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As EAPs have broadened their client base beyond the recovering
alcoholic, they have expanded their menu of service offerings as well.
Underlying each new service, however, must be a commitment to
preserving the confidentiality of the individual, a strategy to educate
employees and employers alike about the benefits of using the EAP,
and the training and education to render services properly. Four
EA professionals share their thoughts on how EAPs can best assist
their individual clients.
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By more thoroughly assessing presenting problems and linking clients
with appropriate resources, EA professionals can greatly improve treatment

outcomes and help demonstrate their value to work organizations.
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Long-Term Counseling:
A Feasibility Study of Extended
Follow-up Services with
High-Risk EAP Clients
Limited research suggests EAPs can
reduce relapses and cut treatment
costs by providing post-treatment
follow-up services to recovering alcoholics. A two-year study explored
the feasibility of providing such services within an EAP by measuring role
conflict among EA professionals and
job retention rates among high-risk
EAP clients..

A noted authority on psychological debriefings cautions against
"throwing the debriefing baby out with the reactionary bath water"
in the debate over post-traumatic stress disorder.

Reaching Out to Hospital Social WoHcers
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by I~inc Schuette, ACSW, CCM
EA professionals can help ensure the best medical care and follow-up
treatment for hospitalized worleers and family members by forging links
with social workers at hospitals.
www.eap-association.org
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Therapist
John Maynard, Ph.D., CEAP

byJohn Maync~rcl, Ph.D., CEAI'
ith this issue of the
Journal of Employee
Assistance, Maria Hartley
takes over the reins of EAPAs Communications Advisory Subcommittee.
This special group of hard-working
EA professionals guides the development of the Journal and the Exchange
On-Line, selects the focal topics for
each issue, contacts potential authors,
reviews submitted articles, and generally provides support (and an occasional -headache) for Stuart Hales,
our editor.
In her "day job," Maria is vice
president of First Sun EAP in South
Carolina, so she has ahands-on understanding of the challenges involved in
delivering EA services as well as an
appreciation of both the historical
roots of our profession and the need to
anticipate emerging trends. You will
find her new column, which sets the
stage for the "Focus" articles in this
issue of the Journal, on page 19.
Meanwhile, I feel privileged to
have the opportunity to continue sharing "The View From Here" in this column. In each issue, with your help,
I'll comment on topics important to
the EA profession. I say "with your
help" because I'll be counting on
you—no matter where you live or
work around the world—to alert me
to important developments, trends,
challenges, and opportunities that you
are facing or that you see coming in
the future. My e-mail address is at
the end of this column.
Speaking of challenges, let's look
at one directly related to this issue's
focus, EAP services to the individual
client. We all know that EAPs assist
individuals with concerns ranging
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from the inconveniences of daily living
to serious addiction, from workplace
stress to severe crisis reactions, and
from legal or financial difficulties to
mental illness. To meet client needs in
these diverse areas, most EAPs establish anetwork of service providers,
typically therapists. EAPs usually
inform these therapists of their documentation requirements and "how
many sessions" they have within the
EAP design guidelines, but most
EAPs do not do an adequate job of
educating their network therapists
that being a therapist is not enough
in an EAP setting.
Licensed therapists in an EAP
setting have the same ethical and professional responsibilities to individual
clients they would have in a private
setting, but here the workplace or
company is also a client. EAPs are not
simply funding mechanisms to provide
certain healthcare services to employees and family members; rather, they
are workplace services [o improve the
functioning of the organization. In that
sense, an EAP is not fundamentally
different from a skills training program
or an employee e-mail system—it is a
tool to improve productivity.
The resulting "dual client" responsibility changes the role of a network
provider from just a therapist to a consultant. Being a good therapist is necessary, but not sufficient. The dual
client responsibilities of EAPs require
providers to see that each client
receives the services most likely to
benefit both the individual and the
work organization in the most costeffective manner consistent with ethical practice. This means providers
cannot assume they will act in their
therapist role when an EAP client

comes in their door. They can assume,
however, that they will draw on their
therapist skills to consult with the
client regarding the full range of
his/her personal issues and the best
resources to help resolve them.
In many situations, a provider's
assessment will determine that the
client would benefit from therapy services the provider can deliver within the
guidelines of the EAP. In these cases,
the provider and client will move into
brief therapy mode. In other situations, however, the assessment will
suggest that the client would benefit
from services beyond, or different
from, those the provider can deliver
within the EAP guidelines. In these
situations, the provider becomes a
consultant to help motivate and link
the client with the most appropriate
treatment resources.
Since providers are licensed therapists, most clients will naturally
assume that their initial session with a
provider is the beginning of treatment
or therapy. Unless providers understand, and communicate to individual
clients, that their first role is to act as a
"consultant" to help determine what is
needed to resolve any issues or concerns hindering life satisfaction and/or
work functioning, they will shortchange both the individual and the
work organization.
We who consider ourselves EA
professionals need to do a better job of
educating our network providers. I'm
interested in what your EAP is doing
along these lines. When you get a
chance, please let me know. Thanks.
You can reach John Maynard by e-mail at
ceo@eap-association.org

www.eap-assoclation.org
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Approaching the Client
as a Person

Phoenix
Recovery Center
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will

there are two ways people can relate to
each other and to society. One is the
"I-It" relationship, in which we relate
to another person as a thing from
which we can gain benefit. The other,
far more significant type of relationship is "I-Thou," in which we fully
accept and appreciate a person's
humanity and individuality.
I-It relationships are often necessary and appropriate. For example,
when I buy a product at a store, I need
the services of a salesperson to get
what I want. I don't need to know
about his/her personal background,
hopes and dreams, or family of origin.
When I walk out of the store, I
have no need to
think of the salesperson as a person;
if I think of
him/her at all, it
will be in regard to
www.phoenixrecoverycenter.com
how well s/he provided help.
Many, perhaps
most, of our interactions on a given
day will be of the IIt variety, The
remainder will be I•Medically supervised detox from alcohol and drugs
Thou interactions,
•Individual, group &family Counseling
in which we inter•Peer problem solving &discussion groups
act with a person
•Assistance in identifying skills necessary for alcohol &
on the basis of
not
drug free living
what
slhe can do
•Relapse prevention, identifying high risk situations, warnfor
us,
but in terms
ing signs &triggers
of the person's
•Introduction to 12-Step Programs, A.A. & N.A.
•Weekly family program to assist those most affected by
essential humanity.
alcoholism &drug addiction
A "Thou" is not
•Individualized discharge planning; offering
something that can
various aftercare placement options
be bought or sold
107 Edgewood Rd.- Edgewood, MD 21040
in a marketplace
Located off of I95, Exit 77A
and, thus, is not a
410 671-7374 t 410 679-8866
commodity.
In an I-Thou

ne notes the increasing use of
the term "commodity" in
recent articles concerning EA
programs and services. The term is
most often used to describe a thing or,
by extension, a service delivered as
part of a commercial transaction. I am
concerned that in our efforts to
describe our programs and services in
terms familiar to the business world,
we are losing something of great
meaning and value to describe what
we do,and for whom we do it.
Martin Buber, the renowned theologian and philosopher, is perhaps
best known for his book I and Thou. In
it, he suggests that in modern culture

relationship, I view the person with
whom I am interacting as someone of
great value. A Thou is not to be used
to further my own ends or enhance
my life (although my life may certainly
be enhanced in I-Thou encounters).
I would suggest that EAP services
essentially involve establishing I-Thou
relationships with those we call clients.
Certainly at the core of humanistic
psychology and pastoral counseling is
the need to develop a genuine positive
regard for the client, to see him or her
not as a case of major depression or as
a narcissistic personality disorder but
as a person, a Thou. If we are to be
effective in our work, we must
approach the client across from us as a
person, not as a piece of human capital to be defined in terms of its efficacy
for the corporation.
I am well aware of the increasing
demands on our profession to quantify
what we do and show value. I understand that in a business environment
dedicated to turning a profit, "fixing"
workers is more cost-effective than firing them and recruiting and training
replacements. But if that is the primary
way we view our mission, something
of profound significance is lost or
greatly diminished.
We may need to use and understand "corp-speak" when justifying
EAP work, and certainly EA professionals need to be familiar with the
language of the marketplace. But we
also need to guard against viewing
and treating our clients as "Its"
instead of "Thous."
Thomas S. Baker
Sr. Consultant for Employee Assistance
Johnson 6-t Johnson
New Brunswick, New Jersey
tbaker@corus.jnj.com
www.eap-association.org
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Assessment in an EAP Setting
By more thoroughly assessing presenting problems and linking clients
with appropriate resources, EA professionals can greatly improve treatment
outcomes and help demonstrate their value to work organizations.
by Raquel Warley, M.A., CSW

mployee assistance programs
(EAP)operate to enhance the
development and well-being of
people as employees. Service objectives
in this arena are accomplished through
the EAP Core Technology, which
includes assessment and referral.
In recent years, a host of factors
have led to technological simplification
and service fragmentation in EAP settings, and simplified assessment technologies have becomefait accompli. The
clinical process of determining the
nature, cause, progression, and prognosis of the problems for which help is
sought has become abbreviated at best
and cursory at worst.
The thought of physicians performing medical treatment without engaging
in an earnest effort to determine the
nature or presence of disease or abnormality is frightening. In employee assistance and mental health arenas, however, professionals are often expected to
intervene with clients in the absence of
thorough evaluation. This has not
always been the case—managed care
requirements and resource deficits have
moved the field toward rapid assessments and reliance on general and vague
terms to characterize the mental, emotional, and behavioral processes of
clients. In a climate of greater accountability for treatment efficacy, this is conspicuously ironic.
This article presents a proposal for a
promising assessment practice in an EAP

Rapuel Warley is an EA professional in the Mount
Sinai-New York University employee assistance
program and an adjunct lecturer at Hunter
College's School of Social Work. She is also a
Ph,D, candidate at the City University of New
York's Graduate Center
www.eap-association.org

setting. The first part of the proposal
includes an overview of assessment systems in clinical practice, followed by a
discussion of practical implications for
culturally sensitive diagnoses. The final
section offers a promising model of
assessment and research methodology.
ASSESSMENT INSTRUMENTS

In clinical practice it is understood that
gathering information about clients and
their presenting problems is a prerequisite to service provision (Shear et al.
2000; Franklin and Jordan 1992;
Mattaini and Kirk 1991). Clinicians
embark upon the arduous task of
intrapsychic repair only after obtaining
an overall understanding and appreciation of the complexity of a client and
his/her situation. There is not, however,
a grand assessment protocol (Clair and
Prendergast 1994; Thomas et al. 1993),
and little consensus exists regarding
proper assessment practice.
Although most clinicians are trained
in qualitative assessment practices (Shear
et al. 2000), many are encouraged to use
assessment methods grounded in
empiricism. These appraisals quantify
various aspects of clients' functioning.
Because clinical impressions are not
required, these assessments are assumed
to be superior to subjective models at
deriving reliable psychodiagnoses
(Korchin and Schuldberg 1981; Basco et
al. 2000; Franklin and Jordan 1995;
Springer, Abell, and Nugent 2002; Shear
et al. 2000; Kaplan and Sadock 1998).
Clinicians invariably use instruments with psychometric properties to
identify treatment needs and monitor
the outcome of interventions. Currently,
the most popular scales for tapping into

psychological and interpersonal functioning are the Rapid Assessment
Inventory (RAI), the Minnesota
Multiphasic Personality Inventory
(MMPI), the Millon Clinical Multiaxial
Inventory(MCMI), the Structured
Clinical Interview for DSM (SCID),
the Butcher Treatment Planning
Inventory (BTPI), and the Quality of
Life Inventory(QOLI).
Objective measures alone cannot
provide practitioners with complete clinical pictures (Shear et al. 2000). Openended interviewing is indicated for
accessing idiosyncratic meaning systems,
schemas, values, motivations, and cultural realities. Listening and probing can
uncover full psychosocial histories.
Inasmuch as this is true, clinical interviewing is an imperative assessment..
practice (Franklin and Jordan 1995;
Strickland 1994; Thomas et al. 1993).
APPRECIATING CULTURAL DNERSITY

In pluralistic societies, competent clinicians must appreciate cultural diversity.
It is not enough to be aware of the many
distinct groups within a' society; professionals must be adept at incorporating
the values, experiences,'and needs of the
various groups into practice.
For most people, cultural diversity
connotes variations in race, ethnicity,
and national origin. While these are
important cultural variables, they are by
no means a definitive representation of
culture. Cultural diversity, cultural pluralism, and multiculturalism are interchangeable expressions that allude to
variations in race, ethnicity, and national
origin as well as gender, religion, physical and mental ability, age, class, and
sexual orientation (Anderson and Collins
1st Quarter 2004 •Journal of Employee Assistance •7

2001; Lorber 1998).
Because most psychological theories
and psychiatric rating scales are based
on white, middle-class, male values,
practitioners must be skilled at deciphering what is culturally explicable and
what is pathological. In the assessment
process, cultural norms, communication
styles, taboos, symptoms of distress, and
rites of passage must be attended, and
societal and environmental factors such
as racism, sexism, homophobia, poverty,
and violence must be considered.
Evidence-based clinical practice and
advocacy are key components of the
multicultural assessment. Critical thinking skills are obligatory. One should
think divergently, but make judgments
based on reason and common sense—all
moralities are not equally good, nor are
all belief systems equally true.
Clients should be matched to
appropriate treatment modalities and
services once the presenting problem has
been sufficiently defined. At this juncture, practitioners should turn to the
empirical literature to support treatment
decisions and foster desired outcomes
(Howard, McMillen, and Pollio 2003;
Reid 1988).
PROVING VALUE TO ORGANIZATIONS
Surprisingly, the search for best practices
in clinical appraisals fails to produce any
literature on assessments in EAP settings.
In fact, few articles in EAP publications
center on clinical matters; instead, the
literature is saturated with articles that
present a business case for employee
assistance services.
By and large, this is due to the
defensive position EAPs must maintain
in fiscally tortuous environments. EAPs
must prove useful or valuable to the
organization they serve while at the same
time being cost-effective. So, not only
must these programs be economical,
their value to the organization must be
argued repeatedly.
In fact, EAPs benefit organizations
inasmuch as they can—
• Lower absenteeism and tardiness;
• Improve interpersonal work relationships;
• Address underlying issues affecting
quality of work;
8•Journal of Employee Assistance • 1st quarter 2004

•
•
•
•
•

Decrease the risk of liability;
Manage disability costs;
Promote more effective supervision;
Improve retention rates; and
Foster employee morale.
To attain these objectives, EA professionals must possess the skills and
resources to link employees to needed
services with all possible speed. The following assessment protocol is a promising means to this end.

