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Invest $15 and a week’s worth of lunch hours, and EAPA will award you 5 Professional
Development Hours! Here’s how. Self-Study Guides are a convenient way for many Certified Employee
Assistance Professionals to accrue PDHs. Each of EAPA’s 21 Self-Study Guides is a text on an EAP-related
topic. CEAPs read and study the Guide, write a report on the subject matter, and return it to EAPA for review
and approval. Self-Study Guides are especially useful to CEAPs who:

I live and work in a remote area and can’t get to PDH-approved training on a regular basis.

I learn better in a private setting than a formal training environment.

I can't get away from the office often enough to meet their PDH requirements.

To order Self-Study Guides, follow these simple instructions: (1) place an “x” or “ ¢ “ beside the Guides
you would like to order using the menu below; (2) write a check or request credit card payment for the total
amount—$15 apiece for EAPA members, $25 apiece for nonmembers; and (3) mail your order to EAPA at
P.O. Box 79343, Baltimore, MD 21279-0343. Advance payment is required, but telephone and fax orders
will be accepted if they are billed to American Express, MasterCard of Visa. Phone EAPA at (703) 522-6272
or fax to (703) 522-4585.
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EDITOR'S COMMENT

THEJUNE 1989 issue of this maga-

EAPA PRESIDENT SANDRA

zine, then called THEALMACAN, M d P bl TURNER is center stage in an exclu-
carried a cover feature called 0 ern ro ems, sive interview beginning on page

“Modern Problems: Society in
Transition Brings New Problems
Through the EAP Door.” It seems
as though that theme, far from
being outdated, is more relevant
than ever.

When the Advisory Committee to the Ex-
change met in Atlanta last fall to recommend
editorial themes for 1993, it posited three
slants in the Modern Problems vein. This
month’s cover story delves into depression

and anxiety disorders as they manifestand are .

cultivated in the workplace. Itexamines some
of the causes of these mental health condi-
tions, prevalence data, detection, and work-
place interventions. The April issue will ex-
amine gangs and occult groups, “social dis-
eases” of sorts that, as many employers have
found, can disable more than just families and

Times Three

10. Frankly speaking, she expounds
on new directions being taken by
EAPA and the EAP field. Elsewhere
in this issue, get reacquainted with
the Employee Assistance Certifica-
tion Commission, featured on pages 8 and 9.
The eighth and final installment of “The Busi-
ness Page” series on building an integrated
EAP-managed care program fastens the last
nuts and bolts in this “stretch model” of service
delivery. We hope the series has been helpful
to employee assistance professionals as they
compete in the topsy-turvy managed care
marketplace.

A FAXBACK SURVEY with questions tailored
to help EAPA set new marketing plans runs on
page 7. We urge you to take five minutes to
complete the survey and transmit your re-

residential communities. Last, feature coverage in June on

case management of disadvantaged employees will de- | help!

scribe special challenges to EAPs serving employees on the
lower end of the socioeconomic ladder,

sponses to the EAPA Office. Thanks in advance for your

EXECUTIVE OFFICERS

Sandra Turner, President
George Cobbs, Vice President
Tamara Cagney, Secretary
Madeleine Tramm, Treasurer

REGIONAL REPRESENTATIVES
James Ahern
Eastern Region
James R. O’Hair
Mid-Atlantic Region
Philip A. Hess
Mid-West Region
Jon Christensen
North Central Region
Carole A. Stevenson
| Pacific Region
B.R. (Bob) Challenger
Southern Region
Janet Mug
Southwest Region
Robert A. Mines
Western Region
Aroan Shah
Canadian Region
Vaughn Mosher
International Region

