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• Do all f:AP staff adhere to a professional code of ethics? Does the program evaluate measurable process and outcome objectives?

• The program must show that it has moved beyond the EAPA standards of practice

Direct Service with innova[ive elements that serve to enhanee the quality of the CAP.
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Tl~e Lessons of Managed Care
by Jo9m Maynard, Ph.D., CEAP

or the past several months, the
U.S. Congress has been debat-
ing a so-called "patients' bill of

rights" that its supporters say would
help protect people covered by man-
aged health care programs. President
Clinton has pledged to do whatever is
necessary to get a bill passed and
signed into law before Congress
adjourns for the November elections,
but the health care industry isn't
waiting for Washington—indeed,
market- and employer-driven changes
in health care may soon render the
bill moot.

Already, some employers are
abandoning their historic role as
health insurance middleman and let-
ting their employees take control of
the health insurance reins. By provid-
ing employees with a specified
amount of money and allowing them
to pick and choose the coverage they
want, employers think they can better
control Cheir health care costs and
allow employees to tailor their bene-
fits to their needs.

The reasons for this shift in the
relationship between employers,
employees, and health insurers are
many, including the fear that employ-
ers could be held liable if insurers
decide improperly to withhold or deny
treatment. But perhaps the most signif-

icant reason is a growing feeling that
the health care market won't be fully

accountable to consumers until and
unless they hold the purse strings.

What will this mean for EAPs,
especially those that function as part
of an integrated EAP/managed care

system? We all know that EAPs are far
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more than a health care benefit; they
are a proven organizational tool to
improve employee retention and pro-
ductivity and reduce accidents and
mistakes. Management training, orga-
nizational consultation, supervisory
referrals—all are functions of an effec-
tive EAP. But what would the EAP
look like under avoucher-based sys-
tem? For more thoughts on this, see
the article on page 19.

In the meantime, managed care
plans will continue to dominate the
U.S. health care market, and EAPs
must determine how best to serve
employers and employees within
managed care environments. One
example worth considering—
described in more detail in the "News
Briefs" department on page 27—is
that of an employer that established
its own substance abuse provider net-
work under the direction of its EAP.
Although the company limits employ-
ees to one lifetime substance abuse
treatment episode, its program enjoys
an exceptional success rate (70 per-
cent to 80 percent), in large part
because the EAP closely supervises
treatment and maintains high quality
standards for network providers.

As these and other articles in this
issue demonstrate, managed care con-
tinues to offer both opportunities and
challenges for EAPs. And though
managed care still is limited largely to
the United States, the experiences of
U.S.-based employee assistance pro-
fessionals in dealing with managed
care vendors and programs offer use-
ful lessons for their peers in other
countries and cultures. Q
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Employee Assistance at Chevron

n the January/February 2000 issue
of the EAPA Exchange, Ken Collins'
comments on his personal career

journey ("A Different Workplace and a
Different Workforce," p. 42) included
references to the employee assistance
program at Chevron. I was left with
the impression from his comments
that the program at Chevron had fal-
tered and that, faced with competition
for dwindling resources, had faded
into the shadows.

I want to report that, to the con-
trary, Chevron continues to sponsor
a first-class internal EAP that is val-
ued highly by employees, family

EAPA Staff Opening
The Employee Assistance Professionals Association
(EAPA), an international professional association of
nearly 7,000 members who administer employee
assistance programs (EAPs), is seeking a chief exec-
utive officer for its headquarters in Arlington, Va,

The successful candidate will be a strong
team leader with demonstrated competence in
organizing marketing, human resources, and finan-
cial management skills, Excellent interpersonal,
communications, and planning skills are a must, as
is a proven record of leading staff in maximizing
the use of information technology to provide mem-
ber services. Experience in building membership,
initiating successful marketing and promotional
plans, and creating and developing education,
training, and information programs is highly desir-
able. Must be willing to take the association to a
higher level by implementing a new strategic plan,
using measurable goals and results.

Success in raising money and winning grants
is highly desirable. Experience with, or knowledge of,
employee health policy issues and 501(c)(3) associ-
ation guidelines is an asset. The Certified Employee
Assistance Professional (CEAP) credential is pre-
ferred but not required.

The deadline to submit applications is June
30. All replies must include a cover letter, resume,
and references. Mail materials to Kenton Pattie,
President, Executive Search Services, 8421 Frost
Way, Annandale, VA 22003.

members, and Chevron's manage-
ment team. Our staff includes eight
internal advisors and several external
contractor EAP counselors, all of
whom are licensed clinicians of the
highest caliber with many years of
experience in the EAP field. We serve
both domestic and international
employees and families, are located
around the United States where the
largest numbers of our employees
live and work, and have recently
taken over responsibility for
Chevron's work life services.

Since Ken Collins' departure, we
have actually undergone a few more

rounds of scrutiny. We have continued
to compete for resources and have
continued to thrive as a respected and
highly valued part of what contributes
to Chevron's success as a company. As
we begin our 32nd year at Chevron,
we are glad to report that one of the
oldest EAPs in the United States con-
tinues to be one of the finest as well.

John Dillon Riley, Ph.D., CEAP
Manager, Employee Assistance
Program d~ Work/Life Services

Chevron Park E-1042
(925) 842-3253
jdrl@chevron.com

sL~feCare.cornSM
Professional worn d~' life services

With over 16 years of experience working with EAPs, LifeCare.com~^
(formerly DCC~ Inc.) successfully delivers services that address
employees' needs in the areas of: dependent care, education, daily life,
health and wellness, and more!

Through our EAP Partnership Program, you can offer your clients:

• A professionally staffed work/life call center
• A leading Web site that offers employees more choices
• Preventive education and assessments
~ Seamless service integration
• Flexible programs that accommodate different needs

For more information about how LifeCare.com can differentiate your EAP
services—and provide additional revenue opportunities, call 800-873-4636
or visit www.lifecare.com.

Mocking life a little easie~~°
LifeCare.com

PO Box 2783 •Westport, CT 06880
800-873-4636

www.lifecare.com

May-tune 1000 • EAPA EXCHANGE • 3



President's ,,
Message

GREGORY UEI.APP, CEAP
EAPA Prasic9ent

Ancestors to the Future
by Gregory P. DeLapp, CEAP

he short version of this column
is that we have a strategic plan
to guide us for the next several

years, a budget for fiscal year 2001,
and an abundance of dedicated, tal-
ented, and energetic professionals in
EAPA. But on the way to the plan and
the budget, I had many, many oppor-
tunities to interact with EAPA mem-
bers and related professionals—
enough co fill a long version, too.

As president of EAPA, I receive a
constant stream of requests—far more
than time and budgets allow me to
accept—to attend chapter gatherings,
conferences, meetings, and much
more (reminder: I still work at
Carpenter Technology Corporation!).
In the months of April, May,. and June,
I have traveled more than during any
three-month period in my career. So
far, the tickets have read Hawaii,
Vancouver, Gulf Shores (Ala.),
Indianapolis, Washington, D.C., and
Milwaukee. Actual airtime: 53 hours.

In between those 53 hours were
many discussions with EAPA chapter
presidents: Patricia Anderson (Hawaii),
Karen Carlberg (Western Canada), and
Shirley Culp (Alabama). All three are
excellent representatives of what EAPA
chapter leadership is all about. I was
impressed.

Then there were the presentations
and discussions at the Fourth Annual
Asia-Pacific Conference on EAPs. The
good folks at IPS Employee Assistance,
organizer of the conference, asked that
I participate and sponsored my atten-
dance in Honolulu. It proved to be the
perfect place for a truly international
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gathering, with nearly 75 people from
14 countries. It was clear that I wasn't
in Reading, Pa:, anymore!

The attendees demonstrated an
impressive level of interest and expertise
in employee assistance as they discussed
EAP growth around the globe; creden-
tialing; challenges to U.S. models of EA
service delivery (for example, interven-
tion as practiced in the United States
would cause shame and show disrespect
in Shanghai and Hong Kon~; the work
by and for indigenous peoples
(Aborigines in Australia, Maori in New
Zealand); the struggle for EA acceptance
in the Cayman Islands, Brazil, Hong
Kong, and other nations; and other
issues. William Rezentes, Ph.D., talked
of blending native Hawaiian culture,
language, teachings, and imagery with
traditional psychology.

And if I had not yet gotten the
message about the global links
between us, the diversity we talk
about in the United States but that is
genuinely being lived elsewhere, and
the need to help our members make
the changes necessary to practice in an
evolving global marketplace, there was
Ken Hunt. Ken is a Navaho Indian
from New Mexico, living and working
in Hawaii, who cautioned us that we
are " ... ancestors to the future."

Which brings me to my trek to
Vancouver, British Columbia, Canada.
The entire EAPA Board of Directors
made the trip, much of which was
paid for by the Greater Vancouver
Convention d~ Visitors Bureau to help
promote the EAPA Annual Conference
in Vancouver in November 2001.

If we are to be ancestors to the
future, we need a plan. To develop a
plan, the board worked very diligently
for many months, solicited the
thoughts and suggestions of chapters,
committees, and members, and heard
from consultants and EAPA staff mem-
bers. The result of our work is a strate-
gic plan that lays the groundwork for
membership development, profes-
sional growth, and change. The plan
focuses on—
• Helping members worldwide be

more effective in their jobs;
• Demonstrating the value and util-

ity of employee assistance; .
• Strengthening the voice of EAPA

through increased memberships
and affiliations; and

• Increasing organizational
effectiveness.
The strategic plan supports

EAPAs time-honored mission of pro-
moting the highest standards of EA
practice and the continuing develop-
ment of EA professionals and pro-
grams. While that mission has not
changed over time, the profile of the
average EAPA member, the tools and
technologies s/he uses, the environ-
ments where s/he works, and the
range of workplace issues s/he faces
have changed dramatically.

To support the strategic plan, sev-
eral short- and long-term financial
issues, staffing questions, and board
structure concerns must be faced. The
EAPA fiscal 2001 budget was passed in
Vancouver, and it is very lean. But
thanks to the resolve of EAPA mem-
bers, we have built up a reserve fund



of $1 million (U.S.), and the board I~as

authorized spending up to $300,000
of it to fund the key staffing and pro-
gram initiatives called for in the strate-
gic plan.. My compliments to the board
for their' efforts to develop and pro-
mote the su-ategic plan.

The good folks in Alabama were
the first to hear the details of the
strategic plan, as I attended their
statewide gathering just two days afCer
the board meeting in Vancouver. There
were questions, as there should be,
and responses in kind. What I sensed
was a chapter looking for their associa-
tion to set a course and take the
actions needed to get there. The recep-
tion was good in Indianapolis, too.
Both visits demonstrated that there is a
need to communicate the particulars.
of the plan and the strategic intent
behind each segment of the plan. We
will do so through every means possi-
ble within EAPA.

I have been immensely impressed
with the people I have met in my trav-
els during the past few months. There
is a significant amount of EA expertise
and professionalism in every location I
visited. There is also a real sense of
urgency to move ahead, further
develop the EA profession, and pro-
vide the tools members need to do
their jobs. We will get there with your
support. We're on the. way! Q
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EAPA Mission Statement

To promote the highest standards

of practice and the continuing

development of employee assistance

professionals and programs.

Employee Assistance
Professionals Association

2101 Arlington Blvd., Suite 500
Arlington, VA 22201

Phone: (703) 387-1000
Fax: (703) 522-4585

www. eap-associ atio n. org
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by Bernard Beidel, CEAP, and Helene King, CEAP

illions of immigrants who left their home-
lands and traveled to the United States to
begin a new life greeted their arrival in New
York with a mixture of excitement and

uncertainty. As EAPA prepares to hold its 29th Annual
Conference in New York this fall, many of us view the current
environment in the employee assistance field in similar terms.

Clearly, our profession has witnessed striking changes
over the past few decades: the defining and solidifying of the
Core Technology; the rise of labor-management EA partner-
ships; the emergence of drug testing and other regulatory
requirements; the certification and licensure of employee
assistance professionals; the creation and enhancement of
professional standards; the blending of new and traditional
models of employee assistance service delivery; the develop-
ment of managed behavioral health care and corporate risk
management programs; the diversification of the workforce;
the development and delivery of EA services on an interna-
tional and global level; and the enhancement of addiction and
mental health treatment approaches—to name just a few.

Equally clear is the fact that the employee assistance pro-
fession will continue to change in the years ahead. Consider
some of the challenges to our profession that are looming on
the horizon: defining the role of technology and electronic
communications in employee assistance service delivery;
identifying new markets in the global economy; managing the
integration of the world's workforces; anticipating the work-
place effects of mergers and acquisitions; valuing diversity
and harnessing the contributions of a diverse workforce;
delivering services to various types of employees (part-time,
contract, "permatemps," telecommuters, etc.) in various
workplace settings (home offices, satellite offices, and so on);
and balancing the demands and stresses of the workplace
with the pressures and pleasures of one's personal life.
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These and other challenges demand our attention and
present a singular, major challenge to our field: How do we
meet the demands of the future without compromising the
values and foundation of our EAP Core Technology?

As the EAPA Conference Program Planning Committee
began looking forward to and planning for the 29th Annual
Conference, the theme for the convention seemed to
emerge on its own—"Striking a Balance." This theme refers
not only to the need to balance the challenges of a chang-
ing workplace and workforce with the core functions of EA
service delivery, but also to balancing the Foundation and
practices of our profession with the delivery of EA services
to new audiences in new worksites.

Over the years, EAPA has attempted to provide the tools
to help us strike this balance, not only as a profession but as
individual professionals as well. EAPAs mission, vision, and
standards play a critical role in achieving that balance.

In a similar way, we as a Program Planning Committee
are faced with the challenge of "striking a balance" for con-
ference attendees. This means we must address a variety of
programmatic, demographic, international, and service
delivery issues in an informative and attention-grabbing
way by providing workshops that—
• Are forward-looking but also remind us of the value of

providing core services that meet or exceed the stan-
dards of our profession;

• Challenge us to think "outside the box" yet also impart
practical skills that translate into immediate use in the
workplace;

• Provide information for those who are on the leading
edge of the profession as well as for those who are
looking For the basics of good EA service delivery;

• Offer innovative approaches to -the traditional practice
of our profession; and



• Appeal to seasoned conference participants as well as
first-time attendees.
It's quite a challenge, but one thaC has been and con-

tinues to be our aim as we move through the conference
planning process.

When we sent out the call for papers, we said our goal
was to "bring the best to the best." When we met as a com-
mittee on April 14 to evaluate and select the ak5stracts for
the conference, we had that goal foremost in our minds.

Our intention in leaving the conference and the call
for papers open-ended this year was to refrain from limit-
ing submissions to "theme days" or "content tracks."
While EAPA has had success with these approaches in the
past, we felt that the challenges confronting our profes-
sion warrant a conference that will provide an opportu-
nity to present diverse ideas, issues, innovations, and
approaches that meet the multiple demands of the chang-
ing workplace, our changing profession, and our confer-
ence participants.

We have learned from evaluations returned by past
conference attendees that you want presenters who will give
you the opportunity to "stretch" your knowledge and
enhance your skills while maintaining a commitment to the
EAP Core Technology. We are committed to doing the same.

Over the next several issues of the EAPA Exchange, we
will provide you with regular updates on the planning for
the conference. Be on the lookout for the pre-conference
brochure as well.

Following are the EA professionals serving as your
Conference Program Planning Commietee:
• Bob Anderson, Blue Point, N.Y. (EAPA Long Island

Chapter)
• Bern Beidel, Washington, D.C.
• Dotty glum, Clifton, Va.
• Jon Christensen, Racine, Wis.
• Sally Davis, Las Vegas, Nev
• Jack Hennessy, New York, N.Y. (EAPA New York Ci[y

Chapter)
• Richard Hopkins, London, United Kingdom
• Helene King, Washington, D.C.
• Ellyn Kravette, Brodheadsville, Pa. (EAPA New York

City Chapter)
• Gary Maltbia, Kansas City, Mo. (EAPA Diversity

Committee liaison)
Doug McKibbon, Edmonton, Alberta, Canada

• Joe Murray, New York, N.Y. (EAPA New York City
Chapter)

• Jim Nestor, Trenton, N.J.
• Linda Sturdivant, Pittsburgh, Pa. (EAPA president-elect)

We hope you are as excited about attending the EAPA
2000 Annual Conference as we are about planning it. See
you in New York! Q

Bern Beidel and Helene King are co-chairs of the Conference Program
Planning Committee for EAPA's 29th Annual Conference, to be held Nou.
18-21 in New York.

Employee Assistance Programs
• Individual CEAPS - (EAPA Sponsored)
•Internal and External Corporate EAP's

metier 

Managed Behavioral Healthcare
Healthcare Non Profit Councils providing assessments, referrals, education &therapy

We are sponsored by: EAPA

We are endorsed by: NCADD - NADA

THE

AN AGNE
GROUP

21 Maple Avenue P.O. Box 5710
Bay Shore, New York 11706-0503
800-735-1588 • 516-666-9072 fax
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The legacy of the Exxon Valdez

~ ecover~n m o ees

by Tamara Cagney, CEA.

ore than 11 years have passed since the super-
tanker F~con Valdez ran aground on Bligh Reef
off the coast of Alaska, spilling 10.8 million
gallons of crude oil—roughly the amount

needed to fill 125 Olympic-sized swimming pools—into
Prince William Sound. Much of the evidence of the spill has
been cleaned up or washed away by waves, but the impact
of the disaster still is being felt in the workplace, as illustrated
by an unsettling court decision issued earlier this year.

