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Watch for further details in the next few weeks!
For additional information or registration application, contact
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President's
Message

G ~~t~ ~.uing Our Transition
by Linda L. Sturdivant, CEAP

n the two years that I have served

as president of EAPA, the environ-

ment inside and outside our associ-

ation has changed markedly. The

events of Sept. 11, 2001, thrust our
profession into the limelight but exac-

erbated the downturn in the economy

and the stock market, resulting in lay-
offs of EA professionals and hurting

EAPAs investments. Part of our labor

constituency decided to withdraw,

easing longstanding tensions within
the association but reducing our
membership numbers.

I believe I brought to EAPA a
leadership style that helped us address
these challenges in a collegial manner,
drawing on the ideas and energy of

our Board of Directors and staff and
especially our members. We are fortu-

nate to have members who are pas-
sionate about our association, and I
thank all of you who shared your

thoughts with me during these past

two years. I am grateful for your dedi-
cation, commitment, and support.

On Saturday, Oct. 26, at the
President's Awards Banquet at the
EAPA Annual Conference, I will pass
the reins of leadership—as well as a
new governance structure—to Don
Jorgensen. I will continue serving on
the Board, in a different role but with
the same enthusiasm I felt when I first
walked into a chapter meeting more
than 19 years ago.

To help you get.to know Don as
well as I do, I posed some questions
to him about his priorities for EAPA
and how he intends to accomplish
them. Don is a forward thinker with a
calm and steady demeanor, qualities
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that will be needed as we continue our

transition to a more flexible associa-

tion. I am confident Don will guide
EAPA through its current and future

challenges.
Linda: Okay, Don, let's get right to the

heart of the matter. One of the ques-

tions Ihear most frequently is, Will
EAPA survive?
Don: Yes, absolutely—but not by
doing things the way EAPA has always
done them. It's time to take a hard
look at what our members want and
our field demands and decide how we
can effectively address both needs

with our existing resources.
The challenge is to maintain the

heart and soul of EAPA and the Core

Technology of the profession while
adapting to the needs of the work-

place and marketplace. We must
honor our original focus (restoring

productivity by helping employees
with an alcohol and drug addiction,

for example) while also providing
tools to help members adapt to the

demands on their services.
Linda: How do you see EAPA making

that happen?

Don: By conducting a complete

reassessment of our priorities and our

methods of delivering services to our

members. We cannot assume that
what worked in the ̀ 70s and ̀ 80s will

still work today. The field has
changed, skill sets have changed,
finances have changed, and communi-

cation methods have changed.
Linda: What are the first steps EAPA

needs to take?
Don: Our first job is to get EAPAs

finances under control. It's no secret

that the past two years have been
extremely challenging, and I want to
commend you on your excellent work

in navigating this association through

the loss of one group of union mem-
bers and the tremendous impact of the

events of Sept. 11. Our members'

response to the terrorist attacks was,
in fact, one of EAPAs shining

moments. But we have been hit hard

by the financial impact of these two
events and by the economic downturn

that reduced the value of EAPA's
investments (and those of many of our
members, I'm sure). Our budgeting

must reflect these developments, and
we must plan our services accordingly

as we work to rebuild our reserve.

Job #2 is equally important: We

must ash our members what they want!
EAPA is first and foremost a member-
ship association. To develop and
maintain members' trust in the associ-
ation, we must listen to our members,
meet their needs, and communicate
with them about the challenges facing

us.
Linda: Those are certainly key short-
term challenges. What do you hope to
accomplish in the long term, which
for an EAPA president is just two
years?
Don: As you demonstrated quite effec-
tively, we will accomplish the most by

calling on the talents of our associa-

tion members and the Board they
elected. We have an incredible range

of talent throughout our Board and

membership. Here is what I believe

EAPA can and must accomplish with

continued on page 26
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Su ndown M Ranch
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The oldest residential alcohol and drug addiction treatment center in the state of Washington
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Our Costs Our Experience
Our costs are the most reason- Sundown M Ranch has been
able in the nation. A 21-day in operation since March
inpatientADULT stay is $3045 1968.Over 60,000 adults and
or $145 per day. A 28-day adolescents afflicted with the
inpatientADOLESCENT stcy disease of alcoholism and
is $5180 or $185 per day. These ~g addiction have been led
prices include psychiatric and 

back to sober, productive
medical consultation, family
counseling and family room lives by our dedicated, well-

and board. Treatment is trained professional staff.

covered by most insurances/
managed health care.
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Puttir~~ the "Change" in the Exchange
by John Maynard, Ph.D., CEAP

s employee assistance profes-

sionals, we frequently help
our individual and corporate

clients react and respond to major

changes and the new realities they
introduce. Ideally, our work with

clients enables them to not merely

survive the changes, but to thrive and
prosper in their new circumstances.

We in the EAP field certainly are

not immune to the effects of change,
either in our profession or in our pro-
fessional association. EAPA, like many
membership associations, is facing dif-

ficult financial realities. Our challenge

is to use these new financial realities
as a stimulus for creative, forward-
looking change.

In that spirit, the Communica-
tions Advisory Committee has recom-
mended to the EAPA Board of Direct-
ors that this be the final issue of the

Exchange as it currently exists. Under

this recommendation, the Exchange
will be replaced next year by a new
quarterly magazine with more articles,

more feature columns, a new name,
and a new look.

The committee also has recom-
mended the launch of a new interac-
tive, on-line publication named
Exchange On-Line. Exchange On-Line
will be posted on the EAPA Web site

(eap-association.or~ and will include
short articles, links to additional
resources for further information,
interactive forums for EAPA members,
and other features not possible in a
printed publication. The inaugural
issue of Exchange On-Line will focus
on the 2002 EAPA Annual
Conference.

The Communications Advisory
Committee believes that, together,

these two new publications will

improve EAPAs ability to provide

members with the information we
need to know while at the same time
lowering costs. I hope you will contact

me or any other member of the com-

mittee with your ideas and suggestions
for making these two publications the

best they can be and for continuing to
improve EAPAs communications.

With our focus on change and

communication, it seems fitting that

this final issue of the Exchange in 2002

looks at one of the most significant

changes to affect the employee assis-
tance field in recent years—the devel-

opment of EAP and managed behav-

ioral health care networks. Whether

these networks serve only a few hun-

dred employees in a local area or

thousands of workers and families
around the globe, developing and

maintaining an effective network

requires constant communication and

attention to ethical, regulatory, profes-
sional, and market demands.

Notwithstanding their disparity in

size and number of lives covered, all

networks face common challenges:
recruiting and training. providers,
developing and maintaining quality

standards, assuring appropriate confi-
dentiality protections, making effective

use of technology, and so on. This
issue of the Exchange examines these
challenges from the perspectives of

two national network directors (one in
the United States, another in
England), a regional network director,

and an affiliate provider.

Also included in this issue is an

analysis of the final HIPAA Privacy

Rule and its impact on EA profession-

als, adiscussion of a new approach to
treating addiction in women, and a
look at how EA professionals can use

the skills and expertise that psychia-
trists offer in serving their individual
clients. I hope you find these articles
helpful, and I again encourage you to
share your reactions with me. Q

COMMUNICATIONS
ADVISORYCOMMITTEE
John Maynard, Chairman
Boulder, Colo.
(303) 444-6300

Tamara Cagney
Pleasanton, Calif.
(510) 513-4710
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COMMUNICATION SURVEY
As described in John Maynard's "Front Desk" column on the facing page, EAPA is in the process of reviewing and developing strate-
gies to optimize its ability to serve you, its members, through its magazine and Web site. To help EAPA in its planning process, we
ask you to take a moment to complete the following fax-back survey.

1. How often do you use the Internet/Web?
Daily Weekly Monthly Not at all Daily Weekly Monthly Not at all

E-mail O O O O Information O O O O
Research O O O O Other O O O O
Purchases O O O O

2. How often do you visit the, EAPA Web site? ❑Frequently ❑Occasionally ❑Seldom

3. What departments/sections of the EAPA Web site do you visit? (Check all that apply)
❑ Member Directory ❑ EAPA Exchange ❑Conferences
❑ EAP Job Bank ❑Public Policy ❑Other
❑ Certification ❑Resource Center
❑ Professional Development ❑Find an EA Provider

4. Which departmenbsections of the EAPA Web site do you find most helpful? (Check all that apply)
❑ Member Directory ❑ EAPA Exchange ❑Conferences
❑ EAP Job Bank ❑Public Policy ❑Other
❑ Certification ❑Resource Center
❑ Professional Development ❑Find an EA Provider

5. Which departinendsections of the EAPA Web site do you find least helpful? (Check all that apply)
D Member Directory ❑ EAPA Exchange ❑Conferences
❑ EAP Job Bank ❑Public Policy ❑Other
❑ Certification ❑Resource Center
❑ Professional Development ❑Find an EA Provider

The Communications Advisory Committee is recommending the development of a new interactive on-line magazine that would
include shoe articles, links to further information, member surveys, and interactive idea-exchange forums for members. As envi-
sioned, each issue would be posted on the EAPA Web site, and members would be alerted to each new issue via e-mail with links
to the on-line magazine and its articles.

6. Do you currently receive e-newsletters/magazines? ❑Yes ❑ No

7. Which aspect of an on-line magazine would be most appealing or hold the most value for you? (Check all that apply)
❑ Articles ❑Interactive idea-exchange forum ❑Other
❑ Brief surveys and survey reports ❑Links to related resources

8. What topics do you believe are most important for the Web site or on-line magazine to feature?
❑ Core Technology ❑ CostlBenefit ❑Legislative issues
❑ EAPA Standards and Guidelines D Integrated services (EAP and Work/life) ❑Best practices in EA
❑ Utilization ❑Federal regulation updates
❑ Other ❑Other ❑Other

Please indicate your job title:

How long have you been an EAP practitioner?

How long have you been a member of EAPA?

Please fax completed form by Nov 30 to: (703)522-4585 or mail to: EAPA
Communication Survey
2101 Wilson Blvd, Suite 500
Arlington, VA 22201-3062
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InfoMC has Significantly Enhanced the eCura° Information System to Meet the
Demands of Leading EAP/Work-Life Companies, including:

A Component for Managing Corporate Accounts and Tracking Activities Delivered
at the Company Level (such as CISDs, Management Trainings, Orientations, etc.)

The eCura~ Communications Center for Tracking Calls, Emails, and Faxes;
Sending Messages to System Users and Affiliate Providers; and Establishing

and Managing Tasks and Workflow

Oe cura~
Information System

The integrated information system for:
• Managing services for health plan members,
employees and employers
Coordinating referrals to quality providers
Insuring prompt payment of provider claims

InfoMC -The Emerging Leader in IT
Solutions for EAP/Work-Life Companies

Info ~ 
X50 Hickory Road, Suite 400
Plymouth Meeting, PA 19462
Voice 484 530 0100

Health Information Systems ~infomc.com
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The Importance of Spirituality

n the aftermath of the terrorist
attacks on the World Trade Center

and Pentagon, most of us have
been encouraging our clients to try to
achieve a healthy balance in their

lives. For several weeks, I was a vol-
unteer clinician with the POPPA (for-
merly MAP) police organization, pro-
viding peer assistance. I had the privi-
lege of talking with police officers
who felt gratified and uplifted by the

recent recognition of their profession

and their colleagues. I stressed to
them the importance of adequate

sleep, good nutrition, regular exercise,
recreation, and staying connected with
family and friends.

