaine, but it would make it impossible for the addict to relieve the
craving by taking cocaine. Cocaine molecules taken into the body would
be destroyed by the anti-cocaine antibodies.

Ideally, a single dose of the antibodies would immunize against
cocaine's effects for several weeks, providing time for drugs like
desipramine to take affect and addicts to undergo psychological and
social therapy.
One of the problems ahead is to find a way of increasing the speed

at which the antibodies destroy cocaine. Landry believes that a rate of
10,000 to 100,000 times higher than baseline would be necessary for
the antibodies to be clinically effective at practical doses.

Excerpted fran WhaYs Happening in Chemistry? Uy the American Chemical
s~~«~y.

EAP Professionals

VMC Behavioral Healthcare Services presents a unique

and challenging opportunity for master's degreed

professionals with three years' post-graduate experience and

state licensure or certification.

Multiple office locations serving a large Federal

government agency are available west of the Mississippi.

VMC Behavioral Healthcare Services offers competitive

compensation and benefits and an excellent opportunity for

professional growth in a rapidly expanding organization.

Experience in mental health, substance abuse and diverse

populations is required. Responsibilities will include

assessment, shoR-term treatment, consultation and training

If you are interested in pursuing

a full-time position with VMC or in

becoming part of our provider

resources network, fax or mail

resumes to:

Richard F. McCrary

Director of Human Resources

BEHAVIORAL HEALTHCARE SERVICES

100 S. Greenleaf
Gurnee, IL 60031-3378
FAX: 708-249-2772

We are an equal
opportunity employer.
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continued from page 29

some form of step-down treatment and
provide individualized treatment
adjuncts such as pharmacotherapy.
Consequently, any pricing system nego-
tiated should allow for the provision of
a treatment plan that meets the specific
needs of the patient.
Two approaches are possible. One is

a unit cost for treatment such as a per
diem that covers any element of treat-
ment that may be required. The price is
essentially an average daily cost across
the mix of patients. Alternatively,
prices can be unbundled. An inpatient
per diem is negotiated for all elements
of care that are core to any person's
treatment. Costs for additional ele-
ments of treatment such as therapy for
sexual dysfunction are added on sepa-
rately.

Research and Evaluation.
The aim of creating a center of

excellence is to produce outcomes that
are better than would otherwise result.
The final phase of implementing cen-
ters of excellence is building in research
and evaluation as an ongoing part of
treatment. The gaps in knowledge
about what elements of care improve
treatment outcome, as well as the
development of innovations in treat-
ment, require a commitment to well-
designed research. Although there is a
great deal of emphasis on outcome
studies today, most studies currently
underway will do little to advance the
quality of treatment because their focus
is primarily on overall treatment suc-
cess.

Unfortunately, knowledge of the
level of success of a program does not
necessarily provide knowledge of what
elements of that program contribute to
its success. Few studies are examining
specific treatment modalities or proce-
dures to determine added value.
The cost of developing centers can

be high and will require a partnership
between payors and providers. In the
long run, the result will be more effec-
tive treatment, lower rates of relapse
and lower total costs to payors.

Kirk C. Harlow, DrPH, is nssocia(e professor of n[Iministrn-
tive sciences anA director of the Center for Applied Resenrch
and Evaluation in the Schoo! of Business and P~tb(ic
Adn~inistrafion, University of Houston-C(enr Lake. Jeffrey P.
Chris(ie, ACSW, CEAP, is Airector of the Brown and Roof
Inc. employee assismnce program and president of the
Houston chapter of EAPA.
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Graceland offer~~, nev~est design~r~~ ~Y~SSroo , comfort ar~d~
convenience — yo own home. darn your bac~ielors degree

t-:
or certificate of completion without major disruption to family
and job.

Graceland offers you:

Q Study at Home

You work at home with minimal interruption to work
and family obligations.

Q Credit for Life Experience and Previous Training

Your training and work experience in the addiction
field is valued by Graceland.

