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INTEGRATING EMPLOYEE ASSISTANCE AND

WELLNESS: CURRANT AND FUTURE CORE

TECHNOLOGIES OF A MEGABRUSH PROGRAM

JOHN C ERFURT, ANDREA FOOTE, and MAX A. HEIRICH
The University of Michigan

The current core technology of employee assistance programs (EAPs) is
reviewed and described along eight dimensions, four of which are unique to
EAPs and four of which are shared with worksite wellness programs. The
current core technology of wellness programs is also described, including
four dimensions shared with EAPs and six dimensions that are unique to
wellness programs. The core technology of both EAPs and wellness programs
addresses the coordinated implementation of services through the worksite
which help employees access and utilize specific health-related programs. It
does not include the technology for treatment of specific risks or diseases.
Five future dimensions are discussed, which may be added to the core
technology of EAPs and/or wellness programs if research shows that they are
effective in furthering program objectives. The inter-relationships between
EAPs and worksite wellness programs are described, and program ethics
regarding participation and confidentiality are discussed.

mployer efforts to help employees
improve and maintain good health
are quite common, and quite var-

ied. In 1985 the U.S. Office of Disease
Prevention and Health Promotion con-
ducted anational survey of 1,358 work-
sites with 50 or more employees. The
survey found that 24% of the companies
had an employee assistance program
(EAP), and 65°/a of them offered one or
more types of health promotion or well-
ness activities (Blum, Roman and Patrick
1990). EAPs deal with substance abuse
and mental health problems within the
workforce, problems that often reach a
state of crisis that affects work perfor-
mance before any action is taken. Work-

site wellness programs deal with preven-
tion, reduction, and control of physiolog-
ical and behavioral health risks before
such risks have developed into disabili-
ties. The risks addressed by wellness
programs may include risks for cardiovas-
cular disease, some types of cancer,
accidental injuries, AIDS, and various
other health problems.
Concerns about health care cost con-

tainment are driving employers to con-
sider all avenues of health improvement,
including both wellness and employee
assistance programs. There are important
commonalities in the tasks of EAPs and
wellness programs. Both .programs are
focused on behavior change, both utilize
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strategies for overcoming denial and
reducing relapse, and both require orga-
nizational knowledge and skills.
However, there are strong arguments

for keeping the two programs separate
and distinct. The populations targeted by
the two programs are quite different.

a EAPs deal mostly with the "walking
wounded" (Shain, Suurvali, and Boutilier
1986), people with immediate health
problems or concerns, who probably
comprise something under 15% of the
employee population. Wellness programs
target the larger mass of people who are
generally functioning well, but who have
physiological or behavioral health risks
that are likely to result in grave illness in
the future, if unchanged. One program
cannot substitute for the other.
The two programs use different meth-

ods of casefinding, in order to reach their
respective target populations. Both pro-
grams utilize various types of promo-
tional strategies to attract participants,
but wellness programs can identify peo-
ple at risk directly, through health screen-
ing, while EAPs generally must use
indirect measures based on impaired job
performance.
The problems addressed by EAPs are

relatively stigmatic in nature, and require
constant maintenance of confidentiality.
While health-related information on par-
ticipants in wellness programs is also
kept confidential, health promotion activ-
ities are often public in nature, and
carried out in the open. Indeed, ,for
certain types of wellness programs (e.g.,
competitions), information on who is
participating is often made public.
EAP and wellness program staff require

different types of background and train-
ing. EAP staff must have an understand-
ing of alcohol and other drug use,
addictions, and mental/emotional prob-
lems. Wellness program staff require an
understanding of health risks related to
cardiovascular and other chronic diseases
and how they are altered. The specific

health problems addressed by the two
programs are quite different.

Finally, an EAP staff cannot be ex-
pected to take on wellness program tasks
and at the same time continue their EAP
duties adequately, and vice versa. At best,
an EAP staff may be able to provide some
promotional materials or schedule some
health education classes, and wellness
program staff may similarly provide gen-
eral information about EAP-type prob-
lems, but there is no evidence that this
level of programming has any impact.
Each program requires its own staffing
resources.
However, the two programs can be

made to complement each other, if run
cooperatively. Wellness programs can
open up the opportunity for much earlier
intervention, in anon-stigmatized con-
text, with employees beginning to de-
velop problems with drinking or the like.
The EAP provides a place for wellness
programs to refer employees in crisis, and
the wellness program provides a place for
the EAP to refer recovering people for
more general health counseling. We dis-
cuss this complementary relationship in
more detail below.

OBJECTIVES OF THIS PAPER

Wellness activities are more frequently
found at worksites than are employee
assistance programs. However, evidence
indicates that EAPs provide a relatively
consistent and coordinated set of services
(a well-specified "core technology"),
while in contrast, wellness programs are
often neither consistent nor coordinated,
and tend to be provided intermittently
rather than continuously (Roman and
Blum 1988a). The types of wellness
activities offered may include health risk
assessment, smoking cessation, blood
pressure contgol, exercise/fitness, weight
control, .nutrition education, stress man-
agement, back care, and accident preven-
tion, with no particular strategy for
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integration or coordination of services
(Fielding and Piserchia 1989).

There is, nevertheless, growing re-

search evidence that a core technology of

effective worksite wellness can be identi-

fied, even though this technology is less

frequently implemented than the core

technology of EAPs. The first goal of this

paper is to review the current core

technology of both employee assistance

programs and worksite. wellness pro-

grams. The paper draws heavily on

existing literature describing both core

technologies.
We do not address the large literature

on treatment of specific health risks (e.g.,

weight loss, smoking cessation, alcohol-

ism treatment, marital counseling). While

there are technologies for each of these

program areas, these are not part of the

core technology :for EAPs or wellness

programs. Just as the core technology of

EAPs does not include specific methods

of alcoholism treatment, so the core

technology for worksite wellness does not

include specific methods of becoming

physically fit.
Rather, the core technology for both

programs addresses the coordinated im-

plementation of services through the

worksite which help people access and

utilize specific health programs. By re-

viewing the current dimensions of both

core technologies, the dimensions that are

common to both programs are clarified.
The second goal of the paper is to

identify and discuss a number of future
dimensions of EAPs and worksite well-
ness programs. These include new ideas,
as well as existing services or activities
that have not been tested and reported in
the research literature.

Finally, the paper organizes and sum-
marizes the ways in which EAPs and
wellness programs can link together to
coordinate and support each other, lead-
ing to the improvement and maintenance
of the overall health and well-being of
employees at the workplace. This is a

natural development of worksite health

programs. In the 1970's workplace sub-

stance abuse programs began expanding

their services to help employees with a

wide variety of problems in addition to

alcohol and other drugs. These programs

became known as "broad-brush" (a label

subsequently replaced,by the term "em-

ployee assistance program"). In this paper

we .describe what might be termed a

further expansion from broad-brush to

"megabrush."
In contrast to the expansion of the

1970's, however, the expansion to "mega-

brush" does. z~ot simply increase the array

of problems addressed by a single pro-

gram. Rather, it involves the coordination

and integration of what are usually found

to be disparate, and often competing,

program services. We use the term "mega-

brush" throughout this paper to connote

the overriding objectives of EAPs and

worksite wellness programs to support

and maintain employee health, and to

identify the variety of overlapping activi-

ties and linkages that allow them to do

this.

OVERVIEW OF THE CORE
TECHNOLOGY OF MEGABRUSH

Table 1 describes fourteen current

dimensions of the core technology of

megabrush. These fourteen dimensions

have been labeled "current," because

they have been found through scientific

research and practical experience to be

necessary for program operations and/or

related to overall program effectiveness.

The first four dimensions (C1-C4) pertain

exclusively to employee assistance. The

next four (C5-CS) are applicable to both

employee assistance and wellness ser-

vices. The remaining six dimensions

(C9-C14) pertain exclusively to the well

ness side of megabrush. Together these

fourteen dimensions provide a powerful

core technology for an overall, compre-
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Table 1
Current Dimensions in the Core Technology of Megabrush—
Employee Assistance and Wellness Programs Combined

Current Dimensions Pertaining to Employee Assistance:

C1. Establishing a constructive policy focusing the EAP on employees' alcohol and othersubstance abuse problems.

C2. Provision of expert consultation to supervisors, managers, and union representatives onhow to take appropriate steps in utilizing employee assistance policy and procedures.
C3. Identification of employees' behavioral problems based on job performance issues.
C4. Availability and appropriate use of construcrive confrontation to motivate employees.

Current Dimensions Pertaining to Both Employee Assistance and Wellness:
C5. Micro-linkages with counseling, treatment, and other community resources; referral forappropriate treatment or assistance.

C6. The crearion and maintenance of working relationships (macro-linkages) with communityresources.

C7. Expert consultation with worksite systems regarding organizational policies relevant tohealth.

C8. Periodic evaluation based on work performance and benefit usage.

Current Dimensions Pertaining to Wellness Programs:

C9. Establishing a constructive policy for wellness.

C 10. Conducring screening of all employees for health risk factors and interests.

C 11. Providing health improvement interventions using a menu approach.

C 12. Personal outreach and follow-up counseling on a regular, on-going basis.

C 13. Plant-wide organization of wellness events to promote and support health.