And yet, I sense that we in the
helping professions should also
acknowledge that a belief system or

religious faith of one's choice could
help provide our individual clients
with a sense of comfort and peace and
help strengthen and anchor them in
these difficult times. So many of us in

the addiction field have recovered and
been transformed by working through
a 12-step program and participating

in a fellowship that puts God (howev-
er we understand him) at the center of
our recovery. I would hope that this
experience would help us appreciate

the importance of spirituality in our

lives and the lives of our clients.
For some time now we have

focused in the workplace on cultural

diversity—creating an environment
that respects cultural, ethnic, and gen-
der differences. Similarly, we could

create an atmosphere that acknowl-

edges and respects all belief systems
and promotes a greater understanding
among all faiths. Two organizations in

New York, the National Conference

for Community and Justice and the
Tannenbaum Center for Interreligious

Understanding, were created with this
goal in mind. The latter specializes in

religious diversity in the workplace
and has a variety of materials and pro-
grams available, ranging from semi-

nars on religious diversity to legal

guidelines on bias-free workplaces.
Just as we have educated our-

selves about sexual harassment and
HIV/AIDS, we need to educate our-

selves about religious diversity. The

resources are at hand; we need to use
them to prepare ourselves.

I think our profession has yet

Strategic Planning
✓ Trend Analysis
✓ Mergers b~ Acquisitions
✓ Marketplace Positioning

International Focus
✓ Global Positioning
✓ Strategic Partnerships
✓ Staff Development and Training

another opportunity to define itself.

Not only can we help clients verbalize
their fears and arixieties, we can edu-

cate and reassure them about their

capacity to heal and renew their belief
in themselves and their future.

As a Brooklyn cle cayman said in
the aftermath of Sept. 11, "It is our
horizontal relationship with humanity
and our vertical relationship to divini-

ty that will ultimately provide us with

the peace we seek."

Tobey M. Horowitz, ACSW, CEAP
New York, N.Y.

Phone: (212) 254-5692

Program Design b~ Evaluation
✓ Operations Effectiveness
✓ Vendor Performance Standards
✓ Integration with Company HR Initiatives

HIPAA and DOT Compliance
✓ Policy Review
✓ Compliance Check
✓ HIPAA and SAP Training
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Final standards governing the use of individual
health care information tivill prove a boon to EAPs

after they become familiar with the terms and definitions.
by Sandra G. Nye, J.D., M.S.W.

mployee assistance professionals have said from the
get-go that they cannot perform their services with-
out being able to guarantee confidentiality and pri-
vacy for their employee clients. The 1996 Health

Insurance Portability and Accountability Act (HIPAA) repre-
sents arevolutionary step by the federal government to protect
individual confidenrialiry and privacy and recognize that the
health care system cannot operate optimally without standards
for privacy protection, especially with respect to the electronic
transmission of health care information.

On Aug. 14, 2002, the U.S. Department of Health and
Human Services (DHHS) issued final modifications to the
HIPAA Privacy Rule, which governs how personal health infor-
mation may be used. The Privacy Rule takes effect April 14,
2003, and it is important that EA professionals act now to
deternune the extent to which they are covered by it. This will
require consulting with an attorney who is familiar not only
with HIPAA but also state privacy and confidentiality laws.
(When in doubt, presume you are covered. It can only help
your clients and your program.)

The Pivacy Rule's regulations are not terribly complicated,
but the same cannot be said for the rule's preamble and DHHS'
comments and explanations. The first and absolutely essential
step EA professionals must take is to become familiar with the
terms used throughout the rule. Without a woridng laiowledge
of the definitions, the entire document is incomprehensible. (A
summary of the final changes is available at wwwhhs.gov/
news/press/2002pres/20020809.htm1. Detailed information
about the Privacy Rule is available at wwwhhs.gov/ocr/hipaa.)

Questions and Answers

Following are answers to some questions about the Privacy
Rule that will help EA professionals understand the regulations
and begin implementing them.

What is protected by the Privacy Rule? The rule pro-
tects "protected healthcare information" (PHI). PHI includes

Sandra Nye is an attorney in Chicago who concentrates on legal issues
relating to human services delivery and family law. She consults and trains
widely and is the author of the Employee Assistance Law Desk Book and
several other publications.

8 • EAPA EXCHANGE • NovembeUDecember 2002

medical records and other individually identifiable health
inforniation used or disclosed by a covered entity in any form,
whether electronically, on paper, or orally.

Does the Privacy Rule cover EAPs? This depends on the
functions of the EAP and the information it discloses and
receives. The rule covers health plans, health care clearing-
houses, and health care providers that conduct certain finan-
cial and administrative transactions electronically, such as elec-
tronic billing and fund transfers. These covered entities are
bound by the new privacy standards even if they contract with
others, called "business associates," to perform some of their
functions. The rule does not regulate employers, life insurance
companies, or public agencies that deliver social security or
welfare benefits.

A health care provider, health plan, or other covered enti-
rycan be a business associate to another covered entity. The
business associate requirements do not apply to covered enti-
ties that disclose PHI to providers for treatment purposes (e.g.,
information exchanges between a hospital and physicians with
admitting privileges at the hospital).

An EAP may or may not be a health care provider,
depending on whether it offers treatment. It may well be a
business associate if it receives or transmits PHI for referral or
follow-up purposes.

What rights does the Privacy Rule confer to con
sumers? Individuals will have significant new rights to under-
stand and control how their health information is used.
Covered entities generally will need to provide individuals with
written notice of their privacy practices and patients' privacy
rights (a Privacy Practices Notice), and individuals may review
that notice prior to signing a consent. The notice must disclose
what is confidential and private, how information is to be used,
and to whom it may be disclosed and why. Individuals gener-
ally will be asked to sign or otherwise aclazowledge receipt of
the privacy notice from direct treatment providers.

Covered entities may not use or clisclose PHI without spe-
cific authorization from the client. Individuals generally will be
able to obtain copies of their health records and request
amendments to them. A history of most non-routine disclo-
sures must be made available to clients on request.

A person aggrieved by a violation of the Privacy Rule will

www. eap-association.org



have the right to file a formal complaint with a covered
provider or health plan or with DHHS. Penalties for unautho-
rized disclosure or improper use of PHI are severe. Criminal
penalties can be as high as $250,000 and up to 10 years in
prison if the offenses are committed with the intent to sell,
transfer, or use protected health information for commercial
advantage, personal gain, or malicious harm.

For what purposes may a person's PHI be used or
released? With few exceptions, an individual's health informa-
tion may be used only for his or her health care and related
purposes unless the individual specifically authorizes its use for
another purpose. Doctors and other covered entities may com-
municate freely with patients about treatment options and
other health-related information, including disease manage-
ment programs. Except for treatment purposes, uses or disclo-
sures of information will be limited to the minimum necessary
for the purpose of the use or disclosure.

PHI may not be used for non-health purposes, such as dis-
closures to employers to make personnel decisions, to life
insurers, or to financial institutions, without explicit authoriza-
tion from the individual or for marketing a product or service
to a patient identified as a possible purchaser.

What constitutes consent? Consent is a general docu-
ment that permits health care providers with a direct treatment
relationship with a patient or client to use and disclose all PHI
for treatment, payment, or health care operations (TPO). It
grants permission only to the covered entity obtaining the con-
sent, not to any other person or entity. Except in an emergency,
covered entities must obtain an individual's written consent
before using or disclosing his or her PHI to carry out TPO.

Consent maybe obtained in paper or electronic form, pro-
vided it is signed by the individual. If a person refuses to con-
sent to the use or disclosure of his or her PHI to carry out TPO,
the health care provider may refuse to treat. A person may
revoke consent in writing, except to the event that the covered
entity has taken action in reliance on the consent. A person also
may request restrictions on the use or disclosure of health
information for TPO. The covered entity need not agree to the
restriction requested, but is bound by any restriction to which
it agrees. A covered entity must retain the signed consent form
for siY years.

What constitutes authorizarion? Authorization is more
detailed and specific than consent and has an expiration date.
It gives covered entities permission to use specified PHI for
specified purposes or to disclose PHI to a third party named by
the individual. Treatment or coverage may not be conditioned
on an individual providing authorization.

All covered entities, not just direct treatment providers,
must obtain authorization to use or disclose PHI other than for
TPO. For example, a covered entity would need authorization
to disclose information to an employer for employment deci-
sions or to disclose information for eligibility for life insurance.

Authorization (not consent) must be obtained to use or
disclose PHI maintained in psychotherapy notes for treatment
by persons other than the originator of the notes (the thera-
pist), for payment, or for health care operations purposes.
Authorization also is required if the disclosure is for the TPO

purposes of an entity other than the provider who obtained the
consent (e.g., authorization is required when a health plan
seeks payment for a service from a second health plan).

What privacy safeguards must covered entities imple-
ment? Covered entities must adopt written privacy procedures,
inclucling a description of who has access to protected infor-
mation, how it will be used within the entity, and when the
information may be disclosed. Covered enrities will also need
to take steps to ensure that their business associates protect the
privacy of health information. Finally, covered entities will need
to train employees and designate a privacy officer responsible
for ensuring the procedures are followed.

What disclosures may be made without patient or
client authorization? In limited circumstances, the Privacy
Rule permits (but does not require) covered entities to disclose
PHI without individual authorization for specific public
responsibilities. These responsibilities are as follows:
• Emergency circumstances;
• Identification of a deceased person or the cause of death;
• Public health needs, including adverse event reporting;
• Research (generally permitted only using a limited data set

or when a waiver of authorization is independently
approved by a privacy board or institutional review board);

• Oversight of the health care system;
• Judicial and administrative proceedings;
• Limited law enforcement activities; and
• Activities related to national defense and security.

The Privacy Rule holds psychotherapy notes (used only by a
mental health professional) to a higher standard of protection
because they are not part of the medical record and are not
intended to be shared with anyone else. All other PHI is con-
sidered to be sensitive and protected under this rule.

State laws providing additional privacy protections will
continue to apply. The confidentiality protections are cumula-
tive—the privacy rule will set a national "floor" of privacy stan-
dards that protect all Americans, and any state law providing
additional protections would continue to apply. Where states
have decided to require certain disclosures of health informa-
tion, the final rule does not preempt these mandates.

EA professionals will have a much easier time than many
health and human services providers in complying with the
Privacy Rule. The rule implements EAPA standards and ethics
guidelines relating to confidentiality and privacy and generally
will be helpful to EAPs in protecting clients. Whether a specif-
ic EAP is covered by the rule must be deternuned in conjunc-
tion with an attorney who understands the rule.

If an EAP is not a covered entity, it is still likely to be a
business associate insofar as it deals with PHI. Business associ-
ates are not required to follow all of the procedures set forth in
the rule (for example, they need not provide a Privacy Practices
Notice), but they are required to protect PHI and to use PHI
only for proper purposes.

EAPs have a big responsibility to learn the ins and outs of
the Privacy Rule. Once that occurs, the HIPAA Privacy Rule will
prove a boon to EAPs and their clients.
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Ps chiatric Referrals in EAP Practicev
Developing a collaborative relationship with psychiatrists,

case managers, and medical directors can help EA
professionals better serve their clients.

by Norman Winegar, LCSW CEAP

nuke most areas of medicine, the field of behavioral
health is a domain in which assessment, diagnosis,
and treatment are carried out largely by independ-
ently licensed non-physicians, such as clinical

social workers, employee assistance professionals, psycholo-
gists, professional counselors, marriage and family therapists,
and psychiatric nurses. A number of factors have led to the
practice of clients entering the behavioral health care system by
visiting anon-physician behavioral health clinician and then
being refereed, if needed, for a psychiatric consultation. Non-
physician therapists usually cost less per unit of service deliv-
ered than psychiatrists, thus providing greater value to con-
sumers and payers in an era of scarce health care resources.
Additionally, non-physician behavioral health clitucians far
outnumber psychiatrists nationally, especially in inner-city and
rural communises.

Furthermore, a consensus has developed in the behavioral
health care field that better outcomes for some common psy-
chiatric conditions (such as the major affective disorders) are
realized when psychotherapy is combined with psychophar-
macologic approaches for some diagnostic groups. It is, there-
fore, incumbent upon non-physician clinicians to identify
clients who require a psychiatric evaluation and refer them
accordingly. These referrals often give rise to treatment rela-
tionships whereby the psychiatrist prescribes and manages
psychotropic medication while the refemng behavioral health
professional continues the supportive counseling or psy-
chotherapeutic treatment.