Q Courses Developed by Nationally
Recognized Educators and Authors

You rECeive the latest in addiction studies from
quality educators. Merlene and David Miller are
well known for their dedication to the addiction
education field and as authors and coauthors of such
titles as, Learning To Live Again, Staying Sober, and
their latest book, Reversing the Weight Gain Spiral.

To begin your bright new future and help reverse
the spiral o f addiction, call or write today:

Graceland
College
Addiction Studies Outreach Program
700 College Avenue
Lamoni, IA 50140-1696
(800) 585-6310 or (515) 784-5441
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Negotiating an EAP Contract Should Be the Beginning

of a Relationship, Not the Goal. EA Negotiators Will

Need Employers' Future Support and Good Will.

ohn and Laura, the average EAP
representatives, finished the selec-
tion process with a major
employer. Later, the employer

sent a request for proposal (RFP). They
attended a bidders' conference and met
the consultant who would help the com-
pany select the best employee assistance
program for the company's workers.
Next, they spent hours on evenings and
weekends compiling information and
writing an impressive proposal.

After waiting several uncomfortable
weeks to hear that their EAP was selected
as a finalist, John and Laura prepared to
meet with the selection committee to
answer any questions about the proposal.
Representatives of the company and/or
the consultant did a site visit and went
over every aspect of the EAP with a fine
tooth comb'. Finally, they heard those
magic words, "XYZ Corp. has selected
your EAP as the one most appropriate for
our employees. We'd like to meet with
you next Monday to draw up a contract."
They are not out of the woods yet!

How they "draw up" that contract will
spell success or failure for this account
and, if the account is large enough or
prestigious enough, it could spell success
or failure. for the EAP.

Negotiation.
Before entering the negotiation proc-

ess, EA professionals should learn the
eight basic rules for negotiating a contract
and a way to determine whether they
have won or lost the negotiations. One
thing they must understand is that they do
not "draw up" or "create" a win-win
contract—they negotiate it!

Representatives of the EAP and the
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By Scott J. Fruchter

employer sit down and negotiate a con-
tract that works for both sides. It is not an
adversarial process; the employer's nego-
tiators are not their enemies—not "the
bad guys." Rather, they are negotiating
partners. The EAP representatives
should treat them with the same concern
and kindness they would treat a partner in
the EAP.
EA professionals have a reputation as

terrible negotiators. That may be because
EA training teaches them to focus on the
other person's issues and ignore their
own. A lot of them just don't like to
"haggle" because they have this secret
fear they lack negotiating sophistication
and are always being "taken." Although
they can confront a substance abusing
employee, they do not know how to
confront a car salesperson whose sales
manager insists on increasing the price
after the deal has already been made.
"Nice people" can be successful nego-

tiators if they understand some of the
rules of negotiating. Below are eight
negotiating guidelines that can be used
when buying a car, setting limits for your
children or drawing up an EAP contract
with an employer.

Eight Rules of Negotiation.
1. Know yourself
2. Know your negotiating'partner
3. Have the right attitude
4. Don't let time work against you
5. Avoid single-issue negotiations
6. Know your walk-away point
7. Avoid negotiating tactics.
8. "No" yourself

1. The first rule directs EA profession-
als/representatives to know what it costs
to provide care and cover overhead, and

know as much as possible about competi-
tors and their cost structure. They should
know the EAP's strengths and weak-
nesses and why the EAP wants this
contract.

2. Knowing the negotiating partners
means the EAP representatives should
try to discover why the company chose
their particular EAP, why they want this
contract and how much they understand
about differences in EAP philosophy and
quality. The EAP negotiators should
know what will make the partners look
good to their -superiors, know the com-
pany's financial situation and its attitude
toward employee benefits. In short, they
should know everything possible about
their negotiating partners!

3. Attitude problems are common
when behavioral healthcare providers
negotiate contracts with employers. Many
of them enter negotiations telling them-
selves, "XYZ Corp. is huge and has
MBAs and lawyers and all that. We are
just EA professionals who provide care
and are generally inexperienced in negoti-
ating contracts."