EAPA’s BOARD OF DIRECTORS AND STAFF

COMMITTEE CHAIRPERSONS

Irene Simonetti, Advisory to
EAPA Exchange
Bob Tank, Benefits
James M. Oher, Bylaws
Chuck Taylor, Consultants
Carl Tisone, Development
Thomas ). Elliott, Education & Training
Dan Lanier, Ethics -
Gary Maltbia, Ethnic & Cultural Concerns
Jack McCabe, Labor
Miriam Aaron, Legislative & Public Policy
William Schleicher, Membership
John Gorman, Program Managers
Terry C. Blum, Research
Bradley Googins, Special Projects
Debra Reynolds, Standards
John J. Hennessy, Treatment
Joan McCrea, Women'’s Issues

John Burke, Chairperson
Employee Assistance
Certification Commission

STAFF
Michael L. Benjamin

Chief Operating Officer
Rudy M. Yandrick, Editor

Exchange Advertising Representatives
Bill and Lynn Murray
(312) 554-0931

PUBLISHED BY:

The Employee Assistance Professionals
Association, Inc.

4601 N. Fairfax Drive

Suite 1001

Arlington, VA 22203

Telephone (703) 522-6272

© 1993 by Employee Assistance
Professionals Association, Inc.
Reproduction without written
Bermission is expressly prohibited.
ublication of signed articles does
not constitute endorsement of
personal views of authors.

MARCH 1993 EAPA EXCHANGE 3




TABLE OF
CONTENTS

COVER STORY

14

When Human Responses to Stress
Go Into Overdrive

by Rudy M. Yandrick, editor

OTHER FEATURES

1 o “The hierarchy of control 20 Stating our Case 34

ne-longes fits the contem- As DoT formulates alcohol-

{)l:).rary W(?rlt('plac”e, (] testing regulations, EAPA

or:?ozs;(;rcr:‘:rlvc;g(xv S/ict)lr;e— asserts a strong EAP pqsition
and builds alliances with

EAPA’s 11th President, i
Do b P s transportation industry groups

also

UR in the Statehouses
(second of two parts)

DEPARTMENTS
3 Editor’s 6 Special 8
Comment Memorandum

B oo 26
28

29
32
32

4 EAPA EXCHANGE  MARCH 1993

The Business Page
Tying Up Loose Ends

Building an Integrated EAP-
MBHC Program (last of
eight parts);

by Daniel E. Ansel and
Rudy M. Yandrick, editor

Update on
Certification

Media
Watch

Western District
Conference

EAP
InfoTracks

Conferences
and Workshops

Index of
Advertisers




FROM THE
C.0.0.

EAPAin Step With National Prevention Priority

by Michael L. Benjamin
Chief Operating Officer

s there any doubt as to President

Clinton’s position on prevention?

Within weeks of taking his oath of
office, the President pushed to the
head of his economic stimulus pro-
gram full funding for preschool chil-
dren and a new $300 million immuni-
zation plan to ensure every child un-
der age two receives necessary shots—
two mainstream prevention programs
for U.S.A. children.

Consistent with Mr. Clinton’s ac-
tion in the preventive arena, other
departments in his administration are
also moving forward with prevention
plans. Forexample, in mid-February,
the newly reconstituted federal Cen-
ter for Mental Health Services con-
vened a Prevention Definition Work
Group with the task of developing a
set of operational definitions of pre-
vention. According to Maury
Lieberman, Ph.D., acting chief of the
Prevention and Program Development
Branch within the Center, the set of
definitions will provide guidance to
the Center in designing and imple-
menting prevention programs and
policies.

As Dr. Lieberman stated at the
meeting, the U.S. Department of
Health and Human Services “has been
given the green light to provide lead-
ership that will lead to improved ac-

cess, reduced barriers, and promote
high-quality, effective programs and
services for people with or at risk of
mental disorders, as well as their fami-
lies and communities. Prevention has
moved to the front burner!”

This meeting, which was the first of
two scheduled prevention definition
meetings, was basically a brainstorm-
ing session to identify:

¢ concepts and principles.

* variables or risk factors to be
addressed.

* populations and settings to be
targeted. -

* types of services that should be
included in a set of operational defini-
tions for the Center for Mental Health
Services.