C14. On-going evaluation of program process and reducrions in employee's health risks.

hensive health support system for all
employees.
Table 2 presents five future technolo-

gies for megabrush (F1-F5). Unlike the
current dimensions, these future dimen-
sions have not been fully tested and
demonstrated to result in greater program
effectiveness. However, if they are found
to be effective, they will provide broader
program coverage than the current core

technology, as well as a clearer specifica-
tion of some of the ways in which EAPs
and wellness programs integrate their
activities into "megabrush" services.
Such an overall system of nineteen

dimensions would address all modalities
of prevention: primary prevention—pre-
venting the initial development of health
problems, secondary prevention—early
detection and resolution of health prob-
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Table 2

Future Dimensions to be Added to the Core Technology of Megabrush—
Employee Assistance

and Wellness Programs Combined

Future Dimension Pertaining to Employee Assistance:

F 1. Involvement of the family members of EAP clients in the EAP process, 
especially post-

ireatment follow-up to help reduce relapse.

Future Dimensions Pertaining to Both Employee Assistance and 
Wellness:

F2. Post-treatment outreach and follow-up counseling with EAP clients by 
wellness counselors.

F3. Primary prevention of substance abuse and mental health problems 
through wellness

programs.

Future Dimension Pertaining to Wellness Programs:

F4. Turning fitness centers into wellness centers.

F5. Involvement of employees' family members in wellness program 
activities.

lems, and tertiary prevention—the treat-

ment of developed problems and preven-

tion of relapse (Erfurt 1990).

The core technology of both EAPs and

wellness programs has been reported

elsewhere, but without discussion of how

the two programs are related. In 1985,

Roman and Blum described six dimen-

sions (the first six shown in Table 1) as

being the state-of-the-art core technology

of employee assistance programs, a de-

scription which they subsequently fur-

ther elaborated (Roman and Blum 1985;

Blum and Roman 1989). In 1988 another

dimension was added (Roman 1988),

shown as Dimension C7 in Table 1. Then

in 1990 a final dimension was added to
the basic core technology of EAPs (Roman
1990), shown as C8 in Table 1. The core
technology of worksite wellness has been
reported by Heirich, Erfurt and Foote
(1992), which includes discussion of
Dimensions C5 through C14.
The task of describing a core technol-

ogy is not just of academic interest. There
are a number of advantages that can
accrue when agreement is reached about

what constitutes the core set of activities

that define a new field:

• Agreement on a core technology places

boundaries around the field, assisting

practitioners in the field to avoid taking

on tasks that are not part of the

technology, while at the same time

making it more difficult for people who

are not carrying out the core technology

to call themselves practitioners in the

field.
• The statement of the core technology

provides an outline for a training curric-

ulum to train practitioners.

• The core technology provides guidance

to decision-makers outside the field

(e.g., personnel or medical staff in

business and industry) who must select

among different program models and

service providers.
• The core technology specifies a set of

concepts and service components that

can then be subjected to research and

evaluation.

In the remainder of this paper, we

discuss the contents of the current and
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future dimensions, and describe how
these two programs can be combined into
a "megabrush" approach to employee
health. Finally we conclude with some
comments about ethical standards and
procedures related to operation of work-
site health programs.

CURRENT DIMENSIONS PERTAINING
TO EMPLOYEE ASSISTANCE

The current core technology of em-
ployee assistance includes eight dimen-
sions, of which four apply only to EAPs
and four are relevant to both EAPs and
worksite wellness programs. We begin
with the four dimensions that are unique
to EAPs.
Dimension C1: Constructive policy fo-

cusing the EAP on employees' alcohol
and other substance abuse problems,
which offers the most significant promise
of producing recovery and genuine cost
savings for the organization in terms of
future employee performance and re-
duced benefit usage.
EAPs have expanded in many direc-

tions in terms of the types of employee
problems to which services are directed,
but Roman and Blum argue that EAPs are
the only worksite strategy offering prom-
ise in regard to constructive alcohol and
other drug-related interventions which
eventuate in the conservation of employ-
ment and work performance (Roman and
Blum 1988b). Alternative punitive poli-
cies or drug-testing procedures have not
been demonstrated to be effective in
dealing with employee substance abuse
problems, nor have wellness programs.
As indicated earlier, EAPs are "broad-

brush". in that they cover a wide variety
of mental health and related problems in
addition to alcohol and other drug prob-
lems. Indeed, many EAPs have expanded
their services to a broad array of em-
ployee problems for which there 

is little
evidence of significant deterioration of
work performance (e.g., child and elder

care programs, eating disorders). These
services are a natural extension of other
EAP services, in that there is usually no
other unit at the workplace with equiva-
lent skills for matching employee needs
with community resources.
In a document describing comprehen-

sive EAP record-keeping variables (Wen-
zel 1986), the types of problems that lead
an employee to an EAP were categorized
into four major content areas: health,
addictions, relationships, and environ-
ment. "Health" problems included medi-
cal and .psychological diagnoses as the
two main subcategories. "Addiction"
problems included alcohol, illicit drugs,
prescription and over-the-counter drugs,
overeating, spending7gambling, and other
addictions. "Relationship" problems had
four subcategories: marital/divorce, fam-
ily, abuse/neglect, and other relationship
problems. Finally, "environmental" prob-
lems included job/career, financial, legal,
dependent care, and other environmental
problems.
All four of these types of employee

problems are seen frequently in EAPs,
and company policy pertaining to the
EAP should include all four categories of
employee problems as legitimate areas for
EAP casefinding whenever such prob-
lems result in deteriorated work perfor-
mance. In fact, if formal casefinding is
based on impaired performance (see Di-
mension C3 below), then the EAP must be
prepared to deal with all such problems.
However, EAPs need to maintain a spe-
cal focus on alcohol and other drug
problems because of the potential damage
that these problems can cause to both the
employee and the work organization, and
the difficulty most people have in dealing
with such problems on their own.
Employees can become "clients" of the

EAP by way of three basic paths: (1)
formal referral based on impaired job
performance; (2) informal referral by a
company or union official, another em-
gloyee, or 

,a significant other; or (3)
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self-referral. While self-referrals are gen-

erally encouraged by program policy,

some balance is essential to insure that

employees who do not self-identify are

addressed. Dimensions C2-C4 are . de-

signed to do this.
Many EAPs offer services to the depen-

dents of employees as well as to employ-

ees themselves. Family members can

become clients in many EAPs using

similar pathways as employees: (1) formal

referral of the related employee based on

impaired work performance, resulting in

intervention with the impaired family

member; (2) informal referral by the

related employee or someone else, or (3)

self-referral. While rates of participation

for family members tend to be quite low,

the health problems of family members

can have significant negative effects on

employee work performance, as shown in

the work of Googins and his colleagues

(Googins 1991; Googins and Burden 1987;

Googins and Casey 1987).
Dimension C2: Provision of expert

consultation to supervisors, managers,

and union representatives on how to take

appropriate steps in utilizing employee

assistance policy and procedures.
According to Roman and Blum (1988b),

"consultation is a process that bears

heavily on the EAP's ability to reach

workers in greatest need of help—those

with addictive diseases and whose prob-
lem is rooted in denial." This process
helps company supervisors in four spe-
cific ways: (1) it helps them distinguish
between problems resulting from inade-
quate training or other job conditions,
and those that might warrant a referral to
the EAP; (2) it helps them understand the
portions of EAP policy that are relevant to
the situation and how to use them; (3) it
helps insure that the supervisor's actions
comply with the company's personnel
policies and with the organization's la-
bor-management agreement; and (4) it
helps supervisors avoid the "troubled
supervisor" syndrome, characterized by

ambivalence between "doing the right

thing" for the troubled employee vs.

representing management's interests in

retaining job performance.
In unionized settings, this consultative

process benefits union representatives as

well as company supervisors and manag-

ers. The EAP specialist, having knowl-

edge of both company policies and the

labor-management contract, can help to

reduce the possibility of grievance or

arbitration proceedings due to case mis-

handling by the union representative or

the supervisor.
Finally, information about the EAP

that is provided during supervisor/union

representative training is rarely adequate

to motivate supervisor or union referrals

or to assure that such referrals are

handled adequately. If the EAP specialist

can provide easily available, on-going

consultation to supervisors and union

representatives, this insures the value

invested in the training process and

enhances the probability of formal refer-

rals to the EAP.
Dimension C3: Identification of em-

ployees' behavioral problems based on

job performance issues.
Again to quote Roman and Blum, "one

of the most important innovations accom-

panying the diffusion of the concept of

`employee assistance programming' was

that job performance would be the crite-

rion for the identification of troubled

employees. Crucial to this notion is

directing supervisors away from their

natural human tendencies to react to,

discuss with, and confront a subordinate

on the basis of perceived signs or symp-

toms of an underlying disorder" (Roman

and Blum 1988b).
What an employee 'does in his or her

private life should be of no-direct concern

to either .the company or the union.