4. The EAP representatives should
begin every negotiating session by pre-
tending they just overheard the president
of XYZ Corp, tell his or her chief
negotiator, "If you don't have that
employee assistance program contract
finished by 5:00 p.m. today, your bonus
for this year will be zero!" They should
remember that once they have been
selected, there is as much pressure on the
employer to negotiate a contract with
them as there is on them to negotiate a
contract with the employer.

However, the EAP representatives
should be careful not to let time work

EMPLOYEEASSISTANCE



against them in the negotiations. If they
have any deadlines, they should not be
revealed. If negotiating is done out of the
EAP's home area, it is inevitable that the
representatives will be asked at what time
they have to catch their return flight. If
they say 5 p.m., they may find the
negotiating partners' position becomes
very rigid around 3:30, presuming they
would have to give in or go to the trouble
of returning for another day of negotia-
tions just to clear up two or three minor
points. It is preferable to suggest a time,
but add that back-up reservations have
been made in case the negotiations run
long or continue the next day. With this
approach, the author has rarely had to
miss the 5 p.m. flight or settle for less than
his client deserves to reach an agreement.
On the other hand, the representative

should try to find out the negotiating
partners' deadlines. If the EAP represen-
tatives know that XYZ Corp.'s open-
enrollment package goes to the printer in
three days and that it must describe the
EAP program, they will get a better deal
from XYZ Corp. than if they were

unaware of that deadline.
5. If at all possible, the EAP represen-

tativesshould never let negotiations come
to the point where everything is settled
except for one item. It is even worse if
that single item is price. Most EAP
providers believe the price they quoted in
the proposal is the price they will receive.
But for many employers, that price is just
a starting point for negotiations. All
proposals should leave some "negotiating
room" if price is subject to negotiations
after the proposal has been accepted.

If that happens, rather than just pr~ss-
ing for more money, a more helpful
approach might include a compromise,
such as, "If you agree to the $2.03 per
employee per month rate, we will put 40
percent of that fee at risk and return it to
you if we fail to meet the following
performance standards."

6. Before the EAP representatives
begin any negotiations, they should deter-
minewhat constitutes the minimum terms
and conditions that they will accept. Then
they should be willing to walk away if they
cannot get to that level.

A couple of years ago, I was buying a
car. Since one of the auto makers was a
client, I didn't have much choice in the
kind of car I would drive. There was one
dealer a few miles from my house and
another one more than 20 miles away. I
did my homework and resolved that I
should pay about $14,000 for the car. I
determined that my walk-away price was
$14,500. If I couldn't get it for less than
that, I'd drive to the other dealer.
So I went down one day after work and

started negotiating. I offered $13,000, but
the salesman insisted on $15,000. I told
l~im we can't do business and walked to a
diner next to the car lot and had dinner.
When I got back to my car, the salesman
was waiting for me with a contract filled
out at the $13,000 price. Later he admit-
ted that he knew I needed this car, but he
was shocked when I simply walked away
from his last offer without counter-
offering.
When EAP representatives give them-

selves the power to walk away from the
negotiations, they will do better job than

continued on page 34

SAPS ADOI'`ly POWERFLTI.~ NEVI
PROBLEM-SOLVING TOOL

Most Frequently Used 
More EAPs Identify Legal Counseling As

EAP Services 
The Single Most Needed Service

~G~ •Almost every behavioral health issue can trig er a legal problem. That's
22% why some of the country's best EAPs now provi~e legal counseling through

LAWPHONE, a national legal assistance program.
MENTAL
~,~ • LAWPHONE helps you reach troubled employees who deny they have a
17% problem or are afraid to seek help, Encourage them to come to you when

substance abuse or family problems get them into legal trouble. Their legal
troubles will signal your counselors that deeper problems may exist.

off" FINANCIAI. • LAWPHONE gives you attorneys nationwide to counsel employees over the
`' 10% telephone or in person. You can quickly reach an attorney in any state by simply

-___ dialing our toll-free number,

• You'll be confident because our 10,000 attorneys are carefully selected and
monitored. Our average Access Attorney has 20 years of legal experience.

• Clients will value your services even more because you'll provide them with
-, a complete problem-solving package.

•Call now so you don't miss a single chance to help another troubled employee.

