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James T. Wrich

PROJECT 95
BROADBRUSH
Lessons for 2017

Pinehurst. Forty-five years ago this June two 
representatives from each state traveled to Pinehurst, 
NC to participate in a three-week training program that 
was to ultimately change the landscape of workplaces 
in America and around the world. In time this disparate 
group came to be known as “The Thundering 100.” 

They were called upon to meet a challenge which had 
long vexed medical professionals, corporate managers, 
and the criminal justice system. It had ruined millions 
of families and careers, created consternation in the 
workplace, swelled jail cells and hospital emergency 
rooms and left lasting scars on both the individuals who 
were afflicted and their loved ones. The challenge was 
to intervene earlier in the progression of alcoholism. 
There would be training to recognize the earlier, more 
subtle signs and symptoms to trigger an intervention 
while the alcoholic still had a job, a family and some 
modicum of self-respect. The setting would not be the 
streets or courtrooms but the workplace. 

One recovering man. Several years earlier in Iowa 
a terminally ill alcoholic truck driver in the depths of 
despair was slumped in his bathtub with water up to his 
throat and the barrel of a loaded pistol in his mouth. For 
reasons not entirely understood, he decided to give life 
one more chance. After finding God and AA he went on 
to ultimately serve three terms as Iowa’s governor and 
one term in the U.S. Senate. As a recovering alcoholic 
Harold Hughes became a bigger than life figure. While 
only a freshman senator, he was the prime mover 
in establishing the Comprehensive Alcohol Abuse 
and Alcoholism Treatment and Rehabilitation Act of 
1970—Public Law 91-616. Known as the Hughes Act 
it established the National Institute on Alcohol Abuse 
and Alcoholism (NIAAA). In the following session he 
shepherded PL 92-255 through congress to create the 
National Institute on Drug Abuse (NIDA).

NIAAA: Bringing it together. The training at 
Pinehurst was part of a grand scheme launched by 
NIAAA to earlier identify alcoholics. By then research 
was confirming the incidence and prevalence of the 
problem in the general population, its enormous public 
costs and its wide swath of personal and family 
destruction. In contrast to this bleak picture, there 
was a growing belief among a small group of pioneer 
treatment providers and recovering alcoholics that 
recovery was not only possible but likely. The disease 
had to be treated earlier and as a primary illness using a 
multi-disciplinary approach that addressed its physical, 
emotional and spiritual dimensions. Developed in the 
1960’s by Dan Anderson, PhD and Nelson Bradley, 
MD while both were working at Wilmar State Hospital 
in Minnesota, this approach later became known as the 
Minnesota Model of addictions treatment. It departed 
from typical treatment practice which was largely 
based on false assumptions. These methods mistook 
the effects of the disease for its causes while seeing 
the alcoholism as second or third in importance behind 
whatever disorder the practitioner had been personally 
trained to treat. And that disorder was never alcoholism.

The multi-disciplinary treatment of addiction. 
By 1972 outcome data began to accumulate on the 
multi-disciplinary approach, reinforcing long held 
anecdotal information from members of Alcoholics 
Anonymous: recovery was possible and the right 
kind of intervention worked. The Minnesota Model 
utilized all of the essential professional disciplines. 
It focused first on alcoholism as a chronic, primary 
disease and second on the medical, psychiatric, 
spiritual, and sociological features which attended it. 
It also recognized that some people had what would 
later be termed a comorbid disorder—two or more 
primary illnesses which exacerbated each other, each 
of which needed to be addressed if recovery from the 
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others was to be fully realized. This protocol translated 
into a treatment team that included medical staff, a 
psychologist, a clinical social worker, and clergy. Most 
notably the leader of the treatment unit itself was a 
recovering alcoholic who had been trained in effective 
counseling techniques and who was intimately familiar 
with the ways alcoholics could deceive themselves and 
others in order to continue drinking. 