On Feb. 11, a federal appeals court ruled that Exxon's
policy of excluding all employees with a record of past sub-
stance abuse from certain safety-sensitive positions does not
violate Title I of the Americans With Disabilities Act. The
court's decision stems from a lawsuit filed against Exxon in
1995 by the U.S. Equal Employment Opportunity
Commission (EEOC). The EEOC filed the lawsuit after
Exxon demoted two employees from the position of aircraft
flight engineer, a "designated" safety position, to mechanic,
a "nondesignated" position. One of the employees had
undergone treatment. for drug abuse prior to being hired by
Exxon; the other had attended an outpatient treatment pro-
gram for alcoholism, also before being hired.

Eamon had adopted the policy in the aftermath of the
Exxon Valdez grounding, which the National Transportation
Safety Board attributed partly to the failure of the ship's cap-
tain to provide a proper navigation watch, possibly due to
impairment from alcohol (tests conducted on the captain
nine hours after the ship ran aground showed a blood alco-
hol count of 0.061 and a urine reading of 0.09, both in
excess of the maximum 0.04 percentage allowable under
Coast Guard regulations). Exxonjustifies the policy—which
applies to roughly 10 percent of its positions—as a means of
promoting safety in jobs in which it is unable to oversee
employees to ensure they are not relapsing into substance
abuse. The company also maintains that the policy furthers
environmental protection, helps prevent future tort liability,
and demonstrates good corporate citizenship.

When the EEOC filed suit against Exxon in 1995, the
agency moved for partial summary judgment, arguing that
the ADA does not permit an employer to impose a safety
qualification standard unless the employer can prove that
the individual employee poses a "direct threat" to the health
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or safety of other individuals in the workplace. Eamon dis-
agreed, arguing that the ADA does not explicitly require the
direct threat test to be applied in every instance in which a
safety-based qualification standard is at issue. Exxon also
contended that under the ADA, a qualification standard
that tends to screen out or deny jobs or benefits to individ-
uals with disabilities can be defended if it can be shown to
be "job-related and consistent with business necessity."

The U.S. District Court for the Northern District of
Texas granted the EEOC's motion, but on Feb. 11 the U.S.
Court of Appeals for the Fifth Circuit reversed the ruling.
The appeals court held that the ADA does not state, nor
does the act's legislative history or case law suggest, that the
direct threat provision applies to safety-based qualification
standards in cases where an employer develops a standard
that is applicable to all employees of a given class.

"Direct threat focuses on the individual employee,
examining the specific risk posed by the individual's dis-
ability," the court stated. "We find that applying direct threat
only in cases in which the employer imposes a special safety
standard in an individual case offers a more coherent mean-
ing of the statute and of the role of safety under it."

The appeals court also held that Eamon could defend
its policy on the grounds that it is job-related and consis-
tent with business necessity.

"Business necessity addresses whether the qualification
standard can be justified as an across-the-board require-
ment," the court stated. "In evaluating whether the risks
addressed by a safety-based qualification standard consti-
tute abusiness necessity, the court should take into account
the magnitude of possible harm as well as the probability of
occurrence. The acceptable probability of an incident will
vary with the potential hazard posed by the particular posi-
tion: aprobability that might be tolerable in an ordinary job
might be intolerable for a position involving atomic reac-
tors, for example. In Eon's case, the court should thus
consider the magnitude of a failure in assessing whether the
rate of recidivism among recovering substance abuse users
constitutes a safety risk sufficient for business necessity."

The court's findings have far-reaching implications for
the employee assistance field. In particular, the decision
raises [he following questions



Following are provisions of the Americans
With Disabilities Act (ADA) relevant to Equal
Employment Opportunity Commission v. Exxon
Corporation:

Discrimination (Section 102)

(a) General rule. No covered entity shall discriminate
against a qualified individual with a disability because of the
disability of such individual in regard to job application pro-
cedures, the hiring, advancement, or discharge of employ-
ees, employee compensation, job training, and other terms,
conditions, and privileges of employment.

(b) Construction. As used in subsection (a) of this sec-
tion, the term "discriminate" includes—

(6) using qualification standards, employment tests
or other selection criteria that screen out or tend to screen
out an individual with a disability or a class of individuals with
disabilities unless the standard, test or other selection crite-
ria, as used by the covered entity, is shown to bejob-related
for the position in question and is consistent with business
necessity;

Defenses (Section 103)

(a) In general. It may be a defense to a charge of dis-
crimination under this chapter that an alleged application of
qualification standards, tests, or selection criteria that screen
out or tend to screen out or otherwise deny a job or benefit
to an individual with a disability has been shown to be job-
related and consistent with business necessity, and such
performance cannot be accomplished by reasonable accom-
modation, as required under this subchapter.

(b) Qualification standards. The term "qualification stan-
dards" may include a requirement that an individual shall not
pose a direct threat to the health or safety of other individu-
als in the workplace.

• Will all recovering substance abusers be banned from
safety-sensitive positions?

• How do we assess the risk of recidivism, and can it be
shown empirically?

• Is the risk of relapse affected by the length of recovery?
• What is the obligation when the EAP and the Medical

Department or Benefits Department know that a safety-
sensitive employee has entered treatment on his or her
o~?

• How will this type of exclusion affect our efforts to
encourage employees to self-identify and seek assistance?

• What protection can we offer employees who seek help
through their EAP?
This case is far from reaching its conclusion, and it is

important for EA professionals to continue to follow its twists
and turns. The next chapter may be "recidivism on trial." Q

Tamara Cagney has managed both internal and external EAPs during her 25
years in the employee assistance field. She chairs EAPA's Professional
Education Committee and served on the EAPA Board of Directors for 12 years.
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Welfare to Work: A ̀Modifiied EAP' A pro~~h
by f Ames Baher

n January 1996, the state of Connecticut imposed a
21-month limit on cash payments Co most families
receiving welfa~~e beneFits (in some ins~ances, clients
can receive six-month extensions). Adults in families

that are subject to the 21-month limit are referred for par-
ticipatio~ in the Employment Success Program (ESP), a
statewide welfare-to-work program managed by the
Connecticuk Council of Family Service Agencies (CCFSA).1

ESP is designed to help welfare recipients achieve self-
sufficiency through an intensive, solution-focused process
of case managemenC and care coordination that identifies
and eliminates barriers to sustained employment, Self-suf-
ficiency, in practice, often means finding and keeping a job
that pays wages above the payment standard,2 but for some
families it may mean caking intermediate steps to employ-
ment, such as attaining a general equivalency degree
(GED), attending English as a second language (ESL)
classes,3 obtaining treatment for medicaUpsychiatric prob-
lems, securing child care, and arranging transportation.

Referrals to ESP come from the Department of Social
Services and the Department of Labor and typically are
people whom both agencies might consider their hardest to
serve. Families who are referred to ESP either (1) cannot be
located, (2) have not responded to multiple inquiries, (3)
use public services but show some cause for concern (e.g.,
they appear confused or disoriented or are unable to stay
awake in classes), or (4) reveal issues of significant dys-
function, such as untreated mental illness.

To best meet the needs of these families, we at CCFSA
decided co model ESP after employee assistance programs
because we see our role in assisting welfare-to-work clients
as paralleling the role of EAPs in providing assessment,
referral, case monitoring, follow-up, and other services to
employees. We even refer to ESP as "a modified EAP for
welfare-to-work families" because it is based on some of the
core components of EAPs.4

Our familiarity with LAPS stems from the fact that sev-
eral CCFSA agencies have been providing employee assis-
tance services for years to help their clients balance work
and family commitments. Our longtime attention to
work family issues naturally influenced the design of ESP
as we planned how we could best help families make the
transition from welfare to the workforce.5

ESP Operations

ESP is a family support and case management system with
centralized administration and regional and local service deliv-
ery. ESP staff are hired by the 20 member agencies of CCFSA,
which are located in every major city in the state. Management
and oversight are provided through CCFSAs central office and
United Way of Connecticut/Infaline, apartner in the project,
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to ensure standardized protocols, comprehensive data collec-
tion and analysis, quality assurance, staff support and devel-

opment, and contractual reporting and accountability co the
Connecticut Department of Social Services and the

Connecticut Department of Labor, which fund [he program.

ESP's 60 case managers, located at family service agen-
cies in the CCFSA network, usually serve clients in their
homes. Case managers employ various strategies to locate
referred clients, including working during non-traditional
hours—early mornings, late evenings, and on Saturdays.
These tactics are necessary because some clients move fre-
quently and live under different family names so as to sur-
vive economic challenges.

Once a case manager locates and engages a family
(usually on a home-visit basis), he or she conducts an
assessment. The primary assessment tool is the Situational
Assessment Scale (SAS), which provides a comprehensive
evaluation of the barriers to self-sufficiency. The SAS is a
detailed, S7-question assessment developed by ESP that
evaluates a wide range of barriers to employment, from
housing to child care to substance abuse.

In the process of engaging a client and/or as a conse-
quence of certain scores on the SAS, the case manager may
call in a child and family consultant (CFC) to conduct a
more thorough assessment of ongoing family issues. The
assessment process generally is comparable to a one- to
eight-session EAP model and often concludes with the
development of a service plan that includes referrals with
which the client concurs.

ESP and EAPs

The services that ESP provides to welfare recipients
greatly resemble the services EAPs provide to employees.
Following are comparisons of the core components of EAPs
and those of ESP:

Consultation, training, and assistance. EAPs offer
consultation, training, and assistance to employers to help
them manage troubled workers, enhance the work envi-
ronment, and improve employees' job performance. They
also conduct outreach and education activities to inform
employees and their family members about the availability
and types of employee assistance services.

ESP provides consultation, training, and assistance to
the Department of Social Services and the Department of
Labor, with all efforts geared toward helping clients become
or remain employed. In some instances, ESP directly
addresses how the employee may improve his or her job
performance; in every instance, we address barriers that
interfere with becoming or remaining employed. Our out-
reach efforts are designed to locate clients and make thetas
aware of how ESP can help them improve their lives.



Constructive confrontation, motivation, and short-
term intervention. LAPS use constructive confrontation,
motivation, and short-term intervention with employee
clients co address problems that affect job performance. LSP
uses various strategies, including constructive confrontation
and short-term intervention, to address joU performance
and/or work-ielaced issues. Our assessments incorporate the
motivational interviewing model, which maeches interven-
tions to che,level of motivational readiness.

Referral, case- monitpring, and follow-up services.
EAPs refer employee clients for diagnosis, treatment, and
assistance and provide case monitoring and follow-up ser-
vices. ESP referrals generally fit into one of two categories:
(1) treatment referrals, such as medical referrals, alcohol
and drug treatment referrals, and psychotherapeutic refer-
rals; and (2) resource referrals, which include referrals for
affordable/emergency housing, education (GED or ESL
classes), and skills training. We work with the referral
sources and follow up with clients to increase [he probabil-
ity of success. In addition, we encourage family support for
referrals so that behavioral change can be maintained
within the family context.

Organizational consultation, provider relations,
and contract management. EAPs offer consultation co
employers in establishing and maintaining effective rela-
tions with treatment and other service providers and in
managing provider contracts. At ESP, senior leaders of
CCFSA manage our contracts with both the Department of
Social Services and the Department of Labor.

One of the major strengths of ESP is that we are a
statewide network of 29~ family service agencies (Catholic,
Jewish, and non-sectarian agencies) with a presence in
every major city in Connecticut. This network allows us co
provide a ~vic~e range of services Co a diveXSe client base;
including Latinos, Eastern Europeans, and Che deaf. It also
links us to local xeferral sources when we do not directly
provide the appropriate service to meet a specific client's
needs (e.g., methadone maintenance).

Consultation to work organizations related to
employee health benefits. EAPs provide consultation to
employers to encourage the availability of, and access ~o,
employee health benefits covering boCh medical and behat~-
ioral problems, including alcoholism, drug abuse, and men
tat and emotional disorders; ESP provides consultation,
education, and Graining to regional worizforce boards, the
departments of Labor and Social Services, our own network
of family service agencies, and any other organizations or
groups that could affect the employrrient of our client;

Identification and evaluation of program effective-
ness. EAPs identify and evaluate the effects of their services
on -the entire work organization and on the job perfor-
mance of individual employees. ESP continually collects
data on its clients and coinmunicaCes the information
through various channels. This process serves multiple
purposes, from alerting us to specific needs of the popula~
tion we serve—which, in turn, prompts us to focus more
attention and resources on certain areas—co informing leg
islative bodies of welfare-to-work issues, which has the

potential. consequence of shaping public policy. IC also
serves to identify administrative functions chat could be
modified to improve our ability eo serve oui- clients.

Adding Value

In addition to incorporating many of the core comp~-
nenes of OAPs into its iepercoire, LSP practices case discov-
ery by identifying barriers to self-sufficiency. These barriers
include, but are not limited Co, mental health- problems,
alcohol and drug use, domestic violence, and child welfare
issues. As long as these barriers exist and a family remains
on welfare, we may return to assist the family on an as-
needed basis. This ongoing ihvolvemerit enables us to
revise our assessments and service plans as needed and
encourage clients to follow through on services to w
Chey have been referred.

For example, one client who was referred Co ESP was a
Hispanic head of household who had agreed to an outpa-
tient counselor's recommendation that his son be seen by a
school psychologist. He had no idea why Che recommenda-
tion liad been made, nor how to go about making such an
appointment. The counselor assumed that the appointment
had been scheduled and even heard a verifying "yes" when
making afollow-up phone call. Unfortunately, the son had
not received the help he needed.

ESP implemented the EAP Cechnique of "workin.g the
ass~ssrnent" by closing the loop between the family and the
referral source so that the reason for the referral was under-
scood, the family supported ic, and the referral was not only
made but monitored for success. Such early identification
of the issues facing aclient/family and coordination of the
community service providers involved .can both improve
the odds that a client will become self-sufficient and
increase the cast savings for all involved. Q

James Baker is coordinator of clinical services atESP/CCFSA. The
author wishes to thank Bob Gagnon, Carol Huckaby, Judith Jordan, Art
Krzyzanowski, Eunjung Lee, Heidi Levitz-Landino, Stephen Ristau, and
Adina Rivera for their assistance in preparing this article,

1 Inquiries lbout CCFSA should Ue directed to Judidl Jordan,
vice president, Connecticut Council of Family Service
Agencies, 1310 Silas Beane Highway, Suite 219, Wethersfield,
CT 06109.

Z The st~tndarcl varies according to Che number of dependent chil-
dren.

~ AlmosC one-fifth of clients earning less than the payment spoke
a prirriary language other than English.

`~ See Cagney, Tamara, "L)eFining the EA Profession," EAPA
Exchange, March/April 1998, p. 10.

5 The most signiPrcant difference Ue~ween our modified EAP
model and traditional EAP models is chat our service follows
the client and thus traelts his ar her history with multiple
ein~loyers. Thus, ESP might better be described as a worizer-
U1sed program than a worksite-based program. Tn essence, ESP
offers clients a portaUle EAP.

~ See Mffler, William R, and Stephen Rollnick, ".Motivational
YnCerviewing: Preparing People to Change Addictive Behavior,"

New York, Guilford Press, 1991, p. 18.
7 Tweizty of ilie 2g CCFSA family service agencies participate

directly in ESP.
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The Inte ation of EAPs
And Man ed Careag

"Access and quality problems [in mental health care]
and the failure to treat those most in need

predate managed care."

Mental Health: A Report of the Surgeon General
U.S. Department of Health and Human Services, 1999

In their pursuit of lower health care costs
and greater workplace productivity, U.S.
employers have made extensive use of
employee assistance programs and managed
health care plans. More than 80 percent of
Fortune 500 firms have EAPs, which help
workers address personal concerns that may
affect their job performance. Managed care
plans, which feature preferred networks of
treatment providers, utilization review and
financial accountability processes, and referral
mechanisms (also called "gatekeepers") to
connect employees with proper health care
services, represent at least one-half and as
many as 70 percent of working Americans.

On paper, EAPs and managed care plans
share a similar goal—to help employers make
efficient use of their health care dollars by iden-
tifying problems early, referring employees to
appropriate treatment, and returning them to
work as quickly as possible. But in practice,
employee assistance professionals often find
that their views about necessary levels of treat-
ment and appropriate treatment settings are at
odds with those of managed care organizations.

Partly because managed care has helped
hold down employers' health care costs—the

average rise in employers' premiums was only
about 1 percent in 1996, and costs actually
dropped in 1997—EAPs have been unable to
exercise much influence over the design and
administration of employee health benefits.
But changes in the health care field and the
workplace may gradually alter the relationship
between EAPs and managed care organiza-
tions. For example, employers' health insur-
ance premiums are rising and probably will
continue to do so in the next several years.
The demand for workers, especially skilled
workers, is expected to remain strong and
even increase. And large numbers of so-
called baby boomers will begin retiring in the
next few years.