— - __ -- -

T~ ~T +~ 1-800-535-11821~1~~'1 ri~NE~ Advisory Communications Systems, Inc. • 4501 Forbes Blvd. •Lanham, MD 20706
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they would without it.
7. Many people ask about negotiating

tactics such as playing good cop/bad cop
or referring everything to a higher author-
ity in the company who must approve all
decisions. My advice is not to use them.
Most people are familiar with them,
quickly figure out what is going on and
turn it against the initiator.

If company negotiators try using these
tactics, the EAP representatives can just
let them know they are aware of what is
going on and that is usually very effective

34

for returning the negotiations to a more
businesslike atmosphere.

8. The final negotiating advice is "No"
yourself. When negotiators have the
opportunity to take advantage of negoti-
atingpartners, they should tell themselves
no and remind themselves that they are in
this for the long haul; they do not need to
make all of their profit in the first year of
the contract. When negotiating partners
are desperate, less skilled or just make a
mistake, the EAP representatives may
have the opportunity to get chore than
their fair share out of the contract. Still,

The 1~,ge of Reason
has come to addiction care

The solutions your clients are searching for are at Forest Hospital.
Rational Recovery is a revolutionary approach to overcoming
chemical dependency. It is a simple program that helps people
get sober, get better, and get on with life. Period. No lifetime
meetings, labels, denial-and-disease talk. And it is a program that
welcomes newly recovering and 12-step resistant people.

Counselors, therapists and physicians are excited about
Rational Recovery because it is an effective option for clients
who can't "work the steps.' Third party payers are enthusiastic,
too. More of their insured now participate in their own treatment
planning, letting them invest more of themselves and less money
and time incost-effective and efficient treatment.

To learn more about Rational Recovery contact Forest Hospital,
a licensed Rational Recovery Hospital.

(708) 635-4100, Ext. 363

Rational Recovery

is a means to happiness, not an end in itself.

Forest Hospital
555 Wilson Lane •Des Plaines. Illfnofs 60016
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say no. If a company's negotiators are not

happy with the contract, they will not be
recommending the EAP to other compa-
nies.
Everyone knows how much he or she

dislikes dealing with whining clients.
Imagine having to deal with a whining
human resources manager with whom the
EAP has athree-year contract! The fact
that representatives were able to cut
supervisor training from three meetings
to one meeting per site will seem like a
hollow victory after about six months.

Winning or Losing.
EAP representatives can determine

whether they have won or lost the
negotiations by answering the following
questions;
• Are they completely satisfied with the
outcome? If so, they are not very good
negotiators because their negotiating
partners are probably not satisfied and
that will come back to haunt them during
the life of the contract.
• Do the representatives feel they did
better than their negotiating partners?
The latter probably feel that way too, and
will approach the business relationship
from apassive-aggressive posture, mak-
ing the provider's life miserable.
• After negotiations, are they comforta-
ble around the negotiator's and are the
negotiators still comfortable around
them?
• Would they give the same terms and
conditions to someone else?

Negotiations have been won when all
partners .feel their key issues were
addressed—they got less than they
wanted, but more than their "walk away"
level. An EAP contract will not ruin a
company because of too many addictions
in the lives they cover; rather, companies
get into trouble because they become
obsessed with negotiating every possible
concession from the employer and forget
they will need that employer's good will
and support for years to come. Negotiat-
ing a contract is the beginning of a
relationship, not the goal of the relation-
ship.
A winning contract is one where the

negotiating partners are still friends at the
end of the negotiations and the EAP
representatives have a contract with
conditions they would gladly use with
another employer.

Scott L Pruchter, MI3A, CBDS, is presideiu mitt C60 nt
Cosleffex Co. in 6nm~i Rouge. He specin(izes in dale ann[ysis
as a bnsis for negolin(iug at-risk conlrnc(s.
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s discussed in the last segment of
"The Law—Q & A," counselors
(substance abuse professionals)

enjoy an expanded role or opportunity
under the Omnibus Transportation
Employee Testing Act of 1991. SAPS under
these new rules have two primary func-
tions: (1) evaluating the treatment needs of
those individuals testing positive for drugs
or alcohol or refusing to be tested and (2)
evaluating an employee's fitness to return
to duty following treatment.