However, being concerned about job

performance is not only the "business" of

supervisors, but is one of their prime

responsibilities as officials in the organi-
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!, zation, and is likewise of concern to
union officials.
The possibility that personal or family

ii ; problems might be the source of impaired
', ; " ' job performance should be considered

~~ i I i only after the supervisor and/or union
I~ ! representative has looked into job condi-

tions as the possible source of the
problem, e.g., inadequate training or
tools, or noxious working conditions. The
potential for referral to the EAP to assist

~i i the employee with a personal problem
i ! provides the supervisor or union repre-

sentative with a tool for dealing with
employees whose behavior cannot be
explained by the conditions of work.
A clear understanding and acceptance

of this core technology for casefinding
may assist EAP staff in focusing on the
types of problems that produce long-term
performance deterioration, and in coun-
tering pressures to provide a broad range
of social services for problems generally
unrelated to work performance leading to
the exclusion of attention to work perfor-

'~ ' manse.
y In some cases, the source of an employ-

ee's impaired performance can be traced
to the substance abuse or mental health
problem of the employee's spouse or
other family member, underscoring the
importance of including such family
members as EAP clients (Googins 1991).
This may take a special kind of EAP
outreach to troubled family members
when the cases are identified by the
_impaired job performance of the em-
ployee, and not self-referral by the family
members themselves.
Dimension C4: Availability and appro-

'; priate use of constructive confrontation.
"Constructive confrontation is a strat-

egy rarely mentioned in guidelines for
therapeutic intervention outside the work-
place, yet essential to deal with the denial
that underlies many job-based problems,"

!~ say Roman and Blum (1g8gb). The es-
sence of constructive confrontation is its
use of work-based leverage and the

involvement of EAP, management, and
labor at the worksite. The "confrontation"
aspect of this strategy uses evidence of
impaired work performance, usually
communicated by the supervisor to the
worker, to create the perception of crisis
due to the probability of adverse job
actions or eventual termination.
The "constructive" aspect of the strat-

egy is that the opportunity for EAP
assistance is offered to the troubled
employee, along with the assurance of
confidentiality. This overall technique
may have to be used throughout the entire
EAP process—by the supervisor, union
representative, EAP specialist, treatment
agency staff, follow-up counselor, etc.—
because denial is often so ingrained in the
troubled worker, and post-treatment re-
lapse is more likely without on-going
confrontation and support.

CURRENT DIMENSIONS PERTAINING
TO BOTH EMPLOYEE ASSISTANCE

AND WELLNESS

The first four dimensions listed in
Table 1 and described above are related to
issues of work performance, and are core
dimensions ;for employee assistance pro-
grams but not for wellness programs. The
types of problems addressed by wellness
programs have generally not developed to
the point where they affect work perfor-
mance significantly. We turn now to the
dimensions that are common to both
EAPs and wellness programs.
Dimension C5: Micro-linkages with

counseling, treatment, and other commu-
nity resources; referral for appropriate
treatment or assistance.
Let us first look at how this dimension

operates in EAPs. According to Roman
and Blum (1988b), "This component is
vital for self-referrals as well as supervi-
sory referrals. The individual case is the
focal point of this technique, which calls
upon the EAP specialist's skill in creating
efficient and effective linkages between
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each troubled employee and treatment/

counseling services in the community."

This does not mean that referral to an

external agency is necessary for every

EAP client. For .some employees, advice-

giving or counseling by the EAP specialist

is enough to resolve the problem—

especially in those cases in which the

presenting problem is lodged in job

conditions. Thus this dimension is not

relevant for some EAP clients.

In order to establish and maintain

micro-linkages, the EAP specialist must

have up-to-date knowledge of the avail-

ability and quality of community re-

sources, and knowledge of current em-

ployee benefit arrangements, as well as

skills in matching clients with appropri-

ate resources. The implementation of this

dimension thus requires both clinical and

organizational knowledge, in order to

assess the quality of different resources as

related to the needs of the client, while

balancing considerations of their cost in

terms of both dollars and length of

treatment.
For wellness programs, this micro-

linkage function involves the establish-

ment of case-by-case linkages between

program clients and the community phy-

sicians and health promotion programs

that provide treatment and program ser-

vices (Erfurt, Foote, Heirich and Brock,

forthcoming). Employees with medically

treatable risks (e.g:, elevated blood pres-

sure, elevated blood cholesterol) are re-

ferred to physicians in the community for

diagnosis and possible treatment, usually

following national guidelines (Joint Na-

tional Committee 1988; The Expert Panel

1988). Those with elevated cholesterol

may also be referred to nutrition pro-

grams to help alter dietary habits. Em-

ployees with other behavioral health risks
(e.g., smoking, lack of exercise) are re-
ferred to appropriate services or interven-
tions.

Therefore, the wellness program staff
must be familiar with the. treatment

resources in the community, and with the

range of health promotion programs and

sources of health and nutritional counsel-

ing. The program must also be familiar

with any co-payments or other incentives

that the company may provide for moti-

vating employees with health risks to

participate in 'appropriate program ser-

vices.
A wellness program may refer employ-

ees to programs in the community, or it

may contract with community programs

to provide services at the worksite (see

Dimensions C6 and C11), but in either

case the wellness program counselor

works with each individual client to

assess which specific service will best

meet the client's needs.
It may be noted here that both EAPs

and wellness programs may provide ave-

nues to service for employees who do not

want to come to the EAP/wellness pro-

gram by circulating information about

available community programs. Some of

these employees will never become pro-

gram clients, but some may subsequently

come to the EAP/wellness program for

follow-up or other services.

Micro-linkages are facilitated, for both

wellness and EAPs, by consent forms

signed by the clients, allowing transfer of

information between the program and the

source of care. This will be discussed

more below.
Dimension C6: The creation and main-

tenance of working relationships (macro-

linkages) between the work organization

and counseling, treatment and other

community resources.
Roman and Blum present the following

historical overview: "The workplace and

service providers, at the time that we

wrote the original Core Technology, tradi-

tionally had existed in isolation from one

another. EAPs should be credited with

helping to bring these two sets of organi-

zations together. To no small degree,

workplaces have been transformed from

mystified users of health-insurance bene-
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fits to informed consumers of substance
abuse, psychiatric, and family treatment
services. This linkage is the result of a
continued pattern of community-resource
usage. It calls upon the skills of an EAP
coordinator to create and utilize a man-
agement information system based on
employee use of different services relative
to their clinical conditions and job cir-
cumstances:... Embedded in the micro-
and macro-linkages to treatment and
counseling is the role of the EAP in
emerging strategies of managed health
care in the workplace. To an extent, EAPs
may be viewed as at the vanguard of
managed health care, and both levels of
linkages to treatment are, indeed, forms of
managed health care" (Roman and Blum
1988b).
Wellness programs perform a similar

role, both with the medical care commu-
nity and with community wellness pro-
gram providers, but in somewhat differ-
ent ways with each. Comprehensive
wellness programs maintain contact with
the family physicians of many employees,
for the remainder of the employees'
careers in the company. The process of
referral and re-referral of at-risk employ-
ees to their physicians (until the treat-
ment is effective) can have a beneficial
impact on the physicians, by providing
them with information about diagnostic
and treatment guidelines recommended
by nationally recognized experts, and
giving them information about effective-
ness of their treatment based on measure-
ments taken at the worksite. This in turn
can result in changes in physician behav-
ior and practice, improving the treatment
of asymptomatic chronic diseases.
While wellness programs do not select

the physicians to whom employees go for
medical care, and thus do not have the
leverage that EAPs have over the treat-
ment services to which they refer, never-
theless wellness programs do affect phy-
sician services by calling the doctor's
attention to specific medical conditions,

and by monitoring patient outcomes and
giving the physician feedback on these
outcomes..
The selection of non-medical wellness

interventions to be offered to employees
is similar to the process used by EAPs,
and client outcomes are monitored and
evaluated to assess whether the interven-
tions used are achieving expected results.
While there is little research on the
impact of worksite wellness programs on
health improvement programs offered in
the community (weight loss, smoking
cessation, and so on), we hypothesize that
worksite wellness programs can have a
substantial impact on these service pro-
viders, pushing them to provide those
services which are most effective (Heir-
ich, et al. 1992).
Dimension C7: Expert consultation

with worksite systems regarding organi-
zational level policies relevant to health
and related problems; fostering organiza-
tional linkages within the worksite com-
munity to promote changes conducive to
health and well-being.
This dimension is parallel to consulta-

tion with supervisors, but involves the
organization at large. It includes activities
of the EAP in both reactive and proactive
roles as an organizational expert on issues
of personal problems that affect employee
welfare. Roman provided three examples
of such consultation: (1) developing orga-
nizational policies and procedures re-
garding persons with AIDS in the work-
force, (2) helping to reach intelligent
decisions about the use of drug screening,
and (3) developing policies for dealing
with child care issues (Roman 1988).
While this type of consultation is not

unique to EAPs, EAP staff are often in a
position to identify and document prob-
lems that others in the organization may
not recognize. Such consultation can
assist the organization to recognize' and
alter organizational policies or proce-
dures that support excess drinking or
other employee problems.
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Roman also issued a warning that these

consultative activities should not be al-

lowed to distract the EAP from its major

role of dealing with employee substance

abuse and mental health problems. Simi-

larly, EAP activities should not be diluted

by the implementation of wellness 
pro-

grams or other employee services. In

megabrush, the functions of the two

programs remain separate, but they are

organizationally interrelated and opera-

tionally coordinated. The wellness pro-

gram should complement the EAP, and

vice versa.
Like the EAP, the wellness program can

act as a consultant to the organization

regarding organizational and environ-

mental issues that affect employee health

and well- being. Individual health is

closely affected by environmental influ-

ences, and substantial improvements in

health can be produced through environ-

mental change. It is important within any

worksite that groups or units that are in a

position to support positive changes be

represented in a planning and oversight

committee, e.g., an Employee Assistance

and Wellness Program (EAWP) commit-

tee that is broadly representative of

constituencies and service functions

within the worksite.
An important function for wellness

programs of such a committee is to

consider the unique structure and re-

sources within the worksite, in order to

identify opportunities for encouraging

health improvement. This includes the

following types of organizational inter-

ventions:

(1) Review the food choices available

through cafeteria or vending services,

and consider whether lower fat or

lower calorie choices should be of-

fered. Cooperation between the food
service vendor and the providers of
weight loss and choles'ierol reduction
programs can enhance both groups.