Optimal client treatment requires that the relationships
between behavioral health professionals and psychiatrists be
collaborative in nature, based on mutual recognition and
understanding of their respective roles and a shared desire to
assist the individual. Limited economic and medical resources
have influenced the growth of delivery systems promoting col-

Norman Winegar is clinical director and interim
president of Magellan Behavioral Health's
Tennessee service center in Chattanooga. He is the
author of four books about behavioral health care,
including his newest, Employee Assistance
Programs in Managed Care. He maybe reached at
ndwinegar@magellanhea/th. com
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laborative treatment. A familiar example is found in the emer-
gence of the United States' community mental health system.
Medical directors of community mental health centers recog-
nize that having non-physician clinicians provide the majority
of psychotherapy and counseling services while psychiatrists
serve as consultants, supervisors, and pharmacotherapists
leads to better care at lower cost.

Managed behavioral health care organizations (MBHCOs)
and EAPs have attempted to impose a similar efficiency on
employer-provided health care. The challenge of matching
clients with the most appropriate treatment providers and serv-
ices at the most appropriate times provides a compelling clini-
cal rationale for a strong collaboration between non-physician
clinicians and psychiatrists.

Communication Between Clinicians is Key

Guidelines for clinicians •who are involved in collaborative
treatment relationships with psychiatrists on behalf of a com-
mon client often focus on the need for communication
between health care professionals and clients. The guidelines
emphasize that each health care provider's respective role
should be clarified to all parties and that the client provide full,
informed consent for such open communication. There is
agreement in the literature that poor or infrequent communi-
cation between all three parries could lead to significant prob-
lems in the treatment process.

It is important that EA professionals be familiar with psy-
chiatrists' unique attributes so they can better render compre-
hensive, high-quality, cost-effective services to their individual
and employer clients. Psychiatrists are physicians who have
received a full medical education prior to specializing in men-
tal and behavioral health care, so they are fully competent in
conducting medical diagnoses and providing treatment.
Psychiatric residency training builds on this fundamental med-
ical expertise by adding the laiowledge and stalls to under-
stand the behavioral manifestations of medical conditions as
well as the impact of medical disorders on psychiatric disorders
and vice versa. In addition, psychiatrists receive basic scientif-
ic training and advanced, clinically supervised experience in
pharmacology, with an emphasis on psychotropic medication.

Psychiatric residents also receive comprehensive training
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in psychiatric case management. This training helps the physi-
cian understand the role of the psychiatrist in developing a
comprehensive yet targeted treatment plan for a client, whether
implemented by the psychiatrist alone or by a multidisciplinary
treatment team in inpatient or outpatient settings.

Psychiatric residency training programs also educate psy-
chiatrists about all major forms of psychotherapy and the con-
tributions and roles of most non-physician behavioral health
practitioners. But despite the high prevalence of employer- and
labor-sponsored EAPs in the United States and Canada, few
psychiatry residents are exposed to structured learning about
EAPs and the roles of EA professionals. Information about
EAPs often is relegated to lectures focused on MBHCOs or is
absent entirely.

It is the responsibility of the person conducting the initial
assessment to recognize when it is appropriate to refer a client
to a psychiatrist for further assessment or treatment. EA pro-
fessionals from time to time become aware of clients who have
had past episodes of treatment with psychiatrists and who may
benefit from a new psychiatric assessment. They also serve
clients who are receiving psychiatric medications from non-
psychiatrist physicians, such as a primary care physician or
occupational physician. This client population may also bene-
fit from a referral to a psychiatrist.

The following common clinical presentations should be
considered for referral to a psychiatrist clinician. These exam-
ples are derived in part from medical necessity criteria and
other related guides published by MBHCOs, which distribute
such documents to network practitioners, treatment facilities,
case managers, and psychiatric advisors to aid in making ben-
efit determinations for referrals to care and treatment settings.
(To view an example of MBHCO medical necessity criteria, visit
wwwMagellanprovider.com on the World Wide Web.)

Consider a psychiatric consultation for a new client if
he/she is—
(1) Currently taking a psychotropic medication prescribed by a

non-psychiatrist and is only in partial remission or hasn't
received a recent psychiatric consultation. Example: A pre-
senting employee is still moderately depressed after six
months of using an antidepressant medication prescribed
by a primary care physician.

(2) E~eriencing an exacerbation of a psychiatric disorder that
previously responded to medications. Example: An other-
wise high-functioning employee e~eriences a relapse of
panic disorder, the last episode of which was successfully
managed with psychotropic medications.

(3) Presenting with a psychiatric disorder for which medica-
tions have been shown to produce a significant benefit that
cannot be duplicated in a timely manner by non-medica-
tion therapies alone. Examples: An episode of acute mania
in a client experiencing bipolar disorder (a mood stabilizer
medication may be in order); an episode of major depres-
sion with severe neuro-vegetative symptoms and function-
al deficits (an antidepressant should be considered), and a
psychotic disorder (antipsychotic medications should be

considered).
(4) Presenting with symptomatology that may have a physio-

logical origin. Example: An employee presents with signs
and symptoms of hyperthyroidism, which may explain the
presence of anxiety symptoms.

(5) Presenting with a complicated medical history, including
psychological factors interacting with a physical condition,
and his/her medical status needs to be reviewed for appro-
priateness of care. FYample: An employee's diabetic condi-
tion is worsening and his depressed mood is interfering
with his job duties and compliance with insulin therapy.

(6) Presenting with a chronic medical disorder and its treat-
ment regimen, both of which need to be evaluated for inter-
action with a psychiatric disorder and its treatment regi-
men. Example: A bipolar client who underwent neuro-
surgeryfor abrain tumor has recently returned to work and
is being treated for seizures with a different anticonvulsant
than is being used for mood stabilization.

(7) Presenting in a crisis, at risk for hospitalization, at risk for
injury to self or others, and/or experiencing significant
deterioration in functioning. Example: A client is referred by
a supervisor to the EAP after making threats to co-workers
and voicing anger about recent marital discord.
Consider a psychiatric consultation for a continuing

client if he/she is—
(1) Presenting with symptomatology that may have a physio-

logical origin. Example: A client is referred to the EAP after
eating a heavy meal and suddenly e~ibiting symptoms of
anxiety, which may be due to reactive hypoglycemia.

(2) Presenting with new symptoms indicating that psychologi-
cal factors may be interacting with a physical condition,
and his/her medical status needs to be reviewed for appro-
priateness of care. Example: An employee who is lmown to
suffer from poorly controlled diabetes e~ibits behavioral
symptomatology that affects his/her work performance.

(3) Diagnosed with a new medical disorder whose symptoms
or medications may interact with the psychiatric disorder
and its treatment. Example: A stable employee with a mood
disorder begins treatment for a cardiac condition.

(4) Not experiencing any meaningful reduction in distress, dis-
comfort, or dysfunction despite brief (eight weeks), focused
counseling interventions by the F 4 professional. Example:
An apparent adjustment-disordered client continues to
experience debilitating depressive symptoms despite
focused, short-term counseling.

(5) Experiencing an exacerbation of a co-morbid psychiatric
disorder that previously responded to medications.
Example: An employee being treated for a mild panic disor-
der develops signs of a recurrent major depressive episode.
Good clinical practice dictates that the behavioral health

professional document, in the client's clinical record, the reason
or reasons for the referral. With the client's informed consent,
the clinician should also communicate to the psychiatrist the
rationale for the referral while maintaining ongoing, active
coordination with the psychiatrist throughout the course of
consultation and treatment.
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In situations where the EAP client may require or benefit from
a referral to a psychiatrist, the EA professional may need to
weigh the following additional factors in making referrals.

Access to psychiatrists. Due to a low supply of psychia-
trists nationally and in some communities, available appoint-
ments with local psychiatrists are, on occasion, insufficient to
support a timely referral. Local practice patterns of existing
psychiatrists—such as a reluctance to treat clients with psy-
chotropic medications unless the treating psychiatrist (rather
than the clinician) also provides any needed counseling or psy-
chotherapy services—may also influence appointment avail-
ability. In such instances, the EA professional may coordinate
with the MBHCO case manager to ensure that a psychiatric
appointment is available, expand the psychiatric network (if
possible), or explore other resources such as advanced nursing
services or collaboration with non-psychiatric physicians.

Social and cultural concerns. Though accepting of an
EAP visit, some clients may view a referral to a psychiatrist as a
highly stigmatizing indication of a serious mental disorder or
disease. The EA professional must be sensitive to such attitudes
and help educate clients about the appropriateness and bene-
fits of a psychiatric consultation.

Financial womes. Some EAP clients may have difficulty
affording the co-payments or deductibles for a psychiatrist's
services. The EA professional must be well acquainted with the
client's benefit plan so as to address financial barriers to receiv-
ing services.

Job and family issues. Consideration should be given to
the client's work and family responsibilities and his/her ability
to attend appointments with the psychiatrist. If a particular
treatment regimen relies heavily on the client's family assisting
with medication compliance, the EA professional may play a
productive role in exploring these issues with the family, edu-
cating them in a manner consistent with good clinical practice.

Client preferences. It is of utmost importance that a
client agree with the recommendation for a psychiatric referral
(unless the need for agreement is outweighed by a significant
clinical factor). Clients often have preferences relevant to the
gender, ethnicity, and cultural background of the clinician that
influence their likelihood of attending therapy. MBHCO case
managers maintain profile information on network-affiliated
practitioners that can assist in cultural matching.

Transportation. Some clients use public transportation or
require assistance with transportation. It may be difficult for
them to travel to another treatment provider; thereby dixnin-
ishing the likelihood of compliance with the referral to a psy-
chiatrist. EA professionals must assess for this possibility when
referring a client to a psychiatrist. Some MBHCOs are able to
arrange for in-home nursing or other programs.

~ ~ ~ °

MBHCO case managers (as well as medical directors and staffl
can assist EA professionals in several ways in malting referrals
to psychiatrists. First, case managers are resources for benefit
information that is valuable to the EA professional in making
referral decisions. Case managers are also sources of practition-
er network information, including the names and locations of

psychiatrists, their demographic markers, and their practice
and specialty information. Such information may assist the EA
professional in creating a better match between a client's pref-
erences and clinical needs and a psychiatrist's services.

Case managers are often attuned to other nuances as well.
For e~mple, they often lazow which psychiatrists in a com-
munity are accepting new referrals, the average wait times for
non-emergency appointments with a particular psychiatrist,
and clinician-specific variables that may assist with client
matching. Furthermore, since they often provide large num-
bers of referrals to psychiatrists (thus creating a regular work-
ing relationship), they generally are well positioned to advocate
for the EA professional and his or her client in regard to obtain-
ing atimely appointment.

Finally, MBHCO case managers may assist EA profession-
als in non-client-related ways that may ultimately aid in mak-
ing referrals to psychiatrists. For example, they may serve as a
conduit to MBHCO network managers to communicate con-
cerns e~ressed by EA professionals about deficits in psychi-
atric network size, access, or density. MBHCO case managers
may also provide consultation about MBHCO clinical technol-
ogy, such as information about medical necessity criteria, to EA
professionals. This may facilitate a better working relationship
between the MBHCO and the EAP, as they serve common
stakeholders. MBHCO case managers also may provide infor-
mation to EA professionals about the organization's quality
oversight programs, practitioner advisory committees, and
other opportunities for input.