A PRETREATMENT MODEL
The contemporary EAP was developed
from the occupational alcoholism program (OAP), which sought to aid workers in recovery by adopting rehabilitation
practices as an alternative to job termination. In the 1970s, the OAP changed to
the EAP and the program was e~anded
to include any problems that could
interfere with job performance.
Today, employees present at EAPs
with a gamut of problems, from psychological to societal to environmental.
Many EA professionals believe that substance abuse/use cases now account for
only a small percentage of their utilization rates. Kurzman (1993), for instance,
notes that stress, disability, work/family
balance, developmental disorders, and
mental illness are the principle presenting issues in EAP settings.
EAP assessments and referrals are
significant interventions, as they are
intended to maintain favorable conditions for organizations (the resource
providers). Insofar as clinicians can
make accurate assessments, link employees to appropriate services, and assist
them in following through with treatment plans, they can indeed attain program objectives-and thrive in fiscally tortuous environments.
The goal of the following assessment practice, which can also be conceptualized as a "pretreatment" model, is
to increase program efficacy through
accurate and thorough assessments,
appropriate referrals, and reduced treatment dropout rates. It is intended for
programs providing face-to-face services
with qualified clinical professionals. The
model is most effective for employees
whose initial presentation is characterized by a mood or anxiety disorder,

interpersonal difficulties, or other problems in daily living. It is contraindicated
for employees who are overtly psychotic,
at risk (i.e., suicidal or homicidal or in
domestic violence situations), in job
jeopardy, chemically impaired, or seeking concrete referrals (financial, housing,
child care, and so on).
The model uses quantitative and
qualitative data collection methods to
ascertain the psychological abilities and
concrete needs of employees. It pays
special attention to cultural and sociopolitical factors that may influence the
mental state and/or basic needs of clients
and their ability to comply with treatment. Practitioners are encouraged to
use a breadth of theoretical frameworks
to elicit information from clients, such as
the following:
• Pychodynamic questions to gather
information about a client's past and
its impact on the present, inner conflicts and ambivalence, defenses,
attachment, and hidden anxieties and
urges;
• Cognitive-behavioral queries to draw
forth the client's schemata—that is,
automatic thoughts about self, others,
and the future;
• Life model questions to identify stresses
resulting from stage-of-life transitions,
interpersonal processes, and environmental obstacles; and
• Solutionfocused queries to learn about
a client's strengths and motivations.
Brief treatment interventions are
also a crucial component of this model.
Practitioners use these interventions to
help clients identify troubling issues,
determine clients' motivations) for treatment, and prepare motivated participants for long-term therapy. These interventions are as follows:
• Engagement and collaboration, which
(1)invite clients to discuss their feelings and perceptions about seeking
help and what they hope to accomplish,(2) elicit feedback about the
assessment process, and (3)gather
interpretations of feelings, attitudes,
behaviors, and patterns of relating;
• Feedbach and interpretation, in which
EA professionals respectfully point
out overt behaviors, feelings, and atti-

www.eap-association.org

tudes and offer explanations for them;
• Focus and partialization, which identify afocal theme based on information
gathered and help the client separate
the problem into smaller, more manageable parts; and
• Psycho-education, designed to answer
questions about the process and provide information about various treatment modalities and how to access
needed resources or services.
Throughout the process, the practitioner gathers relevant clinical data to
understand the presenting problem in
light of past and present realities. S/he
formulates and revises hypotheses as
new information is received, limiting
data collection to that which is necessary.
The practitioner should use simple language when offering interpretations and
information about the treatment process.
SIX-SESSION ASSESSMENT FORMAT
The practitioner who adheres to the
following six-session format can expect
to gather enough information to make
an accurate diagnosis:
In session one, initiate an alliance,
assess safety, and explain assessment procedures. The practitioner should elicit
information about the client's chief concerns and his/her understanding of the
situation, then appraise the intensity, frequency, and duration of the presenting
problem as well as the client's level of
hopefulness. Before concluding, determine the client's reaction to and e~pectations for the interventive process.
In the first half of session two, provide the client with an opportunity to
discuss the presenting problem. Reserve
the second half of the session for screening positive mental health characteristics
and issues in daily living (use the
Quality of Life Inventory for this purpose). After the client completes the
instrument, review it with him/her and
gather relevant information.
In session three, gather a psychosocial history by gingerly probing into the
client's medical, psychiatric, educational,
developmental, adaptive, and traumatic
e~eriences.
In sessionfour, evaluate the clients
interaction with relevant social systems.
Use the genogram and ecomap to gather
www.eap-association.org

information about social, environmental,
and familial influences. Depending on
the client's level of distress, reserve time
for him/her to ventilate about the presenting problem.
In session five, screen for common
psychological disorders. Use the Structured Clinical Interview for DSM to
assess for mood, aru~iety, psychotic,
dissociative, and substance abuse
disorders. If necessary, allow time for
the client's primary concerns.
In the sixth session, discuss what has
occurred over the course of the work.
Present a tentative case formulation that
draws on all the data collected and seeks
feedback from the client. Explain appropriate treatment modalities, services, and
resources and encourage the client to
egress his/her wishes for treatment.
If the client is seeking referral, facilitate
the initial contact and follow up to be
sure the contact was fulfilled.
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Thoughts on Psychological Debriefings
A noted authority on psychological debriefings cautions against
"throwing the debriefing baby out with the reactionary bath water"
in the debate over post-traumatic stress disorder.

n the past several years, debate over
the efficacy of psychological
ebriefings has intensified. While
controversy and examination often generate useful discussion, the recent trashing of debriefings as a viable service
seems a bit reactionary (if not downright
unjustified) and is founded on inadequate and poorly designed research.
Part of the problem is that somewhere along the line, someone apparently said or inferred that debriefings prevent post-traumatic stress disorder
(PTSD). That is certainly a naive notion.
Most mental health professionals understand that if an individual e~enences
an incident or process that results in a
bona fide diagnosis of PTSD, a single
intervention of any type will not suffice
to manage the disorder. Amulti-modal
approach of talk therapy in combination
with medication and other interventions, such as eye movement desensitization and reprocessing(EMDR), hypnosis, cognitive behavioral therapy, exercise, and support groups, usually is
required to deal with the disorder over
an extended period of time.
Some "experts" have even made the
remarkable assertion that debriefings
may, in fact, cause PTSD. According to
an article in Crisis Management
quarterly, "Possibly because CISDs focus
on re-hashing and re-telling upsetting
Gerald Lewis is the director of Compass, which
provides employee assistance programs, managementconsultation, organizational development, and employee training and education. He
is an international consultant to government
agencies, treatment facilities, schools. and private businesses and provides litigation consultation and expert testimony on workplace issues.
He can be reached by calling(508)872-6228 or
bye-mail at glewis@geraldlewis.com.
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events, a diagnosis of PTSD could be
more likely. As a result, a negative outcome, supported by the growing body of
reputable research, could provide the
basis for lawsuits alleging negligence in
an organization's crisis response."'
There is little question that a
debriefing must comprise more than
"re-hashing and re-telling upsetting
events" or it will be of limited benefit.
Nonetheless, more and more organizations are dismissing debriefings based
on faulty studies and naive misconceptions. For example, the American Red
Cross and the American Psychological
Association stated in a draft conclusion
that post-trauma debriefings "have not
been shown to prevent later difficulties
and may even cause problems to become
entrenched or more severe over time."~
An equally valid hypothesis may be
that since debriefings are voluntary, only
those who are truly upset about an incident will decide to attend a debriefing,
and these individuals may be so traumatized they will develop PTSD even if
they do not attend an intervention.
Moreover, some people may recognize
the symptoms of PTSD as a result of
attending a debriefing and then decide
to avail themselves of further services.
We will never know, because anyone
who understands research design is
aware of the impact of self-selection bias
on statistical results.
Some studies refer to the Cochrane
Library and position it as the benchmark
analysis in the field.' The Cochrane
Library looked at studies of individuals
from many different facilities who
received crisis interventions that bore
"little resemblance" to psychological
debriefings and that sometimes were

used in "situations where major stress
reactions are not expected."'The interventions were provided by a diverse
group of practitioners without the benefit of a specific model.
Comparing the Cochrane Library
to debriefings is an "apples to oranges"
proposifion. As the British Psychological
Society noted,"There are serious flaws in
many of the studies that evaluate
debriefings. Several fail to define debriefing or describe the protocol used or the
training of the debriefers."5 Again, minus
a valid research design, we should hesitate to decimate an intervention that, at
the least, has a fair amount of anecdotal
support.
PSYCHOLOGICAL AGENDAS
Another possible reason for the controversy over debriefings is that some mental health professionals prescribe a rather
rigid intervention structure. While having atheoretical framework or intervention model is important, it is impossible
to take aone-size-fits-all approach to
psychological debriefings. I have always
felt, for example, that a critical incident
stress debriefing (CISD)is designed
strictly for police, fire, and emergency
medical and mental health personnel
who are in the forefront of crisis, trauma,
and disaster response or who deal directly with the victims of such incidents.
These individuals are trained to respond
to critical incidents as a team.
When a tragedy befalls a regular
workplace, it is not a critical incident
nor is it appropriate to provide a CISD.
Rather, this is trauma in the workplace,
with far more dramatic impacts on those
involved because—
• The "first responders" are co-workers
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with little to no formal training in
trauma response and no warning that
the trauma was about to occur;
• The trauma involves a person or persons with whom the responders may
have had a personal relationship;
• After the trauma occurs, the responders and victims must go back to
work and, thus, revisit the scene; and
• The responders and victims have not
developed the emotional defense
structure that professional crisis care
providers have developed over many
years of performing their job.
One cannot compare services delivered to crisis care professionals with
those delivered to workplace trauma victims. Thus, the possibility of a more dramatic psychological impact, a higher
incidence of PTSD, and a need for more
robust intervention should be expected
and understood.6
On many occasions I am called to
provide services after an employee died
outside the workplace, meaning his/her
co-workers did not witness or e~erience the death. These are not CISDs,
nor are they workplace trauma debriefings; they are meetings to talk about the
death of(worker name)and are equally
applicable to suicides, tragic deaths, and
cases where someone succumbs to a
long-term illness.
The psychological agendas of participants in debriefings and meetings will
differ according to the type of incident.
For this reason, facilitators need to orient
the discussion to meet the specific characteristics of the situation and the demographics of the participants. For example, when not working with paramilitary
organizations (such as police officers,
firefighters, and medical specialists), I
eschew the term "debriefing" and instead
describe an intervention in layperson's
terms, such as "meeting," "discussion,"
"talk," etc. Certainly, the term "CISD"
should not apply to any intervention
performed in response to a downsizing
or layoff, relocation, removal of a chief
executive, or other administrative crisis.
Finally, I have discovered that most
police, fire, and hospital professionals
already understand debriefings, but in
the aftermath of a workplace trauma,
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These materials indicate that the meeting/
debriefing is only one of many techniques or
services designed to help if reactions to the
incident persist.

We must stop using
Sept. 11, 2001,as the
yardstick by which to
measure the efficacy
of interventions.

many workers will come to a debriefing/meeting with little or no true understanding of what is about to happen. To
help bring everyone up to speed and
mitigate some of the inconsistency in
communication about the meeting, I
draft a statement and fax or e-mail it to
the workplace liaison so it can be incorporated into the "invitation" to potential
participants. I also provide handouts for
participants to take with them that pertain to the situation, be it a trauma in the
workplace, suicide at home, layoff, etc.