Among the 30 participants in this
meeting were researchers from the
National Institute of Mental Health
and the Center, state and local govern-
ment officials, representatives of na-
tional mental health associations, in-
cluding consumer organizations and
one person representing the “private
sector”—your chief operating officer.

As a work group consultant, | had
the opportunity to bring to the discus-
sion Dr. Harrison Trice’s concept of
basic risk factors for alcohol prob-
lems that impinge upon employees in
the workplace and to translate these
factors into a mental health frame-
work. Such factors included the sense
of alienation and powerlessness, job

stress, poorly implemented interven-
tion policies, union-management con-
flict over internal policies and, as Dr.
Trice would say, “environmental jolts.”

Two of the major issues which
emerged from this discussion were: (1)
the workplace as a legitimate setting to
address prevention issues; and (2) EAP
technology that has been developed
and utilized in prevention and early-
intervention strategies.

The second meeting in mid-March
is being devoted to building consen-
sus on a broad conceptual framework
and prioritizing activities, populations
and risk factors that would constitute
the set of operational prevention defi-
nitions. My tactic for the second meet-
ing is the push for incorporating the
workplace and EAPs into the main-
stream of prevention developmentand
policies within the Center for Mental
Health Services.

Thus, | welcome input from those
of you who have interest and expertise
in prevention. Please write or call
(703-522-6272). Your contributions
will be invaluable in assisting me with
my role of helping the Center in shap-
ing its prevention agenda and ser-
vices-development priorities. As Dr.
Trice states, “...work organizations are
the premier institutions of American
culture.” And this is the EAP’s baili-
wick! o

SALES OPPORTUNITY

Sell a highly-effective, drug-free work place program to corporations, hospitals, nursing homes, etc. This
award-winning program is video driven and meets all Federal regulatory guidelines.

This is an excellent opportunity for you or your organization to increase earnings by selling a valuable
educational tool. Earn liberai commissions while setting your own schedule!

For more information on this extraordinary sales opportunity, cail: David Prichard, T.D.S., Inc.,

1-800-284-5444.
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SPECIAL
MEMORANDUM

ABM Recaps Developments, Achievements

was held during the 21st Annual
Conference in Atlanta, on Octo-
ber 31. Outgoing President Dan Lanier
presided. He spoke of the growth of

EAPA'S Annual Business Meeting

C.T.S.
The EAP Case Tracking System

If program cost effectivencss and client
accountability are major concerns of your
Employee Assistance Program, perhaps it’s
time to consider C.T.S. -- The EAP Case
Tracking System from Logical System
Solutions, Inc.

In use in more than 85 organizations serving
a wide variety of industries, C.T.S. includes:
= a comprehensive case tracking system.

= problem identification parameters.

= case contact monitoring.

= client satisfaction surveys.

= cost comparison tools (pre vs. post EAP)
= 32 reports for on-going assessment.

= Management and ad hoc reports.

Written and developed for IBM PC'’s, and a
wide variety of other systems, C.T.S. is also
network compatible.

Logical System Solutions, Inc. also offers
a wide variety of other programs including:

WCOMP Workers Compensation
Tracking

UTILITY Utilization Review to
aid in Managed Care

SAFENET Safety and Facility
Tracking

HEALTHNET Weight, Nutrition and

Health Monitoring

All software is user-friendly and can be
integrated with your existing system and
customized to meet your specific needs,

For more information on C.T.S. or any of
our products, contact Ben Borenstein at:
(800) 421-6429.

LOGICAL SYSTEM SOLUTIONS, INC.

6 EAPA EXCHANGE MARCH 1993

the association, noting that as other
associations are losing members,
EAPA is gaining. President Lanier
cited the successes of EAPA’s legisla-
tive, district and annual conferences,
passage of the association’s strategic
plan, and the efforts of the Develop-
ment Committee toward long-term
planning. He thanked the members
of the association for its support of
him over the last two years.

¢ Outgoing Vice President—Ad-
ministration Debra Reynolds com-
mented that she credits the effective
work of EAPA’s committees, includ-
ing the Standards and Legislative &
Public Policy committees, for con-
tributing to the sustained growth.