EA professionals are responsible for the assessment and
timely referral of a variety of clients, including those who can
benefit from the services of psychiatrists. By understanding the
roles of psychiatrists, recognizing appropriate opportunities for
referrals to psychiatrists, and coordinating and collaborating
with managed care case managers, EA professionals can better
advocate for high-quality, cost-effective care for their clients.
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omen an ~c ion
Encouraging women clients to recognize the effects

of hormonal shifts on addictive cravings can help them
develop an effective treatment plan.

by Donna M. Corrente, M.S., C.A.S.

he history of addiction among women in this
country is surprisingly long, dating back over 200
years, and literally laced with opiates. Opiates were
used by physicians throughout the 19th century to

medicate every ailment from earaches to gynecological prob-
lexns. Women, perceived to be less able to tolerate pain, were
often diagnosed with "hysteria" and treated with opiates, which
frequently became addictive.

Today, in the 21st century, we lrnow that women's "hyste-
ria" is related to the emotional effects of hormonal shifts in pre-
menstrual syndrome, perimenopause, or menopause. There is
emerging evidence from clinical experience and research that
these hormonal shifts themselves are triggers in some women
for addictive cravings and relapse.

Yet current medical practice often repeats the use of psy-
choactive drugs for women, despite research suggesting that
women are twice as likely as men to become addicted to these
drugs. Statistics indicate that in 1991, 80 percent of ampheta-
mines, 60 percent of psychoactive drugs, and 71 percent of
anti-depressants were prescribed to women. Study results pre-
sented to NIDA in 1994 indicate that the amount of time psy-
choactive drugs are in the gastrointestinal tract is critical in
drug absorption, and this amount changes for women during
their menstrual cycle.

Addiction in women is often difficult to assess in the
workplace since women frequently isolate themselves from co-
workers, are more adept than men at hiding their chemical
dependency, and are less inclined to act out their addiction.
Moreover, women are more likely to become addicted to pre-
scription medications and/or illegal drugs than alcohol, and
these addictions are more difficult to identify. Many employers
and supervisors have subtle biases that encourage them to
associate- women's absenteeism with child care, menstrual, or
domestic issues rather than chemical dependency. Although

Donna Corrente is director of the Hanley-Hazelden
Center for Women's Recovery in West Palm Beach,
Fla. For more information about the center, call 1-
800-444-7008 or (561J 847-1000.

women seek .medical care more often than men, depression
and low se]f-esteem often mask their substance abuse, leading
to mental health diagnoses.

When women do enter treatment, it is rarely gender-
responsive. Uery often, therapy during primary treatment
focuses on trauma and abuse issues. National statistics indicate
that 65 to 75 percent of chemically dependent women have
been physically abused (often sexually), and many experience
post-traumatic stress clisorder. Those of us who work closely
with women estimate the abuse percentage to be much higher.

But immediate confrontation of trauma issues carries
risks. Primary treatment must first establish a sense of security
and safety. Changing hormone levels during menstrual cycles
can stir up old memories and strong emotions and may even
reactivate PTSD. Attempts to cope with these memories and
emotions may lead to depression, phobias, generalized anxiety,
eating disorders, personality disorders, or addiction.

Gender-Specific Treatment

Treatment models need to be differentiated for gender. We
lmow that women and men are affected differently by chemi-
cal dependency, have different physiological and physical
make-ups, and experience trauma and abuse differently. Yet
only 10 percent of substance abuse treatment programs are
designed specifically for women.

Over the last decade, this discrepancy has been more
aggressively addressed through various research projects,
women's issues conferences, and the work of the Stone Center
for Women at Wesley College. It also has been targeted by
advocates such as Dr. Stephanie Covington, who developed a
relational model for treatment that emphasizes connectedness
to others as the path to self-empowerment and self-actualiza-
tion in an upward spiral away from addiction.

Now we are exploring the impact of menstrual cycles or
hormonal shifts on addiction and how it can be addressed in
primary treatment. It has not been too long since premenstru-
al syndrome (PMS) was aclrnowledged as a critical time for a
woman, when the level of estrogen begins to fluctuate. During
this time many women experience heightened emotions, a~-
iery, and depression, have difficulty concentrating or sleeping,
feel tired, or suffer headaches, all of which can directly affect
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their relationships, self-esteem, and sense of well-being.
Alcohol raises estrogen levels and thus mood-lifting serotonin
levels, but it is also a depressant, resulting in a physiologically
induced roller coaster ride.

At the 1994 NIDA National Conference, "Drug Addiction
Research and the Health of Women," David Roberts shared
new information regarding the relationships between cocaine,
estrogen, and brain responses based on experiments with rats.
He reported that female rats self-administered cocaine differ-
ently than males during their four-to-five-day estrous cycle. On
the first day, the females went to what Roberts called "enor-
mous lengths" to obtain an injection of cocaine, pressing.. the
lever to obtain cocaine twice as frequently as males.

When ovarian hormones surge and cycling begins in
women, depression becomes more likely, with the highest inci-
dence between the ages of 22-45. Estrogen affects a woman's
sense of well-being, sleeping patterns, and memory, while
progesterone is associated with hunger, sex drive, and anger.

At the Hanley-Hazelden Center for Women's Recovery, we
have found repeatedly that women report addictive cravings
during PMS and that menopause and the changes wrought by
perimenopause trigger heightened use or relapse. This is most
evident during the intensive outpatient program or in e~tend-
ed care, when we may hear frustrated clients exclaim, "I just
want to go out and use!" This will likely be followed by a dis-
cussion of what this feeling is about and why this is a critical
time. Once these issues are identified, it is easier to work
through them and find other solutions.

We are implementing a new treatment protocol at Hanley-
Hazeldenbased on a process of self-assessment, validation, and
proactive relapse prevention that is rooted in the 12-step phi-
losophy. It starts with aself-administered Holistic Hormonal
Assessment tool filled out by the client, in which she reports
her physical, social, familial, and attitudinal menstrual history,
including symptoms such as pain, self-medication, and inci-
dence of mood swings. PMS is assessed along with sexual atti-
tudes and history and perimenopausal symptoms, reactions,
and attitudes. Menopausal history may be explored, including
physical and psychological symptoms.

The holistic self-assessment is used in early recovery, giv-
ing us amore accurate history of the individual. As we compile
and derive data from the reports, we develop a better history of
the female experience. This proves a valuable format for assess-
ing trauma and abuse issues and may provide a link to assess-
ing pain management.

The resultant care planning process helps clients identify
cyclical patterns and develop a recovery plan with physical,
emotional, social, and spiritual components. The care plan is
similar in format to a traditional treatment care plan. Using the
self-assessment survey, the client approaches the "problem" (for
instance, PMS) by illustrating cravings for sex, sweets, or alco-
hol. In the section titled "evidence," the client reports actions or
feelings as a result, such as inability to focus. Goals (e.g., I will
identify a relationship between my mood swings and my crav-
ings for drugs and/or alcohol) and objectives (e.g., I will iden-
tify the onset of menstruation on a monthly basis) are estab-
lished, followed by methods (I will keep a monthly calendar of
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my menstrual cycle, including physical symptoms, etc.).
By helping the client identify cyclical patterns, a process of

self-monitoring and awareness is initiated and a relapse pre-
vention program is developed, inclusive of menstrual patterns
and with a sense of commitment to the process. The client
assesses her reactions and devises healthier solutions to crav-
ings or mood swings, including possible changes in diet. The
recovery plan includes support by a sponsor and medicaUmen-
tal health professionals.

Symptoms of perimenopause or menopause are significant to
women who are recovering from chemical dependency (CD) or
are currently active in their CD. For some women, peri-
menopause and/or menopause can be debilitating, confusing,
and disruptive to their relationships and can signal the begin-
ning of a relapse process or the onset of middle- to late-stage
alcoholism/addiction. CD treatment plans need to address
menstrual cycles, perimenopause, or menopause as a potential
problem area.

Uery few addiction professionals who work with women
would disagree with the premise that hormonal shifts may
affect the prognosis of a successful recovery process. Hormonal
shifts need to be a subplot of treatment for women and recog-
ni~ed as an inherited, genetic, and medically directed predis-
position to chemical dependency for some women.
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Creatin an Mangy in
an ESP N etwor

hen an employee
calls an EAP
and schedules an
appointment, will

he meet with someone who has
experience in assessment and
referral and short-term problem
resolution? Someone who has
earned the certified employee
assistance professional creden-
tial? Someone who understands
the work-centered focus of
employee assistance and the
impact that personal concerns can have
on job performance? Someone who has
consulted with supervisors on managing
troubled workers?

Increasingly, these questions are being
answered by people who live and work
far from the employee and the EA service
provider. With the rise in health care costs
and the development of new communica-
tions technologies, EAP and managed
behavioral health care networks have
grown in popularity and size, allowing
decisions on provider credentials, quality
standards, confidentiality protections,
and service delivery to be centralized and
standardized.

Extending the reach of
an EAP sometimes dictates,
however, that compromis-
es be made. What if no
providers in a certain
geographic area have the
requisite education, train-
ing, and experience?
What if otherwise qualified
providers refuse to contract
with a network unless they
are allowed to continue
providing care after the ses-

sion limit has been reached?
Questions such as these lie at the

heart of creating and managing an EAP
network, whether on a regional, national,
or international level. ?hree of the follow-
ing articles explain how some networks
have attempted to resolve these issues and
describe the results of their decisions. A
fourth article discusses some of the issues
that affiliate providers consider when
deciding whether to j oin a network.
Together, they suggest that for all the stan-
dardization and centralization inherent in
network management, EA service deliv-
ery ultimately is a very personal process.
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Re Iona N etv~or s
Re ectin t e P i oso Y

o t e P arent EAP
by Bruce C. Prevatt, Ph.D., CEAP

n 1995, Florida State University (FSU) established an
internal employee assistance program to serve the needs of

its roughly 10,000 faculty and staff and their dependents.
The program was founded on the principles of the EAP

Core Technology and the EAPA Standards and Professional

Guidelines for EAPs, and the EA professionals who staff it pro-
vide assessment and referral services, short-term interventions,

and management consultations as their primary focus.
In the years since its inception, the program has added

other services such as selected trainings, mediation, critical

incident stress management, and management coaching and
has been asked to participate on the university's crisis response
and threat assessment teams. Each of these added services and

responsibilities has enhanced and supported the EAP Core
Technology, not replaced it.

In the spring of 2001, when a major vendor to state agen-

cies decided to cease offering employee assistance services, the
FSU EAP submitted a bid to provide these services instead.
Four contracts covering approximately 6,000 state employees
were awarded to the FSU EAP. Upon receiving these contracts,
the EAP established a statewide affiliate network to service the
agencies and their employees and family members.

Whenever a geographic area exceeds the service capabili-
ties of an EAP's primary office location and staff, it will proba-

bly be necessary to develop an affiliate network. The number

of affiliate providers hired and their experience and credentials
will depend on several variables. The size of the area. to be

served and the philosophy of the EAP parent organization are

two of the major considerations in developing a network.
Sue of the service area. The larger the geographic area to

be served, the less the parent organization will be able to exert

direct control and quality assurance over day-to-day service
delivery by affiliate providers. In many cases, contact between

the parent organizarion and the affiliate will be limited to tele-
phone conversations and e-mail and "snail mail" exchanges.

Bruce Prevatt is director of the Center for Employee Assistance at Florida
State University, a position he has field since 1995. Prior to joining FSU, he
developed and directed the EAP at Texas A&M University and was western
regional coordinator for the Virginia State Employee Assistance Service. He
has been active in the employee assistance field since 7984 and serves
on the EAPA Communications Advisory Committee. He can be reached at
bprevait@admin. fsu. edu.

Affiliate providers may even be recruited and hired based on a
single telephone call and a written agreement exchanged via

facsimile or mail.
There is, in most cases, no training and little oversight of

the affiliate by the parent organization. In cases involving man-
agement or supervisory referrals, direct interaction between
the affiliate and the individual's employer typically is nonexist-
ent. The affiliate essentially becomes an unseen "voice" in the
field, providing a limited number of sessions and reporting
back to the parent organization.

In a more localized service area, the parent EAP may have

the luxury of visiting with affiliate providers during the recruit-
ing phase and/or at various times during the year. Day-to-day

operations, however, are conducted primarily via the tele-
phone and mail services.