Employers are not required to provide
treatment to individuals testing positive nor
are they required to retain them in their
jobs. An individual who is retained in his or
her transportation industry job, or in
trucking, a driver not_ retained who wishes
to apply at another trucking employer, will
have to be assessed. In DOT regs, 49 C.F.R.
Part 382.413 requires trucking employers to
obtain an applicant's past two-year record
of positive alcohol or drug tests. Specifi-
cally, employers are required to obtain
information on a subsequent SAP evalua-
tion, the results of a return-to-duty test
and/or the records related to the "determi-
nation" of the SAP regarding the driver's
need for assistance and the driver's compli-
ance with the SAP's recommendation.

These requirements raise some inter-
esting questions for the SAP. What records
related to the evaluation process and the
decision to return or not return an
employee to duty can or should be shared
with the employer? To what extent are
SAPS at risk of legal liability if records are
disclosed and the employee is subsequently
discharged or is not hired? Does a coun-
selor-client privilege exist that could shield
counselors from requests for information?

What records should SAPS share with the
employer or others? Counselors will be

The Law - Q&A
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By William J. Judge

The Law—Q&A

previously discussed

record-keeping duties for

the new drug testing

regulations; now it will

address legal r-arnifications

on disclosing those records

conducting assessments of individuals who
test positive for prohibited substance use or
who refuse to submit to testing. They are
also required to evaluate each individual
identified as needing assistance in resolving
problems associated with alcohol misuse or
controlled substance use to determine that
the recommended rehabilitation, if any, has
been properly followed.
As indicated above, these records will be

accessible by future prospective employers.
What information should be disclosed? As
little as possible. Even though these rules
require disclosure of information, the rules
do not require disclosure of complete
information. SAPS would be wise to limit
information to declaratory statements that
the particular employee does or does not
need rehabilitation; that he or she did or
did not comply with the recommended plan
of rehabilitation.
Any elaboration could mislead an inex-

perienced employer resulting in improper
employment decisions. Where the coun-
selor is faced with a human resource
professional who insists upon seeing the
"whole" file the counselor would be wise to

refuse, explaining that such disclosure can
onlylead to trouble and that it is not in the
employer's best interest (nor the driver's or
counselor's) to possess such information. If
refusal is unrealistic, the counselor will
have to measure the risk of making a
complete disclosure and incurring a possi-
ble lawsuit from the employee/applicant, or
the loss of the employer as a client.

To what extent are SAPS at risk; are there
defenses? Finally, the extent of potential
liability and the defenses to claims that
could be made are at this time somewhat
speculative. These new rules establish a
statutory duty of confidentiality. State and
federal laws exist that limit the disclosure of
information related to the SAP function.
But these rules also require disclosure of
certain information. Whether a counselor-
client privilege exists or will be recognized
or whether SAPS are protected by a
qualified privilege to disclose information
will have to await further definition by the
courts. But, before an SAP discloses any
information, he of she should have in hand
a signed release from the individual. The
SAP should warn the person to whom the
information is disclosed not to further
disclose that information to anyone not
entitled by law to receive it (with another
signed release), and the disclosure should
be limited to only that information required
by these rules.

Editor's Note: "The Law—Q & A" is a new
column designed to help renders recognize and
reduce legal risks of practice. We invite you to
submit questions. Judge will serve ns editor of the
column and will present answers to your questions.
Send questions to EmployeeAssistance, 36301-35,
Waco, TX 76706.

Wi!linm J. Judge, JD, LLM, rs presideiu of Workplace
Info[ink Network Inc. iii Mndisorq Wis.
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Provider Access Tv HMOs,
PPOs Still Debated

Doctors, nurses, psychologists and pharmacists that once rejected
overtures from HMOs out of hand are now pursuing acceptance. In
many states, these healthcare professionals have gone to the point
of pressing for new legislative mandates.