¢ Outgoing Treasurer Pat Patrick
cited the efforts of the Finance Com-
mittee—comprised of Jesse Bernstein,
Richard Bollaert, Mary Lou Finney,
Roslyn Heise and Patrick—which met
during the annual conferences and by
telephone conference calls through-
out the year. EAPA, he said, has
begun the development of policies
and procedures to put accounting
controls in place, including a pur-
chase order process for staff, commit-
tee chairs, regional representatives
and others.

* The accounting firm of Zack &
Riggs presented EAPA’s financial re-
port to the Board of Directors on
October 30, which it accepted. (The
report was published in pages 19-22
ofthe Nov/Dec 1992 Exchange.) One
major change is the more timely re-
ceipt of information by the Finance
Committee on EAPA's finances. This
change is enabling the association to
make more informed and timely fi-
nancial decisions.

Another change earlier in the year
was the selection of Zack & Riggs as
EAPA’s new accounting firm. Three
firms were considered, but Zack &
Riggs was chosen for its efficiency
and cost effectiveness.

Staff also presented a balanced
financial budget at the Annual Busi-
ness Meeting, which was approved

by the during its meeting at the con-
clusion of the Annual Conference.

e Michael Benjamin presented the
Chief Operating Officer’s report. Hav-
ing assumed his dutiesin January 1992,
he stated that “it feels good to be here”
and that “it’s going to be a tough year
financially, but EAPA is positioned for
future growth.”

Benjamin noted that the field is
facing difficultissues, but nothing that
cannot be dealtwith, particularly with
open discussions. Among 1992’s de-
velopments, he said, EAPA got its first
member from Russia, the journal of
Employee Assistance Research has
been published and mailed, and EAPA
has begun studying on-line data sys-
tems. He added that the EAPA Office
will be looking into ways to assist the
chapters to help them address issues
at the local and state level, such as in
public policy.

¢ A bylaws proposal to restructure
the Board of Directors was tabled by
the members present in order to give
the full individual membership a
chancetovoteonit. Thiswill be done
in 1993 by mailed ballot.

¢ Labor Committee chair Jack
McCabe expressed his view that EAPA
should have a labor representative on
staff to answer questions that EAPA
receives about labor issues.

* Miscellaneous comments and
suggestions were heard from the floor
and noted in the meeting’s minutes.

e Outgoing President Lanier intro-
duced EAPA’s newly elected presi-
dent, Sandra Turner, who in turn in-
troduced the rest of the new Executive
Committee: George Cobbs, Vice Presi-
dent; Tamara Cagney, Secretary; and
Madeleine Tramm, Treasurer. The 10
newly elected regional representatives
and newly appointed Board members
and EACC commissioner were also
introduced.

NOTE: EAPA members whowould
like a copy of the 7997 Annual Busi-
ness Meeting minutes are welcome
to call the EAPA Office to request a
copy. 3




EAPA’s 5-minute

703-522-4585

about selected EAP practices that will help
us to enhance our member services and
seek new advertisers for the Exchange and other
Your responses will be
confidentially reviewed. Please respond by April

E APA would greatly appreciate information

EAPA publications.

15th. Thanks for your help!

1) Listed below are 10 client prob-
lems. Please number them in their
order of prevalance as a primary
client problem, with 1 being the
most prevalent and 10 being the
least.

____Alcohol/substance abuse

__ Financial trouble/bankruptcy

__ Divorce/family issues

_ Eldercare/child care

____ Downsizing/corporate
relocation

__ Grief

___ Depression

_ Stress

~ Sexual harassment

___AIDS

2) Please identify which of the fol-
lowing organizational consulting
activities you have performed over
the past 12 months.