Philosophy of the parent organization. This variable
probably has a greater influence on how a network is devel-
oped and managed than does the size of the service delivery
area. If the parent organization's focus is on short-term coun-

seling, there is little need to recruit affiliate providers who have
EAP experience or lmowledge of job performance issues. In
these situations, any licensed counselor will do. If, however,
the parent organization's focus is on the EAP Core Technology
and job performance issues as well as personal concerns, EAP

experience will be given greater consideration.
The seven components of the EAP Core Technology are

designed to create a "unique approach" to addressing employ-
ers' productivity issues and employees' personal concerns that
affect job performance. These components include—
• Timely problem identification/assessment services for

employee clients with personal concerns that may affect

job performance;
• Consultation with supervisors seelang to managed the

troubled employee;
• Use of constructive confrontation, motivation, and short-

term intervention; and
• Referral, case monitoring, and follow-up services.

Nowhere in the EAP Core Technology does it call for the
EA professional to provide direct diagnosis or treatment.
Unfortunately, many EAPs have become little more than short-
term counseling services with little or no direct involvement
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with supervisors or management.
In some cases, the EAP parent organization has moved far

away from the EAP Core Technology. Perhaps employee assis-
tance services are being offered free as an incentive for an
employer to contract with a particular health insurance com-
pany; possibly the FAP is being provided as an extension of a
managed care plan. Under these circumstances, when an
employee or dependent calls the toll-free service number, an
individual on the other end will decide whether the caller
should be referred as an EAP client or a straight insurance refer-
ral. Knowledge of the parent organization or focus on job per-
formance will be minimal, if they exist at all.

The following criteria and questions guided the FSU EAP's
selection of providers for its affiliate network:
1. Geographic locations of the employees to be serviced

and areas of high concentration.
A What is a reasonable commuting time for an employee

to travel to an affiliate's office?
B Is it more important to have multiple providers (regard-

less of EAP experience), thereby reducing the time for
employee clients to commute to the providers' offices,
or fewer affiliates who are more experienced in the field
of EA programming and delivery?

2. Primary focus and credentials of the affiliate provider.
A Are the potential affiliates dedicated EAP providers or

professionals of various disciplines who provide EAP
services as an ancillary activity?

B If the availablz affiliate pool sloes not include dedicated
EAP service providers, are there professionals available
who have extensive EAP experience and/or have earned
the CEAP credential?

3. Affiliate's understanding of the basic concepts of EA
programming.
A In the case of affiliates who are not dedicated EAP

providers, do they clearly understand the role of assess-
ment, referral, and short-term intervention and how
this differs from the more therapeutic interventions
they may provide to other clients?

4.Intake, referral, related paperwork, and compensation.
A What is a reasonable compensation for affiliates?
Should all affiliates be paid the same or should each
contract be negotiated separately?

B Should extensive documentation and case notes be
required? Will time dedicated to paperwork manage-
ment be compensated?

C How many sessions should be authorized by the parent
EAP, and how often should the affiliate need to reapply
for additional sessions?

5. Company and/or agency access.
A In the case of supervisory referrals, how much access to

the employee's supervisor or manager_ should the affili-
ate provider.be granted?

B Should contact with the employee's company or agency
be limited to the EAP parent organization, or should
the affiliate provider be authorized to make direct con-

tact with the supervisor or manager?
Based on these considerations, the FSU employee assis-

tance program decided to establish a network with a restricted
number of affiliates and to contract whenever possible with
dedicated EAP providers or persons with extensive EAP e~pe-
rience. The overriding philosophy of the FSU EAP was that if
affiliates are selected based on their experience in and ~mowl-
edge of employee assistance, are reasonably compensated, and
are trusted to conduct themselves in an ethical and profession-
al manner, they will, in turn, provide high-quality service.

The FSU EAP also decided that affiliate providers should
be located within a reasonable commuting distance of employ-
er and employee clients and that all affiliates shall be paid the
same rate of compensation. Distances considered to be "rea-
sonable"—less than 30 minutes' travel time for urban employ-
ees and 60 minutes' travel time for rural employees—were
established jointly by the FSU EAP and the agency contracting
for the services. Although affiliate providers are not reimbursed
for paperwork, every effort is made to compensate them for
time dedicated to locating appropriate community resources
and providing appropriate client follow-up.

All intakes come into the FSU EAP office via atoll-free number.
After an initial telephonic assessment, the employee is referred
to the local affiliate, who is allowed one intake consultation.
Following the intake visit, the affiliate contacts the FSU EAP
and discusses his/her findings and recommendations.

The employee client customarily is awarded additional
EAP visits based on the information provided by the affiliate
and the terms of the contract with the agency for which servic-
es are being provided. If contact with a supervisor is considered
important, the affiliate is encouraged to make direct contact
with the supervisor and operate, for all intents and purposes,
as an independent provider.

Thus far, the FSU EAP and the agencies for which it pro-
vides services have been pleased with the professional network
and rewarded by the trust and respect they have placed in their
affiliates. As of the second contract year, only one affiliate has
been dropped, three have been added, and affiliate compensa-
tion has increased by 20 percent.

Although a successful affiliate network can be developed
and implemented according to any number of perspectives, the
FSU EAP decided to make its affiliate network an extension of
the parent office and not simply a counseling network. The
FSU EAP adheres closely to the components of the EAP Core
Technology and believes it is important to let that philosophy
serve as the foundation for the development of an affiliate net-
work. As a result, the network is built on a basis of solid EAP
values and mutual trust.
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Ensurin Networ ua itY
A T orou

Cre entia in Process
by Saul Feldman, D.P.A.

reating, maintaining, and ensuring the quality of
an EAP provider network is an important endeav-
or; it is also challenging and costly. It requires a
thorough credentialing and re-credentialing

process, a technologically advanced information system, and a
professional staff responsible for establishing and maintaining
rigorous standards.

United Behavioral Health (UBH), founded in 1979 as an
EAP organization focused on counseling and consulting serv-
ices, is now one of the largest EAP and behavioral health organ-
izations in the country. Because maintaining the quality of our
EAP network is vital to our ability to deliver excellent service,
participation in the network is limited to providers who have,
at a minimum, the following qualifications:
• A master's degree in psychology, social work, or a related

field;
• Three years of post-licensure e~erience, at least two of

which must be in an EAP setting;
• An independent clinical license to practice in the state in

which they reside; and
• Appropriate insurance coverage.

Providers who meet these standards and earn the certified
employee assistance professional credential (issued by the
Employee Assistance Certification Commission) are automati-
cally qualified to join UBH's EAP specialty network. Those who
have not earned the CEAP credential must go through the full
UBH credentialing process, which includes proof of compli-
ance with the minimum C~U211{1Cat1017S listed above plus a
comprehensive review of their training, clinical experience,

Saul Feldman is chairman and chief executive officer of United Behavioral
Health, which offers a broad range of integrated and stand-alone EAP,
work/life, behavioral health, and disability management programs. Prior to
joining UBH he was president and CEO of Hea/thAmerica Corporation of
California, a health maintenance organization; before that,. he directed the

Staff College at the National Institute of Mental
Health. He is a trustee of the Menninger
Foundation and serves on the MacArthur
Foundation Network on Mental Health Policy
Research. He is a founding fellow and former pres-
ident ofthe American College of Mental Health
Administration and the founder and executive edi-
torofAdministration and Policy in Mental Health, a
professional journal for the behavioral health field.

and other workplace-focused stall sets.

We ask providers to disclose their gender, ethnicity, and

language capabilities on their applications, and most share this
information with us because they understand that many indi-

viduals have specific demographic preferences or communica-

tions needs. We pay particular attention to the recnzitment of

providers with bilingual stalls and cultural competencies to
match the needs of the clients we serve.

Every year our EAP providers are
required to tape at least one EAP-
specific training course to update their
shills, learn about the newest research,
and stay abreast of recent trends in
the EAP field.

We analyze the qualifications of potential EAP providers
through apre-screening questionnaire, which we developed in
conjunction with EAPA. The questionnaire asks, for example,
whether a potential provider has made referrals to community
resources during the past year (and, if so, which types) and
whether the provider can identify what distinguishes EAP serv-
ice delivery from clinical psychotherapy practice. Responses to
these questions help us evaluate the provider's expertise in
important areas such as substance abuse screening, assess-
ment, and treatment; management referrals; critical incident
stress debriefings; government regulations and protocols;
workplace training and consultations; coordination of treat-
ment referrals; and fitness-for-duty or return-to-work evalua-
tions.

Integral to an effective EAP is the ability to recognize the
severity of a problem and detemune the most efficient and clin-
ically sound method to help resolve it. Thus, our EAP network
providers must have extensive experience in identifying and
resolving workplace problems that maybe caused and/or exac-
erbated by an employee's personal or work life. They are also
required to be experts in providing the full range of EAP serv-
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ices for both employees and employers, responding to work-
place as well as personal concerns.

To be credentialed as a network substance abuse profes-
sional (SAP) or other EAP specialist provider, UBH requires
adequate training and supervised practice in worlang with spe-
cial populations. Those who wish to be designated as special-
ists within our network must demonstrate clearly that their
continuing education (such as CISD trauung along the Mitchell
model) or training certification (such as a course covering the
Department of Transportation's drug- and alcohol-testing
requirements and substance abuse professional functions) is
adequate. We collaborate with national trairring and certifica-
tion bodies to establish training guidelines based on best prac-
tices.

The credentialing process includes a complete review of
the questionnaire responses and other documents by a clini-
cian in our Provider Services Department, followed by primary
source verification of all licenses, degrees, and board cer[ifica-
tions (for physicians). UBH also runs sanctions reports to check
for things such as criminal backgrounds and billing fraud.
Qualified candidates are then presented to the UBH
Credentialing Committee, amulti-disciplinary group of
licensed clinicians from within and outside the company, for
review and approval.

Foreign Language
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EAP.

Need translated materials
for your EAP?
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( Ready for distribution
Quantity discounts
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What's
Available?

Handouts on:
-Tauma
-Grief and Loss

-Stress Manage-
ment
100 + $2.00
each

Posters to adve~
your EAP $3.00
each

Newsletters on:
-Parenting

-Staying Focused
-Troubled Times
-Violence in the
Workplace

100 + $2.p0 each

DIVERSITY
EAP

Maintaining Service Quality

It is the responsibility of our Provider Services staff to ensure
that our national EAP network maintains the highest standards
of care. Our staff continues to verify licensing, education, and
insurance information through our re-credentialing process,
confirm provider availability through test calls and member
surveys, and maintain current data about provider practices in
our information system. Using a variety of statistically proven
methods, such as our EAP Outcomes Survey and Member
Wellness Survey, we also review a sample of EAP cases through-
out the year to verify that our members are consistently receiv-
ing the care they need and deserve.

Additionally, we use a variety of clinical and administrative
tools to support our EAP providers and maintain the quality of
our network. For example, every year our EAP providers are
required to take at least one EAP-specific training course to
update their stalls, learn about the newest research, and stay
abreast of recent trends in the EAP field. Our EAP providers
also have access to wwwubhonline.com, asecure Web site that
provides clinical and administrative information and allows
providers to conduct numerous business functions such as
submitting and traclang claims, downloading frequently used
forms, and updating information about their practice for our
provider database.

Everything we do to develop and maintain ahigh-quality,
accessible EAP provider network is in the service of our
employer clients and their employees. Because clinician expert-
ise and availability vary across the country, an employee client
may need care in an area where UBH does not have a network
provider. In such instances, we will take one of the following
steps:
• Give the employee the option of visiting the network

provider closest to him/her;
• Arrange for a network provider from another area to provide

services in the employee's location; or
• Make arrangements for the employee to see anon-UBH

provider.
Additionally, in remote areas where mental health

resources are limited, we use various strategies to help meet the
needs of employer and employee clients. These strategies
include forming advisory committees that focus on partnering
with community mental health agencies to develop a delivery
system and expanding the continuum of services through
alliances with public and private organizations that provide
specialized assistance, such as home health care or wrap-
around services.