These and other developments may well
prompt employers to take a fresh look at
employee assistance programs and consider
new ways to make use of their services. Until
then, there are steps that EAPs can take to
improve the quality and accessibility of health
care in a managed environment. The following
articles offer a look at how EAPs can make the
most of the current health care situation while
preparing for new opportunities that may arise
in the near future.



by Mary Graham

999, the National Mental Health Association
(NMHA) released the first in a series of reports on best

d w st practices in private sector managed mental

health care. The first report addresses level-of-care cri-

teria—the policy documents whereby managed care ven-

dors make decisions about whether to approve or deny
authorization of, and payment for, services.. The second

report, published two months later, focuses on confiden-

ciality issues, while the most recent report, issued in
February 2000, analyzes written benefit materials dis[rib-

uted by managed care organizations (MCOs) to consumers.

A fourth and final report, due later this year, will address
pharmaceutical benefits management organizations and

how they restrict access to medications.
These reports are designed to encourage reform by

appealing to the competitive nature of MCOs. NMHA has
been working on managed care reform for years, both in

the public and private sectors, by encouraging passage of

legislation, urging adoption of regulations, and meeting
with key decision makers and leaders. We've been working

on.just about every possible issue you can imagine: What's
included in benefits? How does utilization review occur?
How are managed care decisions appealed? Who gets

included in the provider network? What are the rights of
consumers? Do consumers have their choice of providers?
What kinds of forms have to be completed? Another issue

we've been addressing is parity for mental health benefits—

that's one of our highest policy priorities.
Over time it occurred to us that one of the arguments we

were always hearing from the managed care industry was that

the reforms we were urging weren't feasible for the amount of

dollars -they were being paid. So we decided that if we could

show MCOs some of the things their competitors were doing,

we would have more success getting our reforms adopted.
So far, the response from the managed care industry to

these reports has been very positive. After the first report
was released, several MCOs actually asked us to provide
consultation when they revise their documents. That's a real

positive, because level-of-care policies and documents have
a tremendous impact on millions of people in this country.

One of the indirect conclusions to be drawn from these
reports is that managed care cannot be viewed as a single
entity. Managed care is really just a set of tools that, if used

we~Yand professionally and responsibly, can maximize th

~ficient use of mental health dollars. But sometimes the

dollars are so few that access to care becomes overly

restricted, rights get compromised, and providers get short-

anged. So managed care is all over, the spectrum—th e

is goo ed care, and there is bad managed c

To be fair, manage ca ew very pos-

itive outcomes. One is an expansion of the settings in which

people receive treatment. There used to be just an inpatient Q

benefit and an outpatient benefit. Managed care got people

out of the hospital and into less restrictive settings—maybe

a little too aggressively, but at least it gave people the oppor-

tunity to receive more treatment in their community.

Positives and Negatives

I had hoped that another positive result of managed

care would be database management, because [hat's an area
where managed care has the capacity to contribute'a lot of
good information about the efficacy of different treatments

and other issues. But this hasn't come to fruition as much

as I had anticipated, although there has been a little bit of .

progress. In the public sector in .particular, managed care

has failed in terms of managing data: There have been a lot

of problems with claims not getting paid, and it isn't possi-

ble to get good encounter data out of many states.
One of the negative outcomes of managed care is that it

has .become overly.- restrictive—the administrative hoops
have become abominably obstructive to accessing care. I

think many MCOs, though certainly not. all, have accepted
contracts for too low a fee. They've gotten into bidding wars,

and they've agreed to accept a workload that isn't feasible for
the amount of money they're being paid. As a result, people
are being denied access to services. Another negative is that
the managed care industry hasn't always preserved the rights

of consumers, although there are exceptions to this as well.

These problems are especially acute in the area of men-

tal health care. Much of the trouble stems from the misper-

ception that mental health care is not particularly scientific

or evidence-based; when in fact the efficacy rates for.many
treatment interventions for mental illnesses are higher than
for a lot of physical problems. There are a lot of good data
and diagnostic criteria in mental health, and some promising
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Following are highlights from the first three NMHA
reports on best and worst practices in private sector
managed mental health care. Copies of the reports,
which address level-of-care criteria, confidentiality, and
benefit materials (a fourth report, on pharmaceutical
benefits management organizations and how they
restrict access to medications, will be released later
this year), can be ordered from NMHA by calling
(703) 684-7722.

Level-of-Care Criteria

Best Practices
• Base criteria on the American Psychiatric

Association's (APR's) Diagnostic and Statistical
Manual IV and practice guidelines developed by the
APA and the American Academy of Child and
Adolescent Psychiatry

• Include extensive involvement from consumers, fami-
lies, and advocacy organizations in the development

,~ process
~(•) Ensure that criteria cover the full range of treatment
~-"~ settings, including EAPs
• Include detailed criteria for substance abuse versus

mental health, as well as protocols for persons with
co-occurring disorders

• Embrace the concept of treatment in the least
restrictive environment appropriate to meeting the
consumer's needs

• Support individualized treatment planning, including
attention to psychosocial, occupational, and cultural
factors

• Use realistic definitions of "treatment settings" that
are comparable to the programs in the marketplace

• Encourage development of a written agreement with
the consumer when compliance is a challenge

• Include a withdrawal scale for inpatient detoxification
• Demonstrate an understanding that relapse during

the beginning stages of treatment is common and is
not indicative of treatment failure

• Have an appropriate level of provider autonomy,
without care managers excessively directing care

• Offer a recommendation of an alternative treatment
plan when the proposed one is denied authorization

Confidentiality

Worst Practices

• Require access to the full medical record and psy-

chotherapy session notes, not just the diagnosis,

objectives, and treatment plan

• Fail to provide up-front information about confiden-

tiality protocols to consumers when they join a new
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health plan or request such information later

• Fail to provide release forms that include a statement

indicating that consent may be withdrawn at any

time, as well as the date or condition upon which

consent will expire if it is not withdrawn

• Fail to maintain and monitor explicit written policies

for paper files, including storage, internal documents,

off-site storage, and disposal of records (e,g., mark-

ing them "confidential," avoiding use of consumer

identifiers, locking files with limited access, noting

relEases, etc.)

• Fail to implement special protections for electronic,

audio, and video files containing sensitive medical

information

• Fail to comply with strict policies concerning the

transfer of information between providers and MCOs

through mail, phone, e-mail, and facsimile

• Fail to require MCO staff privacy training or to imple-

ment appropriate disciplinary responses to breaches,

including termination and legal repercussions

• Fail to require providers and their staff to undergo

privacy training

• Fail to ensure that minors 12 years of age or older

are responsible for consent and that parents and

other legal guardians are appointed to make deci-

sions concerning the release of information for con-

sumers who are under 12 years old or are legally

incompetent

• Fail to ensure that family members of adult con-

sumers cannot access information without the con-

sumer's consent

Benefit Materials

Best Practices

• Supply the MCO's definition of "medical necessity"

• Provide a list of treatment settings and provider types

that are covered and not covered

• Provide information on preventive care

• Embrace consumer participation in treatment

decisions

• Describe confidentiality policies

• Provide a comprehensive explanation of appeal and

grievance procedures

• Provide toll-free and TDD numbers with 24-hour

access to live customer service representatives

• Use readability tests to evaluate materials



advances have been made in technology and treatment. Bu[
oftentimes there's still a stigma associated with mental
health—especially among employers, wh are the pay-
ers for mental health benefits—that it's "soft" cience, when
in fact it isn't.

The irony is that some companies are growing more
reluctant to pay for mental health benefits at a time when
work life and work family programs and even so-called
concierge services are becoming more popular as a means
of keeping employees productive and working at their jobs.
A lot of employers still see substance abuse as bad behav-
ior or a character issue, with the result t at su s ante a use
benefits in Che private sector are ridiculously low And an
employee with co-occurring mental illnesses and substance
abuse problems is really caught in a bind, because most
businesses don't pay for integrated care—you have to get
the substance abuse under control first, but the employer
doesn't offer benefits for substance abuse care, so you don't
get sufficient treatment for the substance abuse or the men-
tal health problem.

An employee assistance program usually doesn't have
much control over the level of substance abuse or mental
health benefits. The employer tells the MCO, "Here's Che
benefit, now tell me what I have to pay you to administer
it." But there are a lot of things that EAPs can do to improve
the quality and accessibility of the care that is provided. For
example, in terms of benefit materials, EAPs can and often
do plat/ a lead role in designin the materials that tell
employees how to access care. In terms of contracting with
managed care companies, NMHA offers consultation on
developing requests for proposals (RFPs) and evaluating

contracts, and EAPs can take advantage of our expertise. In
fact, NMHA conducts advocacy training programs to build
health care reform coalitions in the states—we've done
almost a hundred of them—and we're interested in getting
EAPA chapters involved in these programs.

Results of Reform

Where will our efforts to reform the managed care
industry lead? My guess is that over the next few years, much
of the responsibility for care will be transferred to the
providers. It's already happening in the public sector, where
health care providers are organizing to setup their own man-
aged care entities. I think we'll also see less intensive man-
agement and more capitation—the managed care entity will
pay the health care provider a certain amount of money per
covered person, and the provider will manage the care. And
I think the for- MCOs will perform less and les~blic
sector work. A lot of them are losing money in T~area.

The Internet certain y wi continue to play a major

role in health care, but it's unclear what result that will
have. The Internet is like managed care in that it can be

ell or used poorly. The biggest concern with the
nterne onfidentiality, especially for those with mental
health needs. It's certainly an advantage to be able to get on
your computer and perform a mental health screening and

access a lot of good information, but even if there are laws

and regulations to protect confidentiality, you can't always
guarantee your privacy.

For example, I've received calls from mental health con-
sumers who have nit been able to qualify for life insurance
because the life insurance company found out they were
being treated'for depression, even though it was being man-
aged by adifferent vendor. Obviously, there are data floating
around that shouldn't be accessible; for example, employers
shouldn't know who's in Creaement. With most illnesses, the
MCO needs to know the diagnosis and the treatment plan
and goals, but they don't need psychotherapy session notes
that reveal personal details of your life. So there's still a lot
of work that needs to be done in this area to establish new
protections and enforce the ones that already exist, and I
encourage employee assistance professionals to work with
NMHA to help MCOs improve their operations and proce-
dures in this area. Q

Mary Graham is vice president of healthcare reform for the National
Mental Health Association, where she directs training and other policy
activities related to private and public sector managed care. Prior to join-
ing NMHA, she served as director of economic affairs for the American
Psychiatric Association, director of clinical affairs for the American
Academy of Child and Adolescent Psychiatry, and manager of proposal
development for Value Behavioral Health.
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NAA
24th Annual Conference on Addiction Treatment

June 28-July 1
Denver Marriott Tech Center

Exhibit booths and sponsorships for general sessions, coffee
breaks, luncheons and other events available!

Call 800/548-0497
Updates on the web at WWW.11A'A'dAC.Oi'g

National Association of Alcoholism and Drug Abuse Counselors
1911 N. Fort Myer Drive, Suite 900, Arlington, VA 22209
800/548-0497 or 703/741-7686 M~ooiearn
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C~~rv~out in a Lar e
Academic He~.lth Center
A Preliminary Evaluation

by Markus Dietrich, M.H.S., CRC, CARP

hands Healthcare is a large, nonprofit health care
system associated with the University of Florida
in Gainesville, Fla. A 564-bed Leaching hospital

anchors the system, which in the last five years
has added four community hospitals—some of them in
rural areas—as well: as a rehabilitation hospital and a psy-
chiatric/substance abuse facility. A network of clinics and a
home health care service complete the delivery network
and position Shands as a major health care player in
Northern Florida.

In 1999, Shands Healthcare implemented a mental
health "carveout;" integrating employee assist and
behavioral health services or its emp oyees and their
dependents. e tota num er o employees is close to
5,000, and more than 10,000 enrollees are covered under

the plan.
The teaching hospital never had an EAP, although some

employee assistance functions were provided informally

through the Occupational Health Department. Some of the

acquired facilities did have EAPs through external providers,

but all existing agreements were terminated after the acqui-

sitions occurred to allow for a unified, system-wide plan.

The first step toward this goal was taken in 1997,
when Shands Human Resources approached the Shands

Behavioral Health Network (SBHN) to propose an EAP. The
SBHN consists of the Department of Clinical and Health

Psychology and the Department of Psychiatry at the
University of Florida as well as Shands at Vista, afull-ser-

vice psychiatric and substance abuse facility. The proposed

~C goals for the EAP were as follows:
~~(°\,C Easy access to counse ing and referral services for

~J employees and their dependents

(~ U1` An improved system of referral to occupational health

(, resources
• Significant cost reductions in behavioral health benefit

expenses for the self-insured plan
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Shands Human Resources hoped to save $300,000 in
behavioral health expenses in the first year, but it quickly

became apparent that this goal could not be realized
through the addition of an EAP alone. SBHN therefore pro-
posed to carve out behavioral health services from the med-
ical benefit and create an integrated EAP/mental health
plan. The program would be a capitated managed care
plan, and SBHN would administer the program as needed
[o achieve the desired cost savings. The proposal was
accepted, and the EAP was launched on January 1, 1999.
The behavioral health carveout was rolled out three months
later, on April 1, 1999.

Developing the Carveout

The following assumptions were made in developing
the integrated EAP/behavioral health carveout:
• EAP services will be provided only by licensed faculty

providers (no students/crainees) within the Shands system.

Employees' transitions from the EAP to behavioral
health services, if required, will be seamless.

• The transition from apoint-of-service plan to a managed
carveout will be gradual for employees and providers.

• The quality of service will be high.
• The health plan will realize the targeted savings in the

first year.
• For behavioral health services under the insurance

plan, Shands Healthcare behavioral health personnel

and University of Florida faculty will serve as the
carveout's core providers, supplemented by commu-
nity providers.

• Ouc-of-network care will be available if the need arises.
• Triage of employees and referral to appropriate services

will be performed from a central location.
• Operations will be based on a capifated managed care

model.



The plan has: a generous behavioral health benefit by
today's standards: The outpatient benefit covers a maxi-
mum of 26 visits anmially wiCh a copay of $20 per visit,
and inpatient treatment is covered for up to 30 days annu-
ally for psychiatric and substance abuse treatment, with a
copay of $200 for substance abuse admissions and alife-
time limit of two inpatient substance abuse admissions.
This was the existing Uenefit, and the desire was not to
reduce it but rather to reduce costs by managing it. A new
benefit of up to four free visits with an EAP-referred coun-
selor/therapist was added to the package.

dare Delivery

The new EAP is an internal program staffed by a core
team of providers in the SBHN. When putting this team
together, care was taken to include providers with experience
in meeting a wide range of needs, including substance abuse,
child and adolescent treatment, and marital counseling.

Free EAP visits are available only through team
providers. The behavioral health carveout uses the team as
a preferred provider group. For behavioral health services,
the team is complemented by two psychiatrists at 0.5 FTE
(full-time equivalent) for access to medication evaluation
and management.

At the renuest of the customer, Shands Human
Resources, access to an existing network of University of
Florida clinics and community providers is still available.
Employees and dependents have their choice of providers
within this network, but management plays a atekeeper
function through pre-authorization an continued utiliza-
tion management.

-~.

e program has offices in three locations to maximize
convenience and confidentiality. Adedicated telephone
number is answered at Shands at Vista, and the call center
is staffed 24 hours per day. Call center staff can schedule
care team members directly through IDX, a network com-
puter system used throughout Shands Healthcaze (access to
this scheduling location is protected).

SBHN created an entity called FloridaPsychCare,
which has contracted with Shands Human Resources for a
two-year period. Reimbursement is based on historic uti-
lization rates and takes into consideration the desired cost
reduction. The agreement stipulates that all EAP and
behavioral health services for the covered population will
be provided at a capitated amount based on a per-
employee, per-month (PEPM) rate.

FloridaPsychCare contracts with SBHN provider
departments for provider time by assuming the FTE of the
provider's salary and benefits. These providers (care team)
are the equivalent of a staff model HMO and do not gener-
ate claims. Facilities and community networks are reim-
bursed according to a fee schedule.

Initial Challenges

The inunediate challenge facing SBHN in launching
FloridaPsychCare was to establish the infrastructure of a

managed care plan, including an authorization process, uti-
lization management criteria, and a utilization management
plan, SBHN contracted with athird-party administrator
(TPA) to process claims by non-team providers and estab-
lished atransition plan to address the continued use of
non-network providers for an existing episode of care.

Communication with employees about the upcoming
changes was coordinated closely with the Shards Human
Resources Department. A provider handbook was devel-
oped and sent to network participants: A mechanism to
transfer funds from the trust account to FloridaPsychCare
and the TPA was established, and a risk fund was set up
through the TPA.

A key concern during the development of the inte-
grated EAP/behavioral health carveout was whether Shands
Healthcare employees would trust and use an internal EAP.
While the EAP and the carveout are financially and admin-
istratively linked, great care is being taken to promote the
t ograms separately to prevent the "mental illness"
stigma rom becoming associated with the EAP.

he confidential nature of employee assistance was
emphasized to employees before and after the launch of the
EAP, and efforts to spread this message continue.
Nonetheless, it soon became apparent that many employ-
ees were worried about the possibility of generating med-
ical records as a result of using the EAP. Since EAP records
are not medical records, they are not linked with the med-
ical records system of Shands Healthcare.