From the streets to the workplace. Prior to  
Pinehurst, NIAAA had assembled a team of 
professionals and lay people who understood the disease 
of alcoholism and how alcoholics were getting access 
both to AA and formal treatment. Self-proclaimed 
as “The Dirty Thirty,” one member was Don Godwin 
who was to become the chief of the occupational 
programs branch of NIAAA. In the forward to my first 
publication “Project 95-Broadbrush,” he wrote:

“The statistics are staggering and, sadly, the increased 
number of people becoming afflicted each year 
exceeds the number … who begin a recovery program 
for the first time.” He continued, “Unfortunately, AA 
and other programs have no choice but to deal with 
people who have reached the acute stages of the 
illness because our current system takes so long to 
identify the problem. The reason … is that fewer than 
five percent of the alcoholic population fit the skid-
row derelict stereotype which is the current image 
the general public has of an alcoholic.” 

He went on to say that the employment setting offered 
a new approach based on the premise that only five 
percent of alcoholics were on skid-row, with the other 
95% in the workplace, thus the term “Project 95.” More 
important was the belief that by the time someone had 
lost their family, health, job and often their freedom, 
they had largely lost their motivation to stop drinking 
even if they realized it was slowly killing them. 

Of all the referral resources the one which “The Dirty 
Thirty” considered most promising was the employer. 
The last thing an alcoholic wanted to lose was his job 
which represented the last vestige of self-respect and 
also provided the money needed to continue to drink. 
With the prospect of getting fired, the idea of quitting 
drinking became more palatable. The employer had a 
vested interest that other institutions such as courts 
and churches did not have—the bottom line. As 
the research rolled in, the impact of alcoholism on 
corporate profit was stunning. 

So there we were at Pinehurst, roughly 100 of us. 
NIAAA offered single state agencies grants of $50,000 

per year to fund two occupational program consultants, 
one for the private sector and the other for public 
employers. About half of us were recovering alcoholics 
who knew a lot about alcoholism but little else, and 
the other half were professionally trained—nurses, 
clinical social workers, psychologists, and medical 
doctors who knew a lot about a wide range of personal 
problems but very little about alcoholism.

Getting acquainted. At first, there was competition 
and suspicion with each group painfully eager to teach 
the other. This was especially true of the recovering 
folks, of which I was one. It may have been the only 
place on earth where a group of drunks could actually 
feel superior to professionals and we were enjoying our 
moment. Will Foster, acting chief of the occupational 
programs branch of NIAAA and himself a recovering 
alcoholic, read the scene perfectly and reminded us 
that we were experts only about our own recovery. He 
also told the professionals to learn from the recovering 
alcoholics because they needed what we had to 
offer—our experience, strength and hope—and above 
all our commitment.  

We started to jell as a group and the divisions evaporated. 
We broadened our awareness of alcoholism and the 
many psychiatric and social factors that would affect 
our main objective to not just get a person on the road 
to recovery but to keep them there. Looking back we  
gave each other the best we had of ourselves.By the  
time we completed our formal NIAAA training 18 
months later, we had become so cohesive that we formed 
the Occupational Programs Consultants Association 
(OPCA) which met as a group for many years. 

The challenges and the excitement. In the years 
that followed we addressed many questions and shared 
what we were learning through direct experience. 
In 1972 Maryland and Minnesota legislatures 
mandated treatment of alcoholism, drug addiction 
and mental health issues. Until then, insurance 
companies refused to cover “mental and nervous 
disorders” including alcoholism. In 1974, the Joint 
Commission on Accreditation of Hospitals (JCHA) 
promulgated alcoholism program standards which 
brought respectability to the treatment field. 

Alcoholism only or something more. The first major 
issue we wrestled throughout the 1970’s was the type 
of program we would promote. A number of companies 
had addressed workplace alcoholism by training first 
line supervisors in the symptoms of the disease, using 
them to intervene directly and to refer those whom they 
thought were alcoholics to an in-house recovering AA 
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member. Problems with this strategy abounded. First, 
the process wasn’t a natural part of the supervisory 
function. They did not have occasion to use what 
they had learned often enough to be proficient. Not 
wanting to “accuse” someone of being alcoholic, they 
usually waited until late stage symptoms emerged. 
The decision to intervene was largely subjective and 
its implementation was inconsistent. Moreover, even 
though alcoholism afflicts employees from top to 
bottom in an organization, first line supervisors simply 
do not confront senior executives on personal matters. 
Finally, threatening to fire someone because of a 
medical condition was illegal and the possibility of a 
lawsuit or union unrest loomed large.