An ethnically diverse, highly qualified group of EAP spe-
cialists is the key to the successful resolution of workplace and
personal issues. As they should, our customers rely on our
expertise in employee assistance and related areas; we, in turn,
rely on that of our network providers. D

wvuw.eap-association.org
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A i iate Provi ers
~ e Ke Lin in t eY

Networ
by Margaret Ann Kellogg, LCSW

began practicing as an employee assistance professional in
1984 for a large behavioral health care organization and
gained experience in marketing and administering EA pro-
grams and providing EA services. At that time, EAPs were

not as common as they are today. In 1989 I started a private
clinical social work practice, with employee assistance service
provision comprising .one-third of my clinical caseload.

I began joining managed care networks three or four years
later because I saw them as the wave of the future in terms of
where insurance reimbursement was going. I'm now a member
of several managed care and EAP networks, and over the years
I've learned the advantages and clisadvantages of network par-
ticipation and how affiliate providers can identify which net-
works can best meet their needs.

The number-one advantage of participating in a network,
from my perspective, is that I can provide clinical employee
assistance services without the time and e~ense of having to
conduct marketing. This means I can focus on what I love
doing, which is providing direct services.

Another advantage of participating in an EAP network is
that I receive a constant referral stream and exposure to more
customer companies, especially large national companies that
are locked into EAP contracts. Worlang with these large com-
panies offers me the opportunity to provide a wider variety of
EAP services than I might with small employers.

For example, I enjoy providing wellness seminars, super-
visory training, EAP orientations, and critical incident stress
debriefings. On Sept. 11, 2001, I was conducting a health fair
in one of the larger companies in the area and it turned into a
stress debriefing. I enjoy having that sort of flexibility and the
opportunity to meet different needs.

A third advantage of being an EAP affiliate is that the net-
work pre-screens clients during the referral process, so I
receive referrals that fit my areas of specialization. A fourth

MargaretAnn Kellogg is a licensed clinical social
worker in Johnson City, Tenn., specializing in
employee assistance programs, coaching, and pro-
fessional development training. She can be con-
tacted by phone at (423J 929-2021 or by e-mail at
mkelloggl @aol.com.

advantage is that some networks offer training programs to
help their affiliate providers stay current. For example, social
workers are required to receive ethics training, and one of the
managed care companies I work for provides that training for
free. ?his helps me on two levels: one, I receive required trauz-
ing without having to pay for it, and two, I get to lmow more
of the network staff. Developing strong ties with network staff
and especially network management is important in terms of
maintaining along-term relationship.

As a solo practitioner, I sometimes feel isolated and bored
if I stay in my office and do the same things over and over.
Network participation allows me to work in a variety of set-
tings. One week I may provide sexual harassment training to
rock quarry workers; the next week, I'll present supervisory
tranung to health care professionals.

Simple and Efficient

These advantages come at a price, of course. To remain eligible
for network participation, an affiliate provider generally must
verify, on an annual basis, that he or she is licensed to practice,
maintains malpractice insurance, and is free of sanctions. The
re-credentialing process can become time-consuming if you
are a provider for several managed care companies.

Unfortunately, the re-credentialing process is not alone in
creating time and paperwork burdens. Some networks have
extensive paperwork requirements for billing, and each net-
work's forms are different. This process can be cumbersome to
manage. To add insult to injury, some networks can take as
long as 30 days to pay.

To a certain extent, these problems are self-correcting,
because networks with extensive and time-consuming admin-
istrative burdens lose their affiliate providers. I'm no longer a
provider for some networks because I found it too hard to keep
up with their paperwork. I don't like complicated administra-
tive requirements; I prefer things to be simple and efficient.

For example, .United Behavioral Health has an on-line
billing service for its providers that literally takes about two
minutes to complete. It's password-protected and easy and
simple to use. Each client has an authorization code, so when
I bill for my work I just plug in the proper code and the dates
of service and answer a few questions. Not only do I bill faster,
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but I also get paid faster—usually in just four to five days.

Most of my active contracts are fairly straightforward and

easy to manage. They require that individual clients be seen in
two or three days, sooner in emergency situations. Some con-

tracts stipulate that my office be accessible to people with dis-
abilities; others mandate that my office be close to public trans-
portation. All of them stipulate terms of EAP expertise and
e~erience and require compliance with their policies and pro-
cedures as well as common practice standards.

The managed care and EAP networks typically don't
require affiliate providers to have earned the certified employ-
ee assistance professional (CEAP) credential. I don't hold the
CEAP credential, though I am a licensed employee assistance
professional (in Tennessee, EA professionals have to be licensed

by the state). I'm also a licensed clinical social worker and a
licensed alcohol and drug abuse counselor (LADAC). The
LADAC credential is very important to networks because they

lrnow I can assess for alcohol and drug abuse as well as psy-
chiatric problems on the front end and ensure accurate and

timely treatment. The networks look very favorably on the
LADAC credential, and I feel it helps me receive more referrals.

As I mentioned previously, good worlang relationships are
important in my interactions with networks. When I evaluate
networks and determine whether I want to join one, I often ask

my colleagues if they have had any negative experiences with

this particular company. I also ask them, "Are you able to access
someone on the phone if you have a question, or are you put
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on hold for a long period of time? Do you communicate con-

sistently with the same people, or do you talk to a new voice
every couple of weeks? How much additional administrative
time is required?" These are some of the issues that I consider
important.

These same concerns extend to my interactions with
clients. Some networks have atwo-session assess-and-refer
model that requires the provider to refer to another affiliate
after two sessions. Most of the networks in which I participate
will allow xne to continue with clients after the EAP care is com-
pleted, so there is a rollover to their insurance benefits. Some
networks, however, see that as aself-referral or conflict of inter-
est and require the provider to refer to another affiliate. This
can create discomfort for clients because they've talked to me
and built up a level of trust, and now they have to start over
with someone else.

I also base my evaluations on the number of covered lives
in my area. If I am asked to join a network with only 40 or 50
employees, I won't join that network. I lmow some providers
who also look at the types of employers a network serves and,
thus, the types of clients they will receive from them.

For example, one EAP network provides services to a
regional university that is a large employer in my area. The uni-
versity's employees typically are well educated (many of them
have doctoral degrees), have access to more resources, and
maintain fairly high living standards. The presenting problems
of these employees, and the resources at their disposal to
address them, will differ from those of blue-collar workers.