Evaivatiort Results

In its first year of operation, the EAP has been received
well and has earned high satisfaction marks from Shands
employees. The utilization rate was 3 percent for the ,first
year and is rising. Supervisors and management are making
increased use of the EAP as a resource for education pro-
grams and to coordinate interventions with drug-free work-
place policies, occupational health guidelines, and so on. At
this time, the goal for the EAP is an increase in utilization
ratES to between 4 percent and 5 percent in the second year.

Administering the behavioral health carveout has
turned out to be a difficult proposition for a management
team whose background is mostly with service provider
organizations rather than insurance plans: The following
lessons have been learned during the first year:

1. Changes cannot be communicated too often or
too early. Efforts to communicate the upcoming changes in
the benefit plan started six months before the changes took
place, and several different means of comnnunication were
employed, including newsletters and mailings to employ-
ees' homes. Still, a substantial number of employees
claimed they knew nothing about the changes. This
resulted in problems with employees accessing non-net-
work providers and not obtaining initial authorization, and
ultimately led to denials of claims.

2. Simple delivery models work best. The design of
FloridaPsychCare, using a "prepaid" care team as well as a
fee-for-service network, made clinical sense -and met -the
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strategic goal of increasing market share for the SBHN.
Operationally, however, this design depended on clinic

staff, clerical support staff, and financial services staff
understanding the model and using correct procedures.
Given the many locations and individuals involved, as well

as staff turnover and lack of training for new stiff, many
billing errors occurred. Sometimes bills were generated for
team providers, although their services were prepaid
through an FTE arrangement; other times, no claims were
generated for providers that should have been billed. The
TPA and the plan required a substantial amount of time to
resolve these problems during the first year.

3. Evaluate the network. As stated earlier, SBHN
already had a provider network in place when
FloridaPsychCare accepted this contract. By agreeing to
allow Shands employees to continue using this network.
FloridaPsychCare missed an opportunity to evaluate and
potentially redesign the network in terms of size, available
provider specialty, and practice patterns of providers. The
experience of the first year has demonstrated that the net-
work is too extensive and that providers have a wide range
of practice patterns in regard to brief, goal-oriented inter-
ventions. The provider network probably will be reduced
in size during the second year, but it would have been bet-
ter to implement the reduction when the whole plan
changed.

4. A change from anon-managed plan to a moder-
ately managed plan is acceptable to employees. The

majority of employees accepted the change [o a moderately

managed plan, thanks partly to effective communication by
the Human Resources Department in explaining that the
change would help preserve an excellent benefit that oth-
erwise might have to be reduced. But it was apparent from
inquiries by employees that a drastic change from an
unmanaged plan to a tightly managed plan would have met
with disapproval.

S. Managing the money and the care through the
same entity may benefit employee care. Unlike traditional
managed care organizations run by business executives,
FloridaPsychCare is a group of behavioral health profes-
sionals with management experience. Provided that the cap-
itation has been negotiated at a sulTiciently high rate, a
group like this can focus on quality of care for employees.
Having to manage the money as well as the care has led
FloridaPsychCare to seek opportunities to improve the
delivery of care, including developing programs for special
needs groups, increasing the number of therapy and psy-
cho-educational groups, and working closely with hospital
professionals to arrange appropriate follow-up care. Q

Markus Dietrich is a certified rehabilitation counselor and certified associ-
ate addiction professional with 15 years of experience in Europe and the
United States as a therapist, program manager, and trainer. He serves as
director of specialty programs and business development at Shands
Healthcare and is available for consulting. He can be reached bye-mail
at dietrmk~shands. ufl. edu or by phone at (352) 395-9343.

EAP CASEWARE 20-20
Visionary EAP software for 2000 and beyond

• Client Record management designed "the way EAPs work"
• Workplace Consultation record management
• Auxiliary Services tracking for Workshops, Orientations,

Trauma Debriefings, Training Programs, etc.
• Customizable field values and Definable Field Names to

help you meet the unique requirements of your organization
Multiple ContactslSessions and Clinical Notes per Client

• Multiple Referrals per Client
• Detailed Resource Provider database
• Outcome Records and Survey Questionnaires for which

you design the questions and the responses
• Comprehensive Reports rather than scores of small reports

Follow-uplTickler file
• Multi-level User ID/Passwording

TopDrawer
for Windows

Medcomp'sTopDrawer for Windows is a very popular, inexpensive,
easy-to-learn record-keeping solution for the small to medium size
Internal and External EAPs. TopDrawer provides client, intake, job,
referral and contact screens. It also tracks non-client activities such
as training, orientations, interventions, etc. A powerful search feature
is available for accessing Clients, plus an extensive criteria selection
feature for generating ad-hoc reports.

20-20 XPRESS

Coming soon, 20-20 XPRESS
the condensed version of EAP Caseware 20-20

Developed and Supported by In-house Software Professhs
~'' Providing outstanding service and suppaK to hundreds of EAP arganizatlons In aver 40 states and around the ward

MEDCOMP SO~TWAE. INC. (719) 575-9662 Fax (719) 575-0272 email: medcompeap~aol.com
~~
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by Nancy Alf red Persily, M.P.H.

lthough prepaid health care in the United
States began in the late 1700s, health insurance
w~largely unknown in this country until

929 hen Blue Cross began operating in
Texas as an experimental program to protect schoolteachers
in Dallas from t~inan— c~U~ns o T care.
Physician care later was provided Chrough a parallel p an,
Blue Shield. Other Blue Cross/Blue Shield plans were devel-
oped on a regional basis throughout the country, and com-.
mercial indemnity plans soon followed.

~~ Indemnity plans were developed not to reduce they
J(P costs to the insurer, but rather to help the insured—the'

~,/employee—cover his or her health care costs etter and
reduce the risk of depleting resources because of a health ':
crisis. Under indemnity plans, insurers were extremely pas-
sive: they received the bill, and they paid it. But they only
paid for care when people were sick; they. rarely paid for
preventive care. For example, an insurer rarely would. pay
or a c~ i~ec~up unless-the diagnosis noted a problem such as
a lump in the breast, a high cholesterol level, or elevated
blood pressure.

The early managed care plans were different than
indemnity .plans—they integrated the financing and deliv-
ery of health care into one system, which was tightly con-
trolled by the plan. The physicians normally practiced
together in multispecialty groups. For this reason, managed
care plans were first called "prepaid group practice medical

care." Although there were areas o ntry where these

organizations became popular, for the most part they did
not catch on nationally.

The first type of managed care designed to control
costs was called managed indemnity, which in many ways
resembles old-fashioned indemnity coverage. Managed
indemnity pays for asemi-private room in a hospital (with
a deductible) and a doctor (also with a deductible); the
em to ee usuall a s a co-insurance of 20 percent of the
bill and t e ~lncrrn~ uers R~ nPrcent from t e insurer. T e
insurer usually requires admission screening, meaning
that if a doctor wants to a7mit a p~"ati~' e~or a gallbladder
problem that is not an emergency, he or she has to call the
insurer and get pre-approval.

For high-cost illnesses or injuries under managed
indemnity, there is case management—the insurance com-
pany manages the patient's care to try to get him or her to
the lowest level of care as soon as possible while being
responsive co Che paCient's needs. Case management focuses
on helping the patient function at the highest level possible
with his or her disability or illness.

The next development in the continuum of health

insurance offerings was the preferred provider.organization
(PPO), in which an insurance company recruits certain
doctors and hospitals to participate in its provider network.
Doctors that join PPOs receive reduced pa ments for their
services-t icall 70 or 80 percent of -what th~y
charge for a given service—in exc ange or eing fisted in
t e insurer's networ directory and t us enjoying a greater

volume of patients. sua y t ere are no restrictions. within
PPOs in terms of gatekeepers; if a patient with ,a ~tom-
achache wants to visit a gastroenterologist, he or she sim-
ply finds a gastroenterologist in the provider directory. The
patient rarely pays a deductible and does not pay co-insur-
ance. If an enrollee wishes to see a doctor outside the net-
work, the insure- pays a dedu~t;zble and co=insurance.

One of the ways that insurers with PPOs manage their
costs is tz~ ;evalvatin~ [heir prq~i ~ ers on a yearly basis. For
example, if`a gasu-6enterologistper~forms an inor inate num-
ber of in~a5iye proceclui°es ghat ;l~e;~~',O believes are unnec-
essary, he or she ~rilight be "des~lectecl"" from the PPO the
following year. The same thing can happen to a hospital—if
its average length of stay is too long or':sf many patients
develop post-operative infections, it can be deselected by the.
insurer and dropped from the provider network.

Health maintenance organizations (HMOs) are much
like PPOs except that HMOs integrate cost control and care
delivery in a much more a ressive as ion. o ern HMOs
deve oped from the prepaid group practice plans of the
1930s and 1940s,: which usually were operated by nonprof-
its like the Kaiser Foundation and Group Health of Puget
Sound and Harvard Community Health Pla ~.. Por example,
the Kaiser health plans were developed in the late 1930s by
the Kaiser• Construction Company to provide health cover-

age for the company's shipyarel workers in California. Kaiser
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later provided health care for its workers in Washington

who were helping build the Grand Coulee Dam.
HMOs usually require patients to select a primary care

physician who manages the care of the patient and serves as
a atekee er for referrals to specialists. HMOs come in three
forms: a staffdel, a group model, and a network model (or

a mixed model that incorporates two or more of these forms).
In a staff model, the insurance company owns the health care
facilities and essentially puts the doctors on salary. In a group
model, a close group of health care providers works inti-
mately with the HMO, as in the case of Kaiser Permanente—
the Permanente Medical Group provides care for the Kaiser
Health Foundation. Kaiser pays Permanente a certain amount
of money to manage its patients' care, and Kaiser provides the
insurance or financing mechanism and either owns the hos-
pitals or pays the institutional costs:

In the network model, which is the most popular man-
aged care product today, the insurer contracts directly with
hospitals and doctors to form a network of providers. The
patient chooses a primary care physician, who then makes
referrals to specialists within the network. In most
instances, the primary care physician is paid on a capitation
basis—he or she receives a certain amount of money per
patient, per month, depending on age and gender, to man-
age the enrollees' health care. In many instances, the pri-
mary care physician—often called agatekeeper—is given
financial incentives to manage the utilization of services for
those patients for whom he or she is responsible.

The newest managed care product is the point-of-ser-

vice (P~ n,~~, which is like a mixture of an HMO and a
PPO in that it features a primary care physician who man-
ages costs by acting as a gatekeeper, but the patience he
o lion of oin outside the network for care. If the patient
stays inside the network, the only cost is t e usual copay-
ment; going outside the network requires paying the coin-
surance and a deductible.

Most of the managed care products on the market
today are really managing cost rather than care. They pay
providers on a capitation asis, but set aside some of the

money and use it to pay unanticipated costs. For example,
if a doctor is paid $10 per member, per month, the doctor
may get only $8, and the remaining $2 is put into a pool.
If there .are more emergency room visits or hospitalizations
than expected, the doctor may receive only a portion of the
$2, or even none at all. Alternatively, there are a few HMOs
that offer incentive programs—they may pay the doctor $9
per member, per month, then give him or her 25 cents
more to keep extended office hours so patients don't visit
emergency rooms as often and additional money if they
take continuing education courses, keep utilization low, or
perform certain procedures in their offices that often are
performed by specialists.

Moving Toward Vouchers?

Managed care has proven enormously popular—many
more than half of all insured Americans are covered by
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managed care plans. How popular managed care will be in

the. future remains to be seen. Health care costs are begin-

ning to rise again, perhaps by as much as 12 percent this

year. One reason is that health care costs are cyclical, and

the cycle is trending up again. Another reason is that some
providers withheld care for a long time to help keep costs
down, and now their patients are in need of care and can't

wait any longer. A third factor is that employers want to

offer more health care choices to attract and retain employ-

ees, and these kinds of programs increase costs.
So far, em to ers are acce tin the increases in health

care costs because the economy is strong. I t e economy

starts to falter a little, employers pro a y aren't going to be
so flexible. But regardless of what the economy does, there's

no question that cost management is here to stay.
A look at the history of behavioral health care explains

why. Behavioral health care has become one of the most

restrictive benefits within managed care, but in the days of
commercial indemnity plans it was the least restrictive. If

patients were allowed 30 days of inpatient care through

their indemnity policy, the doctor would keep them in the
hospital for 30 days. IF the benefit was 60 days, they would

stay in the hospital for 60 days. There was very little con-

trol of mental health care: Insurers were very passive about
controls like pre-certification. Over time, there was so
much abuse that the pendulum swung back in the other
direction.

What eventually happened with behavioral health care
was that it became one of the first carveouts, meaning chat

companies are paid a capitated amount to manage the
behavioral health care benefits of a certain popu a~ on.

Health care services that are carved out ten to e t e rinds
of specialties in which physician "extenders" can be used to

change the way care is delivered. For example, eye dare
often is carved out because many routine services can be

delivered by people without medical degrees, such as

optometrists. In the ease of mental health care, a social

worker or counselor or employee assistance professional
frequently will conduct an initial screening. The patient
will be referred to a psychiatrist if medications need to be
administered, but otherwise, mental health care within

managed care generally is not psychiatrist-driven.

Recently, a trend has begun to develop in which

employers give their employees a specified amount of

money each year and let them buy the benefits they want.

This represents the second iteration of cafeteria benefits,

and the attractions for both employers and employees are

obvious. More employees are having to balance their work

lives with child care and elder .care responsibilities, so
employers that offer these benefits can keep their workers
on the job and make them more productive, without
increasing their costs.

This trend is very worrying because people who think
they are healthy may not value insurance to cover health

care, especially mental health care, so they may take the
money and put it into child care or elder care or some other



benefit. There already are roughly 44 million people in the
United States without health insurance, and the prepon-
derance of them-90 percent or more—are em to ed.
Letting workers pit an choose their benefits risks exac-
erbating this problem.

This approach also is short-sighted because the labor
market is so tight that employers need to keep their exist-
ing workers healthy and productive. Under a voucher sys-
tem, if an employee doesn't purchase mental health venefits
but develops a need for them, the options for care are lim-
ited. Most community mental health centers are not
equipped to handle an increase in patients—in fact, they
have trouble caring for the case load they already have.

New Markets for EAPs

If the United States moves toward a voucher system for
health benefits, federal regulations may need to be put in
place [hat require employees to purchase some form of
health insurance and insurers to provide a minimum bene-
fit structure. The insurance industry probably would back
such action. Insurance companies generally don't want reg-
ulations, but they don't want a system that's entirely free-
wheeling, either.

In the short term, the managed behavioral health care
companies probably will try to make better use of
employee assistance programs to manage health care and

costs. This would be in keeping with eheir overall strategy

of using the least educated and specialized providers co

deliver care, such as by .sending .alcohol abusers to
Alcoholics Anonymous and other support groups. As a
result, there will be more .referrals to EAPS—not just refer-

rals from EAPs to menta ea [ care provi ers, ut re er=
rals back to EAPs co mana e su stance abuse care and

other~tvne~ f~erv~~These sorts o arrangements proba-
bly are going to become more and more popular.

EAPs also ma well become more involved in managing

care for retired workers. Many large emp oyers o er supp e-

mental Medicare insurance to their retirees, and these com-

panies may sCarC asking their EAPs to provide information

about health care to retirees and even make referrals far
them so the retirees won't use their "Medigap" insurance as
often. With the aging of the workforce and'the anticipated
explosion in the number of retirees, this could provide a

huge market for employee assistance professionals. Q

Nancy Persily is associate dean, associate professor, and chief of staff at
the School of Public Health and Health Services of the George
Washington University in Washington, D.C., where she also serves as
director of the Wertlieb Educational Institute for Long Term Care
Management. Her career in health care administration, managed care,
public health, and health care planning spans more fhan 30 years and
includes faculty positions at four universities and three medical schools.
She has published several articles in scholarly journals and written three
books, two on elder care and one on integrated delivery systems.
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National Student
Assistance Conference
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For a FREE conference program~MagicKingdom"

Call 1-800-45 3-773 3
National Student Assistance Conference 1 270 Rankin Suite F •Troy, MI 48083

-800-453-7733 •Fax I -800-499-5718 • sapeap@ix.netcom.com
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Managed Care and EAPs in Latin America

by Celina Pagani-Tousignant

mployee assistance programs and managed care
are U.S.-based concepts that are relatively new phe-
nomena in Latin America. Both were unknown in the

region until the 1990s.
To the extent managed care exists in Latin America

today, it is being exported through multinational firms at the
request of the client in the United States. A typical request
for managed care services may sound like this: "We have
300 employees in Chile. How can you help us?" At that
point, managed care firms contact providers in other coun-
tries and create the service locally.

EAPs in Latin America share a similar genesis—they
were exported through multinational companies. Now things
are beginning to shift. In the last few years I've met many peo-
ple in countries like Chile, Argentina, Brazil, and Mexico
who've run across information on EAPA's Web site, and they
want to get something started in their workplaces. These
people—usually psychologists or psychiatrists—typically
work in the field of chemical dependency and/or study the
effects of personal problems on employee productivity and
quality of life. Social workers also are interested in EAPs, par-
ticularly the ones who are addressing what I would call "sur-
vival issues"—helping employees obtain housing, resolve
financial problems, and so on.