Eventually the strategy moved towards identifying 
job performance problems and using these as the 
trigger to refer people. We thought supervisors would 
be comfortable in an area consistent with their 
natural role. Referred to as the Job Performance 
Alcohol Identification Program, it too was fraught 
with problems. Supervisors were admonished not to 
diagnose alcoholism or even discuss it and to stick 
strictly to job performance. But the person to whom 
they were to refer the employee was an alcoholism 
paraprofessional. Moreover, it didn’t take into account 
that not all employees with performance problems 
suffered from alcoholism—in fact, about half did not. 
But there was another alternative presented to the 
OPCs at Pinehurst. 

An enduring model. The Kennicott Copper Company 
in Ogden, UT had pioneered a different approach. The 
program called Insight, led by Otto Jones, focused 
strictly on job performance but the referral was made 
to Jones, a licensed clinical social worker who had 
deep knowledge of alcoholism. Supervisors focused 
on job performance and attendance and if regular 
disciplinary measures failed to correct the situation 
they referred the employee to the Insight program. 
Then Jones made a differential diagnosis and referred 
the employee to appropriate help in the community. By 
not affixing an alcoholism label on the program there 
wasn’t the stigma. 

Jones conducted an outcome study, tracing absenteeism, 
weekly indemnity payments and medical surgical costs. 
The improvement was stunning: a 52% reduction in 
absenteeism, a 74.6% decrease in weekly indemnity 
expense, and a 55.4% decrease in medical surgical 
costs. Some participants got worse and some stayed 
the same but a significant majority—77%—improved 
across the board. The savings added up to several times 
the cost of the program. 

Without discarding the Job Performance Alcohol 
Identification approach, NIAAA advocated for the 
Broadbrush approach as well. The OPCs were 
encouraged to propose whichever concept an employer 
was willing to adopt. Overall the Broadbrush approach 
emerged as a solid favorite. But it didn’t happen without 
a prolonged battle, with the leadership of the National 
Council on Alcoholism (NCA) leading the charges 
against the Broadbrush approach. In short they didn’t 
believe Broadbrush would identify alcoholics. 

Accountability. During the course of our training 
from NIAAA, we tackled other thorny issues, the most 
important of which was identifying the effectiveness 
of the program, not only for the individual but also for 
their employers and unions. The two major markers 
were participant utilization, which we referred to as 
penetration, and recovery. After reviewing statistics on 
alcoholism, we settled on an annual penetration rate of 
1.5% to 2.0% of the workforce per year for alcoholism 
referrals, and the same rate for other mental health 
and family problems. Thus many of us adopted a first 
time annual employee utilization rate of 3% to 4% as a 
benchmark. This computed to about 30 to 40 first time 
employee referrals per year per 1000 employees, with 
15 to 20 being assessed alcoholic. 

It took a while longer to empirically document the 
benefits for employers but eventually benefit to cost 
analyses (BCR) were developed. Until then the Insight 
data had been the gold standard. Equally important 
were the positive anecdotal reports from supervisors 
and union reps along with a reduction in grievances 
and labor unrest. These satisfied even some of the 
most conservative business managers as the programs 
were implemented around the country.

We also thought it was important to declare that a 
Broadbrush program was not industrial social work, 
industrial psychology or industrial medicine. It was 
neither a place to coddle poor performers nor punish 
them, or to engage in coercion. It wasn’t a treatment 
program or in-house AA. The earliest definition of 
what Broadbrush was “… a labor-management control 
system designed to earlier identify problem employees 
when their problems impair job performance and 
motivate them to receive assistance to resolve the 
problem.” As time passed this definition was refined 
and methods were developed to attract and assist 
employees before their problems adversely affected 
their performance. 