This is not an e~austive list of considerations; some affil-
iate providers will take other issues into account when evaluat-
ing anetwork. They serve, however, to illustrate the kinds of
questions EA professionals should ask to help determine which
networks they want to join.,.

~~~~ _ ,,

Even when a provider feels good about a network, the imper-
sonal nature of contract negotiations with EAP networks can
foster a "take it or leave it" feeling among affiliates. Without a
face-to-face interviewing process, affiliates may not have access
to someone with the power to negotiate contract changes. The
ability of affiliates to provide input is an important area to con-
sider when joining EAP networks.

EA professionals also should be comfortable with the pro-
cedures and regulations governing a network before agreeing to
participate in it. EAP networks that are most successful are
responsive to affiliates' concerns and sensitive to the needs of
providers for simplicity and ease of service delivery. It is impor-
tant for affiliates' concerns to be heard when they identify prob-
lem areas.

It is equally important for affiliates to work with networks
to improve the quality of care for clients as well as request effi-
cient administrative procedures. Providers are the point of con-
tact between EAP networks and the employer and employee
clients they serve. We, as affiliates, are the key link in the
employee assistance network—the quality of services we pro-
vide will influence whether employers and employees contin-
ue to offer and use EAPs.
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T e U . K. Ex erience
T ree Areas o Ens axis

by Colin Grange

his article will explore the challenges facing exter-
nal EAP providers in the United Kingdom that
wish to develop and manage a network of clinical
affiliates who can provide face-to-face assessment

and short-term assistance as part of a program of EA services
for a client organization. Obviously, different external EAP
providers have different systems and processes for recruiting
and managing clinical affiliates, but there are clear themes that
are common to most (if not all) providers, and these will be
cliscussed in this article.

Recruiting Clinical Affiliates

The first challenge in recruiting a clinical affiliate network is to
establish minimum requirements for professional experience
and training. In the United Kingdom, there are no formal cre-
dentialing and licensing systems as there are in the United
States, and few people hold the certified employee assistance
professional credential (and most of those who have earned it
are not clinicians). There also are no legal restrictions to pre-
vent aperson from setring up shop as a counselor or psy-
chotherapist.

There are, however, three bodies that sponsor accredita-
tion programs for potential EAP clinical affiliates: the British
Associarion for Counselling and Psychotherapy, the United
Kingdom Council for Psychotherapy, and the British
Psychological Society. Although the British Psychological
Society's program is the most rigorous, most EAP clinical affil-
iates are not psychologists, so the accreditation standards most
EAP providers use are those developed by the BACP.

EAP providers essentially look at three areas when decid-
ing whether to accept someone into their clinical affiliate net-
work. The first area centers on professional qualifications and
accommodations. Most U.K. EAP providers require their clini-
cal affiliates to be BACP-accredited or have equivalent qualifi-
cations and experience. Although the clinical affiliate may beilia

Colin Grange is clinical director at Ceridian Performance Partners U.K. He
has eight years' experience in the employee assistance industry in the
United Kingdom, during which time he has worked for three large external
EAP providers. Recruitment and management of clinical affiliates has been
one of his primary duties for these providers.

influenced by a variety of theoretical approaches or models of
counseling, it is expected that helshe will be e~erienced in
short-term interventions, with an emphasis on solving clients'
problems or encouraging more effective problem management.
Such experience may have been gained, for example, in private
practice, a student counseling service, and/or workplace coun-
seling or employee assistance settings. As EAP services have
become more common in the United Kingdom, more and
more counselors have acquired EAP experience, and most clin-
ical affiliates now work for more than one EAP provider.

As well as holding suitable professional qualifications, the
clinical affiliate must practice from premises that meet appro-
priate standards. In the United Kingdom, many counselors
practice from their own homes rather than an office. As the
profession develops further, it is expected that more and more
counselors will work from offices.

EAP providers are encouraging this process, but at the
moment most U.K. counselors still work from their homes. If
a clinical affiliate does practice from home, the consultation
room must not double as living accommodations. The
entrance to the consulting room must also be discrete and not
accessible via any personal living area. Whatever the setting for
the consultation room, it must be quiet, comfortable, and pro-
fessionally furnished.

In addition to the proper qualifications and accommoda-
tions, all clinical affiliates must have professional indexnniry
insurance of at least £500,000. To date, there has been rela-
tively little litigation against therapists in the United Kingdom,
but this is likely to change in the future—there has been an
increase in claims by employees against their employers for
stress and other psychological issues, and it seems logical that
eventually there will be claims against therapists for inappro-
priate treatment.

To maintain accurate records of their clinical affiliates,
most EAP providers -maintain a confidential file for each affili-
ate. The exact content of such files can vary, but a fairly stan-
dard list of contents follows:
• An application form;
• A curriculum vitae;

Photocopies of the clinical affiliate's qualifications;
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• A photocopy of the affiliate's professional indemnity

insurance; and
• A reference from the affiliate's clinical supervisor.

The second important set of criteria by which clinical affil-

iates are evaluated is the ability to work within an EAP context.

To be able to perform well within aworkplace-focused contest,

a counselor must demonstrate the ability to—
(1)Assess an individual client's needs during the first face-

to-face session.
(2) Provide short-term assistance on a wide range of client

issues. It is customary to expect clinical affiliates to address the

full range of client presentations rather than provide expertise

in specialized areas. Generally, if an employee requires a

focused intervention for a specific issue, he/she would be

referred to an agency outside the EAP.

(3) Refer a client to appropriate therapeutic resources,

either after the assessment session or after providing short-term

assistance. To be able to refer appropriately, the clinical affiliate

must be familiar with local resources, such as professionals

who provide long-term therapy, voluntary agencies, and spe-

cialized clinics.
(4) Understand organizational dynamics and the issues of

worlang life. The unique aspect of employee assistance is its

focus on how an individual's problems may affect his/her per-

formance at work. It is vital that the clinical affiliate be able to

appreciate this.
The third area of emphasis is that the clinical affiliate be

willing and able to cooperate with all the case management

procedures of the provider. EAP providers differ on how close-
ly they case manage their clinical affiliates (and who conducts

the case management), but all providers have some system for

monitoring the work of the clinical affiliates. No matter the sys-
tem operated by the provider, the clinical affiliate is expected to
fully cooperate with the procedures.

In the United Kingdom, different EAP providers have dif-

ferent numbers of clinical affiliates in their networks depending

on the volume of clients they serve. A major challenge facing

providers is to have a sufficient number of clinical affiliates to

meet the needs of client organizations while also keeping the

network small enough so that individual affiliates receive suffi-

cient referrals to maintain a clear understanding of the

provider's clinical systems and case management procedures.

Generally, when an employee or family member chooses a

face-to-face consultation, he/she is offered a meeting with an

EA professional near where he/she lives or works. The proxim-

iry of the EA professional to the employee will depend on the

employee's location, as some geographic areas have more affili-

ates than others. The standard generally is that an employee is

not expected to travel more than 30 minutes to see an affiliate
on all but the rarest of occasions. This is an appropriate stan-

dard, as it means the employee will not have to travel longer

than the session lasts (60 minutes).
It has become common for many EAP providers to con-

duct a face-to-face interview with a counselor before accepting
him/her into the clinical affiliate network. This meeting pro-

vides both parties an opportunity to talk about their possible

future business relationship. Many experienced EA profession-

als want to meet the EAP provider because they believe they are

selecting the provider as much as the provider is accepting

them. Aface-to-face meeting: enables both parties to under-

stand each other better and allows the EAP provider to inspect

the consulting room and premises of the EA professional.

~__

As has been stated previously, all eternal EAP providers main-
tain asystem for case managing the referrals they make to their

clinical affiliates. The EAPA U.K Standards of Practice and

Professional Guidelines for Employee Assistance Programmes (2nd

edition) mandates a case management process, but it vanes a

great deal from provider to provider.
My personal view is that a referral to an individual clinical

affiliate is best overseen by a case manager working for the EAP

provider. The case manager should be a clinician as well and

should require both telephonic and paper-based feedback from

the affiliate as to how the referral is progressing. The amount of

case management time an individual referral receives should

depend on such factors as the experience of the clinical affiliate

in working with both the EAP provider and the case manager

and the extent to which the client's issues appear to be chal-

lenging (e.g., whether any risk factors are suspected).
Although the process of case management will vary from

provider to provider and from case to case for the same
provider, certain feedback should always be required from the
clinical affiliate. I prefer telephone-based feedback, as this
enables a discussion to take place between the clinical affiliate

and case manager so that each can make suggestions to the
other. In most cases, the case manager would have been the

intake counselor for the client when helshe first contacted the
EAP Two such conversations should take place—after the
assessment session with the client and after the affiliate has
completed treatment with the client.

The post-assessment feedback discussion should focus on

whether the client is a suitable candidate for short-term assis-
tance or whether he/she needs a referral to another agency to
receive some other type of treatment intervention. This discus-
sion should also focus on any potential risk factors with the
client and any work performance issues he/she may have. If the
clinical affiliate feels the client is suited for short-term assis-

tance, the exact number of sessions would be negotiated with
the case manager.

The post-termination feedback would focus on the affili-

ate's assessment of the treaunent and whether it has been com-

pleted or whether the client has been referred to another

agency for more help. A very important component of post-ter-

mination feedback is disclosing to the case manager whether

any workplace issues have contributed to the employee's prob-
lems. By collecting such feedback from a number of referrals,
the EAP provider may be able to identify some themes or

trends around workplace issues that could be fed back to the
client organization via the account management process.
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Financial Stress ?

• Reduce manth(y payments

• Reduce interest rates

• Stop fate and over limit fees

• Creditors step calling

• Pasi due accounts brought
current

s Debts repaid years earlier

The EAP's Partner

~►~~~' FAI~'iILY
1-8Q0-994-3328 www.famifycredit.org
Recorded Message, 800-483-7893

Contact: Michael McAuliffe

SUBSTANCE ABUSE PROFESSIONALS
Earn Your M.S. Degree in Substance Abuse Counseling and
Education in Your Own Home

Now you can continue your current employment while earning your degree in as few as
18 months, from a respected and fully accredited university. NSU provides the personal
attention you seek in substance abuse and dual diagnosis, while you study from your home.
Many of our M.S. graduates proceed into positions as mental health, addictions, and mar-
riage and family counselors.

~`i/~~

N NOVA SOUTHEASTERN UNIVERSITY
S~ Fischler Graduate School of Education

and Human Services
1750 NE 167th Street
North Miami Beach, Florida 33162-3017

For more information, call (954) 262-8500,
toll free 800-986-3223, or visit our
Web site at www.fgsenova.edu/substanceabuse

Nova Southeastern University admits students of any race, color, and national or ethnic origin. OS-044/02 P9a
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President's Message
continued from page 2

their help:
• Provide member education. Our

members consistently rank profes-
sional education at the top of their
needs. EAPA must explore all
options for selection and delivery of
content and utilize all technologies
available to meet the varied educa-
tion needs of members, whether
through conferences, Internet or
satellite trainings, regional seminars,
or international programs. EAPA
also must keep informed—and
inform our members—about
changes in national or international
laws, regulations, policies, or shifts
in business practices that affect our
profession.
Strengthen the voice of EAPA.
EAPA is the largest association rep-
resenting the interests of EA profes-
sionals. It is time to increase our
visibility and use our position to set
standards for credible EA practice
while maintaining the EAP Core

Technology and the value of exist-
ing, proven EAP delivery systems.
EAPA must educate business lead-
ers, policy makers, and the public
about the unique and valuable serv-
ices that set EAPs apart from non-
workplace-based services.

• Lead the profession. To lead our
profession, we must help it grow.
EAPA must help recruit and devel-
op new EA practitioners and
strengthen relationships with uni-
versities and other institutions to
support the development of EAP
curricula and training programs.
We also must encourage and publi-
cize greater research and evaluation
of our field and pursue opportuni-
ties to secure funding for research
projects and related activities. And
we must continue to collaborate
with other associations that affect
the EA profession and EAP services.
We cannot educate others, ad-

vance the field, or create meaningful
change in a vacuum. We must cham-
pion the values and benefits of EA

Spreading The Word
About Your EAP

If you want
them to use it,
you have to
promote it!

e've got hundreds of low cost products to help you
promote your program – imprinted with your

company name, logo and message

Call for Free Catalogs or Search Our Website
1-800-881-5880 www.xpressionproducts.com

Paul Kelly, President
Xpression Products, Inc.

PO Box 39
Wauconda, IL 60084

EAPA MEMBER SINCE 1977

practice wherever and whenever the
opportunit;T arises. Cynthia Sulaski
addressed this point very effectively
in the May/June 2002 Exchange.

These are tremendous challenges,

but as I said earlier, it is clear that

EAPA has the membership, the leader-

ship, and the staff to make it happen.

It will only happen, however, if we

work together. To paraphrase Harry

Truman, "You can accomplish anything

if you don't care who gets the credit."

I firmly believe that if we listen

together and work together, we will

make EAPA stronger—and the EA pro-

fession will benefit. The employees

and families we serve deserve it, and

our members deserve it.

Linda: Thank you, Don, for giving us

a sense of your vision for EAPA. I am

confident you will succeed in meeting

your goals with the support of the

Board, the members, and EAPA staff. I

look forward to passing the gavel to

you in Boston and thanking EAPA

members personally for their contin-

ued support of our association.

ASAP is the preferred SAP vendor
for independent companies,

• individuals, EAPs, MROs, and TPAs.

ASAP's nationwide services include:

•Substance Abuse Professional
Evaluations

- •DOT Compliant Case Management

' •DOT Compliant Training

•
~-

- ; ,,—

• •
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••• ~

• 1 1 1
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ver the strong objections of
business groups, California
Gov Gray Davis signed into

law a bill providing most workers
with paid leave to bond with a new