(] Corporate training

[ I No-smoking policies

(] Drug testing

LJAIDS

[] Drug-free workplace

(L] Behavioral health benefits

[[] Managed care program
development

[JWorkers’ compensation

[JRisk management

(] Vocational rehabilitation

[J Others

NAME

FAXbacksuney

Professional Activities and Purchasing Habits

ORCGANIZATION

ADDRESS

PHONE NUMBER

(] Internal EAP personnel

3) Do you recommend any of the
following resources to your employ-
ees/clients? Check all that apply.

] Attorneys

[ IPhysicians

(] Inpatient treatment facilities
(] Outpatient treatment facilities
[ self-help groups

(] Support groups

[J Counselors

(] Debt assistance services
[JInsurance carriers

4) What products/services have you
purchased in the past 12 months?

[ ] Books

(] Tapes

[ Software/hardware

LI Films/videos

(] Pamphlets

[ Health care products (please
identify)

[J Others (please identify)

5) Do you have any influence over the
health care benefits offered to em-
ployees at your work organization (if
internal EAP) or client organizations
(if external EAP)? [ Jyes  [Jno

Use another sheet of paper, if necessary

Please check the box that describes your professional activity:

(] External EAP personnel

[ Union representative or steward

6) Areyou involved in the management
and administration of health/hospital-
ization insurance for your work organi-
zation (if internal EAP) or client organi-
zations (if external EAP)?

(lyes [no

7) On a regular basis, which of the
following publications do you read?
(Check all that apply.)

[ JEAPA Exchange

[JEAP Digest

[ 1Employee Assistance

[ JHR Magazine

(I Managed Healthcare News
[JEmployee Benefit News

[J The Counselor

] Professional Counselor

8) Would you like to receive infor-
mation on any of the following prod-
ucts/services? (Checkall thatapply.)

LTHMO/PPO/IPO/Health insurance
plans

[_JPrescription plans/mail-order plans

[JWellness programs

(] Claims management

[ Mental health plans

(] Substance abuse programs

[J Pharmaceuticals

[ IHome health/home infusion therapy

[JFinancial services

L] Other

Members w/o fax machines are welcome to

mail responses to EAPA headquarters




UPDATE ON
CERTIFICATION

“New” EACC Meets, Sets Ambitious Agenda

hanges are occurring every-

where in the employee assis-

tance field, and so it is with its
certifying body, the Employee Assis-
tance Certification Commission
(EACC). The group met in Arlington,
Virginia on January 22-24 for the first
time under the leadership of John
Burke, CEAP, who replaced Terry
Cowan as chair at the 21st Annual
Conference in Atlanta last fall.

The EACC set an ambitious agenda
thatwill guide its deliberations through
1993. The commissioners spent ex-
tended hours in atest review session in
order to evaluate the content of the
CEAP exam. They did this in conjunc-
tion with Sally Ann Henry, president
of Professional Testing Corporation,
which administers the CEAP exam.

The commissioners agreed that the
ultimate value of the CEAP designa-
tion is not just peer recognition among
professionals in the field, but also pro-
tection of the public. Assuming a fidu-
ciary responsibility to all CEAPs as a
whole, the EACC helps to assure,
among other things, that federal and
state governments don’t usurp author-
ity for self-regulation from the profes-
sionals themselves. (With this in mind,
an article will run in the April Ex-
change explaining how the certifica-
tion process is a legally binding pro-
cess, written by Phil Flench, CEAP,
EAPA’s director of certification and
accreditation.)

Among the discussions and mo-
tions approved by the EACC during its
meeting were the following:

* The EACC reaffirmed that the
CEAP exam is intended for people
with at least three years of EAP experi-
ence.

e It was noted that the CEAP pro-
gram has fared well with other certifi-
cation processes, given its brief his-
tory. CEAP is a stable credential which
is helping to reliably advance the pro-
fessional development of CEAPs,
whether they be those originally certi-
fied or new professionals.
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The EACC granted permission for
approval of PDHs for academic theses
and dissertations. Approval in these
cases is granted in the same manner as
coursework in higher education. (See
the January Exchange, page 7.)

¢ The processing period for hearing
formal complaints for alleged viola-
tions of the EACC Code of Professional
Conduct has been shortened from 180
days to 60 days.