Such legislation is referred to as an "any willing provider" law. It
requires HMOs and PPOs to allow providers who meet HMO's or
PPO's quality standards to contract to be part of the provider
network. In the Midwest, Wisconsin, Kansas, North Dakota and
South Dakota have passed such laws, but they apply only to
pharmacists in HMOs and PPOs.

According to the Blue Cross &Blue Shield Association, other
variations include: states that apply the provider laws to all
healthcare providers including HMOs and PPOs; states that have
passed such laws for all providers but apply them only to PPOs;
states that have passed such laws for limited applications other than
pharmacies; and states that have not passed any willing provider
laws. Minnesota and Illinois have laws with limited applications;
Indiana's laws apply only to PPOs; and Missouri, Iowa, Nebraska
and Michigan have yet to pass any willing provider laws.

Opponents of this law, generally the managed care networks,
argue that allowing such wholesale access undermines the original
point of closed networks—improving the bottom line by controlling
fees. They see providers as no longer being willing to discount
services in exchange for the volume of patients brought to them
through an HMO or PPO. They also doubt the networks would be
able to maintain a consistent cost-control philosophy.

EAPA Appoints Policy
Director; Meets Finalists

Kenton Pattie, interim CEO for the Employee Assistance
i Professionals Association, selected Sheila Macdonald to serve as

director of legislation and public policy for the association.
Macdonald-has served as a legislative assistant for the U.S.

Senate and has experience running state legislative operations,
including advocating model laws and forming coalitions. Her first

I~~ priority is to gain legislator attention for the EAP role in health
reform. She also stresses the importance of an informed and active
grassroots system focused on state policy as well as national.
Members can meet her at the national conference in Boston in
November.
The search _for a permanent chief operating officer is still in the

works at press time. The board of directors' meeting with finalists
~~ selected from 373 applications on August 27 may end the search.

Cincinnati combo
Reports Major M~ Savings
A managed care collaboration of 14 hospitals and four major

employers in Cincinnati reports a $200 million savings over a
two-year period. The four employers—Procter &Gamble,
Cincinnati Bell, The Kroger Co. and General Electric Aircraft
Engines—all experienced a reduction in health costs per employee.

Data evaluators for the Cincinnati initiative found significantly
decreased length of stay for patients, negative inflation rates on
healthcare costs and changed provider practices. The special report,
Managed Care in Cincinnati: Irreplication for Health Care Reform,
explains the application of continuous quality improvement (CQI)
to this collaboration.
• It provided data that bundled patients by acuity, enabling

providers to compare outcomes from hospital to hospital and avoid
comparing "apples" to "oranges."
• It allowed hospitals to adopt "critical. pathways" of care that

have trimmed millions off the local health bill.
• It pe~initted hospitals to reduce patient length of stay by

avoiding "cookbook medicine."
• It facilitated clinician commitment to reduce practice pattern

variation collectively through the elimination of unnecessary
procedures.

NASA Marks Anniversary
To Children-At-Risk Program

According to its annual report, the Center on Addiction and
Substance Abuse at Columbia University evaluated one year's
operation of its Children-at-Risk (CAR) program for more than 500
children who live in crime-ridden and drug-infested environments.
In the East, Bridgeport, Conn., and Newark, N.J., were chosen as
targeted cities.
The program concentrated on sixth, seventh and eighth graders,

who have been using alcohol and drugs or living in a home where
this takes place. A CAR lead agency provides case managers to
develop individual service plans with each family, and then
coordinates delivery of services with police, health and social
workers, teachers and family counselors under one umbrella
focused on reducing disciplinary problems and raising self-esteem.

Collective problem-solving is facilitated by joint meetings, case
conferences, training across disciplines and working in
nontraditional roles. Prevention and intervention activities include:
family services; education, recreation, after-school and summer
activities; mentoring; and incentives for successful participation.
CASA staff have been pleased with the will of many of the children
to overcome negative influences and move in the direction of a
more productive life.
The CAR program includes research and evaluation—a

documentation study, an outcome study and acost-benefit analysis.
Several communities are looking at the target cities in their areas to
see if this concentrated, cooperative community program is able to
effect change.