baby or adopted child or to care for a
sick family member.

The leave, which will be available
beginning July 2004, will be funded
entirely by employee payroll deduc-
tions, which are expected to average
about $26 a year but can range up to
$70 a year for workers earning more
than $72,000 annually. Roughly 13
million of the state's 16 million work-
ers will be eligible for paid leave
under the law State government
employees are not eligible (California
covers them under aself-insured dis-
ability program), nor are employees of
firms with fewer than 50 workers.

Davis said three of four
Americans eligible for unpaid family
leave under a 1993 federal law don't
take it because they can't afford to give
up their paychecks. The California law
provides for most employees to be
paid about 55 percent of their salary
for six weeks of leave for a new child
or sick relative. Employers can re-
quire, however, that workers use up
to two weeks of paid vacation before
taking paid leave.

Business groups opposed passage
of the law, saying a recession is not
the right time to raise taxes or fund
new programs. Business leaders also
claim the new program will impose a
raft of indirect costs on them, such as
overtime or the cost of hiring a tem-
porary employee or consultant to fill
in for an absent worker.

For more information, visit
California's Web site at wwwca.gov

News
Briefs

California Enacts Law
Granting Paid Family Leave
Social Interaction Will Drive
Many Retirees to Keep Working

Roughly seven in 10 members of the
"baby boom" generation expect to
continue working in some capacity
after they reach retirement age, and
many will do so because they enjoy
the social interactions of work.

A survey of 1,400 people born
between 1946 and 1961 found that
59 percent believe the best years of
their lives will come during retire-
ment. But unlike their parents, many
baby boomers will continue working
during their retirement years, and
most (86 percent) expect to be just as
busy then as they are now

Of those who effect to continue
working after reaching retirement age,
women are more likely to do so for
the social interaction it provides,
while men are more inclined to do so
because they enjoy working. Women
are also more likely to continue work-
ing because they are worried about
not having enough money. Overall, 47
percent of survey respondents expect
to continue working because they
need the income, and 53 percent do
not expect to reach their savings goals
before they retire.

More information about the sur-
vey, conducted for Allstate Financial
by Hams Interactive, can be found by
visiting wwwallstate.com.

Use of Illicit Drugs and Alcohol
on Rise in United States

Rates of illicit drug use and alcohol
use among Americans 12 years of age
or older increased from 2000 to 2001,
according to initial findings from the
2001 National Household Survey on
Drug Abuse.

The survey, conducted annually
since 1971 by the Substance Abuse
and Mental Health Services Admin-
istration (SAMHSA), is based on inter-
views with roughly 70,000 people
over a 12-month period. For 2001,
the study found that—
• Nearly 16 million Americans used

an illicit drug during the month
immediately prior to the survey
interview This corresponds to 7.1
percent of the population 12 years
or older, up from 6.3 percent in
2000.

• The rate of alcohol use (48.3 per-
cent) and the number of current
drinkers (109 million) were both
up from 2000.(46.6 percent and
104 million).

• Cigar use increased to 5.4 percent,
up from 4.8 percent in 2000.
The good news is that the rate of

youth cigarette use continued its
steady decline in 2001, to 13.0 per-
cent. The rates in 1999 and 2000
were 14.9 percent and 13.4 percent.

Additional survey results can be
found on SAMHSA's Web site at
www drugabusestatistics.samhsa.gov

Flu Vaccine and Medicines May
Benefit Healthy, Working Adults

The costs of vaccinating healthy adults
for influenza or providing medications
to those who become infected are
more than offset by the economic ben-
efits, according to a study that used a
computer model to conduct a cost-
benefit analysis.

Researchers compiled published
information about influenza, its symp-
toms and effects, and efforts to pre-
vent and treat it and fed it into a com-
puter model to simulate what would
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happen during a flu season to a "virtu-
al" group of healthy workers between
the ages of 18 and 50. They calculated
outcomes for workers using the vac-
cine, any of three antiviral medicines
(rimantadine, oseltamivir, and
zanamivir), or no vaccine or medica-
tion. The most attractive outcome, in
terms of cost and benefit, was the vac-
cine followed by treatment with
rimantadine if the flu developed, but
all treatment options produced bene-
fits that outweighed their costs.

Experts recommend flu vaccina-

tions of older people and those with
diseases or conditions that may put
them at risk for suffering complica-
tions from the flu. Healthy adults are
not urged to be vaccinated, though
vaccination is an option for anyone,
regardless of age or health. Antiviral
medications can shorten the course of
the flu if patients take them within 24
hours of developing symptoms, which
include fever, sneezing, coughing,
muscle aches, and exhaustion.

The study results are published in
the Aug. 20, 2002, issue of the Annals
of Internal Medicine. The researchers
caution that because the study used a
computer model to simulate outcomes,
the results may not accurately reflect
what would happen in real life.

6~... 
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More than 80 percent of full-time
employees in the United States use
e-mail and other forms of electronic
communication at their jobs, either
because they work off-site or work
with those who do.

A national survey of approximate-
ly 2,000 full-time adult workers in
companies of 500 or more employees,
plus a sample of family mem'oers of
off-site workers, found that only 17
percent of respondents work exclusive-
ly in an office and do not participate in
"distance working.." The study, "When
the Workplace is Many Places: The
Extent and Nature of Off-Site Work
Today," was commissioned by the
American Business Collaboration

(ABC), a venture funded by nine lead-
ing U.S. corporations to promote

work life programs.
Among the survey's findings are

the following:
• Off-site workers, on-site workers,

and managers all rate off-site work-
ers as doing as well as or better
than on-site workers when it comes
to productivity, commitment, and
job satisfaction.

• The experiences of off-site workers
vary widely, from remote and regu-
lar teleworkers who are very satis-
fied with their arrangements to
mobile workers who are less satis-
fied to customer site workers, who
are the least satisfied of any group.

• Training has a strong, positive
impact on managers' attitudes
toward off-site workers, but only
one in eight managers receives
training in this area.

• Off-site workers usually work more
hours, are less stressed, and are at
least as or more productive than
on-site workers.

• Most managers with experience
and/or training show no preference
for managing on-site workers over
off-site workers and are satisfied
with the performance of both.
Although electronic communica-

tion technologies were developed to
facilitate communication and promote
efficiency and productivity, many
organizations fail to take full advantage
of them. "The top barrier to effective
work from home is not technology, as
is commonly believed, but amain-site
office culture that values ̀ face time'
and operates in an ̀out of sight, out of
mind' mode," said Amy Richman, the
study's lead researcher. "The greatest
concern, voiced by on- and off-site
employees alike, is deterioration both
in communication and in a sense of
connectedness to the company for
those who work at a distance."

To learn more about the study or
request a copy, call 1-800-767-9863 or
send an e-mail to ABCinfo@WFD.com.

'~~

The U.S. Food and Drug Admin-
istration (FDA) has approved bupre-
norphine for office-based treatment of

heroin and other opioid dependence,
provided physicians have received
eight hours of mandated training and
obtained a waiver that allows them to
prescribe certain controlled substances.

Buprenorphine is related to mor-
phine and functions on the same brain
receptors as morphine, but does not
produce the same high, dependence,
or withdrawal syndrome. It is the sec-
ond medication to be developed by the
National Institute on Drug Abuse
(NIDA); the first was LAAM (1-alpha-
acetyl-methadol), which was approved
by the FDA in 1993 for the manage-
ment of opiate dependence. Metha-
done and naltrexone are the only other
medications available in the United
States for treating heroin and other
opiate addictions.

Buprenorphine will not replace
methadone therapy, which is provided
through special treatment facilities, but
will allow office-based physicians to
treat patients for addiction to heroin or
other opioids, including prescription
pain killers. Physicians will be
required to refer patients to full-spec-
trum care for their social and psycho-
logical needs.

Physicians who are not addiction
medicine specialists and who want to
offer buprenorphine to their patients
must first complete an eight-hour
training session to qualify for a waiver
from the Controlled Substances Act,
which restricts the use of methadone
and other opiate drugs to federally
licensed addiction treatment clinics.
The waiver permits primary care
physicians to provide office-based
treatment.

In the next few months, the
Substance Abuse and Mental Health
Services Administration (SAMHSA)
will establish a nationwide registry of
physicians holding this waiver to help
health care workers and patients iden-
tify qualified treatment professionals
for detoxification or maintenance of
patients. It is estimated that there were
898,000 chronic heroin users in the
United States in 2000.

More information about buprenor-
phine is available on the NIDA home
page at wwwdrugabuse.gov
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AdCare Hospital
is a comprehensive medical facility

committed to the treatment of alcohol and
drug addiction and their associated

problems, and to the prevention of the
disease through education.

Our ser-vices include:
Inpatient and Outpatient Care,
Day and Evening Treatment,

Support Groups and
Comynunity Service Programs.

AdCare Hospital
of Worcester, Inc.

107 Lincoln St., Worcester, MA 01605

1-800-ALCOHOL

.~::: Mecon~pSo~are
Case Management Systems

Software professionals providing outstanding service and support to EAP organizations in over 40 states and around the world.

Medcomp Software's Caseware Xpress
is an economically priced, easy to learn
case managemenf solution for both In-
ternal and External EAPs. Caseware
Xpress utilizes- many of the high quality
features found in the more extensive
EAP Caseware 20/20.

(719) 266-6759 Fax (719) 575-0272
email: sales@medcompsoftware.com

www, medcompsoffware, com
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Ideal for health programs, hospitals, outpatient clinics, screening and
referral centers, employee assistance programs and substance abuse centers.

Health Sentry newsletter
is now printed
in full color!

Each four-page issue is packed
with information on

Your Company
or Program
Name/Logo
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Info
Sources

Self-Help Booklets Promote
Recove From Mental Illness~'Y

he Substance Abuse and
Mental Health Services
Administration (SAMHSA) has

developed six self-help guides to pro-
vide practical advice to people with
psychiatric disabilities and help them
achieve stability and recovery.

The booklets cover the following
topics:
• Building self-esteem
• Making and keeping friends
• Dealing with the effects of trauma
• Developing a recovery and wellness

lifestyle
• Speaking out for yourself
• Action planning for prevention and

The EAP Association Exchange
Statement of Ownership,
Management, and Circulation
Required by Section 3685,
Title 39, U.S. Code

1. Publication title: EAP Association Exchange
2. Publication No.: 1085-0856
3. Filing date: October 4, 2002
4. Issue frequency: Bimonthly
5. Issues published annually: 6
6. Annual subscription price: $20.00
7. Complete mailing address of known office

of publication: 2101 Wilson Boulevard,
Suite 500, Arlington, VA 22201

8. Complete mailing address of headquarters
of general business office of publisher:
Employee Assistance Professionals
Association, 2101 Wilson Boulevard, Suite
500, Arlington, VA 22201

9. Full names and complete mailing address
of publisher and editor: Publisher,
Employee Assistance Professionals
Association, 2101 Wilson Boulevard, Suite
500, Arlington, VA 22201, Editor, Stuart
Hales, 7966 Arden Court, Dunn Loring, VA
22027

10. Owner: Employee Assistance Professionals
Association, 2101 Wilson Boulevard, Suite
500, Arlington, VA 22201

11. Known bondholders, mortgagees, and
other security holders owning or holding
1 percent or more of total amount of
bonds, mortgages, or other securities: none

12: The purpose, function, and nonprofit status
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recovery
The six booklets, collectively

titled "Recovering Your Mental
Health," contain strategies that people
across the United States have found
helpful in managing their own illness-
es. Additional resources are included
at the end of each guide.

Copies of the booklets are avail-
able free by calling SAMHSAs
Clearinghouse at 1-800-789-2647.

Federal Web Site Lists
Government Benefit Programs

The U.S. Department of Labor and the
Office of Management and Budget
have developed a Web site that lists

of this organization and the exempt status
for federal income tax purposes has not
changed during preceding twelve months.

Category Average Sept./Oct.
2002 issue

Total No. of copies 6,492 5,650

Paid and/or requested circulation
(sales through dealers and
carriers, street vendors,
and counter sales) 0 0
(paid or requested
mail subscriptions) 12 12

Total paid and/or
requested circulation 5,065 4,759

Free distribution by mail 75 75

Free distribution outside
the mail 25 25

Total free distribution 100 100

Total distribution 5,165 4,859

Copies not distributed
(office use, leftovers,
spoiled) 1,327 791
(return from
news agents) 0 0

Percent paid and/or
requested circulation 80% 97%

certify that the statements made by me
above are correct and complete.

Stuart Hales, Editor

more than 100 federal programs that
can provide benefits to individuals to
help them meet their needs.

The Web site contains a simple
screening tool that asks basic ques-
tions about income, marital status,
employment status, and family size.
With this information, the Web site
helps users assess their eligibility for
government services.

The programs cover the entire
spectrum of government services and
benefits, such as housing assistance,
education support, jobs programs, and
medical care.

For a full list of benefits, visit the
Web site at wwwgovbenefits.gov ~

INDEXTO ADVERTISERS

AdCare Hospital ...................29
AlignMark, Inc . ....................22

American Substance Abuse
Professionals ...................26

Blair and Burke .....................7

CARF ...........................31

Crisis Care Network ................15
Diversity EAP .....................20
DFA Publishing &Consulting .........IBC
EAP Expertlnc . ...................31

e-DependentCare & WorWLife Benefits .29
Family Credit Counseling Service ......25
InfoMC ...........................6
Medcomp Software ................29
Memorial Hermann Behavioral Health ...15
Motivision, Ltd ....................IBC
National SAP Network ..............31

Nova Southeastern University ........25
Pertormance Resource Press .....30,BC

Rogers Memorial Hospital ............25
SASSI Institute ...................IBC
Sundown M Ranch ..................3
University of Maryland ..............IFC

Van Wagner Group .................15
Xpression Products ................26

BC: Back cover
IBC: Inside back cover
IFC: Inside front cover

www.eap-association.org



.~` ~~~~~~~~ ~ ~ ~ ~~;~ ~ t
Training

•.Free Downlodd's''; '6
i •Intervention Took

! 6 •Frontline Supervisor, Newsletter
1 %~_

t /~''_ - - ~ •Reproducible Handouts

~_
!'' •Free Utilization Tips

•Workplace Substance Abuse

r ~~~' •Frontline Employee Newsletter

Ge ua EAPA Tools Kit
Just Call 1-800-6Z6-4327

252-473-4715
EAPTools.com is a service o{ Behavioralrisk.com and DFA Publishing &Consulting, L1C.

11.)1 \"Cll TI \(; ~L B~T.1 \l'E ~ ~r D1~~11~1~I:R

~- ~'

The SASSI—brief, empirically validated
screening for substance use disorders

Since 1988 the SASSI (Substance Abuse Subtle Screening
Inventory) has been used to identify substance use disorders
accurately, objectively, and quickly. Adult and adolescent
versions available.

♦ Easy to administer and interpret

♦ Effective even if your client is unable or unwilling
to acknowledge their substance use

♦ Select paper and pencil questionnaire or a
computerized version

+ New web-based option for single or multiple adult
administrations at www sassionline.com

+ New Spanish 3ASSI now available

Early identification saves lives.
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• CEAP Handbook

. ~pdatedDrug-Free

Workplace and
Employee Assistance

Programs Brochure
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Employers Brochure
• On-line MemberNews

Visit us On-line at www.eap-association.org
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