NOT A YARDSTICK
Another reason some question the efficacy of debriefings is that people who participate in them may continue reacting to
a critical incident or trauma for several
weeks or months. Administrative personnel in particular may ask themselves,
"How come people are still upset? They
had a debriefing, didn't they?" Those of
us who conduct debriefings and meetings must be careful not to collude with
this lack of understanding. In addition to
conducting a debriefing, we must provide good consultation to the workplace
and help management appreciate that
employees might require more than a
single meeting.
We also must stop using Sept. 11,
2001, as the yardstick by which to measure the efficacy of interventions. The
events of that day were so "over the top"
of our experience that to draw any inference regarding psychological services is
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simply speculation. Certainly it is understandable that for an event of that magnitude, asingle debriefing may serve as
little more than awell-intentioned "spit
in the bucket."
The question, however; is not
whether a debriefing is sufficient, but
what other services should be made
available. The goal of trauma support is
to have a "toolbox" that is both ~~ide and
deep (and utilized by experienced practitioners). An initial debriefing may serve
to facilitate access to further services for
those in need.
Now let's talk about training. As a
psychologist for more than 2S years and
a practitioner of psychological debriefings for more than 17, I believe that
working with groups of people who
have experienced a major trauma should
be considered an expertise chat requires,
at a minimum, training, experience, consultation, and staying current with the
literature. Aone- or two-day workshop
is a good start, but it is not sufficient for
people who are serious about becoming
or remaining proficient in this field. And

~ ~~~~~~ ~

LAW
~E~^ ''

while the peer support model may be
sufficient for emergency personnel, I do
not recommend that they provide critical
incident or trauma ser~~ices in other
types of employment settings.
In sum, many issues—the type of
incident, demographics of the victims,
demographics of the participants, training and supervision of facilitators, documentation, management consultation,
and post-debriefing follow-ups—must
be taken into account when providing
critical incident or trauma services. A
well-founded research design that takes
into account controlling incident demographics, ueilization of a specific model,
the random assignment of participants to
treatment and non-treatment groups,
pre-morbid history, the personal variables of the participants, the training and
experience of faciliealors, and long-term
follow-up with a consistent method
would provide viable data.
Since humans are not mice in a laboratory, any research that measures the
benefits of mental health interventions is
always fraught with some design limita-

Toll-Free 1.877.OMNILAW
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lions. Therefore, one must be careful
not to rely coo heavily on the latest
research. In the words of Albert Einstein,
"Not everything that counts can be
counted. Not everything that can be
counted counts." ■
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beaching Opt to Hospital Social Workers
EA professionals can help ensure the best medical care and follow-up treatment
for hospitalized workers and family members by forging links with
social workers at hospitals.
by I~in~c Schuetze,ACSW, CCM
mployee assistance professionals and hospital social workers
share many common bonds.
Both work to improve the health, wellbeing, and productivity of individuals,
one in the workplace, the other in hospitals. Both are trained to assess and
intervene on specific problems, both
speak the language of caregiving, and
both provide resources to meet the
needs of individuals and their families.
In my e~erience, unfortunately,
hospital social workers and EA professionals.often do not work closely together. This is not because one party or the
other is unwilling; rather, because each
focuses on a specific environment, the
two do not naturally come into contact
with one another on a regular basis.
I believe there is ample opportunity
to change the status quo. Rather than
remain in their separate domains, hospital social workers and EA professionals
can forge important links and greatly
enhance the resources available to them
and the clients they serve.
For this to happen, hospital social
workers and EA professionals must first
understand the resources that each provides to the employee who is hospitalized or whose spouse, child, or other
close family member is hospitalized. The
next step is to facilitate referrals while
respecting the employee's or family
member's confidentiality and need to
authorize any direct contact. The end
result of such cooperation will be better
Kim.Schuette is a commissioner on the
Commission for Case Manager Certification
(GCMG)and has spent more than 10 years in
health care and hospital social work. She currently works as a hospital social worker at Kosair
Childrens Hospital in Louisville, Kentucky.
www.eap-assoclation.org

case management, helping an individual
obtain needed resources in a timely fashion while minimizing stresses and negative outcomes of major life events.
"What you have are two professional colleagues who are experts in different areas of life that impinge upon the
client—the hospital and the workplace,"
says Paula Gelber Dromi, Ph.D., LCSW,
an adjunct faculty member at California
State University Northridge and a commissioner with the Commission for Case
Manager Certification(GCMG)who also
conducts trainings and workshops on
aging for social workers and other professionals. "The ultimate professional
mission of both groups is to help the
client function in a maximum capacity
for his/her particular situation and
receive whatever help is necessary to
allow that individual to continue as a
productive and effective employee."
A SUCCESS STORY
To illustrate the positive impact that can
result from greater cooperation, consider
the following success story. A young
man suffered a massive heart attack and
needed cardiac rehabilitation. He had
limited financial resources which, coupled with his traumatic health problems,
caused stress in his marriage.
As a hospital social worker, I recognized he needed both counseling as well
as ongoing medical treatment if he
hoped to recover fully. Given his financial situation, he couldn't afford weekly
sessions with a psychotherapist. The
obvious solution was to e~lore other
options, including therapy through the
EAP offered by his employer.
The man took my suggestion and
contacted the EAP. An EA professional

visited the hospital to conduct the initial
assessment. By the time he left the hospital, the employee/patient was able to
secure the help he needed, and I had the
satisfaction of knowing he was in good
hands after he left my care. This was
affirmed a year later when he came to
the hospital for a regular checkup. His
health had improved, and counseling
provided by the EAP had helped his
marriage. He summed up his condition

Letting hospital social
workers know what
types of EAP resources
are available to employees
may facilitate a future
referral.

simply, telling me, "It's working."
Looking back on my career, I wish I
more
stories like this to tell. The
had
truth, however, is that "handoffs"
between hospital social workers and EA
professionals do not occur frequently. All
too often, when an employee is hospitalized or a family member is ill or injured,
the EAP is a forgotten resource.
The reasons for this are many. In a
medical trauma, employees and family
members focus on what is happening at
the moment. A hospital social worker
with a full caseload may not think to ask
1st Quarter 2004 •Journal of Employee Assistance •I3

whether the patient's employer has an
EAP. With hospital stays shorter in
today's era of managed care, there is less
time to consider what types of resources
will be needed in the future.
If hospital social workers are to provide complete and comprehensive case
management services, they must broaden the referral base to include non-traditional resources. My job as a hospital
social worker, for example, is to help
employees and/or family members identify the resources they will need after
being discharged from the hospital.
These resources may be financial (such
as state or community agencies), logistical (transportation services to shuttle the
employee to and from treatment), or
medical (continued care or treatment at
home). Understanding the EAP services
available through the employer adds
another important resource to the hospital social worker's toolkit.
GENTLE REMINDER
Referrals from an EA professional to a
hospital social worker may be more difficult. In many instances, an EA professional does not know in advance that an
employee is going to be hospitalized and
may not be contacted until after the hospitalization is over—if at all. This underscores the importance of continued outreach and efforts to educate workers
about the many resources available
through the EAP.
When an employee or family member is hospitalized, supervisors, managers, and even co-workers can be
instrumental in encouraging contact
with the EAP. It may well be that a
supervisor or colleague is in regular contact with the employee and/or the
employee's family during the hospitalization. Agentle reminder about the EAP
can alert the employee about the availability of a key resource.
In some cases, however, an employee may be reticent to inform his/her
employer when a family member is hospitalized. The employee may be concerned about being laid off, or may fear
inviting closer scrutiny of his/her time
away from the workplace.
"The best thing to do is remind
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employees that their interface with an
EA professional would be confidential,"
Dromi says. "The next thing would be to
stress the importance of obtaining assistance, which is their right as workers for
an employer that provides an EAP."

CREATING MACRO-LINKAGES
Obviously, neither a hospital social
worker nor an EA professional can make
a referral without an employee's authorization. Both parties, however, can
encourage employees to reach out to
available resources, including each other.
For that to happen, each must know the
other exists.
Reaching out is essential to both
hospital social workers and EA professionals. Mutual reaching out by EA professionals and hospital social workers
will ensure that separate efforts on behalf
of an employee/patient will become
more integrated and effective. As Paul
Roman and Terry Blum noted in their
article, "The Core Technology of
Employee Assistance Programs"(The
Almacan, March 1985), this involves "the
creation and maintenance of macro-linkages between the work organization and
counseling, treatment, and other community resources."
On a practical level, developing
such macro-linkages begins with communication. For e~mple, an EA professional can contact social workers at hospitals where employees are usually treated. Letting hospital social workers know
what types of EAP resources are available
to employees may facilitate a future
referral. By the same token, hospital
social workers can contact major
employers or EAP provider organizations
in their area to initiate a dialogue.
"The workplace and these service
providers have traditionally existed in
isolation from one another, and the EAP
offers an overall strengthening of the
community through bringing the workplace and providers together," Roman
and Blum state. "Essential in this linkage
is balance and reciprocity of control
and understanding, with the service
providers adjusting to the structure/
processes of organizations and the needs
of particular work forces." ■
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Long-Term Counseling: A Feasibility Study of Extended
Follow-up Services with High-Risk SAP Clients
by Daniel Hughes, Ph.D., CEAP, Charlotte Elhin, CSW and Irwin Epstein, Ph.D.

Abstract
Historically, employee assistance programs (EAPs) have served as workplace-based mechanisms for the early identification of, and
intervention with, employees troubled by alcohol or drug abuse or other mental health problems. Accordingly,'EAPs have functioned as secondary and tertiary prevention initiatives addressing the serious health consequences associated with these problems
and the concomitant economic impact on work organizations (Holden 1973; Shain and Groeneveld 1980; Roman 1990; Kurzman
1993; White and Sharar 2003).
Despite considerable variation among programs, EAPs share a set of core functions that include performance-based case findingprocedures, supervisory training, constructive confrontation, motivational counseling, clinical assessment, referral, and program
evaluation services (Roman and Blum 1988). Traditionally, these core functions have excluded primary treatment, aftercare, and
extended follow-up services. By the late 1980s, however, organizational researchers such as Andrea Foote and Jack Erfurt (1988)
were theorizing that EAPs might play a significant role in providing post-treatment follow-up services to recovering alcoholics as a
means of reducing relapse and improving outcomes. Their subsequent research suggested that follow-up services provided by EAPs
reduced disability and treatment costs by 31 percent and 23 percent, respectively, and cut relapses requiring readmission by 15 percent (Foote and Erfurt 1991).
Based on these findings, Foote and Erfurt asked the following questions: "Can we assume that EAP practitioners will actually
implement follow-up services in program operations?" and "Will follow-up become a fi:cture in the repertoire of internal EAP practitioners?"(Erfurt and Foote1992). Although the issue of follow-up services continues to be discussed within the EAP field, empirical research has been relatively scant(Blum and Roman 1995). Recently, however, the topic has re-emerged in the substance abuse
and wellness literature (I~eirich and Sieck 2000).
This paper summarizes the findings of the Mt. Sinai EAP's effort to pursue Erfurt and Foote's pioneering inquiries. The project
was designed with three primary objectives. first, to e~lore the operational feasibility of providing long-term counseling (LTC)
services to "high-risk" employees within the context of an internal EAP; second, to evaluate the potential efficacy of the long-term
counseling intervention; and third, to develop and enhance EAP staff capacity to design and implement practice-based research
projects. Broadly speaking, the project asked whether long-term counseling services could be offered within the context of an
operational EAP and whether such services would improve outcomes when offered to high-risk employees.

Setting
The Mt. Sinai Medical Center's EAP is an internal "broad brush"
program that has provided comprehensive employee assistance
services to the organization and its employees since 1977.
Historically, these services have included supervisory training in
the areas of performance-based identification and constructive
confrontation, clinical assessment, referral, and short-term
counseling. The Medical Center is an occupationally stratified
and technologically sophisticated workplace employing a culturally diverse population of more than 12,000 workers.

Study Design
The study compared two matched cohorts of "high-risk"
employees—those with presenting problems of substance
abuse(drugs and/or alcohol), depression, and/or anxiety—who
used the EAP during calendar years 1995 and 1996. The 1995
cohort was selected to serve as a retrospective case-comparison

Research RepO~'t

group and received the program's usual package of assessment,
short-term counseling, and referral services (throughout
the study, these services are referred to as "regular care"). In
contrast, the 1996 cohort comprised the study's prospective
intervention group. These employees were offered a package of
supportive follow-up counseling services for a period of one
year to complement their primary treatment. The follow-up
services, referred to as "enhanced care," were designed to
demonstrate ongoing support for employees' efforts to resolve
their presenting problems, reinforce the importance of treatment compliance for long-term health and job security, and
offer help in the event of relapse or other difficulties.
The study was designed to offer all high-risk EAP clients
seeking assistance during 1996 the option of receiving longterm follow-up services, either in person or by telephone.
Participation was voluntary and could be discontinued at any
point. The frequency of service was designed to decrease gradually over time, but EAP staff were free to suggest modifications
in this schedule in response to any crisis, such as impending
employmentjeopardy or relapse.'
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Measurement
The study's primary outcome measures addressed job retention,
attendance, annual performance, and the number of EAP contacts, These measures were selected because they frequently are
utilized as EAP benchmarks (Blum and Roman 1995; Blum,
Martin, and Roman 1992; Kurtz, Googins, and Howard 1984)
and are presumed to be available within existing organizational
databases. Client and counselor surveys also were developed,
but the client surveys were collected inconsistently due to client
and counselor concerns about confidentiality and the potential
impact on the therapeutic relationship. In contrast, counselor
surveys were collected after the completion of the intervention
to record the number of EAP contacts and qualitative data not
contained in Human Resources data sets.