* The EACC has begun develop-
ment of a strategic plan in order to
assure the continued growth and vi-
ability of the CEAP designation pro-
gram. Among the EACC’s priorities in
forming the strategic plan will be to
add stability to the certification and
recertification processes, reduce their
complexity, and continue to incorpo-
rate changes based on data received
from the 1992 CEAP survey. The sur-
vey data showed that most CEAPs are
satisfied with the designation and feel
it is a credible credential, while im-

provements can be made in the pro-
cess.

* The Commission addressed fed-
eral-government intervention in the
employee assistance field, specifically
considering the impact of existing drug-
testing regulations and potential im-
pactof proposed Department of Trans-
portation alcohol testing regulations.
EAPA’s director of governmental af-
fairs, Maureen Kerrigan, Esq., led the
discussion. ,

¢ During a break period on the
22nd, the EACC expressed apprecia-
tion to Mary Schmidt, who worked for
six years as administrative assistant.
Schmidt, an EAPA staff member, was
recently appointed executive secre-
tary to C.O.0. Michael Benjamin.

The Commission will meet again
June 24th. On matters pertaining to
the EACC, John Burke cordially invites
CEAPs and EAPA members to corre-
spond with the Commission, c/o the
EAPA Office.

MEET THE NEW COMMISSIONERS!

t EAPA’s Annual Conference last fall in Atlanta, the EACC appointed John
Burke as chair and added two new commissioners, Chuck Williams and Dan
Ansel. Here is the complete roster of commissioners on the EACC.

OTHER COMMISSIONERS

Tousignant, CEAP

CHAIR Celina Pagani-
John Burke, CEAP
President Vice Chair,

Burke-Taylor
Associates, Inc.

Research Triangle Park,
NC

OTHER EACC OFFICERS

Richard L. Bollaert,
CEAP

EACC Treasurer

EAP Coordinator

United Auto Workers

Warren, Ml

James Martin, CEAP
Chair, Committee on
Professional Conduct
Director

Personal Guidance Unit
Detroit Fire Department
Detroit, Ml

Examinations
EAP Counselor
Pacific Gas & Electric
Oakland, CA

Cynthia Sulaski, CEAP

Vice Chair, Recertifica-
tion Committee

Regional Coordinator,
EAP

Mobil Corporation

Dallas, TX

Dan Ansel, CEAP
Chair, Marketing
Committee

Director
Concern: EAP
Cincinnati, OH

Carmen P. Abbott,

CEAP

Regional Manager

Employee Counseling

Hughes Aircraft
Company

Los Angeles, CA

Carol Boone, Ed.D.,
CEAP

Coordinator

Tennessee State
Employee Assistance
Program

Nashville, TN

Mark Cohen, CEAP
Partner

Harris, Rothenberg
International

New York, NY



R e L Togm—,

Winston A. George,
CEAP
Director, Chemical

Dependency Services

Committee
MAP, ILGWU
New York, NY
Don Godwin, CEAP
Chief
Workplace Community
Prevention Branch

haaits o S

-
Rt

Center for Substance
Abuse Prevention

Substance Abuse and
Mental Health
Services Admin.
(SAMHSA)

Rockville, MD

George Grant, CEAP
Access Consultants
North Vancouver, BC,
Canada

Victoria J. O’Donnell,

At left, EAPA staff
members who provide support to the
EACC include (I-r): Diane Harp, Certifi-
cation Secretary; Phil Flench, Director
of Certification & Accreditation; and
Mary Brewer, Certification Assistant.

EAP Coordinator

Social Security Admin.

Chicago, IL

Charles (Chuck)

Williams, CEAP

EAP Representative,
UAW

Ford Motor Company

Kentucky Truck Plant

Louisville, KY

Michael L. Benjamin
(Ex-Officio)

EAPA, Inc.

Chief Operating Officer

L)

AA At top right, EACC .
chair John Burke presents a plaque to Mary
Schmidt in appreciation for her six years as
administrative assistant to the Commission.