The heart of the program: A and R. Finally, and 
most importantly, was the role of the person to whom 
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employees with problems would be referred. With 
straight alcohol identification and referral programs 
it was usually a recovering alcoholic trained in 
motivational interviewing. But in Broadbrush programs 
it was someone who knew how to identify and refer 
alcoholics and who also was sufficiently familiar with a 
host of other mental health and family issues. 

One task we did not believe they should do was the 
treatment itself. We did not believe a single therapist 
could be competent to treat all of the disorders a 
Broadbrush program would attract. Moreover, if they 
got bogged down in delivering the direct care, we were 
concerned that they would not have time to handle 
new participants or the all-important follow-up and 
continuing care. 

We initially referred to them as Motivational 
Interviewers and later Assessment and Referral (A and 
R) resources. Very few professionals and virtually no 
recovering people were ready made for this role. While 
several had emerged from the original Thundering 
100 and the following group of NIAAA trainees, they 
were a relatively small number in comparison to the 
hundreds and then thousands of workplaces that 
would eventually develop into what were to become 
known as Employee Assistance Programs.

Mountains and valleys. By 1975 dozens of Fortune 
500 companies were installing programs, insurance 
coverage was increasing, testimonials abounded, and 
positive data was accumulating. One might have 
believed that Broadbrush programs would always  
be a source of help for large numbers of alcoholics  
and other addicted people given their original objective 
and the support of NIAAA as the principal funding 
source. Moreover some of the most compelling BCR data 
was based on the recovery of alcoholics. Unfortunately 
a number of conditions and events evolved over 
the years that militated to the contrary. Many great 
in-house Broadbrush programs—by then known as 
EAPs—did emerge, such as those at United Airlines 
(UAL), Burlington Northern Railway, Bank of Montreal 
and Amoco. But as the years passed they became fewer 
and the alcoholism focus was all but lost in many  
of them. 

Over the years I have completed performance audits 
of dozens of EAPs. In some the rate of Substance Use 
Disorder (SUD) referrals is about 1.5% to 2.0% of the 
employee population per year, first time participants. 
But in many programs the penetration into the 
alcoholism population had fallen to less than the 
incidence of the problem in the general population, 

barely one-fourth of the standard we had set in the mid-
70s. Since Don Cahalan’s landmark study, “American 
Drinking Practices” in 1967 through present day studies 
published by NIAAA, the rate of alcoholism and other 
drug disorders has remained at about 9%, or 1 in 11 
in the general population, with men being higher than 
women. So the question is, “What happened?”

The evolution of the Insight program provides a 
striking picture of what was to happen in the EAP 
profession. Ever the entrepreneur, Otto Jones created 
a company, Human Affairs International (HAI), and 
began providing Insight to a number of employers on a 
contract basis. By the early 1980’s HAI was providing 
services to some of America’s largest companies. The 
need for competent A and R staff surged, but few of 
them had Jones’ skills as both a clinical social worker 
and an expert in alcoholism intervention. And he could 
no longer personally train them all.

In the meantime, two young innovators, Carl Tistone 
and Richard Helland formed PPC Worldwide  
Service in 1975 in St. Louis, which became the 
world’s largest commercial EAP provider. Recognizing 
how few companies had adequate mental health 
benefits, PPC offered a unique approach in which 
their own contracted EAP counselors would provide 
brief therapy. But addiction doesn't lend itself to 
brief therapy. In essence those charged with assessing 
and referring were doing the treatment themselves. 
Since some employers had more extensive benefits 
than others, PPC provided service options based on 
numbers of EAP sessions ranging from 3 to 10.

As national referral networks emerged many individual 
A and R contractors served multiple providers. Few 
were trained in addiction. Standard practice began to 
focus on the presenting problems, such as the marital, 
family and financial issues which can be caused by 
addiction, but not addiction itself.

Other commercial EAP providers sprang up. Some 
treatment centers that had been receiving referrals from 
in-house EAPs staffed by recovering alcoholics decided 
to get into the EAP business so they could channel 
referrals into their own treatment programs. Many 
EAP professionals considered this to be unethical and 
a compromise of the integrity of the A and R process. 
By the mid 1980s most employees that had access 
to an EAP worked for companies that contracted for 
services with commercial providers.