(2) Review smoking policies and con-

sider changes that might be recom-

mended to the appropriate policy

groups.
(3) Discuss .ways of supporting health

and safety rules; when worksite

health hazards. are identified, bring

them to the attention of the appropri-

ate personnel within the worksite

(e.g., quality of work life staff, health

and safety staff, medical staff, man-

agement). Hazards identified by EAP

or wellness programs may include

physical hazards, or situations that

are producing unusually high levels

of stress.
(4) Review possibilities for promoting

exercise (e.g., establishing a walking

path with stretching and limbering

stations along the way). Departments

that might be involved in such dis-

cussions should include safety, medi-

cal, ergonomics, and building and

grounds.

The wellness program, like the EAP,

should not be seduced in its role as

organizational consultant into taking on

tasks that would interfere with its pri-

mary duties, or accepting tasks that

belong to others. A wellness program

should not, for example, be expected to

replace efforts to insure occupational

health and safety. But wellness programs,

because of the large numbers of employ-

ees they see, may receive information that

is relevant for other units within the

prganization. It is important to work

cooperatively with other units that have

related objectives, and to reach agreement

about the boundaries of each.

Dimension C8: Periodic evaluation of

employee assistance and wellness pro-

grams on the basis of work performance

and benefit usage.
The final dimension of the EAP core

technology described by Roman is the

evaluation of success in employee assis-

tance utilization primarily on the basis of

job performance adequacy. This is the
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"mirror image" of the third dimension,
the identification of employee behavioral
problems on the basis of job performance
decrements (Roman 1990).
This dimension is essential for em-

ployee assistance programming, since
EAPs have no other objective outcome
variables by which to demonstrate the
failure or success of the program (Foote,
Erfurt, Strauch and Guzzardo 1978; Kurtz,
Googins and Howard 1984; Erfurt and
Foote 1990c). A series of successful EAP
interventions with troubled employees
can only be demonstrated by post-
intervention decreases in absenteeism,
grievances filed, disciplinary actions
started, on-the-job accidents, visits to the
company medical department, workers
compensation claims, disability claims,
and/or health care claims. These types of
variables also provide a means for objec-
tively monitoring the performance of
individual EAP clients after treatment is
completed. Furthermore, only by using
these work-related variables can EAPs
produce cost-effectiveness and cost-bene-
fit analyses of their program operations.
For the wellness program side of mega-

brush, these work performance variables
are useful for long-term evaluation. Well-
ness programs use other outcome mea-
sures to demonstrate their immediate
effectiveness; these will be discussed in
Dimension C14. But work performance
measures may be gathered periodically,
perhaps once every five years, to examine
the impact of the wellness program on
measures such as absenteeism and health
care and disability claims, and to carry
out cost-benefit analyses (Gibbs, Muly-
aney, Henes and Reed 1985; Bly, Jones
and Richardson 1986; Bertera 1990; Foote
and Erfurt 1991b).

CURRENT DIMENSIONS PERTAINING
TO WELLNESS PROGRAMS

The final five dimensions shown in
Table 1 are not relevant for employee

assistance programs, but are core to
worksite wellness programs. Dimension
C9, however, parallels Dimension C1 in
establishing a rationale for worksites to
operate a wellness program.
Dimension C9: Constructive policy for

dealing with employees' health risks
(e.g., elevated blood pressure or choles-
terol, obesity, smoking, lack of exercise,
poor nutrition, stress), in order to im-
prove overall employee health and sub-
sequently to reduce illness- related ab-
senteeism and health benefit claims.
High blood pressure, high cholesterol,

obesity, smoking, lack of exercise, and
high levels of stress have all been found
to be related to cardiovascular disease
(CVD), the leading cause of death in the
U.S. and the leading cause of long-term
disability and health care claims in
industry. Many of these health risks are
also related to cancer, pulmonary disease,
and other health problems. Substance
abuse and mental health problems may
rank as high as number two behind CVD
for disability and health care claims in
industry (Erfurt and Foote 1988), and
heavy alcohol consumption also contrib-
utes to cardiovascular disease (Klatsky,
Friedman, Siegelaub and Gerard 1977).
Thus it is useful to a company, as well

as to its employees, to adopt policies that
actively encourage health improvement.
Worksites have two major advantages
over other locations in the community for
operating wellness programs: (1) the
worksite has a bounded employee popu-
lation, and thus a "captive audience" for
the delivery of wellness services, and (2)
because effective wellness programs can
show improvements in health and in
work- related measures (reduced absen-
teeism, lower health care claims), the
company and union have a vested inter-
est in supporting effective wellness pro-
grams (Gibbs et al. 1985; Bly et al. 1986;
Bertera 1990; Foote and Erfurt 1991b).
Wellness programs may also produce
improvements that are more difficult to
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measure, in such things as a sense of

self-efficacy and competence.

The policy dealing with the wellness

program should insure that employees

will not be penalized for participation (or

nonparticipation) in wellness services,

that all relevant services be available to

all employees, and that employees 
have

multiple chances to take part in the

program. The policy should further in-

sure that wellness services be available

during all work shifts and in all of the

locations where employees work, both

inside and outside of major facilities or

buildings, to provide equal access to all

employees (Erfurt et al. forthcoming).

Like EAPs, wellness programs devel-

oped under such a policy can be staffed

by internal employees, or by 
external

providers under a contract arrangement

(Erfurt et al., forthcoming). In either case,

the wellness staff must be trained to carry

out the various wellness functions de-

scribed in the core technology. Further-

more, virtually all of the wellness activi-

ties (except for the medical treatment of

elevated blood pressure and elevated

cholesterol) should be offered at the

worksite. Wellness services offered at

external locations usually yield such

meager participation rates that they are

not worth scheduling. When providers

are selected, care should be taken in the

selection process to insure that the pro-

vider is familiar with and skilled in all

dimensions of the core technology of

wellness programs (Erfurt, Wright and

Brock 1991).
Dimension C10: On-site screening of all

employees for health risks and interests

in various health improvement pro-

grams, on a voluntary basis but utilizing

specific techniques to gain high partici-

pation.
Screening is to wellness programs what

casefinding is to EAPs. Screening com-
bines data gathering, physiological mea-
surements, information sharing, health
education, referrals for treatment, and

sign-up for health improvement pro-

grams, all in one operation that takes

about 20 minutes per employee. Screen-

ing is done by health care professionals

with special training in proper protocols,

procedures and logistics. It includes mea-

surement of the health risk factors listed

in Dimension C9~
Screening information can be used to

produce a personal "health risk ap-

praisal" (HRA) report for each partici-

pant, which summarizes his/her health

risk status and makes specific recommen-

dations. Some worksites have used self-

administered questionnaires to produce

health risk appraisals, but screening is

preferable for the following reasons: (1) a

self-administered form asks the employee

to report his/her blood pressure and

cholesterol readings (or ignores these

important risks), and most employees do

not know their readings, although they

may hazard a guess the accuracy of which

is questionable; (2) evidence suggests that

self-administered HRAs do not result in

high program participation or in im-

proved health (Beery, Schoenbach, Wag-

ner, Graham, Karon and Pezzullo 1984;

Schoenbach, Wagner and Beery 1987;

Nice and Woodruff 1990; Foote and

Heirich 1991); (3) overall participation is

usually greater in screening operations

than in self-administered surveys (Erfurt

and Holtyn 1991); (4) smokers are less

likely to complete a self-administered

HRA than are non-smokers (Nice and

Woodruff 1990), while no such difference

has been found in health screening; and

(5) some workers have difficulty in

reading, but this does not stop some of

them from completing forms (rather than

being embarrassed by admitting they do

not read well), which reduces the accu-

racy of the information.
Screening attracts a majority of employ-

ees if done correctly. It collects accurate

physiological measurements of risk, pro-

vides the opportunity for a brief health

education .intervention with all partici-
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pating employees, and it begins the
process of engaging employees at risk into
risk-reduction activities (Foote and Heir-
ich, 1991; Erfurt, Foote and Heirich
1991b). Screening is carried out as close
to the employee's work location as possi-
ble (in cafeterias, rest areas, hallways,
copy rooms, lounges, foyers, locker
rooms, and so on), and includes five
waves of screening activity (Erfurt and
Foote 1990a; Erfurt, et al. forthcoming).
When screeners ace visible and accessible
to all employees, and all five waves are
carried out, screening participation can
reach 90 to 100% of employees for whom
it is accessible (with higher participation
rates in smaller workforces).
Wellness screening serves several dif-

ferent purposes: (1) it identifies the
employees with health risks, and the
employees interested in health improve-
ment activities, (2) it introduces the
employees to the program and makes
health a salient issue, and (3) it provides a
brief health education counseling session
for every participating employee.
At the conclusion of the screening

interview, employees with healfh risks
are referred to appropriate sources of
care, as described in Dimension C5 above.
Each participant is asked to sign up for
any interventions that relate to his/her
specific risks or interests. Employees who
are overweight by 20% or more are
encouraged to sign up for weight loss
interventions. Those who smoke are en-
couraged to sign up for smoking cessa-
tion. Those who exercise less than three
times a week are referred to a physical
fitness program, with exercise geared to
their age and physical condition. In
addition, all employees (regardless of risk
levels) may sign up for nutritional pro-
grams, stress management, or exercise
interventions. All of these health im-
provement programs are provided on a
"menu" basis, described in Dimension
C11.