ATy v g

e i
At sy e b S

Tans

A Above, the Commission broke from deliberations at their January meeting for this
group portrait. Shown are (front row, 1-r) Chuck Williams, George Grant, Celina Pagani-
Tousignant, John Burke, Mark Cohen, and Cynthia Sulaski; and (back row, I-r) Dan Ansel,
Jim Martin, Richard Bollaert, Victoria O’Donnell, Don Godwin, Winston George and
Carol Boone. Not shown is Carmen Abbott.
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ONE-ON-ONE INTERVIEW

“The hierarchy of control no longer
fits the contemporary workplace,
nor this Association.”

President Sandra Turner describes a “shared vision” of EAPA and its relationship to the
employee assistance field.
(Part 1)

ike any collection of people, the character of Em-

ployee Assistance Professionals Association is typi-

cally cast by its designated leaders. Last fall, EAPA

elected an ambitious new Executive Committee and
regional leadership, who will serve EAPA’s members through
the 1994 Annual Conference.

Foremost among these new Board members is EAPA’s
11th President, Sandra Turner, MSW, CEAP, the first woman
to hold the top post. Sandra has actively served EAPA in
national, district and local leadership positions since 1978.
Nationally, in October 1991, she completed a one-year term
as chair of the Employee Assistance Certification Commis-
sion. She is past chair of EAPA’s Education & Training
Committee and served as cochair of the 1992 Annual Con-
ference Program Committee. Regionally, and nationally,
she previously served as vice president of EAPA’s Central
Region and as secretary and treasurer of the Northern Ohio
Chapter.

Sandra works professionally as national account man-
ager for PPC/ASSURED Health Systems, an EAP and man-
aged care service provider, and as EAP advisor to LTV
Steel—Cleveland Works. Prior to joining Assured and LTV,
she worked as internal EAP manager for United Airlines and
Cuyahoga County (OH). Having worked in the employee
assistance field for 15 years, she has extensive experience in
joint union/management programs with local unions of the
United Steelworkers of America, International Association
of Machinists and Aerospace Workers, United Auto Work-
ers, and others. Additionally, Sandra is a licensed indepen-
dent social worker in Ohio and holds her MSW degree from
the University of Minnesota. Finally, she is a field instructor
in social science administration for Case Western Reserve
University in Cleveland.

The Exchange recently interviewed Sandra about EAPA
and issues facing practitioners in the field. Part 1 of her
interview follows, and part 2 will be published next month.

EXCHANGE: What vision do you hold
for EAPA in terms of its activities during
your term and its continuing direction?

TURNER: Thevisionthat!hold for EAPA
is entwined with my vision for the em-
ployee assistance field. That view was
enunciated during my bid for the presi-
dency and reported in the November/
December Exchange. Since then, how-
ever, the members of the Executive Com-
mittee—including Vice President
George Cobbs, Secretary Tamara Cagney
and Treasurer Madeleine Tramm—have
“negotiated” on a shared vision. That
vision, expressed as discrete elements,
pertains to professional development,
the promotion of employee assistance
contributions, and organizational effec-
tiveness. [See “Shared Vision” box on
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page 12.] These elements, in fact, are
drawn from EAPA's Strategic Plan, which
was also published in the Exchange last
year. We are committed to the imple-
mentation of the Strategic Plan and ac-
companying business plan by empha-
sizing teamwork on all levels of the
association.

EXCHANGE: Please explain how you
will use the teamwork concept.

TURNER: | have recently begun to refer
to participants in our association as
“Team EAPA.” It is a metaphor for the
way | would like to see us function in the
future. Teams redistribute power and
responsibility horizontally. The hierar-
chy of control no longer fits the contem-
porary workplace, nor this association.

No one, especially volunteers, can con-
trol all the data related to all the diverse
activities of EAPA. Rather than be frus-
trated trying to do so, the Executive
Committee and Board will merely coor-
dinate, advise, influence and suggest
the activities of the association. The
initiative, drive and energy come mostly
from the regions and chapters. The
“center” should remain relatively calm
and low in profile.