But EAPs still are unknown in much of Latin America.
Businesspeople in that area are more interested in incor-
porating the latest technology and management systems
into their companies than trying to motivate their person-
nel. They have a very conservative view of their human
resources: They believe that giving employees a job and
fair compensation is enough to keep them motivated.

The first barrier to overcome in establishing an
employee assistance program in Latin America is to con-
vince company officials that EAPs have value, that you can
invest a dollar in them and get more back. This is more dif-
ficult than you might think, because all of the studies and
data are from the United States, and many business exec-
utives in Latin America want proof that EAPs will work in
their countries and cultures. But until EAPs are established,
data can't be collected to.prove the business case.

A second barrier is that most companies in Latin
America don't offer mental health benefits. People do get
coverage for medical ̀benefits—in Chile, for example, a
percentage of each employee's salary is taken out auto-
matically every year and put into a pool of money to sup-
port private and public services—but mental health care
typically. is not provided unless employees buy comple-
mentary insurance. In general, if you have a mental health
problem, you go to the doctor or the public health service.

'When I worked for Levi-Strauss from 1993 to 1997 as
manager of worWfamily initiatives, I had the opportunity to
travel to Latin America. One of my trips was to the Levi's plant
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in 
Sao Paulo, Brazil, after receiving a request to set up an

EAP. Plant officials had just re-engineered the business and
they wanted to create a structure to deal with employees'
"social issues.°

There was a doctor at the plant, because the law says
you must have a doctor on site if you have a certain num-
ber of employees. So people would visit the doctor and he
would tend to their physical problems, but then the
employees would open up and tell the doctor about other
problems, and usually they would be mental health issues.

Did the company offer mental health services? No, it did-
n't—and the local community didn't have mental health agen-
Gies to which the company could refer its employees. In the
United States we have an infrastructure to address issues like
aging and domestic violence and depression. There are some
agencies in Latin America to handle these problems, but not
to the extent we have them here.

Another barrier to establishing EAPs is the stigma associ-
ated with counseling, prevention, and mental health issues.
Frankly, it's not part of the culture in Latin America to visit a ther-
apist. If you get referred to one, you'll probably wonder, "What
will people think?" Class status is important in Latin America,
so you dress accordingly and you behave accordingly, and the
next thing you know people are saying you're crazy because
you're seeing a counselor. So people don't talk about mental
health problems, and if they do it's just inside the family.

A fourth barrier is management's mentality. In countries
with high unemployment, management may think that peo-
ple are expendable—they can hire someone today, and if
that employee doesn't work out, they can just fire him and
get someone else. In addition, managers typically think that
any benefit that betters the quality of life of workers is an
act of generosity, not an investment that supports the busi-
ness and the people.

How can these barriers be overcome? To sell an EAP,
it's important to make the business case using whatever
data are available. about the effects of substance abuse,
family, emotional, and/or financial problems on productivity,
accidents, and leaves of absence. This information can be
gathered from local mental health agencies, governments,
and universities in each country.

Another step is to convince the company to provide men-
tal health benefits so that employees can be supported. One
way companies might resolve this is by having the EAP provide
some of the mental health sessions, so instead of seeing peo-
ple for just one or two sessions and offering a quick diagnosis
and referral, the EAP could see people for more sessions. If
longer treatment is needed (more than 5-10 sessions), the per-
son can be transferred to the public sector.

Celina Pagani-Tousignant is president and founder of
Normisur International, a human resources consulting firm.



EAPA Information Available by Fax
Frequently requested information is available from EAPA by fax. To access the fax-back system, dial (703) 387-
1000 and press 2 when you get the main message. To receive a list of all available documents, press 1; to
receive a specific document, press 2 followed by any of the numbers listed below.

Finance ~ 102 IRS Fonn W-9 RequeslforTaxpayerlD No.

Certification 111 CEAP Examination Summary Information
112 1999 Update to 1998 Recertification Guide
114 Advisement and Supervision—How They Relate and Di(fer
116 CEAP Advisement—Frequently Asked ~ues~ions
117 Lapsed CEAP Requirements
118 PDH Review Forin
119 PDH Summary Lag
120 Regaining Certification for Lapsed CEAPs by Exam
121 Regaining Certification for Lapsed CEAPs by PDHs
122 Request for Additional Certi~ica[ion/Recertification Information Form
123 Training Provider's Pre-approval Information and Forms
124 Procedures for Writing Potential CEAP Exam Questions
125 CEAP Application to Recertify by PDHs: Nov-Dec 1999

Communications 126 EAPA Publications Catalog
and Resource 127 EAPA PDH-Approved Publications Catalog

Center 128 EAP Salary Information
129 Cost of EAPs
130 EAPA Standards/Professional Guidelines (Abridged)
131 EAP Background Information
132 EAP CosVBenefit Study/Research
133 EAP Pricing Services
134 EAP Models (EAP Services—A Menu of Choices)
135 DOT/SAP Information

Legislation/ 151
Public Policy 152

153

154
155

Membership

EAPA Federal/State Policy Issues
EAPA Federal/State Policy Networks Sign-Up Fonn
Chart "How EAP Functions/Services Relate to Health Care and
Managed Care Laws"
Key Definitions: EAP and EAP Core Technology
EAPA List of Employee Assistance Acronyms

161 Membership Application—U.S. Resident
162 Membership Application—Canada and International
163 U.S. Resident Fact Sheet
164 Canadian/International Resident Fact Sheet
165 EAPA Code of Ethics
166 EAPA Chapter Order Form
167 EAPA/CEAP Mailing Labels Rental Policy
168 EAPA Service Providers Enrollment Form
170 EAPA Professional/General Liability Insurance

Tired of Waiting for SNAIL MAIL
to DeliverYour Copy of the ~
EAPA Exchange?
Now there's a faster way to gec the information you
need to stay on top of the employee assistance profes-
sion.Visit the "Members Only" section of the EAPA
Web site,www.eap-association.org. Beginning with the
July/Augusc issue, articles in the Exchange will
be available for viewing on EAPA's Web site
before the hard copies oI the magazine are
printed and mailed!

So don'c wait to get yow- hands on the leading
publication in the employee assistance field. Point
your browser co www. eap-association.org, click on
[he "Members" section, and encer your member
identificacion number and expira[ion date.

www.eap-association.org

Yom- new mailing address for the EAPA Exchange.
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I31airBurke

Mark your calendar!

Blair &Burke Training Institute
Choose from 7 courses in 5 days in Phoenix, Arizona. Register online!

Have fun. Learn a lot. Meet interesting people. Earn PDHs,

Fundamentals of EAP
EAP Marketing &Sales Strategies

How to do DOT Required Supervisor Training
Understanding Human Resource Management

Disability Management
Account Management

Substance Abuse Professionals Training

September 19-20 (two-day course
September 21
September 21
September 21
September 22
September 22
Sept. 22-23 ~1-day course, offered twice)

Blair &Burke is a consulting firm specializing in areas where employee personal
concerns and employer productivity concerns overlap. We offer workplace focused
consultation, nationally and internationally:
•For employers - program design, service integration, and evaluation
• For vendors - product development, growth planning, operations review

For registration information, contact Blair &Burke training at (910) 328-3348 or register online at ou
website http://www.blairandburke.com. For information about Blair &Burke consulting services, call
Brenda Blair at (979)693-7268, e-mail bblairC~blairandburke.com or John Burke at (910)328-0978,
e-mail jburkeC~blairandburke.com.

Coneu►ling Firm
North Arocricn • Lalin America

• I:AP and Work/Life
iiuplementation and integration

• EAP training specializing in:

Life during Downsizing

Managing Change

Critical Stress Debriefing

Diversity Awareness

Wellness Programs

Work/Life Awareness Training
for Managers

• Train the Trainer in EAP and
Work/Life topics

• In depth experience with needs
of Spanish speaking workforce

• Linkages to EAP providers in
Chile, South America

Contact:

'~ a l~. Celina Pagani Tousignant
Phone: 4151159-6747
Fax: 41553-6105
email: Celina@sirius.com
Web page: www.normisur.com

2000 LEAP EXAM
Application Deadline: Exam Date: Eligibility Requirements:

Oct. 2 Dec. 9 You must meet one of the following options

OPTION 1:
• 3,000 hours of work experience in an EAP setting, which must have been gained over a minimum of two years and

within seven years of the date of the application for the CEAP exam; AND
• 60 PDHs (Professional Development Hours) with at least 36 of thetas in content areas 3 and/or 4 (see PDH

requirements below); AND
• 24 hours of CEAP advisement spread out over at least six months

OPTION 2:
• Graduate degree in an EAP-related discipline (car equivalent outside the United States); AND
• 2,000 hours of work experience in an EAP setting, which must have been gained over a minimum of two years and

within seven years of the date of the application for the LEAP ex~.~m; AND
• 15 PDHs (Professional Development Hours) with at least nine of thetas in content areas 3 and/or 4 (see PDH

requirements below); AND
• 24 hours of CEAP advisement spread out over at least six months EXAM FEES:

$295 for EAPA Members*
PDH Requirements for Both Options: $435 for Non-members of EAPA
• At least 60 percent of total PDHs must be within content areas 3 and/or 4 ($410 total if joining EAPA—including

No PDHs may be earned by writing sample exam questions; PDHs must be
U.S. individual EAPA membership for $115

and $295 for the CEAP Exam Fee)
from training occurring November 11, 1995, or later *U.S. Individual membership rate only.

For More Information, call (703) 387-1000, ext. 319
For other categories, contact EAPA's

Membership Department.
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Factors That Contribute to the ~Jtilization of
Telephone Infoi: oration/Consultation a.nd

Face-to-Face Information/Consultation Services

Dale A. Masi, D.S.W., CEAl; ctncl Michael Freedvnctn, M.S. W., M. Ed.

Abstra-~

The use of telephonics and other technologies to provide services to clients is increasing, raising issues in the areas of
ethics, regulation, and professionalism. The University of Maryland, Baltimore, School of Social Work and Ceridian
Performance Partners (Ceridian) have engaged in a joint venture to research the use of telephone services in employee
assistance programs (EAPs). The researchers sought to identify the factors that led Ceridian's customers to use telephone
consultation services as well as face-to-face consultation services. Certain variables were associated with each type of
user as reasons for use. Each group reported satisfaction with the service it received. Demographic variables were com-
pared for each factor that indicated several significant relationships. This paper contributes findings and recommenda-
tions to assist in enhancing services, determining the need for regulation, and encouraging future research.

Key Words: telephone consultation, telephone information, face-to-face, employee assistance programs, telephonics.

Introduction

The use of the telephone in EAP work is increas-
ing. The purpose of this study was to explore why
employees use telephone counseling services as well as
why they use face-to=face counseling services. Two
dozen EAP graduate student researchers, along wit11
the principal investigator and a doctoral graduate stu-
dent, staffed this project.

Methodology

Literature Search. The students conducted a lit-
erature search Uy consulting five libraries, including the
National Institutes of Mental Health and the National
Medical Library. The students searched 12 separate
databases, among them Health Business, Medline, and
PschLit. The search identified 61 separate articles deal-
ing with the use of the telephone in traditional coun-
seling applications. The literature was utilized as
background material in designing a questionnaire and
identifying reasons why clients may or may not choose
telephone or face-to-face consultation. Selected articles
relevant to this study are listed.

Questionnaire. Two questionnaires were
designed, each specifically targeted to one of the two
subgroups in the study: those preferring face-to-face
consultation and those preferring telephone consulta-
tion. The questionnaires were constructed to identify
and measure variables that may contribute to deter-
mining preference for one form of co~isultation over
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the other. To enhance the cooperation of the study
respondents, the questionnaires were limited to one
page and designed to be completed in less than 10
minutes. The questionnaire for those who prefer face-
to-face consultation contains nine items; the question-
naire designed to assess those who prefer telephone
consultation contains 15 items.

Prior to administering the questionnaires, the
researchers role-played the interviewing protocol in
groups of three. Each researcher alternately played the
role of interviewer, interviewee, and oUserver to help
promote the consistent application of the questionnaire.

Every effort was made by the researchers to con-
tact the respondents within two weeks of the initial
consent ca1L The researchers were provided a script for
initiating the interview process and a contingency
script for use in situations where a person other than
the participant answered the phone.

Sample. Graduate students conducted telephone
interviews of individuals identified by Ceridian through
a computer query of all cases opened between January
1998 and October 1998 who had either a presenting
issue, aself-identified issue, or aclinician-assessed issue
related to mental health. These individuals previously
had agreed to be contacted for purposes of quality
assurance. The query identified more than 2,000 peo-
ple for the sample pool

Due to confidentiality requirements, a Ceridian
staff member then attempted to contact each of these
individuals for permission to be included in the study.
Of the 1,648 contacts attempted, 206 people agreed to



participate, 34 declined, and 1,408 could not be con-
tatted for various reasons (tlie staff member ti•equently
reached answering machines or voice mail messages).
From the 206 participants, two study groups were
formed: ~ 1) those who used face-to-face consultation
services and (2) those who used telephone consultation
services.

The graduate students completed the question-
naires during the interviews. They were instructed to
fill out each questionnaire completely, leaving no blank
spaces. If a participant did not or could not answer a
question, the researcher indicated this on the question-
naire. If respondents made any additional comments,
researchers noted them on the questionnaire as well.

Respondents were asked first if both face-to-face
and telephone consultation options were offered. The
researchers then asked the respondents a series of
yes/no questions pertaining to their reasons for using
a particular service option. A section containing seven
descriptive demographic variables was uniformly added
to each questionnaire (see Table 1).

The final section of the questionnaires allowed
clients to comment on the type of consultation service
he/she used. Those who used the telephone service
were asked whether they did so out of concern over
confidentiality, lack of time, driving distance, a feeling
that the issue wasn't serious enough to justify seeing a
counselor in person, anonymity, availability, conve-
nience, urgency, prior non-satisfaction with a coun-

Demographic VariaUles

Variable Telephone Face-to-Face

Consultation Consultation

Service Utilized 118 61

Male 34 14

Female 83 47

White 82 51

Non-white 23 5

Single 23 10

Married 57 23

Separated/Divorced 17 15

Management 21 15

Non-Management 69 33

Urban 29 19

Suburban 64 29

Rural 13 8

Some respondents did not answer all questions.

All responses are included in this table.

selor, or quicker access to treatment. Those who used
face-to-face services were asked if they did so because
they felt it would be more personalized or more pri-
vate, they wanted quicker access to treatment, they
found it easier to talk with someone they could see, or
they were able to take advantage of a company benefit.

Data Analysis. SPSS8.0 was used by each student
to enter his/her data, which were merged by the doc-
toral candidate with the other students' data.
Frequency tables were run on all of the variables and
are reported in the "Results" section. Additionally,
Ceridian requested that four of the variaUles—gender,
job level, geographic location, and race—be compared
to other variables for significant associations.

All variables in this study, with the exception of
the demographic variables, are dichotomous (each
question leas a "yes" or "no" response pattern). Age
was measured continuously.

The study yielded 88 questionnaires with addi-
tional comments, which were tabulated, grouped, and
inteipeeted. The comments were separated into two
groups, corresponding to those who used telephone
consultation services and those who used face-to-face
consultation services, and fiuther categorized as posi-
tive, negative, or neutral.

Results and Discussion

Respondents were asked if the issue for which they
sought help was mental health-related. More than 97
percent of respondents in the saniple were identified
correctly as receiving mental health services.

The researchers were aware that not all clients were
eligible for face-to-face consultation, depending upon
the employer's choice in purchasing a program. It is
important to note that the researchers were looking for
reasons why people use telephone consiiltation services,
not reasons why d~ey choose such services over face-to-
face consultation services, so the study remains valid.

Most of the frequencies within the telephone con-
sultation survey responses appear to have relatively equal
patterns of response (split between yes and no
responses), with the exception of the following variables:
availability, scheduling, convenience, and providing
quicker access to service. These variables are the most
frequently reported reasons for using telephone consul-
tation services. Thus, 80.5 percent of respondents who
used telephone consultation services said availability was
a factor in their decision, while 70.3 percent said sched-
uling also was a major consideration. In addition, 86.4
percent said they believed telephone consultation pro-
vided quicker access to services, while 87.3 percent said
they felt it was more convenient. Interestingly, 51.7 per-
cent responded that confidentiality was not a factor.

Whether the type of consultation used was con-
sidered to provide quicker access to services was a ques-
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tion asked of both the telephone. consultation respon-
dents as well as the face-to-face respondents. Of the
face-to-face clients, 68.9 percent said they believed it
provided quicker access to services.

The most frequently reported reasons for using
face-to-face consultation include the desire to use the
company venefit, feeling more at ease speaking with
someone the client could see, and a belief that the ser-
vice would be more personalized. Thus, 85.2 percent
of clients who engaged in face-to-face consultation felt
that it was more personalized, while 78.7 percent said
they were more at ease speaking to someone they could
see. Additionally, 75.4 percent of these clients said they
wanted to use this particular company benefit.

Satisfaction with Uoth types of consultation was
high: 89.0 percent of clients receiving telephone con-
sultation reported they would use this service again,
while 90.2 percent of clients receiving face-to-face con-
sultation said likewise. This indicates that the majority
of employees receiving consultation services from
Ceridian were satisfied, regardless of the type used.