Dimension C11: Provision of on-site

health improvement programs using a
menu approach which has a range. of
intervention options adaptable to the
needs and interests of all employees.
Options include full-group classes, mini-
group sessions, and one-to-one guided
self-help interventions.
Health improvement programs are

short-term interventions conducted by
wellness counselors or instructors to
engage clients into a process of lifestyle or
health behavior change, in order. to
prevent, eliminate, or control their health
risk factors. Many wellness programs
offer health improvement classes; indeed,
for some worksites this is the only
component of the core technology offered
(Hollander and Lengermann 1988; Roman
and Blum 1988a; Fielding and Piserchia
1989). These classes usually require a
minimum of eight or ten participants, a
limitation that is counter-productive
when there are not enough interested
employees to fill the class. Generally
about 10% of employees with specific
health risks will join health improvement
classes to reduce their risks (Erfurt, Foote,
Heirich and Gregg 1990). When only a
few participants show up for a class, the
class is usually aborted. The employees
are turned away, and may be asked to
return when there are enough people to
start the class. This is not only inefficient
programming, but also is demoralizing for
both the provider and the would-be
participants.
The menu approach solves this prob-

lem, and raises participation rates from
ten percent to as high as seventy percent
(Erfurt and Holtyn 1991; Erfurt, et al.
1990). The menu approach offers three
options:

(1) Guided self-help interventions: The
wellness counselor helps initiate the
intervention, introducing self-help
materials to the client, and guiding
the client through the process via a
series of follow-up contacts by phone
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and in person. (This option is used for

clients who do not want formal

instruction, or who cannot meet a

formal class or mini-group schedule.)

(2) Personalized mini-group interven-

tions: Led by a wellness instructor

who conducts a series of formal

sessions with a small group (2-7

clients), with some follow-up contact

by phone. (This option is used with

clients who want formal instruction,

when there ,are not enough partici-

pants to make up a full class.)

(3) Full-group interventions (classes):

Led by a wellness instructor who

conducts a series of formal sessions

with a full group (8 or more clients) in

classes.

A comprehensive wellness program

will offer all of these options for each of

seven content areas: (1) blood pressure

education, (2) cholesterol reduction and

control, (3) weight loss and control, (4)

general nutritional information, (5) smok-

ing cessation, (6) physical fitness/exer-

cise, and (7) stress management. Other

health components such as accident pre-

vention, AIDS education, and so on, may

also be offered.
In addition to bringing about higher

participation rates and greater overall

effectiveness in reducing health risks, the

menu approach is cheaper per participant

than classes, because most employees opt

for the guided self-help option, and this is

the cheapest of the three modalities

(Erfurt, et al. forthcoming).
Implementing the menu approach is

not possible without on-going one-to-one
follow- up sessions with the employees
who have health risks. This follow-up
counseling powers the health improve-
ment programs, by constantly feeding
clients into the programs through the
menu approach. Furthermore, the guided
self-help option is usually carried out by
the wellness counselors who handle the
follow-up counseling, rather than by

wellness instructors who staff the more

formal menu options. This follow-up

activity is Dimension C12.
Dimension C12: Personal outreach and

regular follow-up counseling with em-

ployees, especially those with health

risks, to assure adherence to prescribed

treatment, encourage participation in

appropriate• health improvement pro-

grams, assist in lifestyle modification,

and help prevent relapse.
Personal outreach and counseling are

indispensable to adherence assurance,

lifestyle modification, and relapse pre-

vention for chronic health risks. There is

evidence suggesting that these are impor-

tant for EAPs as well. Post-treatment

follow-up with, EAP clients will be dis-

cussed fizrther in Dimension F2.

Follow-up counseling with wellness

program clients produces multiple out-

comes that are not attained by other

program services: (1) it engages each

employee with identified health risks into

activities tailored to that employee, aimed

at reducing those risks (Erfurt, et al.

lggp); (2) it engages employees in fol-

low-up into activities that promote health

improvement (Erfurt and Holtyn 1991);

(3) it supports each employee in carrying

out the specific risk-reduction or health

improvement activities he/she has chosen

to undertake (Gregg, Foote, Erfurt and

Heirich 1990); (4) it reduces noncompli-

ance with treatment regimens and pre-

vents treatment dropout, by maintaining

on-going support (Erfurt and Foote 1990b;

Wilber and Barrow 1969); and (5) it

reinforces the employee in maintaining

health behavior changes and preventing

relapse (Erfurt, et al. 1991b; Logan, Milne,

Achber, Campbell and Haynes 1979;

Alderman, Madhavan and Davis 1983;

Alderman and Stormont 1979; Taylor,

Houston-Miller, Killen and DeBusk

1990).
All employees with targeted health

risks (e.g., elevated blood pressure or

cholesterol, cigarette smoking, obesity)
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to restructure his/her way of life and
continue in the process of recovery. An
additional benefit is that the family
members thus identified often have prob-
lems of their own that have resulted from
the clients addiction or other problem (or
they may have problems that are indepen-
dent of the client's problem), and this
process helps to clarify that fact and refer
the family member for appropriate assis-
tance.

Client relapse is such a common and
significant problem among EAP clients
that the EAP needs every..strategy, and
option available to combat and reduce it
(Bromet and Moos 1977; Marlatt and
George 1984; Marlatt and Gordon' 1980;
Rosenberg 1983; Sandahl 1984). given if
family involvement works to prevent
relapse in only a modest ten to fifteen
percent of cases, the procedure will more
than pay the cost of the additional staff
time to carry it out (Erfurt and Foote
1989).

FUTURE DIMENSIONS PERTAINING
TO BOTH EMPLOYEE ASSISTANCE

AND WELLNESS

Dimension F2: Post-treatment outreach
and follow-up counseling with EAP cli-
ents to promote good health practices
and prevent relapse, carried out by
wellness counselors with special training
in substance abuse and mental health
issues.
In discussing Dimension C12 we noted

that outreach and follow-up counseling
are indispensable to the success of well-
ness programs. The same can be said
about EAPs and post-treatment follow-up
counseling (Erfurt 1990; Foote and Erfurt
1991a). However, few EAPs are able to
give routine long-term counseling sup-
port to all their clients, or to use outreach
strategies to engage the clients who are
reluctant to participate.
EAPs tend to be "up-front loaded,"

putting most of their resources into

assessment, referral and treatment, and
hoping that the client will have a success-
ful recovery period. While some EAPs
report relapse rates of 80% and more,
especially for their alcohol and drug
clients, they are ethically unable to
transfer resources from these essential
"up-front" services to provide the fol-
low-up support that is needed.
Use of wellness counselors for long-

term follow-up offers a solution to the
dilemma. Wellness counselors are in
regular contact with a majority of employ-
ees who have a wide variety of health
risks. These counselors can be trained to
conduct follow-up with EAP clients after
they have completed their primary course
of treatment, paying attention to the
entire array of health risks the clients may
have, in addition to the continuing recov-
ery from the problem which brought the
client to the EAP.
There are four arguments in support of

this procedure. First, wellness counselors
are already trained in techniques of
outreach (Gregg et al. 1990), while EAP
counselors generally are not. Second,
wellness counselors have most employ-
ees in their follow-up caseload, because
most employees have health risks, and
this will probably include most EAP
clients. Third, because wellness fol-
low-up is focused on general health
rather than substance abuse or other types
of stigmatic problems, employees may
find it easier to participate, even though
the wellness counselor will address their
EAP problem as well as their other health
risks. Fourth, it may be difficult to
allocate sufficient additional resources to
the EAP to allow long-term follow-up
counseling by the EAP staff, because
EAPs deal with a small percentage of the
workforce. But wellness programs (if they
include all of the core dimensions) are
already staffed to conduct follow-up
counseling with most employees, and it is
a small additional task to add the EAP
clients into the caseload.
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In implementing this dimension, it

would be essential that the EAP staff and

the wellness staff work closely 
together.

Should the wellness staff identify im-

pending relapse. or other crisis, the client

would be immediately referred back to

the EAP for appropriate assistance.

This dimension thus provides a solid

link-pin to interlock the EAP and 
well-

ness program into a unified approach 
for

serving clients. In addition to providing

follow-up with EAP clients, the wellness

counselors would refer wellness clients to

the EAP for previously undetected 
sub-

stance abuse or other problems identified

during wellness counseling.

Dimension F3: Primary prevention of

substance abuse and mental health prob-

lems in the general employee population,

using wellness counseling techniques.

The technology for primary preven-

tion—procedures that prevent problems

before they begin—is elusive. Follow-up

counseling has shown considerable suo-

cess at secondary prevention (preventing

risks from becoming disabling diseases or

health problems), and supporting tertiary

prevention (treatment of diseases to pre-

vent death or permanent disability). We

propose that this strategy be tested as a

method for primary prevention of EAP

problems, integrating the process into

general wellness counseling.
A number of investigators have sug-

gested that. wellness programs can serve

to reduce consumption of alcohol and

other drugs (Nathan 1984; Moskowitz

1989; Shain 1990). It is argued that use

of alcohol and other drugs represents for

many people a habitual form of recre-
ation that can be replaced by healthier

behaviors. In addition, some have hypoth-
esized that alcohol, drug and mental
health problems sometimes arise in re-
sponse to life stresses. Wellness pro-
grams address in a direct manner both
the healthy use of leisure time, and offer
employees constructive methods for cop-
ing with stress.

Wellness counselors, in the course of

their work, see -most employees in the

workforce (see Dimension C12), so they

have nearly complete coverage of the

employee population (a necessary part of

primary prevention, which targets all

employees). Topics related to alcohol and

other drug use„and methods for reducing

the risks of use, may be introduced as a

regular part of the wellness content.

A well-defined technology for carrying

out this primary prevention has not yet

been developed and tested (Sonnenstuhl

1988), although there is suggestive evi-

dence that the approach is worth pursu-

ing (Rohsenow, Smith and Johnson 1985;

Shain, et al. 1986; Shain 1990).