Sample
Study participants were selected from a universe of 456
employees who received individual counseling services during
calendar years 1995 and 1996. The study sample comprised
employees who presented with problems involving acute anxiety, depression, and/or substance and alcohol abuse disorders.
Employees entering the EAP during 1995 (N=41) were
assigned to the "regular care" group, while those receiving EAP
services during 1996(N=40) were assigned to the "enhanced
care" intervention group.
Employees in both groups exhibited no statistically significant differences in terms of presenting problem, length of
employment, age, ethnicity, gender, or marital status. Similarly,
study participants in both cohorts were comparable in terms of
referral source, (self-evaluated) work-related problems, union
status, and work shift. This demonstration of comparability(see
Table 1) was critical to the integrity of the study given the
absence of randomization in its design (Saint and Epstein
2001). Thus, differences in outcome would likely be a consequence of interventions received by the participants.

Findings
Comparing the "regular" and "enhanced" care groups reveals
that the mean number of case contacts increased from 3.9 to
6.2, respectively (see Table 2), demonstrating that long-term
counseling services could be provided within the operational
context of an internal EAP. Information revealed by process survey, atechnique that monitors internal aspects of a study that
are not captured through traditional data collection mechanisms, revealed that the EA professionals—all of whom were
master's-level social workers—were comfortable with the LTC
intervention model. There was little indication of role conflict
or other forms of occupational dissonance with the provision of
long-term counseling services, affirming the feasibility of providing such services within the context of a professionally
staffed EAP. However, one of the counselors struggled with the
supportive nature of the intervention, assuming a more treatment-like stance with her clients.
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TABLE I:CHARACTERISTICS OF
STUDY SUBJECTS
Regular
Care
(N=41)

Enhanced
Care
(N=40)

Presenting Problem
Depression/Anxiety
Drug/Alcohol

68%
32%

75%
37%

Gender
Female
Male

59%
42%

65%
35%

Ethnic Group
African-American
Asian
Hispanic
White
Other
Unidentified

34%
2%
29%
22%
10%
2%

30%
0%
35%
9%
5%
13%

Marital Status
Divorced
Married
Separated
Single
Widowed
Unreported

17%
34%
12%
29%
0%
7%

15%
25%
10%
40%
5%
5%

Referral Source
Family
Management/Supervisor
Medical
Self
Other/Peer
No Response

2°/o
24%
2o~o
61 %a
10%
0%

0%
18%
8o~o
58%
10%
8%

Self-evaluated, Work-related
None
Absenteeism/Tardiness
Attendance
Safety violation/Accidents
Intoxication
Quality/Quantity of work
WorWlnterpersonal relations

Problems
51%
17%
2%
2%
7%
2%
17%

68%
10%
10%
3%
3°/o
0°l0
4%

Union Status
Unionized
Non-unionized

46%
53°/a

60%
40%

Work Shift
Day
Evening
Night
Other
No response

85%
4%
7%
0%
2%

83%
10%
3%
3%
3%

Research Report

Interestingly, EAP staff were able to engage only about 40
percent of eligible employees during the course of the research.
The study thus replicated participation rates observed by Foote
and Erfurt despite implementing their key recommendation
(1991).2 It should be noted that in the Erfurt and Foote study,
"regular care" was more likely to be limited to a single contact
(see Table 2). Moreover, the EAP studied by Erfurt and Foote
successfully engaged more clients in long-term (i.e., five or
more contacts) supportive care than our study (see Table 2).

retention rates are 61 percent, 79 percent, and 93 percent,
respectively (see Table 3).

Discussion

The Mt. Sinai project demonstrated that long-term follow-up
counseling services for high-risk clients can be implemented
within the context of a professionally staffed EAP. These services are consistent with the theoretical orientabons of most graduate trained counselors
TABLE 2; EAP CONTACTS BY GROUP
and clearly within their existing skill sets. The
(Current Study vs. Erfurt and Foote)
counselors at Mt. Sinai's EAP embraced the
model, which they found congruent with their
Mt. Sinai
Mt. Sinai
Erfurt/Foote
Erfurt/Foote
for professional practice.
standards
Regular Care Enhanced Care
Regular Care Enhanced Care
However, the question of whether followN=41
N=40
N=161
N=164
up counseling will become a "fixture" in the
# of employee follow-up visits(%)
repertoire of EA professionals remains unan38
57
Intake visit only
24
18
swered. In an increasingly cost-conscious environment, it is unlikely that EAPs (whether
1-4 visits
56
23
42
29
external, or hybrid) will allocate
internal,
1
24
5-10 visits
12
15
scarce resources to long-term counseling serv7
23
0
29
11-24 visits
ices in the absence of conclusive outcome data.
0
0
3
0
25-31 visits
In the final analysis, the LTC project was able
to demonstrate the feasibility rather than the
6.78
Median # of visits 4.34
efficacy of the intervention.
6.15
Mean # of visits
3.85
In retrospect, both the Mt. Sinai project
and the earlier Foote and Erfurt studies suggest that long-term follow-up services may
However, both studies were equally successful in engaging
improve outcomes in cases involving impaired employees.
approximately one-fourth of participants for 11 or more visits.
Taken together, these studies found positive outcomes in the
A comparison of the Mt. Sinai cohorts reveals a statisticalareas ofjob retention, relapse rates, and disability and treatment
ly significant difference in job retention. Specifically, 85 percent
costs.
of employees assigned to the "enhanced care" cohort were
In both cases, however, levels of statistical .significance
employed one year after their EAP intake session compared
proved elusive. The Mt. Sinai study was restricted by its small
with 61 percent of those assigned to the "regular care" group
sample size, and the research team was unable to retrieve reli(p = .015). However, a comparison of three groups, namely(1)
able data on attendance and performance due to inconsistent
regular care,(2) enhanced care with fewer than five visits, and
organizational record-keeping procedures. Consequently, the
(3) enhanced care with five or more visits, is perhaps more illuresearch team believes that the intervention's efficacy deserves
minating. In this comparison, a trend emerges—one-year job
further study.
Interestingly, both studies found that a substantial percentTABLE3:COMPARISON OF EMPLOYEE
age of high-risk employees typically decline long-term EAP
RETENTION RATES
services even when offered. Perhaps variables beyond EAP
(At one year since EAP intake)
intake and referral procedures should be considered. These
could include level of acuity, source of referral,job jeopardy sta100°/a
tus, client's perception of the problem, and readiness to accept
therapeutic
options.
80%
Given the low participation rates observed in both studies,
..~
a targeted approach may be more practical. This would require
60%
developing a descriptive profile to identify those high-risk
40%
employees most likely to utilize long-term counseling services.
Interestingly, anecdotal data collected during the Mt. Sinai
20%
study suggest that individual employees benefited from the
intervention, meaning selective intervention could prove viable,
n
especially during a time of shrinking healthcare resources.
Enhanced
Regular care
Enhanced
However, adequate screening instruments would have to be
short-term care
long-term care
(Fewer than 5 visits) (5 or more visits)
developed, thus suggesting another topic for future research.
Low participation rates will restrict the "generalizability"
R6Se81'ch Repoli
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and the potential efficacy of any proposed intervention.
However, improved screening procedures capable of identifying employees most likely to accept long-term counseling services could improve the intervention's efficiency.
Note: The EAP's long-term care project was concluded in
1998 upon exhaustion of its funding. Today, Mt. Sinai-NYU
Health EAP staff can provide long-term counseling to high-risk
clients at their individual discretion.

Dan Hughes !s director of the Mt SIna1-New York University Health System's
EAP and an instructor of community and preventive medicine at the Mt.
Sinai School of Medicine. Charlotte Elkin is senior EAP counselor at the Mt.
Sinai-NYU EAP, a licensed psychotherapist in New York, and a CEAP candidate. Irwin Epstein is the Helen Rehr Professor ofApplied Social Work
Research at the Hunter College School of Social Work, City University of
New York.
Notes
1 For example, participants would be seen once a week during
the first eight weeks after their intake. These contacts would be
in addition to any primary treatment services they were receiving as a result of EAP-initiated referrals. After the first eight
weeks, appointments would be scheduled twice a month for the
next four months. Unce an individual had been involved in the
project for six months, contacts would be reduced to once
monthly for the remaining six months of the intervention. By
design, the project offered each participant an adjunctive package of 24 follow-up contacts in addition to any primary treatment received outside the context of the program.
2 "The follow-up schedule should be laid out and agreed to by
the EAP staff member and the client at intake or at some point
during the treatment process, so that the follow-up does not
come as a surprise to the client but rather is perceived as a part
of the EAP service"(Foote and Erfurt 1991).
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The ~read and Butter
of Our Field
Ma~icz Hcz~tley, CF.A P
wo of the foundations of our profession, the definition of an EAP and the EAP
Core Technology, make clear that EAPs serve two clients: the organization and the
individual worker. The last issue of the Journal of Employee Assistance discussed
EAP services to the organization, while this one focuses on EAP services to the
individual. Although many (perhaps most)EA professionals feel that services to the individual
are the proverbial "bread and butter" of our field, the menu of such services is diverse, with
both basic and complex elements.
The four articles in the "Focus" section of this issue address EAP services to the individual
at their most essential and most intricate. One of the four articles looks at confidentiality, the
cornerstone of any program that seeks to help individuals with personal problems. Another
discusses how an EAP,in conjunction with an employer, was able to encourage workers to
make greater use of EA services. These two articles, while not describing particular services to
individuals, confirm what we intuitively know—that without a guarantee of confidentiality and
strategies to market our services, we cannot effectively help workers become more productive
and perform at their best.
The two other articles in the theme section describe specific services to individuals that
many EAPs already offer (and others may be considenn~. One of the services is mediation,
which more employers are interested in utilizing to help resolve workplace disputes and
minimize corporate risk. The other service is assisting gay, lesbian, bisexual, and transgender
(GLBT)employees with the unique issues and concerns they face in the workplace. The
information in both articles will only become more valuable to EA professionals in the
months and years ahead.
Elsewhere in this issue, you'll find a research paper that looks at the feasibility of offering
follow-up counseling to workers who present with substance abuse (drugs and/or alcohol),
depression, and/or arixiety. This paper builds on studies conducted by Andrea Foote and
Jack Erfurt in the late 1980s and 1990s and adds to the growing research base within our
profession.
You'll also find articles on how EA professionals can interact with hospital social workers
to improve outcomes for hospitalized employees and family members and how the terrorist
attacks of September 2001 have altered the way EA professionals think about and deliver
debriefings. Another article offers a framework for improving the assessment process within
EAPs, a topic that Bern Beidel and Kris Brennan also address in their "Best Practices" column.
I hope all the articles and columns in this issue benefit you and help you better serve your
individual(and corporate) clients. As always, feel free to share your comments or ideas with
me or any member of the Communications Advisory Subcommittee.
www.eap-association.org
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Ensuring Executive ConfidentialitY
Confidentiality, long thefoundation of employee assistance programs, can
become the basis of premium EAP services to individuals whose rank within a
work organization makes them more vulnerable to public scrutiny.
by Michael Mayne,M.B.A., CMA,CPCC
he assurance of confidentiality and privacy is and
always will be the comerstone of EAP services to
the individual client. The inclination of
any individual to use these services ultimately is determined by the overall level
of trust in the EAP that management has
been able to nurture internally and the
level of trust with the EAP provider.
Individuals considering using the EAP
must be certain that any information
they provide will be treated as confidential, except:in special circumstances.
The leaders of work organizations
are not immune to concerns about confidentiality; indeed, by virtue of their
status and position, they expect even
more attention to be paid to these considerations. Members of the executive
team have the same concerns about confidentiality that all employees face, but
since they are often privy to confidential
information about others in the organization, they assume their own confidential information may become available to
their boss or to the executive who
receives the usage reports.
While it is true that executives
share many of the same personal issues
that affect most other employees, the
risks associated with these issues can be
much higher for executives. For examMichael Mayne is managing partner of Catalyst
Careers, a career transition, counseling, and outplacementfirm that
offers employee assistance services on an outsourced basis for major
~,
~ `'~
;1
EAP providers across
North America. He can
be reached at mmayne~catalystcareers.com
20•Journal of Employee Assistance • 1st Quarter 2004

ple, if it becomes known that the chief
financial officer of ABC Company is
undergoing treatment fora psychologically-related problem, the impact and
repercussions can be much more profound than if it were known that a more
junior employee had the same condition.
This creates an added incentive to
ensure that concerns about confidentiality do not hinder senior management
from addressing personal problems that
can negatively affect the organization.
SHARP SENSE OF ISOLATION
Executives fill a unique role within most
organizations. They are regularly entrusted with confidential or restricted information, are seen (by themselves as well
as others) as the ultimate decision makers on many employee issues, and are
often regarded by outside stakeholders
as the "face" of the organization.
Consequently, the environment in which
they operate is usually much different
than that of other employees in the
organization. The prevailing culture and
code of conduct in the executive suite
can lead to reluctance to seek help for
fear of being perceived as weak by colleagues and subordinates.
In recent years, the spotlight on
executives has intensified as questions
have been raised about excessive compensation levels and investigations
launched into corporate insider trading
scandals and other alleged improprieties.
At the same time, the World Wide Web
and other technologies have begun to
exert a growing influence on both public
and private life. Nearly everything we do
today seems to leave an electronic footprint behind, and the Internet and telephone directories are full of listings for