In interpreting the chi-square statistics, the p
value in these findings represents the significance level.
A p value of less than 0.05 means that the chance of the
findings being caused by chance is less than 5 percent.

The results yielded seven significant relationships.
One is race, which is a variable in four of the seven sig-
nificant relationships. Whites were more likely than
non-whites to report that availability (88.5 percent to
53.8 percent), scheduling (76.9 percent to 46.2 per-
cent), and conveliience (92.3 percent to 69.2 percent)
were factors in using telephone consultation services.
Nou-whites, on the other hand, were more likely than
whites (100 percent to 44.7 percent) to report that

Table 2

Significant Chi-Square Findings

Telephone Information/Consultation

Race and Availability

Geographic Residence and Availability

Race and Scheduling

Race and Convenience

Telephone Information/Consultation

Race and Telephone Option Offered

Gender and Increased Privacy

Job-Level Position and Other Reasons for Face-to-Face

* A p value of less than .05 is statistically significant.
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telephone consultation was offered as an option. These
findings should be interpreted 4vith consideration to
tl~e overall sample size anc{ the proportion of the
groups within the sample.

The results of the chi-squares indicate that there is
an association between certain demographic variables
and the independent variables. For example, those who
said they live in a suburban area were inoce likely (90.5
percent) to report that availability was.a factor in using
telephone consultation than those who live in urban
(68.8 percent) or rural (57.1 percent) areas. Women
were twice as likely as inen to report that increased pri-
vacy was a factor in using face-to-face consultation,
while non-managerial employees were less.lilcely (20.7
percent) than managerial employees (64.3 percent) to
have "other reasons" for using face-to-face consulta-
tion services ("other reasons" was not defined further).

Table 3 categorizes the clients' comments about
the consultation services they used. Tile results show
that the majority of users of both telephone and face-
to-face services rated their experiences positively,
though a greater percentage of telephone users (76
percent versus 57 percent) did so.

Strengths of the Study

This is one of the first ventures in which a major
corporate provider has worked on a joint research pro-
ject with an academic institution using graduate stu-
dents. This fact cannot be minimized and must Ue
commended: It serves as a model for the employee assis-
tance field of how academia and corporate America can
work together for their mutual benefit. This model can
be more feasible economically, as well as more credible,

Significance Level

p =.004

p =.034

p = .029.

p =.023

Significance Level

p =.OZ

p =.012

p =.005



R~1t1ll~S Of CIle11tS~ C011llll(',11tS

Rating Frequency Percentage

Telephone Positive 40 76

Telephone Negative
__

5 9

Telephone Positive/Negative 6 1 1_ ___
Telephone Neutral

______
2 4

Total 53 100
_ .___ _ _

Rating Frequency Percentage

Face-to-Face Positive 20 57

Face-to-Face Negative 9 26

Face-to-Face Positive/Negative 6 17

Total 35 100
__

for a corporation than the traditional approach of con-
tracting with a research firm to conduct such a project.
Before going forward with this project, the research fac-
ulty and the IRG Committee on Human Subjects had to
give their approval. The number of graduate students
available for the study allowed for a larger sample.

Limitations of the Study

In accordance with the legal requirements of
research, Ceridian invested a great deal of time and
energy in protecting the voluntary nature of this study.
This limits the ability to generalize ti-om the results of
the sample because the portion of the population that
was not willing to be interviewed is not represented in
the sample. All members of the potential study popula-
tion were asked if they would be willing to participate,
and those who agreed "self-selected" for the study.

Due to the exploratory nature of this study, no
previously validated measurement tools were available.
The measurement tools chosen for this study were
questionnaires. The researchers attempted to compen-
sate for the lack of a previously validated measurement
tool by carefully constructing the questionnaires. For
instance, the variables inchided in the questionnaires
were identified in the literature as characteristics that
are commonly cited for using telephone or face-to-face
consultation services. Also, the researchers role-played
the interviewing protocol to increase the reliability of
the survey.

Finally, because this was a "historical study," a
number of other limitations were introduced. The ini-
tial research question asked by this study sought to

identify the factors contributing to the use of telephone
consultation or face-to-face consultation. However, by
the time respondents were asked to remember which
factors had affected their decision; as much as two years
had passed. Furthermore, the consultation experience
itself may have affected the answers. Thus, the surveys,
although intended to query tl~e factors contributing to
the choice of service, may actually have been querying
the benefits derived from the consultation itself.

Recommendations

Human resources directors, including employee
assistance program (EAP) providers, should cai•efiilly
consider the findings of this study. The use of the tele=
phone for nou-crisis counseling is on the "cutting
edge," and the results of this study point to several key
recommendations for the industry as it moves forward
in this new arena.

Foremost, tl~e findings indicated 89.0 percent of
CCS~OIIC{C11tS WIlO used telephone CO11SL1Itat1011 WOLlIC~
use this service again. This is very important for
human services providers, as they have Ueen hesitant
to offer this type of service to their clients. This type
of service certainly would benefit external EAPs when
providing services to clients over a large distance,
including those who serve employees stationed out-
side the United States.

Another significant finding for tlzc human services
industry is the importance that respondents placed on
the availability of the type of consultation service they
used. Telephone consultation was used Uy 80.5 percent
of respondents because of availability, 86.4 percent
because it provides quick access to service, and 87.3
percent because of convenience. In today's fast-paced
society, EAPs need to consider how they can Uest meet
the needs of their clients.

The availability of telephone consultation was
especially important to respondents from suburban
areas. Slightly more than nine in 10 (90.5 percent)
suburban respondents said availability was important,
while only 68.8 percent of urban and 57.1. percent of
rural respondents agreed. Providers should certainly
take into consideration the needs of this group regard-
ing availability.

As for those who engaged in face-to-face consul-
tation, 90.2 percent said they would use this service
again in the firture. Face-to-face consultation was used
because it was felt ro be more easily personalized and
more comfortable Uecause it allows the client to see the
person to whom he/she is speaking. Thus, it will be
important to continue offering face-to-face consulta-
tion, but to consider using telephone consultation as
an alternative service.

It is riot surprising that some people favor one
type of service over the other. For example, women
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were twice as likely as men (80 percent versus 40 per-
cent) to say that face-to-face consultation assured
greater privacy than telephone consultation. Job status
also plays a role in determining which type of consulta-
tion aclient will use: Appro~cimately two-thirds (64.3
percent) of managerial respondents said "other rea-
sons" than those surveyed in this study affected their
decision to use face-to-face consultation, while only
one in five (20.7 percent) non-managerial respondents
responded likewise (the "other reasons" were not
explored). Providers need to take these differences into
consideration when determining what type of service
to offer their clients.

Clearly, more research needs to be conducted in
this area to further clarify the reasons clients use face-
to-face consultation or telephone consultation. For
example, it would be beneficial to survey the sample
population shortly after the consultation has taken
place. This would enable clients to better and more
accurately recall their experiences and would ensure
fewer, if any, incorrect responses. Another option
would be to track clients who use consultation services
frequently and have a choice of face-to-face or tele-
phone consultation. This would allow researchers to
determine whether clients are using the same type of
service or switching types, and why they are doing so.

Conclusion

This joint venture between the University of
Maryland, Baltimore and Ceridian was fruitful for Uoth
parties. It produced specific recommendations for a
major player in the employee assistance field and
allowed student researchers to gain vital knowledge of
issues affecting EAP service delivery.

EAPs are using the fruits of technology to better
serve their clients in a changing and global world econ-
omy. The profession needs to develop standards to keep
up with the changing face of service delivery and ensure
quality of care rather than simply responding to the
trends of the moment or criticizing technology without
a solid research base to warrant such skepticism.

Dale Masi chairs the EAP program within the School of

Social Work at the Unives^sity of Ma~^ylcznd, Baltimore.

Michael Freedman is a doctoral candidate in the School

of Social Worh.
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n the midst of a sea of change,
sometimes iYs good to revisit the
past to help understand the pre-

sent and plan for the future.
Recently, the Employee Assistance

Certification Commission (EACC)
held atwo-day strategic planning
meeting during which the commis-
sioners performed a SWOT analysis—
strengths, weaknesses, opportunities,
and threats—of the Certified
Employee Assistance Professional
(CEAP) credential. As part of that
analysis, the commission reviewed the
documentation that laid the founda-
tion for the credential in the 1980s.
The commissioners also discussed
many of the same issues that were
identified when the credential was first
conceived, including the concept of
"credentialing" and the role and
responsibility of the EACC in estab-
lishing, monitoring, and maintaining
the professional standards that the
CEAP credential represents.

In 1985, when EAPA (then
ALMACA) began planning and devel-
oping the framework for the CEAP
credential, the association conducted a
great deal of research to understand
whaC would be involved and how to
go about doing it. The research was
intended partly to clarity the broader
framework of credentialing. The term
"credentialing" refers to any formal
recognition of professional or technical
competence. The defining criteria of
credentialing include the following:
• Credentialing assures quality by

monitoring institutional, educa-
tional, and professional standards.

• Credentialing confers an occupa-
tionaUprofessional identity.

Certification
Update

the LEAP Credential

• Credentialing seeks to protect the
public by assuring standards of
practice.

• Credentialing establishes profes-
sional idenlicy, area of practice, and
standards of performance.
Credentialing includes the follow-

ing processes: certification, a voluntary
process by which an association or
nongovernmental agency recognizes
an individual who has met certain pre-

The CEAP credential
continues to identify for
the public and the
profession the certified
practitioner who is
qualified to provide
EA services.

determined requirements or qualifica-
tions; accreditation, the process by
which an agency or organization rec-
ognizes an institution that has met
certain predetermined criteria or stan-
dards; and licensure, a process by
which a government agency grants the
legal right to practice.

As a result of its research, EAPA
established the EACC, which devel-
oped the CEAP credential to certify
individual practitioners. At that time,
a key challenge facing the EACC in
developing the credential was to
ensure that it reflected and strength-
ened the "philosophical kindred
alliance" between the EA profession
and the business, union, employee,

by Steve Haught, LEAP

alcohol and drug abuse treatment,
and human resources communities.

The LEAP credential was intended
to identify and promote this alliance.
By defining the scope of EA practice as
business-oriented and not in terms of
health care delivery, the credential
would help place the EA professional
in 

a position to provide, monitor,
select, and evaluate sezvices from a
cost-benefit perspective. Work organi-
zations would view this as a valuable
capability.

Today, 15 years after the establish-
ment of the CEAP credential, the
EACC is taking a fresh look at the EA
profession and the scope of _practice.
What the commission has discovered
is that very little has changed at the
core of the EA scope of practice. The
Role Delineation Study, conducted in
1999, reaffirms that EA professionals
work with organizations to address
productivity issues and with employee
clients to identify and resolve personal
concerns.

The commission's strategic plan-
ning process, meanwhile, showed that
innovation, growth, and change are
occurring in the environment where EA
professionals practice. While technol-
ogy and the demands of the business
community have altered the way the
EA profession delivers its services, the
core services themselves remain essen-
tially the same. The CEAP credential
continues to identify for the public and
the profession the certified practitioner
who is qualified to provide EA
services. Q

Steve Haught is chairman of the Employee
Assistance Certification Commission.._
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On the
Labor Front

The Addiction Awareness Program:
ACost-Effective Modality
by Jack Dempsey, CEAP, and Ken Serviss, CEAP

ince the 1980s, we have got-
ten lost in the idea that wor-

rying more about levels of

certain substances in our

workers' bodies than about equipment

at the job site will create a safer work-

place. We have. found, however, that
testing alone will not attain this goal.

Included with testing should be poli-

cies designed to rehabilitate workers
and help them re-enter the workplace

as soon as possible.

Prior to 1993, no such policies
existed between the Philadelphia

Building and Construction Trades and
the major Delaware Valley refinery

companies, meaning that union mem-

bers were terminated upon confirma-
tion of a positive drug test. In 1993,

the Coalition for a Uniform Drug and

Alcohol Program (CUDAP) was

formed to bring the two groups

together and help them develop mutu-

ally agreeable drug testing, rehabilita-

tion, and re-entry policies:

The policies Chat emerged from

these negotiations guaranteed union

members access to rehabilitation if

they tested positive for drug use and
reinstatement to their jobs upon com-

pletion of the recommended treatment
plan and a negative drug screening.
These policies, in turn, created a whole

new set of proUlems for the local

unions and the various health and wel-

fare offices that pay for services ren-

dered by outside treatment providers.

At the time, the most cost-effec-

tive treatment program available to

members who failed a urine test was
an intensive outpatient rehabilitation
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program lasting a minimum of six

weeks and costing $2,400. This pro-

gram kept workers away from their

jobs (and paychecks) for at least. six

weeks, at an average loss in wages of

$3,000. It also cost local unions a dues

loss of $312 per Failed drug test, cost

their health and welfare plans $1,000,

and cost their annuity plans $720.

As EA professionals, we all know

that a failed drug or alcohol screen is

not necessarily indicative of an addic-
tion or abuse problem, meaning that

an employee may not meet the criteria

for inpatient or intensive outpatient

treatment. Faced with this dilemma,

the Allied Trades Assistance Program

and the Philadelphia Mental Health

Clinic developed the Addiction

Awareness Program. This program,

comprising four group sessions, is

designed for union members who test

positive on drug screens but are not,
for various reasons, appropriate for

admission to intensive addiction reha-
bilitation programs.

The group sessions are educational

in nature, using lectures, videotapes,

and discussions to explain the symp-

toms of alcoholism and addiction, the

disease concepts of addiction, the types

of testing policies and the advantages

and disadvantages of each, and the

goals and principles of Alcoholics

Anonymous and Narcotics Anonymous.

Skilled addiction specialists develop an

assessment of each participant and

report their evaluation in a discharge

summary, which is sent to the employer
when the employee completes a nega-

tive drug screen and returns to work.

How cost-effective is this pro-
gram? From February 1999 to

February 2000, 103 employees who

tested positive on drug screens quali-

fied for the Addiction Awareness

Program. Had the program not been

in place and the employees instead
been enrolled in the outpatient reha-

bilitation program described above,

treatment for the 103 employees

would have cost the health and wel-

fare offices $247,000. The employees,

meanwhile, would have lost $309,000

in wages and $103,000 in benefit

hours; their unions would have lost

more than $32,000 in dues; and their

annuity plans would have lost more

than $74,000..The total cost: more

than $765,000.

By developing the Addiction

Awareness Program, the employers

and unions have accomplished three

major goals: (1) union members are

receiving the type of treatment they

need, (2) employees are missing fewer

days of work, and (3) the cost of treat-

ment has dropped significantly.

Because of this program and others

like it, union members increasingly are

being viewed by management as more

productive because of their apprecia-

cion and respect for adrug-free work-

place. Union members helping union

members—ultimately, that is what life

as a union member is all about. Q

Jack Dempsey is executive director of the Allied
Trades Assistance Program and serves as labor
director on EAPA's Board of Directors. Ken
Serviss is clinical director of the Allied Trades
Assistance Program.



News
briefs

EAP-Directed Substance Abuse Program
Enjoys Nigh Success Rate

review of eight large
employers that provide
generous mental health
and substance abuse bene-

fits to their employees found that while
most were disappointed with their
inability to prevent employees with
addiction disorders from "bouncing"
between repeated episodes of inpatient
rehabilitation or detoxification treat-
ments without utilizing appropriate
aftercare treatment, one enjoyed con-
siderable success by establishing its
own substance abuse provider network
under the direction of its internal
employee assistance program.

The review, conducted by the
Washington Business Group on Health,
was commissioned by the Office of
Personnel Management (OPM), the
U.S. government's human resources
agency. In June 1999, President Clinton
directed OPM to implement parity for
mental health and substance abuse cov-
erage in the Federal Employees' Health
Benefit Program (FEHB) by 2001. OPM
asked the Washington Business Group
on Health to bring together several
large employers to share their experi-
ences and recommendations for
addressing parity in mental health and
substance abuse benefits.

The eight employers, which
together represent more than 1.2 mil-
lion workers, all use a managed behav-
ioral care approach in their employee
health plans.

Although nearly all of the employ-
ers provide mental health care benefits
that are comparable or nearly compa-
rable to the benefits they provide for
physical ailments, most impose limits
on treatment for substance abuse. The
purpose of these limits is to prevent
the so-called "revolving door" phenom-
enon of repeated inpatient hospitaliza-
tions without completion of outpatient
aftercare. Some employers also are
unwilling to spend precious health

care resources on employees they
believe are likely to relapse.

To address substance abuse among
its employees, one of the eight employ-
ers has established its own substance
abuse provider network under the
direction of its internal EAP. While the
company limits employees to one life-
time substance abuse treatment episode,
its program enjoys a high success rate
(70 percent to 80 percent), in large part
because the EAP closely supervises
treatment and maintains high quality
standards for network providers.

Copies of the review, "Large
Employer Experiences and Best
Practices in Design, Administration,
and Evaluation of Mental Health and
Substance Abuse Benefits: A Look at
Parity in Employer-Sponsored Health
Benefit Programs," can be downloaded
from the OPM Web site at
www opm.gov

Report Urges Employers
to Help Children Learn

Businesses should take an active
role to encourage literacy among chil-
dren in their community, including
establishing preschools and child care
centers at worksites, to help ensure
they have an adequate supply of
skilled workers in the coming years,
according to a report issued by the
Child Care Action Campaign (CCAC),
a nonprofit organization dedicated to
quality child care and education.