Part of CASA's efforts to communicate the extent of the
alcohol-crime connection led to compiling the following statistics:
■ Alcohol and/or drug abuse is implicated in some three-fourths of
all murders, rapes, child molestations and deaths of babies and
children from parental neglect.
■ In Boston, alcohol and/or drug abuse was involved' in 89 percent
of the cases of infant abuse.
■ In 1993, American taxpayers paid more than $6 billion in federal,
state and local taxes just to incarcerate individuals sentenced for
drug offenses.
■ The average prisoner downs eight drinks per day during the year
before committing the crime for which he or she is convicted.
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MC Who's Who
Reference Guide
Aids Networking

Who's Who in Managed Health Care
is a new reference guide that features
biographical information on key
leaders of highly successful managed
care organizations. In addition to
demographic information, it hightlights
significant achievements and activities
of more than 500 men and woman, and
offers leadership profiles.

Who's Who includes principal
executives of HMOs, PPOs, specialty
networks, UR, behavioral health,
workers' compensation, quality
assurance, managed care consulting,
academic and government
organizations.
The book is designed to help users

identify the best contacts for business
development, proposals and
collabroative arrangements; determine
the strength of managed care clients,
service partners; and facilitate
introductions and working
relationships.

For more information, contact:
HealthQuest Publishers, 27068 La Paz,
Ste. 617, Laguna Hills, CA 92656; (800)
600-6236.

Circle 40 on card.

Free Primer
Explains Family/
Medical Leave
In response to the new Family and

Medical Leave Act, Olsten Staffing
Services is offering a free primer on the
law to companies. This primer will help
businesses better understand and
comply with the act.

Signed into law in February 1993,
and in effect since August 1993, the
Family and Medical Leave Act contains
many questions for businesses about
benefits, wages during leave, healthcare
and employment.

Contact Olsten. Staffing Services,
One Merrick Ave., Westbury, NY
11590-6601, or call (800) 225-8367.

Circle 41 on card.
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Psychiatric residerrti
treatment programs
for children and ~~
adolescents.
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AMERICAN ASSOCIATION FOR MARRIAGE AND FAMILY THERAPY

SZND ANNUAL CONFERENCE ~ 

O R V I l V

OUR
FUTURE
T~je C~ja~~en~e o f C~jange

MAURIZIO ANDOLFI • ~ERI HEPWORTH

SALVADOR MINUCHIN

~AMES FRAMO • PEGGY PAPP

EARL BRAXTON • ~OHN RIGHTERS

MONY ELKAIM • CELIA ~AES FALICOV

GAYLE TU17'LE s MICHAEL BOWERS

HARRY APONTE •BUNNY DUHL

AAMFT MEMBERS AUTOMATICALLY RECEIVE THE
ANNUAL CONFERENCE PROGRAM.
FOR INFO, CALL OR WRITE: AAMFT CONFERENCE
1 ~ OO ~ NTH STREET, NW ~ ~ OTH FLOOR

WASHINGTON, DC 20036-4601
PHONe (202) 452-0109 • Fnx (202) 223-2329
TELL US WHERE YOU SAW 1NIS ADI
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The product literature below represents

some of the latest products and services

available in the employee assistance field.

For more information about the literature,

circle the corresponding number on the

inquiry card included in this magazine.

Circle 40 on card

Circle 41 on card.

THE BUREAU FOR
EMPLOYEE EDUCATION
Employee problems such as absentee-
ism, substance abuse, poor attitude or
lack of motivation? Build productivity,
teamwork and pride with your free issue
of Employee Assistance Resources.T"' It
contains more than 500 innovative,
exclusive products and low-cost
resources for wellness, drug-free
workplace and on-the-job success. Call
or send for a free copy.
The Bureau for Employee Cducation
645 New York Ave.
Huntington, NY 11743
(800) 48-EXCEL(483-9235)
FAX (516) 673-4544