FUTURE DIMENSIONS PERTAINING

TO WELLNESS PROGRAMS

Dimension F4: Development of com-

prehensive wellness centers within the

worksite through the expansion of fitness

centers to include health screening, fol-

low-up counseling for adherence assur-

ance and lifestyle modification, and

health improvement interventions and

activities.
Many worksites have established fit-

ness facilities to provide access for their

employees to exercise equipment and

expert trainers. In some locations these

trainers are under- utilized, especially at

certain times during the work day when

there are few employees in the facility.

The efficiency and effectiveness of the

center can be increased by merging the

activities of the fitness center witk~ other

wellness services, and staffing the center

jointly with fitness experts and with

wellness counselors.

The following services .could then be

provided through the fitness/wellness

center:

(1) Provide information on various types

of exercise, the benefits of exercise,
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and the safe use of equipment in the
center.

(2) Develop alternative exercise activities
not based in the fitness/wellness
center, for employees who prefer not
to use the exercise equipment.

(3) Integrate the exercise program with
other health improvement services,
including weight loss, stress manage-
ment, hypertension control, smoking
cessation, and nutrition. Each em-
ployee using the center would receive
counseling about all of his/her health
risks, based on an initial health
screening.

(4) Conduct regular, personal outreach to
employees who do not use the fitness
facilities, especially those with iden-
tified health risks (e.g., high blood
pressure, high cholesterol, obesity),
and provide counseling to assist them
in identifying ways they can reduce
their risks.

In short, the fitness center can become a
physical location within which to central-
ize an array of wellness services in
addition. to physical exercise. It would
expand its focus from exercise to a broad
array of health risks, and it would also
expand its focus from the equipment
within the center to a broader array of
activities that might be conducted else-
where in the worksite, or outside the
worksite. While a number of worksites
report having implemented this dimen-
sion, no research showing an increment
in effectiveness is available.
Dimension F5: Systematic involvement

of employees' family members in the
wellness program—including screening,
health improvement programs, follow-up
counseling, and household planning and
organization for healthy lifestyles and
activities.

Social support is highly related to
successful health promotion efforts, and
this social 'support often comes from
family members (Caplan et al. 1980;

Baranowski and Nader 1985; Colletti and
Brownell 1982; Gierszewski 1983). It is
particularly important to involve family
members, especially the family cook, in
wellness efforts that involve nutritional
changes (weight loss, cholesterol reduc-
tion). Further, when both marital partners
smoke cigarettes, it is more effective to
involve both in a smoking cessation effort
than to work with only one. Wellness is a
family affair, and the involvement of the
employees' family members is a logical
extension of worksite wellness programs.
In addition to making wellness pro-

grams more effective by supporting health
behavior changes among employees, fam-
ily involvement may produce health
improvements among the family mem-
bers, many of whom are covered by the
company's or union's health benefit plan.
Thus it is in the interest of the employer
and/or union to expand the wellness
program in such a way as to provide these
services to families in an effective man-
ner.
While a number of worksites offer

participation to family members, as with
the other future dimensions the technol-
ogy for effective family involvement in
wellness is not well developed and
tested. However, two lines of outreach to
the family have shown some success: (1)
outreach through the employee as a
courier, carrying information and tech-
niques to the home, and (2) outreach
through the telephone and mails.
Using the employee as a courier of

information has been found to be an
effective method for involving the spouse
in the control of high blood pressure
(either the employee's or the spouse's
high blood pressure). The employee was
taught blood pressure measurement tech-
nique by the wellness counselor using a
manometer purchased by. the employee
(and checked by the counselor for accu-
racy), and .was then able to measure the
spouse's pressure and vice versa (Erfurt
and Foote 1982). In addition, wellness

~~

~~
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counselors frequently go over dietary

materials with employees who are not the

primary family cook, to be taken home to

the person who does the cooking.

The use of the telephone for client

counseling has shown positive results in

a number of studies (Foote 
and Erfurt

1g77; Taylor et al. 1990; Fitzgerald 
and

Mulford 1985; Guarino, Giovannoli,

Loder and Fisher 1979), and there is no

reason why these telephone techniques

cannot be used to counsel 'and provide

health improvement programs to the

family members of employees.

COMBINING EAPS AND WORKSITE

WELLNESS INTO MEGABRUSH

In the discussion above of the dimen-

sions of the core technology of EAPs and

worksite wellness programs, we have

referred periodically to specific ways in

which the two programs can integrate

services in order to become more effective

and efficient. This section will summa-

rize and expand on that topic.

CASEFINDING -
For:
• Substance Abuse
• Mental Health
Problems
Using:
• Training,
• Consultation,
• Job performance
review,

• Constructive
confrontation

Table 3 is a diagram showing the client

flow in EAPs, including the future dimen-

sions of the core technology as well as the

current ones. Some EAPs utilize a "gate-

keeper" or managed care organization to

handle diagnosis and referral functions.

In such cases the EAP functions are split

between the two organizations, with the

EAP handling work-related activities and

the managed care organization handling

clinical services. Follow-up during treat-

ment might be carried out by the managed

care unit, while follow-up after return to

work is carried out by the EAP staff.

Follow-up during the post-treatment re-

covery period is conducted by the well-

ness program, according to future dimen-

sion F2 described above.

However, a "megabrush" program with

appropriate linkages between the EAP

and wellness staff should reduce the need

for a managed care component. If the EAP

and wellness program are working effec-

tively and maintaining contact with the

program's clients, they will be in a good

Table 3
The Employee Assistance Program

Referral Referral

EAP —=~

FOLLOW-l1P'

FOLLOW-UPz

FOLLOW-UP3

TREATMENT

COMPLETION OF TX

BACK-TO-WORK

RECOVERY PERIOD

(Family Member lip°,rolvement)

Follow-up during the treatment period is carried out by the EAP counselor.

Z Follow-up regarding the clients return to work is carried out by the EAP 
counselor.

3 Follow-up during the recovery period is carried out by the wellness counselor.
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position to assess and manage the clients'
health care needs.
Table 4 shows the dynamics of the

worksite wellness program with both
current and future dimensions in place.
Because of the way the program is
structured, additional health components
can be implemented as desired. These
may include physiological measures such
as glucose screening for diabetes with
subsequent monitoring, education and
control programs, as well as programs
addressing other behavioral risks like seat.
belt usage, accident .prevention, AIDS
education, and so on.
Combining EAPs and wellness pro-

grams is not a new concept. In 1985,
Shain and colleagues suggested this com-
bination of programs to handle primary,
secondary, and tertiary prevention at the
worksite. They refer to this comprehen-
sive model as "employee health and
assistance programs" (Shain and Boyle
1985; Shain, et al. 1986).
Table 5 summarizes the types of link-

ages between EAPs and wellness pro-
grams that produce a "megabrush" orien-
tation to employee health. Most of these
linkages have been mentioned above, but
will be discussed here in broader strokes,
in order to provide a larger overview of
how the two programs are joined.
The linkages begin with overall plan-

ning and coordination through an Em-
ployee Assistance and Wellness Program
(EAWP) committee. While there are vari-
ous methods for organizationally coordi-
nating EAP and wellness activities, all of
them require some mechanism of coordi-
nation at the top. In order to achieve
broad-based support for program. activi-
ties, we recommend the formation of a
committee that would include representa-
tives from management, labor, medical
department, EAP staff, wellness staff,
health and safety, benefits, and any other
relevant units.
The function of the EAWP committee is

not to direct the professional activities of
the EAP and wellness staff. Rather, the

Table 4
The Worksite Wellness Program

WELLNESS SCREENING Referral 
TREATMENT Enrol~men~, FOLLOW-UP Development

ORGANIZATION OF

All Ert1pI0y82S IOf: • BIOOD PRESSURE
—~

Employees at Risk:
THE WORKSITE
Worksile•wide:

•BLOOD PRESSURE •CHOLESTEROLSign-Up
•CHOLESTEROL MEALTHIMPROVEMENT
• sMOKiNG PpOGRAMS' •Successful •Creating
• OVERWEIGHT •NUTRITIONAL COUNSELING referrals and health communi-
• PHYSICAL EXERCISE •SMOKING CESSATION prescribed Tx cation networks
• STRESS •WEIGHT LOSS
Including Family Members •PHYSICAL FITNESS 1• Completion of •Peer

• STRESS MANAGEMENT WBllfl@SS SUpPOft
programming groups

•Follow-up contacts to prevent relapse 8 promote long-term •Periodic •Specific interest
health (about every 6 months for the career of employee) we~~ness health promotion

counseling groups

•Organizing wellness contests and events, utilizing the fitness center as a locus of • Worksite-wideactivity; reviewing policies relevant to health health promotion
activities

• Primary prevention of subsla~ce abuse and mental health problems by the wellness
counselors, during routine follow-up contacts and other program activities. GENERAL

EMPLOYEE
POPULATION

r.w~unu on a menu Dasis, including one-to-one guided self-help interventions, mini-group sessions (2-7employees), and full-group classes (8+ employees).
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EAP-WELLNESS

(EAWP)
COMMITTEE

Table 5

Megabrush: Linking the EAP and the Wellness Program

EMPLOYEE ASSISTANCE PROGRAM

CROSS-
PROGRAM
REFERRALS

FOLLOW-UP
WITH EAP
CLIENTS BY
WELLNESS
COUNSELORS

PRIMARY
PREVENTION
BY WELLNESS
COUNSELORS

WORKSITE WELLNESS PROGRAM

committee is charged with more general

development of strategies and tactics for

reaching the workforce, adaptation of

program procedures to the particular

needs, nuances, and nature of the work-

site, and reviewing worksite policies and

procedures that support or fail to support

good health. In addition, if constituted

properly the committee will help the

various health-related units of the work-

site to work together rather than at

cross-purposes.
The second major link between EAPs

and wellness programs is cross-program

referrals. Many EAP clients will have

problems of poor nutrition or physical

fitness that can be addressed through the

wellness program. And. many wellness

program clients will begin to discuss

problems with the wellness counselor
that are better handled by the EAP—
emotional troubles, addiction problems,
and so on. There is often a correlation
between problems addressed by EAPs
and those addressed by wellness pro-
grams. Acommon example is the high
rate of hypertension (high blood pressure)
among heavy drinkers. Each program will