The report, "Preparing the
Workers of Tomorrow: A Report on
Early Learning," notes that nearly half
of U.S. businesses already provide
some sort of remedial education for
their workers, although two-thirds of
such workers are high school gradu-
ates. To alleviate the burden of teach-
ing reading, writing, arithmetic, and
English to employees, the CCAC
encourages employers to use their

resources to improve the educational
experiences of children even before
they start school.

"New research on brain develop-
ment shows that children's mental and
emotional capacities are built in the first
three years of life," the report states.
"Quality child care that encourages suc-
cessful, age-appropriate early language
experiences prepares children fora life-
time of peak performance socially, acad-
emically, and professionally."

The report urges employers to
improve children's literacy skills by—
• Encouraging employees who are

parents and grandparents to read
to, and write with, their children
and grandchildren.

• Establishing a lending library in the
workplace so employees can take
books and other reading materials
home to their children.

• Establishing high-quality, educa-
tional preschools and child care
centers at work sites and offer after-
school programs for employees'
children.

• Allowing employees to use paid
time each month to volunteer as
reading tutors at local schools or
child care centers.

• Provide books, videos, consultants,
and other resources to child care
centers and preschools. Refurbish
their libraries and reading centers,
and help them modernize their
teaching materials and equipment.
"Right now, 10.3 million

preschoolers are in child care on a full-
or part-time basis," the report con-
cludes. "Most are there because their
parents or their only parent works.
[But] quality care costs more than most
parents can afford. Businesses can help
build America's future workforce by
recognizing that the foundation of chil-
dren's learning is laid in the earliest
years and by shifting the community's
focus toward providing appropriate,
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high-quality educational experiences
for children from birth to grade 12,
noc just kindergarten to 12."

Downsizing Hurts Those
Who Keep Their Jobs

While job cuts may streamline an
employer's operations and make the
company more efficient, they also can
impair the physical and emotional
health of employees who survive the
process, according to a study by
Finnish psychologists.

The study, reported in the April 8
issue of the British Medical Journal, inves-
tigated changes in work responsibilities,
social relationships, health behaviors,
and the incidence of sick leave among
764 employees who survived a large
workforce reduction in the Finnish town
of Raisio. The study included data from
the two years before the job cuts began,
the downsizing period itself, and the
two years after the last job was cut.

The researchers found that
employees in work groups that experi-
enced job cuts were more than twice
as likely to take sick leave as employ-
ees in groups that suffered no such
cuts. Increased workloads, reduced
decision-making authority, and insecu-
rity about future job cuts explained
much of the increase in sickness rates,
but a considerable proportion of the
rise in sick leave could not be
explained by any of the factors mea-
sured. The researchers also found that
downsizing was associated with lower
levels of support from spouses and an
increased prevalence of smoking
among those who already smoked.

"Although the association between
organizational downsizing and the
health of employees has been shown

(% of respondents)

previously, much remains to be discov-
ered about the mechanisms through
which downsizing affects health," the
study report states. "The increase [in
sick leave] was not only mediated
through job insecurity, which is the
expected correlate of threatened job
loss, but also through changes in other
psychosocial work characteristics.

The study report, "Factors
Underlying the Effect of Organizational
Downsizing on Health of Employees: A
Longitudinal Cohort Study," can be
downloaded from the Web site of the
British Medical Journal at wwwbmj,com.

Employers Taking Steps to
Halt Workplace Violence

Employers are becoming more
aware of the impact of workplace vio-
lence and are taking steps to prevent
it, including referring potentially vio-
lent workers to employee assistance
programs, according to a recent sur-
vey of nearly 700 human resource
professionals.

The survey, conducted by the
Society for Human Resource
Management (SHRM), found that four
of five workplaces have drafted policies
regulating firearms on their premises
and seven of 10 have developed rules
addressing workplace violence. Nearly
three-quarters have installed security
systems to control building access,
slightly more than one-third train man-
agers and supervisors to identify the
warning signs of violent behavior, and
9 percent help employees obtain
restraining orders against potential
aggressors.

Employers are taking these and
other measures in response to rising
levels of violence in the workplace,

Responses to Employees'
Threats of Violence

Termination _~

Suspension >, •

Referral to EAP =~~

No set procedure

Mandatory counseling

Probation

Source: Society for Human Resource Management, 1999
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including verbal threats, the most fre-
nuently reported act of violence (41
percent), and pushing and shoving (19
percent). Personality conflicts con-
tributed to more than half of violent
incidents, while family or marital prob-
lems and work-related stress played a
role in a third and a quarter, respec-
tively, of such acts.

The survey covered the period
from January 1996 to July 1999, dur-
ing which time 57 percent of the
workplaces represented in the survey
recorded an incidence of violence. A
1996 SHRM survey covering the pre-
vious 30 months found that 48 per-
cent of workplaces had witnessed a
violene act.

On-line Health Products
Firm Buys Performance
Resource Press

Lifescape, LLC, a provider of on-
line mental health products and
resources to businesses, academic insti-
tutions, managed care providers, insur-
ance plans, and other organizations,
announced in March that it is purchas-
ing Performance Resource Press (PRP),
a leading supplier of employee assis-
tance and student assistance materials
to workplaces and schools.

Lifescape will acquire all entities of
PRP, including ownership of its video
library and printed materials. PRP pub-
lishes the EAP Digest and the Student
Assistance Journal as well as numerous
pamphlets, posters, and resource
guides on topics ranging from eating
disorders to improving family relations
to managing personal finances. PRP
also organizes the National Student
Assistance Conference, which draws
more than 1,000 attendees annually.

Lifescape, LLC comprises
Lifescape.com, Lifescape Advantage, and
Lifescape Professional. Lifescape.com
offers news articles, clinical information,
and assessment tools, while Lifescape
Professional provides clinical and prac-
tice management tools and educational
products to professionals in private and
group practices, integrated delivery net-
works, and community mental health
centers. Lifescape Advantage offers cus-
tomized Web sites and services to large
and small businesses, health plans,
insurance companies, universities,. and
schools. Q



Constructive
Confrontation

The Integration of EAPs and Managed
Care : Who's Wagging Whom?

few months ago, I listened
for the first time to a set of
audiotapes from the 1991
EAPA Annual Conference.

One of the sessions featured Jack
Dolan, formerly a partner in Brownlee
Dolan Stein, and Richard Hellan, for-
mer co-owner of Personal Performance
Consultants, sharing their expectations
for their EAP organizations, which had
been acquired by companies whose
primary business was providing man-
aged behavioral health care.

Both men had been instrumental
in the development of the external
EAP marketplace. Both acknowledged
the necessity for change and the
ineviCability of consolidation within
the behavioral health care industry.
And both expressed the belief that in
the process of merging EAPs with
managed behavioral health care, EAP
delivery models would be sustained.

In retrospect, both were right—
except on the last point.

In theory and occasionall in
ractice, mer in t e unctions o

EAPs and manage e avioral health
care results in better care. From a
health care delivery system and from
an employer's perspective, it is highly
desirable to integrate information
related to the work environment into
care management decisions.

The absence of such integration.
leads to care management decisions
that drive up employer expenses.

According to the UNUM Life
Insurance Company, employer disabil-
ity costs for mental health and sub-
stance abuse rose 335 percent from
1989 to 1995. David Dintenfass,
behavioral practice leader at Price
WaCerhouse-Coopers, has written that
one of the reasons fox Chis increase is

The integration of EAPs
and managed care may

seem like a minor
administrative issue, but

it can have significant
ramifications for

America's employers.

the delay in receiving, and sometimes
the denial of, necessary care.

A simplistic approach to this
problem is to finger managed care as
the culprit. But blaming the managed
care industry misses the point that
managed care companies are hired by
employers and labor unions to control
costs.

Large organizations have a very
strong tendency to operate "silotically,"
The term "silotic," which I hope will
someday be a real word, refers to silos,

by Ken Collins, LCSW, CEAP

those massive, multi-story structures
that stand relatively close to one
another on the agrarian landscape.
Silos perform an important function in
the farm economy, yet they are com-
pletely disconnected from each other.

Corporate silos do the same as
their rural counterparts, and in the
process they create massive obstacles
to integration. For example, try to
manage disability costs when workers'
compensation reports through corpo-
rate finance and EAPs report through
the medical deparement and benefits
design and administration have sepa-
rate reporCing tracks through the
human resources department. Or try
to address the behavioral concerns of
an organization without the over-arch-
ing leadership and vision required to
connect the silos and prevent one tor-
porate unit from meeting its objective
at the expense of another.

Within the behavioral health care
marketplace, which is now dominated
by five vendors who control three-
fourths of the business, there is enor-
mous pressure to achieve operational
efficiency and economies of scale. In
the absence of purchasers who have
the capacity to make coherent and
informed decisions about employee
assistance and managed care, there has
been enormous growth in the last few
years in "integrated EAP/managed care"
products. Two years ago, Monica Oss
re~~orted in Open Minds that while
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enrollment in stand-aloneEAP~

increased by an annual average of 6
percent through the 1990s, enrollment
in integrated products increased at a
rate of 32 percent.

The problem here is that the
EAP model in this configuration is

~r11 too little differentiated from the man-
~Ob aged care o eration and tom

etached from the workplace to cap-
ture the worcp ace m ormation and
provide the insight needed to steer
the managed care process. For exam-
ple, an employee who calls the 1-800
number is referred to a local EAP
affiliate unless there is an emergent
issue identified in the triage process.
The local EAP affiliate has no rela-
tionshi with the emplo er's human

resources staff an no particular rea-
son to e concerne a out t e
amount o time t e em to ee s ends
on s ort-term disability leave.
Meanw i e, t e care manager may
not even know that the employee
isn't at work, especially iF this occurs
subsegtienc to the referral.

In a worst-case situation, a
depressed employee goes on sick
leave and is seen for an hour per
week by the EAP or by a therapist to
whom the employee is subsequently

referred. While there are no guaran-
tees that hold true for every case,
most emnlovees would return to work

a lot sooner if they received several

hourly sessions per week during the
time the are off work.

More evidence o the silo effect
can be seen when there are 'ol b perfor-

mance problems. Studies conducted at
Boeing and elsewhere have shown that
when there 's an aversive relationship

between the employee and the super-
visor or a co-worker, the employee
takes much longer to return to work

once he or she oes on disability
eave. In companies that have an on-

site EAP, standard practice would be
for the su ervisor to consult with the
EAP be ore making a referral or for the
EAP to reauest authorization from the
employee to speak with the supervisor
if the EAP becomes aware of a job per-

formance issue or other worksite fac-
tor that would exacerbate the
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employee's problems) and lengthen
the absence.

The integration of EAPs and man-
aged care may seem like a minor
administrative issue, buc it can have
significant ramifications for America's

employers. A study conducted by the
MEDSTAT Group, the Institute for
Health and Productivity Management,
and the American Productivity and

Quality Center estimated that "direct

and indirect health and productivity
costs" now average $13,277 per

employee. In other words, for every

1,000 employees, more than $1.3 mil-
lion are in play.

Health care accotu~ts for nearly

half this figure. The other half repre-
sents mostly the cost of employee
turnover (37 percene) and absenteeism

(8 percent.). Thus, the $20 to $25 per

person spent annually on an EAP
potentially can influence the $1,062 in
absenteeism, the $6,240 in health care
expenditures, and the $4,912 per year
in employee replacement costs.

A number of employers use on-
site EAPs to manage their employee
substance abuse and outpatient mental
health benefits. Not only do these
companies save millions of dollars per
year in direct mental health and sub-
stance abuse claims, they also pay sig-
nificantly less for EAP and behavioral
health care benefits than companies
that do not functionally integrate the
EAP and any part of the behavioral
health benefit. There is reason to hope
that companies, faced again with dou-
ble-digit inflation in their .health care
expenses, will cake a closer look at the
behavioral health care products they
are purchasing and realize the latent
opportunity for a whopping return on
investment that can result from a
properly configured EAP and care
management integration. Q

Ken Collins is an independent behavioral health
care consultant, He can be reached by phone at
(925) 258-0457 or by e-mail at
kenneth. collinsQatt. net.
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And, you'll...

GREAT VALUE •Save Money
• Reduce Administrative Overhead
• Decrease the Burden of Managing Data

cA"A OFPao~aa
CaseManagrer

The easy-to-use, Windows compatible,
EAP Information Management System

LABOR SAVING OFFICE AUTOMATION GROUP
(949) 831-6680
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EA Pros in Government
Form New Interest Group

A new EAPA special interest group,

EAPs in Government, held its first

meeting at the 1999 EAPA Annual

Conference. The group, which is open

to employee assistance professionals in
all government settings, will meet
again at the 2000 EAPA Annual
Conference in New York.

An announcement of the forma-
tion of EAPs in Government is posted
on the EAPA Web site in the
"Members" section. Included with the
announcement are the minutes of the
meeting in Orlando and a survey form
that can be downloaded. Those who
complete the survey and return it to
EAPA will be placed on a mailing list
to receive more news about the group.

For additional information,
contact Bob Stevens at rlbstevens@
yahoo.com.

EAPA Needs Volunteers to
Review Resource Materials

The EAPA Resource Center

Advisory Committee is seeking volun-

teers to help update the Resource
Center's inventory of products and
ensure that new materials meet pro-
fessional standards for quality and
accuracy.

The mission of the EAPA
Resource Center is to meet the
demand for quality information and
materials from EAPA members, other
employee assistance professionals, and
the general public. The center distrib-
utes guides, booklets, information
packets, and other materials, some
developed by EAPA and others
acquired from outside sources.

The advisory committee hopes to
enlist a large number of EAPA mem-
bers with different training and work
experiences who can bring a variety of
perspectives to the peer review

process. Volunteers will examine exist-
ing materials to determine whether
they need to be revised, review mate-
rials under development for content
and accuracy, and evaluate outside
materials for possible acquisition.

EAPA members who wish [o put
their experience and knowledge to use
helping the employee assistance pro-
fession are urged to visit the EAPA
Web site, www.eap-association.org,
and read the review process guide-
lines.

Petenbrink Named to Head
EAP at Florida College

Florida International University
(FIU) has hired Nancy Petenbrink, an
EAPA member, to direct its new Office
of Employee Assistance.

Petenbrink recently moved Co
Florida after 16 years in California,
where she implemented and directed
EAPs for Chevron, Anheuser-Busch,
the city of West Hollywood, and sev-
eral other employers. She has run her
own consulting firm, Professional
Employee Assistance Consultants,
since 1987.

The Office of Employee Assistance
will be responsible for serving nearly
2,600 employees at FIU's two cam-
puses in the greater Miami area. FIU's
student enrollment tops 31,000.

EAPA Australia Chapter
Launches New Branch

EAPA's Australia Chapter opened

its doors to several doctors, human
resources managers, psychologists,
and employee assistance professionals
late last year when it launched its New
South Wales (NSW) branch. Ken
Neilson, president of the Australia
Chapter, and Tony Buon, chapter vice
president, were on hand at the open-
ing luncheon to welcome attendees
and discuss the CEAP credential:

Inside
EAPA

The new branch already has sev-
eral events planned for 2000, inchid-
ing apresentation on the latest
research on cannabis (marijuana)
abuse and a discussion of work/family
issues and the "corporate dad."

Information about the NSW
branch and its professional develop-
ment meetings can be obtained by
calling Lis Clough at (02) 9221-1166
or by e-mailing her at lisc@eap.com.au.

North Carolina Chapter
Bestows Honors on Threes

The LAPA North Carolina
Chapter recently honored EAPA
President Greg DeLapp and two of its
members for their contributions to the
employee assistance field.

The chapter presented President's
Achievement Awards to DeLapp (lefC,
holding pecan pie and iced tea) and
George "Bill" Crawford (right), a past
chapter president. The chapter also
named its current president, Elaine
Jenkins (third from left), the Outstand-
ing Member of the Year. Karen Molli,
who chairs the chapter's Nominations
Committee, is second from left.

The awards were presented at the
chapter's annual conference in March
in Charlotte, N.C.

Gill Competes in 1Alorld
TYiathlon Championship

EAPA member Dodie Gill, EAP

director for the Arlington (Va.) Public
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Do you have a client who seems to be
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Our workshops
can help.
Cottonwood's intensive experiential
InnerPath workshops address family of origin
issues, grief and loss, trawna, addiction,
depression, relapse, relationships and anger.

Cottomvood provides complete adult and
adolescent inpatient services:
• llual lliagnosis •Addiction •Behavioral Health ~
• Trauma •Gambling •Sexual Issues

Gorporale workshops and professional
training also available. 
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4110 West Sweetwater Drive •Tucson AZ 85741
~nv~v.cottonwooddemcson.com

Internationally reco~nir.ed and exceptionally successfiil • JCAHO Accredited with commendalioii

Assessment

The CAAPE interview

is designed to provide

diagnostic information

for substance abuse 
.Document DSM-IV substance disorder diagnosis

and those mental health
disorders likely to •Cover symptons for 6 prevalent Axis I disorders

interfere with treatment •Assess indications for 7 personality disorders

and recovery. •Concise documentation of findings

Contact us for samples and ordering~~°'~ ~ information about other assessment tools.
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PO Box i73o5 • Smithf eld, Rl • ozg~~
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Schools, participated in the 2000
International Triathlon Union World
Championship in Perth, Australia, on
April 30, finishing 14th in the
women 45+ age group. Gill, who
started competing in triathlons only
six years ago, qualified for the world
championship by finishing 10th in her
age group at the U.S. Triathlon
National Championship last fall in St.
Joseph, Mo.