services that claim they can "find out
anything about anyone" for a fee. Both
the apparent ease of access to information and the increasing awareness of the
problem are compounding the special
concerns facing executives of work
organizations. Senior leaders are coming
under more and more scrutiny from all
corners—bosses, subordinates, board
members, and many other stakeholders.
These additional pressures may not
be understood or even recognized by the
majority of employees or by EAPs. Most
employees who use EAPs can take comfort in the blanket of general anonymity—they usually possess little information about the organization that is valuable, and they recognize there is little
benefit to obtaining notes or files about
their personal problems. The same cannot be said about the senior leadership
of an organization, on either count.
Lacking the security of anonymity,
many executives feel a sharp sense of
isolation in trying to address their personal problems. For e~mple, one
accounting and finance professional who
contacted my EAP firm about a personal
problem was extremely concerned about
any information getting into the public
domain, particularly through court proceedings against his company. He had
maintained an almost legendary reputation at a previous employer, which coincidently was the firm used by his new
company's primary EAP provider to
audit usage. He was concerned that
someone at his previous employer might
recognize his name and "get the word
out on the street' about his problem.
Another executive who contacted
my firm was a senior human resources
manager responsible for negotiating with
www.eap-association.org
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the primary EAP provider. She was worried that the people she dealt with at the
primary provider might Ue able to look
up her confidential information, even
though she knew this was extremely
improbable. Only the fact that her primary EAP provider outsourced the executive EAP function offered her enough
personal comfort Co allow her to make
the ca11 for assistance.
FRAMEWORK FOR HIGHER PRICES
Facilitating a dialogue with clients and
assuring them that they can safely confide their problems is essential to the
success of any EAP, but even more so to
the executive EAP. Senior leaders in most
organizations are accustomed to higher
service levels than most other employees. Many work organizations foster this
sense of elitism by offering special benefits to execuCives ranging from private
banking accounts to executive washrooms to concierge services. The challenge to EAP providers is to determine
whether a work organization's culture
appreciates such perquisites for executives and, if so, to create viable solutions
to address executives' needs.

INDIVIDUAL

CLIENT

During the proposal stage, determine the organizational propensity to
provide elite programs and adjust the
proposal accordingly. Consider providing
"tiered" services for executives and differentiating group packages based on differing employee needs. This strategy can
produce increased revenues and profit
margins for FAPs because it creates a
framework for charging higher prices for
premium services.
It is critical that any such proposal
communicate the special advantages of
the executive EAP to the full management team. It should also highlight the
real differences in program offerings,
directly address concerns about executive confidentiality issues, and explain
how the executive EAP would handle
confidentiality matters.
At this early stage, building executive crusC requires establishing the
integrity of the provider and demonstrating acommitment to confidentiality.
Listen to the special needs of executives
and address any perceptions, whether
real or imagined, frankly and openly.
This is critical to developing a relation-

Spreading The Word
About Your EAP
If you want
them to use it,
you have to
promote it!

ADCARE.
~
C '

p
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C~
e've got hundreds of low cost products to help yo
promote your program — imprinted with your
company name, logo and message
Call for Free Catalogs or Search Our Website
1-800-881 -5880 www.xpressionproducts.com
Paul Kelly, President
Xpression Products, Inc.
PO Box 39
Wauconda, IL 60084
EAPA MEMBER SINCE 1977
www,eap-association.org

ship based on trust and will help ensure
that executives know that all necessary
steps are taken Co keep their files and
usage information confidential.
As EA professionals, we recognize
that problems such as substance abuse,
depression, and marital and family difficulties do not respect the organizational
levels of those they afflict. We also tend
to assume that despite the stigma
attached to such problems, individuals
facing them ultimately will seek professional help. Many people, however, will
not. The risks these untreated problems
pose to employers can be much higher
if the individuals involved are executives;
correspondingly, the return on investment of the EAP will be dimensionally
higher as well if executives get proper
treatment.
While executives struggle with the
same personal issues that other employees face, they also confront additional
stresses not shared by the rank and file.
Ignore the special concerns of the executive user group at your peril. After all,
these are the very people who decide
which EAP provider wins the contract. ■

WHERE EAf~ PROFESSIONALS
TURN FOR ASSISTANCE.
AdCare Hospital offers a
i
of
highcomplete spectrum
quality, cost-effective treatment
services for the substance
abuser. Our treatment model
matches the individual needs
of patients with the most appropriate level of care.
That makes us a real resource to EAP professionals

seeking to make the best referral for their clients.

'; ~D(fRE ~HOSPI'TfL
~^a~
C

~

107 Lincoln Street
Worcester, MA 01605

CFor more information, call
1-800-345-3552
Q

www.adcare.com
We're ready to help.
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Reaching Out,~' g Trust
One city's experience in implementing an EAP demonstrates the importance
of educating employees about using it and taping special steps to overcome
their reluctance to discuss personal problems with "outsiders."
by Prxtricicz I~nt,PHR,and GeovBette I~inBkczde, LMHP, CFA P
n the late 1970s, the City of
Lincoln (Nebraska) entered into
an agreement with the Lincoln
Employee Assistance Program
(now renamed Continuum) to provide
core employee assistance services to its
workers and their families. City officials
recognized that employees' personal
problems sometimes negatively affected
their job performance and determined
that an EAP could help workers resolve
their problems.
After evaluating the relative advantages of internal and external programs,
the city determined that abroad-brush
external program would best meet its
needs. The program vendor selected was
independent of any substance abuse or
mental health treatment facility and provided basic short-term counseling,
assessment, and referral services.
A key consideration in selecting an
external provider was the belief that
employees would feel more certain their
confidentiality would be preserved if the
EAP were separate from the workplace.
The city's workers are represented by
five labor unions, each of which expects

an EAP serving its members to do everything possible to ensure their confidentiality and privary and to act at all times
in a professional manner.
ENHANCING PROGRAM VISIBILITY
Having selected an EAP vendor, the city
then turned its attention to promoting
the program to employees and teaching
them how to make the best use of it.

Patricia Kant is the personnel coordinator for the
City of Lincoln (Nebraska). Georgette Kingkade is
the program manager for Continuum EAP, which
provides employee assistance services to the City
of Lincoln.
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The Personnel Department took the first
step by designating an internal EAP liaison to serve as the initial contact for
employees and family members in need
of assistance and provide ongoing support and follow-up as appropriate. The
EAP and the city then joined together to
provide training to top management to

garner their support for the program.
Next, the EAP offered training programs to supervisors to provide skills in
using the EAP as a management tool.
The trainings focused on how to deal
effectively with employees whose work
performance is unsatisfactory, when to
take internal disciplinary action, and
how to refer employees to the EAP. After
taking the trainings, EAP and city leaders asked supervisors to promote the
program as a resource to employees.
The next step was to provide orientation and education sessions to employees. These sessions not only conveyed
useful information about common concerns (such as stress) but also put a
"human face" on the program. The sessions allowed employees to meet EAP
staff face to face and ask questions,
which sometimes generated aself-referral of an individual to the program.
The dual purpose of providing
information and developing trust served
to enhance program visibility and generate interest in additional education.
Today, EAP staff conduct sessions on a
wide range of topics, including diversity,
change and stress management, customer service, communications skills,
professionalism, and team building.
In addition to providing orientation
and education sessions, the EAP sends
posters regularly to each department to
display in hallways and distributes wallet

cards to employees. These materials
enhance the visibility of the EAP and
remind and educate employees about
the broad range of issues the program
can help individuals address. City personnel also publish articles about the
EAP in the employee newsletter, place
brochures in new employee packets, and
introduce the EAP at welcome sessions
for new hires sponsored by the city.
Staff from the city's Personnel
Department meet regularly with EAP
management to evaluate the program's
effectiveness. Each year, the EAP compiles and presents information showing
whether the program is being utilized by
all levels of the employee population, the
range and frequency of presenting problems, and whether all departments are
using the program. City and EAP personnel also work together to plan trainings and develop an annual publicity
plan to enhance usage of the program.
SELECTING A POLICFJFIRE MODEL
Notwithstanding these efforts, it became
clear in the early 1980s that two major
work groups that incur high levels of
job-related stress, law enforcement and
firefighting personnel, were not utilizing
the EAP to the extent that would be
effected. In January 1983, city and EAP
leaders decided that the EAP model used
for city workers would be modified for
the police and fire departments.
The first step in [he modification
process was to look at several police
department EAPs from around the country and identify a model that would
maintain the advantages of the existing
EAP and eliminate the barriers to usage
that had been identified. These barriers
included a distrust of outsiders, a `John
www,eap-association.org
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Wayne" mentality that prevented police
officers from seeking help, and skepticism toward internal systems. The next
step was to solicit support for this new
model from key stakeholders such as
union leaders, administration officials,
the mayor, police officers, and Personnel
Department managers.
Anew volunteer position, internal
resource officer (IRO), was created within the Police Department to provide
information to fellow officers about the
EAP process, support officers and family
members who might be apprehensive
about seeking outside help, and act as
troubleshooter. In April 1984, four
volunteer IROs were selected and given
special training about the EAP process
and how to encourage and facilitate
EAP referrals.
The new EAP model had an immediate and dramatic impact on program
utilization. In its first two years of operation, referrals of police officers to the
EAP rose 72 percent over the preceding
two-year period.
Like the police officers, the city's
firefighters also saw themselves as "family" and thus were reluctant to seek help
outside their own ranks. Consequently,
the EAP model that was instituted in the
Police Department was applied to the
Fire Department as well. Internal
resource officers were selected and
trained, and utilization rates at the Fire
Department quickly increased.
HIGHER UTILIZATION
This year marks the 20th anniversary of
the implementation of the IRO programs. Over the course of these 20
years, more than 100 police officers and
firefighters have served as IROs. The
EAP utilization rates in both departments have been higher than in any
other department in the city government
for several years.
"While most police departments,
have access to employee assistance programs, you would be hard pressed to
find a department where the EAP is used
as frequently as in the Lincoln Police
Department," says Lincoln Police Chief
Tom Casady. "I attribute this primarily to
the use of the internal resource officers—
the men and women who serve as
www.eap-association.org
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liaisons to the EAP."
One of the more important EA services provided to police officers and firefighters is critical incident stress management(CISM), which has been available
since 1987. Lincoln Fire Chief Mike
Spadt says CISM is critical to the health
and welfare of his personnel.

Thanks to the many
efforts by city and EAP
personnel to educate
employees about the
program and encourage
individuals to use it,
the City of Lincoln
EAP is thriving.
"Our profession involves some really
gruesome situations," he says. "A key
component in taking care of our workforce in these situations is the EAP and
its CIS management program. We have
had this program in place for several
years and today it is vital to the health
and well-being of our members and is
widely accepted."
MAINTAINING CONTINUITY
Thanks to the many efforts by city and
EAP personnel to educate employees
about the program and encourage individuals to use it, the City of Lincoln EAP
is thriving. It now offers supervisory
development training programs, employee workshops, workplace consulting,
risk management and fitness-for-duty
assessments, health fair presentations,
work performance improvement coaching, critical incident stress and grief
debriefings, and periodic training and
networking for company coordinators
or liaisons.