It’s gotta be easier than that. There were exceptions 
to the commercially contracted, or external EAPs 
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as they were called. At UAL in 1978 we developed 
an in-house service that was widely recognized as 
one of the premier programs in the field. About 40% 
of the referrals were for alcoholism and other drug 
issues. Many organizations sought our consultation. 
But when we described the arduous three-year task 
to implement the program for 50,000 employees 
including 160 two-and-one-half hour training sessions 
for 4000 key personnel up through the CEO, most 
inquirers opted for the “turn-key” service of a large 
commercial provider. There was little direct hiring 
of A and R staff or key employee orientation and 
training. But unfortunately the A and R resources 
were largely untrained in addictions. At UAL we 
found that filling one A and R position required 
interviewing 10 candidates, and getting those 10 
meant weeding through more than 50 resumes. The 
worst fears of the OPCs and organizations such 
as NCA were beginning to be realized. Literally 
thousands of therapists untrained in alcoholism and 
effective A and R techniques were becoming the heart 
of the EAP world.

Compounding the problem, the field of addictions 
treatment was coming under assault. Freestanding 
residential programs charged between $75 and 
$100 per day for treatment. However, the hospital-
based programs were charging in the neighborhood 
of $250 per day and addictions treatment suddenly 
became a godsend for hospital administrators. An 
enterprising organization, Comp Care, stepped up 
to solve two problems: the increasing numbers of 
empty hospital beds and the insufficient numbers of 
alcoholism treatment services. They developed a “turn-
key” addiction treatment program that they sold to 
hospitals for $65 per bed per month, including staffing, 
the treatment protocol, training and supplies. Within 
three months a hospital could have a fully operational 
addictions treatment program that might otherwise take 
a year or more to develop. Equally important, a service 
costing $65 a day could be sold for $250 to $300. And, 
because they were a hospital, insurance companies 
readily paid the tab while often denying reimbursement 
to the freestanding residential programs. 

As the commercial EAP industry developed, commercial 
addictions treatment chains also sprang up. In addition 
to Comp Care, companies such as Parkside Medical 
Services developed a broad network of rehab programs 
nationally. But these companies could not develop 
new treatment programs fast enough to dominate the 
industry so they bought up freestanding programs. In 
the acquisition process, layers of bureaucracy were 
added to what had been reasonably priced services, 
driving up the cost of care without necessarily adding 

value or improving outcomes. To their credit, some 
conducted outcome evaluations on their patients 
but the results at $8000 were about the same as 
Hazelden had found in the early 1970s before they 
had been accredited by JCHA and were charging 
$28 per day. By the late 1980s benefit managers who 
had become more directly responsible for containing 
costs were not happy with the price escalation. With 
few reasonably priced freestanding programs still in 
existence after the merger and acquisition mania, 
typical residential addiction treatment costs passed 
the $10,000 mark and some soared over $30,000. And 
while trivalizing both the disease and the recovery 
from it, Nancy Reagan's “Just Say No!” campaign led 
many to question whether addiction treatment was 
even necessary to begin with.

For years overall healthcare costs had been increasing 
at two to three times the rate of inflation and in 
many companies they eclipsed corporate profits. 
Many group insurance plans had only recently begun 
covering treatment of addictions and mental health 
and, with a baseline of near zero, quite naturally 
these claims increased at the fastest rate. Benefit 
managers began to realize that health insurance 
companies had a vested interest in cost escalation 
because their administrative and profit margins were 
pegged as a percentage of claims. Many had already 
enlisted Health Maintenance Organizations (HMOs) 
which assumed the risk at a fixed, multi-year fee. 
But an HMO’s scope was limited to medical-surgical 
care, and unlike alcoholics or those suffering from 
depression, beneficiaries complained loudly when the 
service they needed was cut back. 