QUIT SMART'"'
STOP SMOKING RESOURCES
AND TRAINER SEMINARS
For -less than half the cost of other
methods, you can attend a trainer
certification seminar to offer onsite
smoking-cessation counseling. Devel-
oped by Dr. Robert Shipley, Director,
Duke Stop Smoking Program, QuitS-
mart is used at Du Pont ALCOA,
Cargil, GE, Texas Instruments and
more.
QuitSmart
P.O. Box 99016
Durham, NC 27708-9016
(919) 644-0736
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EMPLOYEEAS5ISTANCE
PROFESSIONAL REPORT
EmployeeAssistance Professional
Report is a comprehensive and concise
monthly newsletter that is an indispen-
sable tool for the EA professional In a
step-by-step format that is quick to read,
EAPR responds to the field's demand
for expanding expertise to cope with
diversity, integration of broadbrush
programs and the latest changes in
regulations and coprt decisions that
affect EA.
EAPR
P.O. Box 2573
Waco, TX 76702
(817) 776-9000

THE STRESS CONTROL
BIOFEEDBACK RULER
AND HANDBOOK
Reinforce relaxation behaviors and pro-
moteyour company program or product
with the new stress control ruler. Its
six-inch size measures centimeters as
well as stress. Four proven relaxation
techniques are on back. Available with
bestselling stress test handbook that
offers an in-depth look into stress, its
causes, and how to manage it effec-
tively.
HSPC
24246 Choke Cherry Lane
Golden, CO 80401
(800) 327-CALM

WORKPLACE STRESS: NINE
ONE-HOUR WORKSHOPS
This book by Steven B. Zwickel con-
tains workshops on stress and stress-
related topics that can be offered indi-
vidually or as part of a series. Stress is
defined and stressors are identified in
the workplace. Two workshops discuss
anger. Other workshops discuss time
management, burnout and competition.
A teaching outline and master handouts
are included.
(ISBN:087304-252-2; $19.95)
Families International, Inc.
Publications Order Department
11700 W. Lake Park Dr.
Milwaukee, WI 53224
(800) 852-1944
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Diagnostic and Tracking Software

Symptom-
Driven
Diagnostic
System-
Primary Care

A quick, patier~t~administered
diagnostic screen to assist
the primary care physician
during the course of a routine
office visit to

• identify

• diagnose

• track patients with possible
mentdl disorders

SDDS-PCT"' offers potential
benefits in terms of

•reduction in use of
medical services

• improved quality of care

• improved patient outcomes

• increased reimbursement

• time and cost reductions

• enhanced .efficiency

a ~ ,'

,~ *. ,

Upjohn
O 1994 The UpJohn Company

USJ 2255.00 -July 1994
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One reason our success rate l~ so hi h is because

Our multidisciplinary team approach fits the treatment to
the child in our unique therapeutic environment.

The National Hospital for Kids in Crisis is anot-for-profit,
freestanding acute care inpatient psychiatric hospital located on
our scenic 300-acre campus amid rolling hills, fragrant peach and
apple orchards and a bordering game preserve. .

What makes National Hospital for Kids in Crisis multidisciplinary
treatment teams effective is our dedication to meeting the
individual physical, emotional, educational, recreational and
social needs of each child or adolescent in our care.

Team efforts are coordinated by a primary therapist. Family
members, home school personnel and the referring agent
contribute to the client's Individual Treatment Plan.

•Child, preadolescent and adolescent psychiatric treatment
programs for ages 5-18

• Dual-diagnosis adolescent treatment track
(psychiatric/substance abuse)

• Crisis Assessment Response Team mobile evaluations,
recommendations and referrals

Each of these professionals
works for you:

• Licensed clinical psychologists

• Licensed social workers

• Board certified child and adolescent

psychiatrists

•.Master level counselors

• Registered creative arts therapists

• Registered nurses specializing in

psychiatric nursing

• Certified addictions counselors

• Certified special education teachers

• School liaisons

• Certified recreation therapists

ONLY AT THE

• National Hospital
forKids inCr~sis SM
5300 KidsPeace Drive '
Orefield, PA 18069-9101

1.800.44-MYKI D

Accredited by Joint Commission on Accreditation of Healthcare Organizations, The American Association of Psychiatric Services for
Children, and Middle States Association of Colleges and Schools. Accepting most major insurers, including Pennsylvania Medical
Assistance and Blue Cross.
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