As the workplace(and workers)
have changed in the past 24 years, the
EAP also has evolved:In 1988, for
example, Congress approved the federal
Drug-Free Workplace Act, and the EAP
quickly educated city employees about
the provisions of the act. EAP staff developed special training programs and created avideo to ensure that employees in
departments using federal grant funds
were receiving consistent information.
In the mid-1990s, the U.S.
Department of Transportation(DOT)
ordered public agencies to apply drug
and alcohol substance abuse regulations
to employees whose jobs require a commercial driver's license. The city turned
to the EAP to provide substance abuse
professional(SAP)services and help
administer the regulations to employees
in the Public Works, Parks, and
Transportation departments. The city
also established a similar program for all
employees not subject to the DOT rules.
Continuity—both in the provision
of services and in management support—has been critical to the success of
the program. If the city had opted to
change the program vendor periodically
or use different vendors for different.
components, the essential process of
establishing and maintaining:trust would
have had to be repeated over and over.
Continuity has contributed to efforts by
the city and Continuum to offer unique
programming designed to assist all
employee groups.
"The employee assistance program
is an essential management tool and
employee resource that provides programs and services that help the city
retain valuable employees;" says Lincoln
Mayor Coleen Seng, who also served
four terms on the City Council. "The '
EAP affords us the opportunity to offer a
helping hand to employees and family
members who have personal issues." ■
'
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Resolving Worl~place Conflicts
Offering mediation services allows an EAP to reduce workplace conflict while
encouraging employees to take control of their interpersonal disputes and
improve their work relationships.
by I~te Wills, LPC, CEAl;cznd T~istin Mead,LPC, CF.A P
he Jefferson County (Colo.)
Public School system's
employee assistance program was established in
the early 1980s and continued operating
until 1999, when it was eliminated due
to budget cuts. When it was revived in
January 2001, mediation of employee
disputes was added to the menu of
EAP services.
One of the core philosophies of the
Jefferson County EAP is to help empower employees to gain the skills and
acquire the control they need to solve
their problems. Mediation is a process
that gives the individual a lot of control
(as opposed to arbitration or the legal
system, where a person turns over control to someone else).
When we mediate .conflicts, more
often than not the participants are people who are struggling with interpersonal relationships at work and want to find
a way to get along with their fellow
employees and be able to work together.
They're usually doing fine in most areas
of their lives, but they're experiencing a
workplace conflict with a co-worker or
supervisor and need a vehicle to help
resolve it. Mediation is an attractive
option in these situations as well as an
Kate Wills is manager of the Jefferson County
(Colo.) Public Schools'EAP. She holds a masters
degree in counseling psychology from the
University of Colorado and is trained in conflict
mediation. She has worked in EAPs at Coors
Brewing Company and US West.
Tristin Mead is a counselor in the Jefferson
County (Colo.) Public Schools'EAP She earned a
master's degree in counseling psychology from
Loyola College in Baltimore, Md., and is trained
in conflict mediation, She has worked in EAPs for
the Baltimore City Public Schools and
Montgomery County(Md.)Public Schools.
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effective way for the EAP to demonstrate
its value to the work organization.
FACILITATING A DISCUSSION
Differences in personal histories, belief
systems, work styles—all these things
can, and do, generate interpersonal conflicts. By the time these differences escalate to the point where the people
involved are considering mediation, the
conflict is usually bleeding over into the
workplace and other people are noticing.
As a result, there may be a certain
amount of pressure on the parties to try
and work things out.
When we mediate a conflict, it's
generally between two people. Our role
is to act as a neutral third party and
facilitate a discussion or dialogue
between the individuals to enable them
to resolve the conflict. That process is
different from arbitration, where the
individuals present their respective
"cases" to an arbitrator, who then renders adecision. Our role is simply to
remain neutral and facilitate the problem-solving process.
A conflict could be between a manager aid a subordinate, or it could be
between two employees at the same
level. More typically it involves people at
the same job level, such as a teacher
experiencing a conflict with another
teacher or a custodian having a problem
working with another custodian. A
supervisor-subordinate mediation is a lot
more difficult than a mediation between
two employees at the same job level
because at its core mediation assumes a
dispute between two equally powerful
parties, and that's not always the case in
a hierarchical work organization with
power differentials:

When we mediate a conflict
between a supervisor and an employee,
we have to be very clear with the supervisor that the mediation is about the two
employees' work relationship, not about
any type of disciplinary issue. We don't
mediate disciplinary matters, nor do we
get involved in any issues involving the
negotiated labor agreement between
employees and the school system.
Before we actually sit down with the
parties involved, we usually conduct an
initial assessment to determine the
nature of the conflict and whether mediation is an appropriate option. For
example, if two people are having a
workplace dispute and our assessment
determines that one of the individuals is
severely mentally ill, mediation isn't
going to work and we definitely would
not encourage it. If a supervisor calls
and requests a mediation and our assessment indicates it's really a disciplinary
issue, we suggest a change of course and
coach the supervisor on constructive
confrontation. If someone is involved in
a legal issue (such as a divorce) and
requests mediation, we won't provide it
but will refer him/her to a person or
organization that will.
In conducting an assessment, we
may talk directly to the people who are
having trouble with each other, or we
may talk to someone else who is familiar
with the problem. For example, if two
employees are working through their
labor union to resolve a conflict and a
union official recommends mediation,
we may ask that person for information
about what's going on.
If we determine mediation is an
appropriate option, we proceed to the
mediation session itself. We generally
www.eap-association.org
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conduct these sessions in the EAP office,
although if someone for some reason
can't get to our office, we can be flexible
and meet at another location. We're
always mindful of encouraging people to
pick a neutral location for mediation sessions, especially in conflicts involving
supervisors and subordinates.
We begin the sessions by explaining
the purpose of mediation and our role in
the process as a neutral third party. We
discuss the ground rules we expect participants to follow and emphasize that
mediation is voluntary, meaning neither
party is required to participate. If a participant wants to take a break during a
session, s/he can take a break; if a participant wants to end a session, s/he can
end it. Control of the mediation session
lies largely with the parties to the conflict, not the mediator.
We generally schedule mediation
sessions to last 90 minutes, and one session frequently is all that's necessary to
identify and plan ways to resolve some
of the issues) underlying the conflict.
After the session we conduct afollow-up
assessment to determine whether the
work relationship has improved. If we
find things are still strongly problematic,
we usually ask the workers whether they
think it would be helpful to get together
again for another mediation session.
A big part of the mediation process
is solving problems. If it becomes clear
during a mediation session that resolving
the conflict is unlikely, we might steer
the discussion toward the question,
"What other options are available?" By
doing so, we try to help people generate
solutions even if they decide they can't
work together.
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which to address workplace conflict
because EA professionals are skilled at
constructive intervention and problem
assessment.
Probably the biggest challenge we
face is that we have limited staff
resources—only two full-time equivalent
EA professionals serving approximately
12,000 employees. For that reason,
we've never mounted a strong marketing
campaign for our mediation services. We
include information about mediation in
our general informational brochure and
on our Web site, and when we meet
with new employees we tell them we're
both trained mediators. Most of our
mediation clients, however, come to us
through word of mouth and through references from key individuals in the labor
organizations and the administration
who are aware that mediation is an
option when workplace conflicts arise.
EA professionals who are considering adding mediation services to their
toolkits will probably find that their psychotherapy skills make a strong positive
difference in their training. In Colorado

(as in some other states), becoming a
mediator typically requires a minimum
of 40 hours of classroom education on
such topics as conflict sources and styles,
the different options for conflict resolution, how power imbalances affect conflict, the definition of mediation, the
mediator's role, how to assess whether
mediation is appropriate, and how to
generate options when it seems mediation isn't working. As much as possible,
EA professionals should take training
courses that focus on mediating workplace issues.
Although only about 3 to 5 percent
of our caseload involves mediation, we
both feel it was worthwhile to become
trained mediators and offer our services.
It's always helpful professionally to
acquire another skill set, especially one
that provides employees with a resource
to help them solve their conflicts and
better control their relationships. We
encourage our colleagues in employee
assistance to consider mediation as
another EAP service of value to the individual client. ■
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Offering mediation services through the
EAP makes sense because we're seen as
being neutral within the school district
and because when people come here
they know it's confidential. The ideal
arrangement would be to have an office
of ombudsman to oversee conflict resolution, but most work organizations in
today's economy don't have the latitude
of hiring staff dedicated solely to that
function. In the absence of an ombudsman, an EAP is the logical point through
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Assisting the ~LBT EmptoYee
Gay, lesbian, bisexual, and transgender employeesface unique concerns in
the workplace and pose special challengesfor EA professionals, including the
need to dispel personal prejudices and stereotypes.
by Fl~vio Epstein, Ph.D., CEAP
ay, lesbian, bise~al, and
transgender(GLBT)
employees experience a
unique world shaped by
anti-gay oppression and homophobia,
which may cause stress and productivity
problems. Anti-gay oppression includes
prejudice, a negative attitude based on
mistaken ideas that is expressed in the
form of verbal attacks, discrimination,
and violence (Allport 195'8). Anti-gay
oppression causes GLBT people to be
silent about their personal lives at work,
with family members, and in public.
This silence creates unconscious feelings
of inferiority, insecurity, and self-hatred.
Recent research suggests that antigay oppression leads to substance abuse
issues. In 16 studies conducted between
1970 and 2000, gay men and lesbians
were found to have greater substance
abuse problems than non-GLBT men
and women (U.S. Department of Health
and Human Services 2001). Gay men
and lesbians also may be more susceptible to depression (Finnegan and
McNally 1987), loneliness(Brown
1986), impaired sexual functioning
(Reece 1987), unsafe sex practices
(Shidlo 1992), domestic violence (Pharr
1988), eating disorders (Brown 1987),
and suicide (Rofes 1983).
Developing positive self-esteem is
essential to GLBT people overcoming
the psychologically devastating effects of
anti-gay oppression. The "coming out"

Flavio Epstein is a network manager for United
Behavioral Health in San Francisco. He received
his doctoral degree from the Institute ofImaginal
Studies in Petaluma, Calif., in 2003. His dissertation was about factors that support the developmentand maintenance ofgay men slong-term
relationships,
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process is one way GLBT individuals
develop and integrate a positive identity
(Coleman 1982). Developing a GLBT
identity takes time and probably does
not occur in a linear fashion, though it
can happen in stages. Cass(1979)identified the following stages: identity confusion, identity comparison, identity tolerance, identity acceptance, identity
pride, and identity synthesis.
GLBT WORKPLACE ISSUES
Brian McNaught (1993)suggests that
homophobia and heterosexism are seri-

ous issues for GLBT employees in the
workplace, diminishing their morale and
occasionally prompting them to leave
their employers. Homophobia may also
cause GLBT employees to be afraid, distracted, and angry, all of which can affect
their productivity. Fearful of harassment,
discrimination,job loss, or being passed
over for promotion, GLBT employees
may choose not to come out at work,
keeping their sexual identity invisible to
co-workers and management.
This invisibility creates difficult situations for GLBT employees. For example, placing a photograph of a same-sex
partner on a desk may elicit intrusive
questions. Conversations about weekend
plans or events may create pressure to
disclose sensitive information. Applying
for domestic partnership benefits will
automatically "out" GLBT employees to
Human Resources personnel, while staying home from work to care for a sick
partner can make for awkward explanations about absences.
Employers also suffer when GLBT
employees Eear harassment, discrimination,job loss, or other repercussions
related to their seal identity. For exam-

ple, workers who feel they must devote
time and energy to hiding their sexual
identity are not only less productive but
also more likely to suffer from stress,
thereby increasing the likelihood they
will use healthcare benefits. In an
accepting workplace, GLBT employees
would devote that same time and energy
to improving their performance and productivity.
A workplace culture sensitive to
GLBT issues would allow employees to
reveal their sexual identity without fear
of scorn or discrimination. Developing
and nurturing such a culture requires
that companies not only address seal
orientation in their policies but also
support GLBT inclusion by providing
employees and management with
appropriate training.
Changes in federal law are also necessary to support acceptance in the
workplace. Current federal law protects
employees from discrimination on the
basis of race, color, national origin, gender, religion, or handicap, but not sexual
orientation. Some states and local
employers are taking the lead in this area
and now explicitly protect against discrimination based on sexual orientation
(Berzon 2001).
DISPELLING STEREOTYPES
Working effectively with GLBT employees requires that EA professionals
address any stereotypes they personally
may harbor about the GLBT population.
One such myth is that GLBT individuals
cannot perform well in positions of
power. In fact, many work organizations
with strong diversity policies have openly GLBT employees in upper management(my employer, United Behavioral
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Health, has many GLBT individuals in
highly visible leadership positions).
Another myth is that GLBT people cannot maintain committed relationships.
Over the past 20 years, a body of literature documenting gay relationships has
emerged to refute this idea (DeCecco
198$; Lingiardi 2002; Clunis and Green
2000; Hall 1989; Epstein 2002).
In addition, there are specific myths
about each GLBT population. One myth
is that lesbians hate men,but studies
show they are no more likely to hate
men than heterose~al women do. Any
woman who has been abused by men,

It is importantfor EA

professionals to develop
relationships with
GLBTsensitive doctors,

psychologists, and other
treatment providers.
regardless of her sexual orientation, may
e~erience hatred or fear of men.
Another myth about lesbians is that
they would prefer to be heterose~.tal.
This idea is based on heterosexism,
which assumes that heterosexuality is
superior to homosez~,tality. The literature
does not support this myth.
One of the more common myths
about gay men is that they are obsessed
with sex. Because the mass media rarely
discuss or show all aspects of gay men's
lives (including their relationships), they
lead the general population to believe
that gay men focus on sex. In fact, gay
men are no more interested in sex than
straight men.(To further e~lore and
understand gay men's lives, see David
Nimmons' work.)
A second myth about gay men is
that they are all extremely effeminate.
While some gay men appear overly masculine and others quite feminine, the
majority are somewhere in between. The
idea that all gay men are effeminate is

www.eap-association,org
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rooted in their lack of visibility in mainstream culture and in other negative
stereotypes.
One of the persistent generalizations
about bisexuals is that they are confused
about their sexual orientation. Whereas
some bise~als may be transitioning
from heterosexuality to homosexuality,
many experience continuous bisexuality
throughout their lives, a condition
known as concurrent bisexuality.
Bise~als who develop sexual attractions
to same-sex or opposite-sex partners at
different times during their lives are
e~eriencing sequential bisexuality.
Bisexuality is anon-linear, complex phenomenon; see Klein (1993) for a solid
summary of bise~al issues.
Many aspecCs of the transgender
experience are still unfamiliar to us. The
term comprises a variety of people,
including transsexuals, cross dressers,
drag kings and queens, and bigender
and androgynous individuals
(Tewksbury and Gagne 1996). While
society is slowly growing more accepting
of gays and lesbians, transgender individuals still are commonly perceived as
"sick" or "abnormal." Transgender individuals undergoing hormone therapy
and subsequent sex reassignment surgery bring 'a complex set of issues to the
workplace; and EA professionals will
need to use all of their skills and experience to help integrate these employees
into the workplace.
ACCESSING THE NETWORK
How can EAPs best serve GLBT individuals? First and foremost, EA professionals need to be supportive of employees'
gender identities and understand the
concerns they face, such as worries
about discrimination or harassment and
the stress these women create. Showing
sensitivity and respect may lead to the
establishment of a supportive therapeutic
relationship.
Second, EA professionals need to
encourage GLBT employees to e~lore
their sexual orientation issues and search
for answers to any questions they may
have. This honors their diversity and
makes them more likely to share meaningful information,
Because GLBT individuals are espe-