The new treatment boss. In the early 1990s a 
counterpart to medical HMOs came on the scene 
which carved-out mental health and addiction 
treatment: Managed Behavioral Health Organizations 
(MBHO). They calculated the total cost for mental 
health and addictions, agreed to a firm fixed priced 
contract at roughly 70% and took over the assessment 
and treatment. With one of the most expensive 
components being the standard 30-day residential 
care for alcohol and drugs, our own audits disclosed a 
significant non-random pattern of denial of treatment 
at all levels of care for addictions. 

In building their businesses, MBHOs accelerated 
growth by rapidly acquiring commercial EAPs, 
securing their customers, and upselling them managed 
behavioral health products at a much greater cost but 
with the promise of reducing the overall mental health 
expenditures. In justifying their denial of care practices 
the MBHOs touted studies that purported to prove 
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that outpatient care was as effective as residential care 
for addictions treatment. This wasn’t what the results 
of the research of Norm Hoffman, PhD at CATOR in 
St. Paul and others showed but it was welcome news 
to benefit managers and independent practitioners.

Very few alcoholics needed 30 days in a hospital. 
At UAL we found that about 40% of participants  
suffering from addiction needed primary residential 
care. But unless there was a serious co-morbid physical 
or psychiatric issue, the free-standing programs were 
at least as effective and cost less than half as much  
as the hospital programs. Of the remaining 60% of 
our participants, intensive outpatient, small group 
therapy, one-to-one counseling, and sometimes 
just AA alone secured excellent outcomes: 72% 
first time recovery for ground employees; 84% for 
flight attendants; and better than 90% for pilots and  
senior management.

And here we are. Some EAPs still do outcomes, 
follow professional standards and have good utilization 
rates for addiction. Some try to be everything to 
everyone and have lost sight of the purpose for which 
EAPs were established. Others are little more than 
casual counseling for an array of issues that endear 
the staff to employees but do not tangibly address the 
tough issues people face, especially addictions.
 
It would be easy to simply criticize these developments, 
especially the monetization of both EAPs and treatment 
and the low rate of alcoholism referrals. But the 
evolution of EAPs has been like any other movement 
with a mix of positive and negative results. Today, 
upwards of 200 million Americans have access to 
assistance through EAPs that didn’t exist when the 
“Thundering 100” first gathered in 1972. While far 
more alcoholics could have and probably should 
have been helped, on balance the results have been 
significant. Millions have received help that would not 
otherwise be available.

Lessons for 2017: If there are lessons to be learned 
the following might be considered:

•  Until medical schools and other health education 
institutions include comprehensive instruction 
in how to recognize the disorder and effectively 
refer patients for professional assessment and 
treatment, late stage identification will continue to 
be the norm and the costs will continue to mount. 

•  Until insurance companies acknowledge that 
effective recovery can be delivered by freestanding 
programs at less than $5000/month and reimburse 
for it, treatment costs will continue to escalate.

•  Unless EAP practitioners are required to get 
the special training needed to effectively assess 
addiction, bring it to the attention of the afflicted 
and their families, and refer them to the most 
appropriate care, the penetration rates for addiction 
will continue to languish at a level that makes a 
positive benefit to cost ratio nearly impossible.

•  If someone cannot distinguish between an early 
to middle stage alcoholic who shows signs of 
depression due to ingesting a depressant drug 
and someone who is clinically depressed and just 
drinking too much, they cannot competently do 
the A and R job.

•  In moving the needle to improve a person’s life 
and safeguard the employer’s vested interest, 
EAP industry standards need to be enforced by 
employers, audited by qualified representatives 
of EASNA or EAPA, and an honest outcome 
evaluation system must be part of any EAP. 

•  Finally, Dan Anderson said many years ago: “You 
have to love alcoholics in order to work effectively 
with them.” Some EAP personnel are capable of 
this love, others are not and it can't be faked. 

Addiction is more than just a code in the Diagnostic 
and Statistical Manual of Mental Disorders. Now as in 
1972, it is a killer that exacerbates a host of other health 
disorders and robs society of its greatest treasure—a 
fully realized human life. But it is treatable. An A and 
R professional is more than a social worker—it is the 
heart of a unique life-saving workplace system. And, 
an EAP is more than just a feel good HR program—it 
is the best hope many people will ever have of breaking 
free from a life destroying condition.
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