23

INTER-
LINKING
COMPUTER
SOFTWARE
SYSTEM

identify employees who might benefit by

assistance from the other, and clear

procedures for making referrals from one

program to the other are necessary. The

third linkage shown in Table 5 is fol-

low-up of EAP clients by wellness

counselors, after the primary course of

treatment has been completed and the

employee is doing well. This linkage was

discussed in some detail as future dimen-

sion F2. It represents a routinized form of

cross-program referral, in which EAP

clients are routinely merged into the

wellness program as a way of both

addressing their full array of health risks,

and monitoring their continuing recov-

ery.
The fourth linkage has also been dis-

cussed above, as future dimension F3:

primary prevention of EAP problems

through wellness programming. A review

of the core technology. of EAPs makes it

clear that they are not in a good position

to do primary prevention. Their services

are focused on finding and assisting

people who have already developed prob-

lems—a minority of the workforce who

require a substantial amount of attention.
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While many EAPs do a certain amount of
employee education aimed at prevention,
there is no evidence that this is effective
in primary prevention. It may assist in
earlier identification (secondary preven-
tion) for people who are beginning to
develop problems.
Wellness programs are better posi-

tioned for primary prevention. The nature
of their work brings them into regular
contact with employees who have not
developed serious problems. The exam-
ple of blood pressure and alcohol con-
sumption is instructive. Properly trained
wellness staff would routinely ask em-
ployees with high blood pressure about
their alcohol consumption, and a substan-
tial subset of these people will report
moderate to heavy consumption, but with
no resulting problems that might generate
a referral to the EAP. In the context of
maintaining good health, and possibly of
reducing elevated blood pressure, the
wellness staff would counsel the employ-
ees in ways of reducing their consump-
tian, thus preventing the development of
heavier drinking and drinking problems
in some proportion of the group.
The final linkage shown in Table 5

between EAPs and wellness programs is
use of a common computer software
system to facilitate transfer of information
from one program to the other when
needed. While it is not necessary, and in
fact is generally undesirable, to maintain
common data files on clients in the two
programs, the use of a system that makes
exchange of information easy will facili-
tate cross-program referrals. Moreover
this may facilitate program evaluation,
making it easier to assess separate and
joint effects of the two programs.
In practice, wellness and EAP staff

sometimes report problems of competi-
tion, resentment, and professional jeal-
ousy in their dealings with each other
(Blum, et al. 1.990), with very little
empirical integration between the pro-
grams (Shain 1990). These problems can

arise when there is inadequate organiza-
tional structure to support the integration
of efforts.
There are many ways of structuring the

relationship between EAP and wellness
activities. The following are three exam-
ples, all of which allow full implementa-
tion of the core technologies of EAP and
wellness, and integration of the two into a
megabrush effort.

Separate Programs in the Same
Department/LTnit

Professional EAP and wellness program
staff may report to the same person or
office within the company, for example
the director of health and safety. This
office might have responsibility for a
broad range of health-related activities
and services, including in addition to
wellness and EAP such units as a medical
department, industrial hygiene, safety,
ergonomics, and so on.
In this model, the responsibility for

insuring that the programs are properly
integrated rests with the person who
heads that unit. If the unit head views
management in a straightforward bureau-
cratic way (with linkages primarily up-
ward and downward, rather than across),
there is a danger that the appropriate
linkages between the EAP and wellness
staff will not be made.
In this model, therefore, it is especially

essential that all of these health-related
activities be represented on an Employee
Assistance and Wellness Committee, to
insure appropriate coordination and link-
ages.

Joint Program with Contracted
Professionals

In this program design, both EAP and
wellness services are managed by one or
more employees at the worksite, who
contract with professional staff for spe-
cific EAP and wellness services. This is
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the design adopted jointly by the United

Auto Workers Union and Ford Motor

Company. Both EAP and wellness ser-

vices are managed by a joint labor-

management team at each location which

is responsible for overall program direc-

tion, timing, content, and promotion. The

team identifies outside firms who are

contracted to provide specific program

components (Erfurt and Foote 1990a).
Anecdotal information from this pro-

cess suggests that the joining of the

wellness program with the EAP has

increased EAP utilization in some loca-

tions, due in part to greater visibility of

the program staff within the worksite as

they launched wellness activities, and

visibility around non-stigmatic health

issues making it easier for employees to

approach them regarding the more stig-

matic EAP issues. In addition, the con-

tracted wellness counselors have made

referrals to the EAP of employees needing

this type of assessment or counseling.

The danger in this program design is

that the people contracted to provide EAP

services will not be sufficiently familiar

with the people providing the wellness

services, and vice versa, so that linkages

between them are not made effectively.
This problem is overcome when the
employee or team to which they report is
active and visible, and works regularly
with both groups to insure that they do
relate appropriately to each other.

Separate Program Services within a
Megabrush Design

In this model, the unit to which both
programs report is essentially a combina-
tion of the two programs. While EAP and
wellness staff are responsible for carrying
out their specific separate services and
activities, they both adopt an overriding
goal of improving employee health, and
work together on specific projects. The
EAP staff would train and consult with
the wellness staff around issues of chem-

ical dependency and mental health. The
programs might jointly develop stress
management services—an area in which
both programs are often involved.
This model represents the greatest

integration of employee assistance and
wellness services, maintaining the sepa-
rate skills and backgrounds of staff, but
facilitating joint interaction and joint
programs.

PROGRAM ETHICS REGARDING
PARTICIPATION AND
CONFIDENTIALITY

Organizational policies for both EAPs

and wellness programs need to address

certain ethical issues about how the

programs will relate to employees, and

how they will use information about

employees. We describe here our position

on these ethical issues.
The core technology of megabrush is

both mandatory and voluntary. It is

mandatory that the EAP and wellness

programs offer their respective services to

all employees in the target population,

and that these services be offered repeat-

edly, so that employees have multiple

opportunities to participate. An employ-

ee's decision not to participate cannot be

interpreted as permanent; the offer of

participation must continue to be made.

At the same time, participation is volun-

tary on the part of the employee, includ-

ing participation in the EAP, wellness

programs, or drug and alcohol testing.

The joining of these two processes—

mandatory offer, voluntary participa-

tion—produces "inducement short of co-

ercion." The continued offer of participa-

tion is a way of inducing clients to

participate. Constructive confrontation of

employees demonstrating serious work

performance problems, and other engage-

ment strategies designed to assist clients

to make appropriate behavioral or life-

style changes, all involve inducement,

but not coercion. Rather, the counselor
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adopts a no-nonsense attitude tempered
with loving concern for the client.
Impaired work performance may pro-

duce amandatory referral to the EAP, the
wellness program, or to treatment, i.e., it
is mandatory that the referral be made.
The employee's decision to follow
through is voluntary. What employees do
in their private lives, away from the
workplace, is of no concern to the
company or union, unless such behavior
negatively affects the company/union
(e.g., through poor work performance,
broken work rules, excessive absentee-
ism, and so on).

Referrals by the EAP or wellness pro-
gram to appropriate treatment or health
improvement programs are also manda-
tory; program protocols require that such
referrals be made for employees who
show health risks. But again, acceptance
of these referrals by the employee is
voluntary. While the referrals should be
made with inducement short of coercion,
showing loving care and concern, and
should be made multiple times if neces-
sary, the employee has a right to refuse.
Program policy should assure this right,
and procedures should assure that no
sanctions are applied to employees who
choose not to participate. At the same
time, if referrals are made based on work
performance problems, the employees
must be held accountable for addressing
and remediating those problems, and this
activity should have no relation to the
wellness program or EAP.
Confidentiality of EAP, wellness and

treatment information must be main-
tained, and any sharing of such data
requires the clients signed authorization.
However, while program staff are bound
by the rule of confidentiality (that is
mandatory), the individual employees are
free to share their own health information
with anyone they choose (that is volun-
tary), and in many cases the program may
encourage them to do so.
Particularly in wellness programs,

where problems are less stigmatic, it is
often helpful for employees to share
information, and support each other in
making changes. In EAPs as well, clients
are encouraged to participate in self-help
groups where mutual sharing and support
are the objective.

Confidentiality of information does not
mean anonymity. EAPs, wellness pro-
grams, and treatment facilities need to
know certain information about their
clients, and clients should be encouraged
to sign release forms to allow appropriate
sharing of information among the profes-
sionals who are assisting them to make
health improvements.
Preserving confidentiality of client in-

formation should not prevent or prohibit
appropriate program evaluation, research,
or analysis of cost-effectiveness or cost-
benefit. As long as the program staff, the
evaluators, and/or the researchers can
demonstrate that client information is
kept confidential, and that clients will
not be placed at risk as a result of the
analysis, then program evaluation can be
made a routine part of program opera-
tions, and more complex studies can be
carried out to add to our collective
knowledge about EAPs and wellness
programs.

Finally, both EAPs and worksite well-
ness programs will occasionally identify
environmental conditions at the worksite
(social or physical) that appear to be
producing health problems for employ-
ees. The program should be expected to
report its concerns to the appropriate
policy-makers or implementers, along
with any. supporting evidence that can be
shared without breaking confidentiality,
and to provide consultation within the
program's area of expertise about how to
address the problem (see Dimension C7).