cially sensitive to judgmental language,
EA professionals need to create a safe
environment for employees to trust the
EAP. Showing respect for the client's gender identity, whether gay, lesbian, bisexual, transgender, or questioning, will give
employees the sense that the EAP understands the complex processes posed by
sexual orientation in the workplace,
To conduct a comprehensive psychosocial assessment of the GLBT
employee, EA professionals should
address the following specific areas of
concern:
• Development of a GLBT gender identity and related issues;
• Impact of gender identity on work
performance (e.g., stress from hiding
a GLBT gender identity);
• Support systems, including friends,
pas"t and present intimate relationships, and family members;
• Health concerns, including HIV and
AIDS;
• The individual's comfort level with
his/her sexuality and ability to e~cpress
sexual feelings;
• Experience with anti-gay violence or
oppression;
• Legal problems related to sexual
behavior or police harassment; and
• Substance abuse (past and present).
Accessibility to the GLBT'treatment
"network" is a crucial issue for GLBT
clients. Stereotyping and discrimination
exist within the medical community as
they do elsewhere, so it is important for
EA professionals to develop relationships
with GLBT-sensitive doctors, psychologists, and other treatment providers as
well as with hospitals and free-standing
facilities. Talking to hospital administrators about GLBT issues can help the EAP
determine whether the facility is appropriate for GLBT referrals. Hospital
administrators can create a supportive
clinical environment for GLBT clients
through staff training, including education about the negative effects of cultural
and internalized homophobia and antiGLBT bias.
EAPs that work to dispel workplace
myths and negative stereotypes about
GLBT individuals and encourage a deeper understanding of GLBT issues—such
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Hide: The Socialization of the Gay
as cultural and internalized homophoAdolescent." Adolescent Psychiatry (10):
bia, prejudice, coming out, and gender
52-65.
identity development—can help create
DeCecco,John P. 1988. Gay Relationships.
an environment that is responsive to
New York: Harrington Park Press.
GLBT employees' special needs and con- Epstein, Flavio. 2002. "Love Between Men:
Exploring Gay Men's Intimate
tribute to increasing their productivity
Relationships." Unpublished dissertation.
and encouraging their retention. ■
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SWITCH TO TIERED PLANS
PROMPTS SOME WORKERS
TO STOP TAKING DRUGS

Workers

whose employers switch
from flat co-payment drug
plans to so-called "tiered" systems are
more likely to start using less expensive drugs but also to stop taking their
prescriptions entirely, according to a
study published in the New England
Journal of Medicine.

least likely to discontinue drug use
were taking ACE inhibitors, used to
treat heart disease.
The employer that switched from
a two-tier to a three-tier system had
less success in encouraging workers to
switch to cheaper drugs, but also saw
fewer employees discontinue taking
their prescriptions altogether. A control group whose co-payments didn't
change switched to a cheaper drug in

Drug-Buying Patterns of Workers
(Whose employers switched to three-tiered payment plans)
Continued Using
Switched to
Flat to
Cheaper Drug
Three-Tier
Expensive Drug
ACE inhibitors
42.3
41.6
Proton-pump inhibitors
32.9
35.1
49.4
Statins
29.2
Two-Tier to
Three-Tier
ACE inhibitors
Proton-pump inhibitors
Statins

Continued Using
Expensive Drug
50.6
64.7
42.4

Switched to
Cheaper Drug
41.0
17.6
48.5

Stopped
Taking Drug
16.2
32.0
21.3
Stopped
Taking Drug
8.3
17.6
9.1

SOURCE, New England Journal of Medicine, 2003

The study looked at usage of three
classes of prescription drugs at two
large companies that put tiered systems in place between 1999 and 2001.
One company switched from a Flat copayment system to a three-tier system,
the other from atwo-tier to a three-tier
system. Both new systems were successful in encouraging workers to
begin using less costly drugs—in some
cases, nearly half of covered employees
switched to cheaper drugs rather than
pay higher co-payments to continue
using more expensive formularies.
As many as one in three workers,
however, stopped taking their prescriptions entirely after the switch to
a tiered system. The rates of discontinuation were highest among workers
whose employer changed from a flat
payment system to a three-tier system
and especially among those taking proton-pump inhibitors, which are used
to combat acid reflux disease. Those

30•Journal of Employee Assistance •1st quarter 2004

2 percent to 17 percent of cases and
stopped taking them in 6 percent to
19 percent of cases.
Tiered drug payment systems, in
which the prices paid by patients for
drugs are the lowest for generic drugs
and the highest fir nonpreferred
brand-name drugs, are being implemented by a growing number of
employers to encourage the use of
cost-effective drugs.

STUDY TO SEEK WORKPLACE
FACTORS THAT CAUSE
DEPRESSION IN WOMEN

The

U.S. Centers for Disease
Control and Prevention (CDC)
will conduct a survey of American
workers to identify workplace factors
that contribute to depression in
women and those that may offer some
protection against depression.
Studies indicate that depression
afflicts women almost twice as often as
men, but most research has focused on

social and genetic explanations. The
CDC aims to determine whether some
causes of women's depression may be
work-related, such as a relative lack of
control and authority, lower pay and
job status, and discrimination in hiring
and promotion.
The CDC will call 2,500 women
and men at 50 work organizations
and ask them about traditional work
stressors (i.e., changes in work loads,
roles, and responsibilities), stressors
among women (especially roles and
responsibilities outside work and discrimination), symptoms of depression,
and company practices and policies.
The CDC also will interview one
human resources representative at
each company. Follow-up interviews
will be conducted at one- and twoyear intervals.
Survey data will be analyzed to
determine which work organization
factors are linked with depressive
symptoms and what effect (if any)
organizational practices and policies
may have on depression.

EAPA NAMES MAYNARD
ASSOCIATION EXECUTIVE

The

Employee Assistance
Professionals Association hired
one of its own to lead the organization,
naming John Maynard to the position
of chief executive officer, effective
Jan. 1, 2004.
Maynard is a longtime member of
EAPA and has served the association in
several capacities, including president
of the Colorado chapter, co-chairman
of the Standards Committee, and
chairman of the Communications
Advisory Subcommittee. In November
2001 he received the association's
highest honor, the Member of the Year
Award, in recognition of his long and
distinguished service to EAPA and his
many contributions to the EA field.
In 1987, Maynard founded Spire
Health Consultants to assist work
organizations in designing, evaluating,
and improving a variety of behavioral
risk management initiatives. Prior to
that he served as a senior executive for
www.eap-association.org

a multinational healthcare corporation,
directing a $20 million behavioral
health division. He helped pioneer
the concept of external employee
assistance programs and has designed,
implemented, and managed such programs for more than 100 corporations,
professional firms, and governmental
entities.
EAPA formed a committee to
recommend a new CEO from among
70 applicants. The Search Committee
contained 14 members, including
the members of the EAPA Board of
Directors, a member of the EAPA
Presidents Council (Dan Lanier), a
chapter president (Jeff Kaye, of the
Virginia Chapter), an EAPA/EASNA
Task Force member (Rich Paul), and
an EAPA member, Helene King. The
Search Committee voted unanimously
to recommend Maynard, and the
Board of Directors approved him at
its mid-December meeting.

be rehired, submitting letters from his
drug counselor and pastor saying he
no longer used drugs. Raytheon rejected the application because it had an
unwritten policy against rehiring
employees who violated workplace
conduct rules.
The Equal Employment Opportunity Commission found "reasonable
cause" to believe the application was
denied because of drug addiction,
which is considered a disability under
the ADA if it imposes a substantial
limitation on one or more major life
activities. Hernandez later filed a lawsuit claiming Raytheon had violated
the ADA because even if the company's
no-rehire policy did not directly discriminate against him, it did so indirectly because it has a "disparate
impact" on individuals who previously
were addicted.
A U.S. district court ruled that
Hernandez waited too long to enter his
"disparate impact" argument and sided

with Raytheon, but a federal appeals
court reversed that decision. The
Supreme Court held that the appeals
court incorrectly applied the disparate
impact rules and sent the case back for
reconsideration. Business groups had
hoped the Supreme Court would issue
a broader ruling giving them license to
enforce workplace rules without regard
to disabilities.

MOST EMPLOYEES DON'T
RECOGNIZE WARNING SIGNS
OF WORKPLACE VIOLENCE

Nearly

20 percent of U.S. employees say they have experienced or
witnessed an episode of workplace
violence, but fewer than 5 percent recognize some of the common indicators
of violence, such as a change in mood
or behavior or a pattern of issuing verbal threats.
A survey of 500 full-time workers
by the American Association of Occupational Health Nurses found that 12

SUPREME COURT RULES
EMPLOYER NEEDN'T REHIRE
RECOVERED DRUG USER
n employer was within its rights
not to rehire a worker who was
fired for drug use, even though the
worker had since entered treatment
and his counselor affirmed he no
longer used drugs, the U.S. Supreme
Court ruled in December 2003.
The 7-0 ruling in Raytheon v.
Hernandez was the latest in a string of
recent Supreme Court decisions limiting the scope of the 1990 Americans
With Disabilities Act(ADA), which
prohibits discrimination and ensures
equal opportunity for persons with
disabilities. Previously, the court held
that the ADA does not cover workers
with carpal tunnel syndrome and that
employers are not required to hire
workers whose medical conditions
might worsen in a given job.
The Raytheon ruling stemmed
from an incident in 1991 when
Raytheon fired Joel Hernandez, who
had worked for the company for 25
years, because he tested positive for
cocaine. Three years later he asked to
www,eap-association.org
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percent expect a violent incident to
occur in their work environment during the coming year, though men and
women differ on what constitutes violence. Many more women than men
consider stalking (94 percent vs. 73
percent), threats of intimidation (90
percent vs. 76 percent), overly aggressive emotional behavior that threatens
others (90 percent vs. 78 percent), and
sexual harassment(97 percent vs. 83
percent) acts of workplace violence.
Three in four workers understand
that the use of alcohol or drugs is a
possible warning sign of violent behavior, and nearly as many (71 percent)
agree that occasional expressions of
anger also are possible predictors of
violence. Yet only about one in SO survey participants identified lying, a past
history of violence, and personal hardship as traits of potential offenders,
and fewer than one in three were
aware that violent employees typically

are quiet and passive in nature and
keep to themselves.
AAOHN encourages organization
managers to conduct a thorough risk
assessment of each worksite and
develop violence prevention policies,
controls, and strategies. For a complete
list of tips to prevent workplace
violence, visit www.aaohn.org.

WHITE-COLLAR WORKERS MORE
LIKELY TO FILE PSYCHIATRIC
DISABILITY CLAIMS
bite-collar workers are much
more likely than their blue-collar counterparts to submit ashort-term
disability (STD) claim for psychiatric
conditions such as stress or depression, according to an analysis of
Metropolitan Life's disability claims.
Psychiatric claims make up 7 percent of MetLife's STD claims; the
majority of these claims are related to
depression (55 percent) and stress or

anxiety (30 percent). Office workers
are more than twice as likely as the
general employee population to miss
work due to these conditions, and call
center personnel are four times more
likely. MetLife data also show that
employees between the ages of 35
and 44 are most likely to file psychiatric claims.
The National Institute of Mental
Health reckons that one employee in
20 may be experiencing depression at
any given time, but more than 80 percent of depressed people can be treated quickly and effectively. MetLife
researchers recommend that employers
provide EAP services to help employees cope with issues in their lives and
improve their mental health.
MetLife is the second largest
group disability carrier in the industry,
with more than $1.6 billion of premiums and equivalents in force. ■
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EAP CASEWARE 20/20 --
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Client and Case management designed "the way EAPs work"
Workplace Consultation tracking
Auxiliary Services tracking
Customizable field titles and values
Multiple Contacts/Referrals and Clinical Notes per Client
Comprehensive Resource Provider database
Outcome Records and Survey Questionnaires
Comprehensive Reports complete with charts and graphs
Reminders
Multi-level User ID/Passwording
HIPAA Features
------------------ OPTIONAL FEATURES ----------------Billing Module; Drug Test Module
Clinical, Alcohol 8 Drug Assessment Module

Also available:

❖ EAP Caseware Xpress

-- Now with Scheduler

❖ EAP ManagedCare 20/20
Other Services:
➢Custom software development
➢ W@b-8ppI1C8t1011 d@V@lOpt11@Ilt
~~

Contact Us!