Friends raised more than $2;200
to enable Gill to travel to Australia for
the world championship. "It's the first

time in my life I've taken two weeks
off from work," she said. "I highly rec-
ommend it."

The triathlon, which consists of
swimming, bicycling, and running
competitions, was approved by the
International Olympic Committee as a
recognized event for the 2000
Olympic Games in Sydney, Australia.

San Francisco Chapter
Recognizes Griffith

The EAPA San Francisco Chapter
presented Marlin Griffith with the
Sullivan Award, named in honor of the
chapter's founder and EAPAs second
president, at its "Home for the
Holidays" celebration in December.

The Sullivan Award is given to
chapter members in recognition of
outstanding service to the chapter and
the employee assistance field. Griffith
is the eleventh person to receive the
award since its establishment in 1978.

Griffith (kneeling at left) is shown
ae the celebration along with Mike
Webb (kneeling, center) and Bryan
Lawton (kneeling, right). In the back

row are (left to right) Jim Comstock,
George Cobbs, Tamara Cagney, Susan
Batchlor, Ben Tate, Tom Bjornson, and
Celina Pagani-Tousignant. Q



Sundown M Ranch
Established 1968

The oldest residential alcohol and drug addiction treatment center in the state of Washington
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Our costs are the most reasonable
in the nation. A 21-day inpatient
ADULT stay is $2730 or $130 per
day. A 28-day inpatient ADO-
LESCENT stay is $4760 or $170
per day. These prices include
psychiatric and medical consul-
tation, family counseling and
family room and board. Treatment
is covered by most insurances/
managed health care.

Our Experience

Sundown M Ranch has been in
operation since March 1968.Over
50,000 adults and adolescents
afflicted with .the disease of
alcoholism and drug addiction
have been led back to sober,
productive lives by our dedicated,
well-trained professional staff.
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Are Britain's Drug Laws Too Harsh?
by Don Lovoie

ver since then-President

George Bush declared "war"

on drugs, the U.S. Congress

has obliged by mandating

stiffer penalties for drug possession

and distribution and appropriating

ever-larger sums and resources to wage

the battle. But the United States is
hardly alone in its enthusiasm for

combating drug use: Britain has some
of the strictest drug laws in Europe,
including prison terms of up to seven

years for possession of heroin and

cocaine and up to five years for

cannabis (marijuana).

These sentences were established

by the Misuse of Drugs Act, which

Parliament enacted in 1971 in

response to reports that Britain had
slightly more than 3,000 known drug

addicts. Yet the tougher penalties seem

to have made the situation worse

rather than better. By 1996, just 25
years after the Misuse of Drugs Act

took effect, the number of addicts in

Britain had risen more than 1,000 per-

cent, to 43,372.

To identify the reasons for the

dramatic increase in drug addiction,

Britain's Police Foundation established

an expert commission of academics,

politicians, and police officials to con-

duct astudy of the country's drug

laws. The study concluded Chat there

is "no evidence" that harsh penalties

deter drug traffickers or affect the sup-

ply of drugs, and called for the 1971
law to be overhauled.

Specifically, the commission's
report, "Drugs and the Law," recom-
mends that prison terms for people
caught. using Class Adrugs—heroin
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and cocaine—be reduced Erom seven
years to one year and imposed only
after treatment and community pun-
ishment have failed. The report also
urges that Ecstasy and LSD be down-
graded from Class A to Class B (which
includes amphetamines) and penalties
for possession be cut from five years to
a cash fine. Cannabis, currently a
Class B drug, should be reclassified as
a Class C drug (along with anabolic
steroids), and prosecutions should be
limited to persistent offenders.

"Imprisonment is not a propor-
tionate response to the vast majority of
possession offences," said Viscountess
Runciman of Doxford, who chaired
the commission. "A prison sentence
should be abolished as a penalty for
most possession offences."

Many Britons apparently agree. A
poll of more than 1,600 people aged
16 to 59 found that only one-third
consider cannabis to be as harmful as
heroin or cocaine and half chink it
should not be illegal. Less than 1 per-
cent think targeting cannabis users
should be a police priority,

Employers and unions generally
feel the same as the public and mainly
agree that the country's drug laws
deserve serious consideration. But it
was clear from the start that the gov-
ernment was not in the mood to be
seen as going soft on drugs, so a full
debate never really took place.

"If you relax legislation in this area,
I am concerned that consumption will
go up, with medical implications
included with that," said Charles Clarke,
Britain's police minister. "It would be
bad for people and bad for society."

But an open debate on Britain's
drug laws may still be coming. In
1995, Britain introduced athree-year
national strategy on drug misuse,
"Tackling Drugs Together." The new
Labour Government then released a
10-year slrateg}; "Tackling Drugs to
Build a Better Britain." Neither of these
plans called for a change in the coun-
try's drug laws, but they did focus
attention on the two drugs that cause
the most harm in society—heroin
and cocaine.

Britain's current drug strategy
dovetails with other government
efforts to combat social exclusion. The
strategy has four elements: working
with young people to prevent their
involvement with drugs, working with
communities to cut anti-social behav-
ior, treating those who already have a
drug problem, and stifling the avail-
ability of drugs on the streets.

The workplace has a role to play
in making this strategy work. EAPs
must work with employers and
employees to reduce the demand for
drugs and ensure that the workplace
is a safe environment. We also must
serve our communities by providing
role models for young people,
offering them a future, and giving
them a reason to avoid harmful drug
misuse. Q

Don Lavoie is a clinical psychologist and director
of the Substance Misuse Advisory Service in
England. He was trained in the United States,
but has lived in London since 1986. He has
been a part of the EAP movement in the United
Kingdom and also has worked in health care
and government



EACC-Approved
Conferences and
Workshops

Sponsor: EAPA Central Texas Chapter
Contact: Debra Elliott, (512) 933-8381
EAP Policy Development (1.5 hrs)

July 13, Austin, Texas
Reducing Emotional Intensity (1.5 hrs)

Aug. 10, Austin, Texas
ADA Issues in the Workplace (1.5 hrs)

Sept. 14, Austin, Texas
Coping With Aging Parents (1.5 hrs)

Oct.12, Austin, Texas
Innovative Treatment of Eating Disorders (1.5 hrs)

Nov. 9, Austin, Texas
Exploration of Ethics in EAP, Part II (2 hrs)

Jan. 11, 2001, Austin, Texas
Engaging Chemical Dependency Clients in Texas
(2 hrs)
Feb. 8, 2001, Austin, Texas

Sponsor: EAPA Los Angeles Chapter
Contact: Anne Salzman, (310J 829-4429
Fear of Flying/Public Policy Report (2 hrs)

July 26, Los Angeles, Calif.
Outcome Studies and Substance Abuse Treatment

Innovations (2 hrs)
Aug. 23, Los Angeles, Calif.

The Making of a Psychologist (2 hrs)
Sept. 27, Los Angeles, Calif.

Adults With ADD: Part II (2 hrs)
Oct, 25, Los Angeles, Calif,

Hate Crimes in the Workplace (2 hrs)
Dec. 13, Los Angeles, Calif.

Sponsor: EAPA Northern Ohio Chapter
Contact• Margie Roop, (330) 670-9650
Gingko and Other Alternative Treatment Methods
(2 hrs)

July 21, Cleveland, Ohio
Midlife Crisis (2 hrs.)

Aug. 18, Cleveland, Ohio
EAP Assessments/Screening (2 hrs)

Oct. 17, Cleveland, Ohio
Domestic Violence in the Workplace (2 hrs)

Nov.17, Cleveland, Ohio
EAP Trends for the Millennium (2 hrs)

Dec. 15, Cleveland, Ohio

Sponsor: Eastwood Clinics
Contact: Bonita Pedrosi, (810) 753-0405
Treating Sexual Addiction (3 hrs)

Sept. 8, Madison Heights, Mich.
The Healing Force of 12-Step Programs (3 hrs)

Sept. 22, Madison Heights, Mich.
Daring to Get the Lives That Gays and Lesbians

Deserve (3 hrs)
Oct.13, Madison Heights, Mich.

Recognizing Diversity as an Integral Part of
Treatment (3 hrs)
Nov. 3, Madison Heights, Mich.

Sponsor: Medical College of Wisconsin
Contact: Dr. Carlyle H. Chan, (414) 257-5995
Strategic Interventions in Short-Term Couples

Therapy (15 hrs)
Improvisational Acting for the Helping Professional
(15 hrs)

Advanced Neuropsychology/Assessment and
Treatment (15 hrs)

Medicine and Psychiatry (15 hrs)
July 24-28, Egg Harbor, Wis.

Women's Mental Health Issues (15 hrs)
Pharmacotherapy of Mood and Anxiety Disorders
(15 hrs)

Consulting With Executives: Coaching, Counseling,
and Consultation Strategies (15 hrs)
July 31-Aug. 4, Egg Harbor, Wis.

Treating the Difficult Patient (15 hrs)
Treating Anger-Associated Aggressive Children and

Youth (15 hrs)
Update on Biological Treatments (15 hrs)

Aug. 7-11, Egg Harbor, Wis.

Sponsor: Minnesota Employee Assistance
Program Administrators and Counselors

Contact: BarUara Hove, (612) 936-7730
Avoiding the Frenzy of the Fast Lane (1.5 hrs)

July 26, Minneapolis, Minn.
Alternative Therapies for Psychiatric Conditions

(1.5 hrs)
Sept. 27, Minneapolis, Minn.

Sponsor: Problems of Addiction in Labor
and Management (PALM)

Contact: Douglas Maguire, (213J 738-8864
Medical Issues, Chemical Dependency, and Other

Addictions (2.5 hrs)
July 18, Orange County, Calif.

EAP Core Technology, Ethics, and Professionalism
(2.5 hrs)
July 21, San Fernando Valley, Calif.

Violence in the Workplace Programs (2.5 hrs)
July 25, Martinez, Calif.

TreatmenUCounseling Relationship (2.5 hrs)
Aug.15, Orange County, Calif.

Attention Deficit Disorder, ADHD, and Non-Chemical
Addictions (2.5 hrs)
Aug. 18, San Fernando Valley, Calif.

Update: ADA in the Workplace (2.5 hrs)
Aug. 22, Martinez, Calif.

Relapse Prevention, Continuum of Care, and Self-
Help Groups (2.5 hrs)
Sept. 15, San Fernando Valley, Calif.

Personal and Psychological Problems: Crisis
Management (2.5 hrs)
Sept. 19, Orange County, Calif.

Drug-Free Workplace: DOT Update (2.5 hrs)
Sept. 26, Martinez, Calif,

How to Set Up a Drug-Free Workplace-and Why
(2.5 hrs)
Oct. 17, Orange County, Calif.

Trauma: Dysfunction of Family and Adult Children
(2.5 hrs)

Conferences
& Workshops

Oct. 20, San Fernando Valley, Calif.
Chemical Dependency, Company Policy, and

Relationships in the Workplace (2:5 hrs)
Nov. 17, San Fernando Valley, Calif.

Chemical Dependency and Other Addictions:
Intervention and Referral (2.5 hrs)
Nov. 21, Orange County, Calif.

Personal and Psychological Problems: Hepatitis C
Update (2.5 hrs)
Nov. 24, Martinez, Calif,

DUI: Legal Issues, EAP Policy, and Liability (2.5 hrs)
Dec. 19, Orange County, Calif.

Sponsor: Program Services
Contact: Karen Smith, (305J 223-9612
Substance Abuse Subtle Screening Inventory-3 (7

hrs)
July 21, Boca Raton,. Fla.
Sept. 22, Orlando, Fla.

Treatment Planning and Progress Notation (7 hrs)
July 5, Ocala, Fla,
July 7, Tampa, Fla.
July 12, Ft. Myers, Fla.

Addictions and Dual Disorders (6 hrs)
Sept. 8, Tampa, Fla,

Domestic Violence and Substance Abuse
Assessment (4 hrs)
Sept. 15, Sarasota, Fla.

Ethics Update (3 hrs)
Sept. 20, Miami, Fla.
Sept. 29, West Palm Beach, Fla,
Oct. 6, Boca Raton, Fla.

New Issues in Domestic Violence Intervention
(4 hrs)
Sept. 20, Miami, Fla.
Sept. 29, West Palm Beach, Fla.
Oct. 6, Boca Raton, Fla.

HIU Update (3 hrs)
Sept. 15, Sarasota, Fla.

Sponsor: UAW Community Services
Department

Contact: James Carpenter, (313) 926-5513
EAP Train the Trainer (34.5 hrs)

Dec. 3-9, Black Lake, Mich.

Miscellaneous
Conferences and
Workshops

"Smoke Signals: Reaching Out the Native Way"
4th Native American EAP Conference
July 27-29, Keshena, Wisconsin
PDHs available. Contact Tony Pace at 1-800-
661-3405 for information.

"EAPs in the Third Millennium"
Sept. 29, Dallas, Texas.
Sponsored by the EAPA North Texas Chapter and
the EAPA Lone Star Chapter. Call Barbara Woods
at (214) 492-6219 or Mary Richey at (972)
644-2500 or e-mail mary_richeyQhotmail.com.
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Info
Sources

Booklet Helps Parents
Talk About Alcohol

The National Institute on Alcohol
Abuse and Alcoholism (NIAAA) has
published a booklet, "Make A
Difference: Talk to Your Child About
Alcohol," that discusses prevention
strategies for parents who want to
keep their children from drinking and
describes warning signs that might
indicate whether a child is experi-
menting with alcohol.

Research has shown that
teenagers who use alcohol are more
likely than others to—
• Be victims of violent crime, includ-

ing rape, aggravated assault, and
robbery;

• Become sexually active at earlier
ages and to have sexual intercourse
more often;

• Have problems with school work
and school conduct;

• Develop alcohol dependence; and
• Be involved in alcohol-related traf-

fic accidents, a leading cause of
death and disability among teens.
The booklet notes that the best

way for parents to influence their chil-
dren to avoid drinking is to develop
strong, trusting relationships with
them. It also offers tips for communi-
cating with teens, such as encouraging
conversation, asking open-ended
questions, and making every discus-
sion a "win-win" experience.

Copies of "Make a Difference" can
be ordered by calling the NIAAA
Scientific Communications Office at
(301) 443-3860. The booklet also can
be ordered online or downloaded from
the NIAAA Web site at
www.niaaa.nih.gov.

Web Site Helps Firms
Evaluate Health Costs

The American Association of
Occupational Health Nurses (AAOHN)
has launched an Internet-based assess-
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ment tool to help employers quickly
evaluate their workers' compensation
claims, employee health care costs,
and lost workday cases and compare
them with national averages.

The Bottom Line Business Health
Check-Up Assessment Tool and Web
Site allows companies to find out how
much lost productivity and health care
are costing them and where they stand
in relation to other companies their
size. It also provides—
• Information on how occupational

health and safety programs can save
money and increase productivity;

• News about recent trends in health
care;

• Reviews of occupational health and
safety issues; and

• Success stories about companies
that have reduced their health care
costs by implementing workplace
safety and wellness programs.
To use the assessment tool, visit

wwwbizhealthcheck.com. For addi-
tional information about occupational
health, visit the AAOHN site at
www. aaohn. org.

Campaign to Promote
Awareness of Ulcers

The Centers for Disease Control
and Prevention (CDC) is teaming up
with a coalition of public and private
organizations and academic institu-
tions to raise awareness of the causes
of, and cures for, peptic ulcers.

The centerpiece of this effort will
be Ulcer Awareness Week, an educa-
tion campaign that will run Sept. 18-
25, 2000. The theme of this year's
campaign is "Celebrate the Cure."

Approximately 25 million
Americans suffer from peptic ulcer
disease at some point in their lives,
and more than 1 million are hospital-
ized annually for ulcer-related reasons.
Until 1982, spicy food, acid, and
stress were considered the major
causes of ulcers, but in that year scien-

tists discovered that 90 percent of
peptic ulcers are caused by an infec-
tious bacterium, Helicobacter pylori (H.

pylori), 

which can be cured perma-
nently with antibiotics.

The goal of Ulcer Awareness Week
is to educate the public about the
cause of peptic ulcers and encourage
those with ulcers to see a health care
professional for treatment. The work-
place is an ideal location for awareness
activities, which can include—
• Sponsoring a worksite promotion

at which employees can meet and
talk with health professionals about
ulcers and other health issues;

• Posting brochures and posters on
bulletin boards and in lunchrooms;
and

• Distributing educational materials
to employees with their paychecks.
Promotional materials for Ulcer

Awareness Week, including brochures,
posters, logo sheets, public service
announcements, and a "Think You
Know A Lot About Ulcers?" quiz, can
be downloaded from the CDC Web
site at wwwcdc.gov/ncidod/dbmd/hpy-
lori.htm or ordered from the CDC's
toll-free information line by calling 1-
888-698-5237. 0
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