CONCLUSION

The dimensions of EAPs and worksite
wellness programs described above repre-
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sent the state of knowledge about the core

technology of these programs, based on

the current literature. As noted previ-

ously, these dimensions are not intended

to encompass the specific treatment or

health risk reduction interventions to

which employees are referred by EAP or

wellness staff. There is a specialized body

of knowledge about alcoholism treatment,

about family therapy, about smoking

cessation, about hypertension control,

and so on, which are not part of the core

technology of the programs that use these

services. The task of EAPs and wellness

programs is to organize the availability of

these services, engage employees in uti-

lizing appropriate services, and provide a

variety of support mechanisms to encour-

age and sustain health improvements and

prevent relapse.
There is considerable room for further

research to refine the definition of the

core technologies of both EAPs and

wellness programs. Research is lacking on

the specific contributions of various di-

mensions or combinations of dimensions.

We would warn the reader to beware,

however, of assertions that one or more of

the dimensions described is really not

essential for effectiveness, or that there

are other models of EAPs or wellness

programs that are equally effective.
Such assertions are most likely to be

made for wellness programs, because the

majority of wellness programs found at
worksites do not include the full core
technology described above (Fielding and
Piserchia 1989; Roman and Blum 1988a).

Serious studies of alternate models will
need to show valid comparisons of their
results with the results of the technology
described above.
The integration of EAPs and wellness

programs has received very little research
attention. Blum, et al. (1990) reported
survey data showing that health promo-
tion activities tend to be more common in
locations with EAPs than in those with-
out EAPs. However, the health promotion

activities were generally not part of fully

developed wellness programs as de-

scribed above, and the survey did not

address how the program services were

integrated.
In February 1989, Erfurt wrote an

article which he entitled, "Wellness Pro-

grams, Like EAPs, A'~e Forever: Should

They Be Married?" The publishers

changed the title to "Is Wellness An EAP

Responsibility?" (Erfurt 1989). The an-

swer to the original title is "Yes" and

"No": yes, they should be married, but

no, they should not live in the same

household. The answer to the actual title

is a firm "No," wellness is not an EAP

responsibility.
Combining the two programs under one

organizational rubric does not mean that

they should be operated by the same

practitioners, or operated out of the same

technological framework. Only four of the

fourteen current dimensions of the core

technology of megabrush pertain to both

EAPs and wellness, and only two of the

five future dimensions pertain to both

types of programs. Counting the current

and future dimensions, five pertain only

to employee assistance, and eight pertain

solely to wellness.
Wellness programs should be structur-

ally separate from EAPs, but organization-

ally linked, functionally coordinated, and

effectively working together. EAPs should

be staffed by employee assistance profes-

sionals, and wellness programs should be

staffed by wellness professionals, both

trained and certified in their respective

fields.
However, there are important gains to

be made if the two programs woik closely

together and coordinate their efforts.

These have been discussed throughout

this paper, but may be summarized as

follows:

(1) Wellness programs may lead to the

prevention and/or early detection of

substance abuse and mental health
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problems. By themselves, neither pro-
gram does this very we1L

(2) Coordination of EAP and wellness
programs will encourage cross-pro-
gram referrals of employees with
specific health or behavioral prob-
lems.

(3) Employees are more easily engaged
into wellness programs because they
are not stigmatic, and this may facili-
tate the engagement of potential cli-
ents into the EAP.

(4) Within the "megabrush" structure, a
comprehensive risk-reduction and
health improvement system operates
which can promote cost-containment
and employee well-being.
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are in the wellness program's follow-up
caseload. Each program must decide
which health risks it will target, based on
the amount of staffing resources available.
Employees with identifiable health risks
make up some 70 to 90% of the work-
force, depending on the average age of the
workforce. In addition to high blood
pressure, high cholesterol, smoking, and
obesity, the targeted risks may also in-
clude high reported stress or low levels of
exercise. Finally, employees who have no
identified risks can be included in fol-
low-up counseling. Evidence has shown
that even this group can show improve-
ments in health status (Erfurt and Holtyn
1991).

Specific information about outreach
and follow-up counseling can be found
elsewhere (Gregg, et al. 1990; Heirich, et
al., 1992). There are seven waves of
follow-up which are used to reach tar-
geted employees and encourage their
participation (Erfurt and Foote 1990a;
Erfurt, et al. forthcoming).
Dimension C13: Organization of well-

ness events to promote and support
positive health behavior changes, mobi-
lizing employees engaged through fol-
low-up counseling to help manage the
events and to engage additional employ-
ees into health improvement activities.
One-to-one outreach and follow-up

counseling will engage many employees
into a variety of methods for reducing risk
and improving health. These people can
then be mobilized, along with the formal
wellness committee (see Dimension C7)
and other key people within the worksite
who have special talents or abilities to
assist with program design, promotion, or
implementation. These groups of people
help to organize events that will engage
even more people into health improve-
ment efforts, and help them support and
maintain behavior changes (Heirich,
Cameron, Erfurt, Foote and Gregg 1989;
Caplan, Harrison, Wellons and French
1980).

Periodic special events are useful in
re-establishing attention to health issues,
and attracting those employees who enjoy
participating in group activities. Special
events include, for .example, weight loss
or exercise contests, "smoke-outs," well-
ness celebrations for participants who
achieve a specified level of improvement,
and so on. Employees in the follow-up
group can also be encouraged to provide
support~for health improvement activities
of others—for example, acting as "bud-
dies" to co-workers who are attempting to
make health behavior changes (Heirich,
Konopka, Erfurt and Foote 1989).
These kinds of organizational activities

are an important means of changing the
"corporate culture" of a worksite to
encourage health improvement. However,
there is no evidence that these plant-wide
events by themselves will produce any
long-term impact on health risks. It is
only in conjunction with the other di-
mensions of wellness programs that these
types of events have value in supporting
long-term health improvements.
Dimension C14: On-going program

evaluation, including evaluation of pro-
cess, participation rates, health risk
reduction, and relapse prevention.
The use of work performance and

benefit utilization measures to evaluate
wellness program results has been dis-
cussed under Dimension C8. However,
routine evaluation of wellness programs
more often involves monitoring of pro-
cess, and measuring changes in health
risks (Foote and Erfurt 1983; Breslow,
Fielding, Herrman, and Wilbur 1990;
Erfurt, et al. 1991b).
Process evaluation deals with the de-

gree to which the program is following
the protocols and procedures established:
procedures for conducting the various
physiological tests, procedures for client
outreach and counseling, procedures for
recording information, etc. While some
types of process evaluation require visual
inspection and monitoring of staff tech-
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nique, a good information system will

allow routine evaluation of whether the

targeted numbers of clients have been

contacted within a given time. period,

whether planned telephone calls and

mailings have been completed, and so on.

These types of process evaluation ex-

amine the degree to which the wellness

staff are performing according to their job

descriptions. Process evaluation also can

evaluate the effectiveness of these pro-

gram procedures at engaging employees

into wellness activities: e.g., what percent

of targeted employees participated in

screening, what percent of those referred

to a physician have begun treatment, 
and

so on.
Outcome evaluation addresses the ex-

tent to which the wellness program is

effective in reaching its specific health

objectives. The program should be able to

report, for each type of health risk

covered, the degree to which employees

with that risk have shown reductions,

.and have maintained those reductions

over time. End-of-program reports are not

sufficient (e.g., quit rates at the end of a

smoking cessation program, or weight

loss at the end of a weight management

class), because of very high rates of

relapse and treatment drop-out. Even

reports at six months or one year after

program participation will over-estimate

the program's effectiveness. Repetitive

monitoring of risk factors during fol-

low-up counseling not only assists in

reducing relapse, but also allows routine

periodic review of changes in health risks

and maintenance of control over those

risks. It also allows cost-effectiveness

analyses, examining what percent of risks
are reduced for each dollar expended on
the program (Brownell, Cohen, Stunkard,
Felix, and Cooley 1984; Erfurt, Foote and
Heirich 1991a; Erfurt, Foote and Heirich
1992). On-going program evaluation
should not be an added task or burden to
the wellness program staff. The informa-
tion necessary for program evaluation can

be built into the data management system

used by the staff to carry out their routine

program tasks (described in Dimension

C12—personal outreach and follow-up

counseling). An effective record-keeping

system must be able to assist with three

basic program functions: caseload man-

agement, quality control, and program

evaluation.

FUTURE DIMENSIONS PERTAINING

TO EMPLOYEE ASSISTANCE

The five future dimensions listed in

Table 2 include new ideas for EAPs and

wellness programs, as well as existing

services or activities that have not been

thoroughly developed, tested and re-

ported in the research literature. These

are described below, beginning with the

dimension pertaining only to EAPs.

Dimension F1: Involvement of family

members (or significant others) of EAP

clients in the EAP process, especially

post-treatment follow-up to help reduce

relapse.
The involvement of family members or

significant others in the treatment of

alcoholism or other substance use prob-

lems has been well established as a

recommended adjunct to .treatment (Bau-

man 1981; Kaufman and Pattison 1981;

Steinglass 1980; Muchowski-Conley

1982; Coyne and Delongis 1986; Hall and

Wellman 1985). This proposed future

dimension of EAPs deals not with family

involvement in treatment, but rather with

family involvement in the EAP process.

Googins' work on the relationships be-

tween work and family supports the need

for research in this area (Googins 1991).

This dimension would give the EAP

staff the option of maintaining contact

with a person designated by the client as

an important support. Both the client and

the family member must, of course, agree

to such contacts. The major function of

this procedure is to develop support

outside the worksite in helping the client