Contact us for a free
software demo

Software professionals providing outstanding service and support
Golden, Colorado
Medcomp Software, Inc.
www.medcompsoftware.com
(303)277-0772 —Fax (303)277-9801 — email: sales@medcompsoftware.com
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Best Practice for the
Individual Client
by Bercl E. Beic~el,lVLEd., CPu4l; anc~ K~stine N.Brenncxn, CEAI;LPC
n his "View From Here" column
arguing the importance of the
EAP Core Technology in serving
the organizational client, John
Maynard opened with a rhetorical
question: "Isn't it amazing how we
keep rediscovering truths we once
knew?" When we examine EA services
to the individual client, that question
seems more relevant than we might
first appreciate.
John's question (see the 4th quarter 2003 issue for the full column)
hearkens back to 1980, when Jim
Wrich, writing the first major revision
to his classic book The Employee
Assistance ProgramA Primer, began
his critical chapter on the elements of
an EAP with the following:
"Three major activities are essential to the resolution of any human
problem: accurate assessment of the
nature and severity of the problem,
appropriate treatment, and a continuing recovery plan with regularly
scheduled follow-up."
Since the publication of that statement, we have witnessed the continuing evolution of our profession
throughout the world and the corresponding expansion of the parameters
of EA practice. Some of these developments led to EAPA's decision in 1998
to publish a matrix showing the many
service components that are ancillary
to the EAP Core Technology (see
accompanying chart). As this matrix
illustrates, many EAPs and EA
providers now offer drug-free workplace, substance abuse professional
(SAP), organizational development,
work life, and critical incident stress
management services as well as other
Bern Beidel and Kris Brennan are co-chairs of
the Standards Subcommittee of the EAPA
Professional Practices Committee.
www,eap-assoclation.org

programs designed to meet workplace
needs. While the matrix may not be
all-inclusive, it offers a useful framework for looking at the interrelationship of the EAP Core Technology and
the myriad other services provided by
EAPs throughout the world.

assessment in providing quality EA
service to the individual is as critical
today as it was in the early days of our
profession. The 1999 edition of the
EAPA Standards and Professional
Guidelinesfor Employee Assistance
Programs enumerates the following
"basic elements" of a comprehensive
assessment:
• Client statement of presenting
problems;
• Level of risk to self and others;
• Any precipitating events;
• Impact on job performance;
• Past history of the issue;
• Alcohol and drug use/abuse history;

Famly/Medical
Leave Act(FMLFq
Chlltl/Elder Care
Services

Substance Abuse
Professional(SAP)
Services

Legal/Financial
Referral

EAP Core Technology Functions are:
i Consultation with, training of, antl assistance to work organization leadership
(managers,supervisors, and union stewards) seeking to manage the troubled
employee, enhance the work environment, and Improve employee job performance;
and, outreach to and educatbn of employees and their family members about
availability of EAP services.
2 Confidential and timely problem Identification/assessment services for employee
clients with personal concerns that may affect job pertormance,
3 Use of constructive confrontation, motivation, and short-term Intervention with
employee clients to address problems that affect Job performance.
4 Referral of employee clients for diagnosis, treatment, and assistanbe, plus case
monitoring and follow-up service.
5 Consultation to work organizations in establishing and maintaining effective relations
with treatment and other service providers, and in managing provider contracts.
6 Consultation to work organizations to encourage avallabiliry of, and employee access
to, employee health benefits covering medical and behavioral problems, including but
not limited to alcoholism, drug abuse, and mental and emotlonal disorders.
7 Identiflcatlon of the effects of EAP services on the work organization and Individual
Job performance.

OutplacemenU
Retirement

Welfare-to-Work
Programs
Ameticans With
Disabilities Act
(ADA)Teams
Conflict
Management/
Violence
Prevention/
ThreatAssessmem
Teams

Drug-Free
W~o~PI)ce

Risk
Management

Support
Groups

OSHA/Safery
Program

Notwithstanding the growing populari[y of these ancillary services, Jim
Wrich's statement still rings true and
comprises the heart of employee assistance "best practice" to the individual
client. Accurate assessment followed
by appropriate treatment and/or counseling and an ongoing plan of regular
follow-up serve as the core of any
viable service to the individual
employee, union member, supervisor,
or family member. The best assessment, as we well know, begins with
the EA professional's handling of the
initial phone call to, or contact with,
the EAP.
CONDUCTING A CURRENT ASSESSMENT
The importance of a comprehensive

Wellness
Promotion

I

Return-to-Duty
Assistance

Disablllry
Management

I I Critical IncidenU
Stress Management

Health Care
Services
• Clinical Evaluation
• Clinical Diagnosis
• Psychological
Counseling
• Chemical
Dependency/
Mental Health
Treatment
Managed Care
Services Manage.
•Provider
Networks
• Healthcare
Systems
• Benefits

1
I

Work/Life
Programs

Mental status;
Corroborating data;
Relevant history; and
Initial impressions.
Many of these elements have been
part of our professional practice for
some time. To make best use of these
elements, however, we must incorporate the latest developments and evidence-based practices into the assessment process to ensure it is not only
comprehensive but also current. In
other words, when assessing an
employee's or client's "level of risk to
self," we need to incorporate stateof-the-art thinking and proven strategies on assessing suicidal risk and
behavior.
In recent years we have witnessed

•
•
•
•
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dramatic changes in many areas of
treatment and counseling, such as the
shift in substance abuse treatment
from the residential inpatient modality
to day treatment and intensive outpatient care. While some of these
changes have no doubt been influenced by developments in the insurance industry and escalating medical
and other healthcare costs, others have
been driven by advances in treatment
interventions and counseling strategies
as well as by a keener appreciation for,
and increased research into, the critical
dynamics involved in matching clients
with therapeutic approaches. While we
do not believe all of the changes in
treatment and counseling modalities
have been positive, we do feel EA
practitioners must continuously educate themselves about new programs,
methods, and strategies that may be
appropriate for effectively serving and
treating the,individual client. We also
feel EA professionals must assist individuals in navigating the behavioral

AlV AG111~

GROUP

healthcare system to gain the critical
access to warranted services and the
appropriate level of care for their
assessed situation.
ONGOING MONITORING
In any planning process, the best outcome usually proceeds from the best
beginning. We knew in the early days
of our profession and still know today
that a comprehensive EA assessment
includes a specific plan for monitoring
the progress of referrals and strategies
to address an employee's or client's
problem or situation.
The monitoring process may, at
times, be one of the foremost challenges facing our profession today.
Increases in EAP utilization are often
accompanied by a reduction in program operating resources and costs,
resulting in pressure to ensure that the
processing of new clients does not
compromise the EAP's ability to adequately monitor clients already participating in the program. The events of

Sept. 11, 2001, and the resulting surge
in EAP utilization speak directly to this
challenge. The many EAPs that continue to support and help heal employees
affected by the terrorist attacks serve to
remind us that an ongoing plan of
recovery and follow-up may be even
more critical today than ever before.
Our field's continuing evolution
on both the national and international
levels indicates that employee assistance "best practice" in serving the
individual client is rooted today as it
was in our past—in comprehensive
assessment, appropriate treatment, and
planned and regular follow-up. We
depend, and will continue to depend,
on the shared wisdom and experience
of our EA colleagues (as well as others
in the behavioral health arena) and on
advances in and proven approaches to
the assessment, treatment, counseling,
and follow-up processes to make certain that we as a profession remain on
the cutting edge of "best practices" to
our individual clients. ■

• PO Box 5710 •BAY SHORE, NY 11706-0503
PHOrve: (800) 735-1588 •Fax:(888) 525-9072

21 MAPLE AVENUE

EMAIL: INSURANCE@VANWAGNERGROUP.COM
WEBSITE: WWW.VANWAGNERGROUP.COM

PROFESSIONAL LIABILITY &OTHER INSURANCE FOR INDIVIDUALS
AND SOCIAL SERVICE AGENCIES
Individual Coverage for:

Group/Corporate Coverage for:

We are endorsed and/or sponsored by NAADAC, EAPA, NCADD, NADA
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Distribute an EAP/behaviorral health newsletter
for a fraction ofthe cost ofdoing your own!
Ideal for health programs, hospitals, outpatient clinics, screening and
referral centers, employee assistance programs and substance abuse centers.
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There's No Time Like the Present
Now's the time to get a clear idea about one's values and goals.

I
Each four-page issue is packed
with information on
■
violence prevention
■
relationship skills
■
alcohol, tobacco and other drug problems
■
behavioral health and well-being
■
stress management
■
problems of daily living
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FACT SHEETS PROMOTE
RESILIENCE TO HELP
RESPOND TO TERRORISM

The

American Psychological
Association has developed a set
of fact sheets to guide counselors and
therapists in helping different populations—e.g., young children or older
adults—better prepare themselves to
handle the stress and uncertainty of
terrorism and other unexpected crises.
The fact sheets define resilience,
discuss aspects of trauma exposure,
and provide population-specific information and tools to help teach people
to build their resilience. For example,
the fact sheet for older adults notes
that this population typically is more
immune to the effects of crises because
their life experiences have taught them
to expect and even control their emotions,in the wake of unexpected disasters. The sheet suggests that therapists
working with older adults should
advise them to "take a step back to
address the problem, seek help from

others, and get involved in the community and help others."
The fact sheets are available on
the APAs Web site at www.apa.org/
psychologists/resilience.html.

LABOR DEPARTMENT
UPGRADES SITE DEVOTED TO
DRUG-FREE WORKPLACES

he U.S. Department of Labor has
revised a popular Web site that
provides employers with information
and tools to help them establish and
maintain drug-free workplaces.
The site, Working Partnersfor an
Alcohol- and Drugfree Workplace, has a
new design that makes it easier for
employers to gain access to free
resources that can help educate workers about the dangers of substance
abuse and encourage them to seek
help. These resources include:
• The Drug-Free Workplace Advisor,
an interactive tool that helps
employers develop drug-free workplace policies and programs tailored to their businesses;
• The Substance
i~.l~L"11.V
Abuse Infor~~~~1~
mation Database,
an
on-line library
lZ~~
of hundreds of
documents relat71u:c wixrQx~wmcAa~Ktiaa~xwa
ed to workplace
CREDIT COUNSELING I THE BEST SOLUTION
substance abuse;
Complimenting your EAP services
• Guides to state
and local laws
Services include:
related
to workNationwide confidential credit counseling
Educational workshop sessions w/24 hour
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access to 'Smart Money School'
abuse; and
Web-based access system for account
•
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information 24/7
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federal, state, and
Extensive range of confidential enrollment
local resources
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dedicated to
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helping employSecure electronic proposal and payment
system
ers and employBi-lingual and Deaf & HoH counselors
ees prevent and
eliminate workFor partnership opportunities, call 1-800.769-3571 x258
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Enrollment fee waived for all participants
Email: eap@consumercredit.com
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www.consumercred it.com/EAP
The Substance
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and Mental
counseling
services
credit
and
education
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C CJLJ~~~~1G

36•Journal of Employee Assistance • 1st Quarter 2004

Health Services Administration
(SAMHSA) estimates that nearly threefourths of adults who use illicit drugs
are employed, either full-time or parttime. The extra costs these workers
impose on employers—ranging from
increased absences and accidents to
lower workforce morale to higher
insurance premiums and healthcare
costs—are measured in the billions
of dollars.
To learn more about drug-free
workplace programs, visit wwwdol.
gov/doUworkingpartners.htm.

ACOEM RELEASES NEW
EDITION OF OCCUPATIONAL
MEDICINE GUIDELINES

he American College of Occupational and Environmental Medicine (ACOEM)has published the
second edition of its Occupational
Medicine Practice Guidelines, a comprehensive guide to the effective treatment
of workplace injuries and diseases.
First published in 1997, the 516page manual contains evidence-based,
peer-reviewed recommendations for
the care of everything from back pain
to carpal tunnel syndrome. Although
intended for use by occupational
physicians, the book can be an invaluable resource to insurers, employers,
employee assistance professionals, and
others interested in providing quality
care to workers and controlling costs.
The book includes chapters on
the following topics:
• Preventing workplace injury and
disease;
• Mental health and stress-related
illnesses;
• Assessing workplace injuries and
disease; and
• Pain management and restoration
of body function.
To order Occupational Medicine
Practice Guidelines, call OEM Press in
Beverly, Mass., at 1-800-533-8046 or
visit www.oempress.com. The book
costs $175 for ACOEM members and
$199 for non-members. ■
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mental health

treatment source
Chemical Dependency
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Eating Disorders
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Obsessive-Compulsive
and Anxiety Disorders
Child and Adolescent Issues

1-800-767-4411
www.rogershospital.org
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EXECUTIVE DIRECTOR EAP
Diamond Healthcare Corporation, a national behavioral health
management company, is currently recruiting for a seasoned
Executive Director to manage our national Employee Assistance
Program. Successful candidate will be responsible for strategic
planning, program growth and diversification, fiscal oversight
and supervision of multiple service centers. Qualified
candidate will possess previous EAP management experience, aproven track record for business development,
excellent presentation, verbal and written communication
skills, experience managing multi-state EAP service cen'~~,
ters and a related. Masters degree.
Position located ~n Richmond, VA.
Diamond provides a competitive salary and excelbenefits package. Interested candidates
should submit resume with salary requirements to:

'lent

oCJia~nond
HEALTHCARE
CORPORATION°
Ann K. Belvin, Executive Director of Human Resources

Diamond Healthcare Corporation
700 E. Main Street, Suite 900, Box C-90105
Richmond, VA 23218-0105
Fax (804)782-2286, E-mail: abelvin@diamondhealth.com.
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