We have already begun to apply the
team concept to EAPA. Early last De-
cember, shortly after our installation as
new officers, the Executive Committee
engaged in a team-building exercise to
strengthen our effectiveness as leaders
of EAPA. The purposes of that meeting
were to identify the characteristics of a




{
EAPA President Sandra Turner on site at LTV Steel—Cleveland Works
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SHARED VISION

Executive Committee Members Lead
With Three Objectives in Mind

ice President George Cobbs, Secretary Tamara Cagney and Treasurer

Madeleine Tramm, who join Sandra Turner on the Executive Commit-
tee, have identified three discrete elements in their “shared vision” for EAPA
during their 1992-94 term. They are:

1) Professional Development. To identify the changing dynamics and
global development of the employee assistance field and enhance the
competency and qualifications of employee assistance professionals.

2) Promotion of Employee Assistance Contributions. To provide lead-
ership in promoting the awareness of employee assistance as a pro-
fession and support the contribution of employee assistance to EAPA’s
membership, the workplace, other allied groups, government and policy

makers.

and goals.

3) Organizational Effectiveness. To strengthen EAPA’s organizational
structure to enhance EAPA’s capacity to achieve the Association’s mission

“dynamic team that leads with excel-
lence,” to define appropriate responsi-
bilities of the Executive Committee, and
to distinguish the role of the Executive

Committee from that of the Chief Oper- -

ating Officer.

Applyingtheteam concepttothe full
Board of Directors will occur with its
expected restructuring this spring. Each
Board member should be elected by a
constituency to which he or she is ac-
countable. Thiselected Board will dem-
onstrate greater responsibility and au-
thority for implementing EAPA's Strate-
gic Plan, business plan, and budgeting
process. They will contribute to the
definition of problems facing the asso-
ciation, brainstormsolutions, thenimple-
ment plans for resolution.

EAPA has traditionally been a “the-
atre team” in which leading personali-
ties and supporting casts have performed
successfully in many ofthe association’s
productions. Now, with the sea change
occurring in society, families and work,
EAPA can be more successful asa SWAT
team. Our tasks are so critical and the
environment so demanding that inter-
dependence is critical to the team. We
must have a high degree of trust in one
another, a complete understanding of
each other’s skills and competencies,
clear goals and targeted activities, high
energy, clear communication and
unwavering support of one another.

EXCHANGE: What do you view as
EAPA’s strengths and weaknesses? How
can the association improve on its weak-
nesses?
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TURNER: EAPA’s strengths and vulner-
abilities lie in its membership. The
strengths include, first, members’ per-
sonal and professional values and eth-
ics, second, their knowledge and skills
in identifying, assessing and treating
organizational aswell asindividual prob-
lems, third, their rich history and expe-
rience consulting with organizations—
labor and management—to develop a
range of services that benefit employees
and, fourth, their vision of healthy work-
ers and work sites.

On the other hand, | see five vulner-
abilities. They are, first, performing too
many functions with inappropriate staff-
ing, second, handling a significant vol-
ume of critical cases without the time or
ability to attend to the organizational
stressors, third, diminishing the focus
upon the systems of the workplace,
fourth, moving closer to the benefits
function and away from human re-
sources, safety, medical and operations,
andfifth, building referral networks with
extensive clinical linkages but few re-
sources for the organizational and sys-
tems dilemmas.

The role of the association’s leader-
ship is to heighten awareness of such
phenomena, provide aforum for discus-
sion, offer education and training re-
garding alternative responses, and em-
power members to intervene on behalf
of their organizational and individual
clients. The association functions ap-
propriately when exercising this leader-
ship capacity.

EXCHANGE: What can EAPA do to
attract more new members?

ﬁ

TURNER: Quite frankly, if the associa-
tion functions as the type of team |
described before, and if we as profes-
sionals play to our strengths instead of
our vulnerabilities, we will create posi-
tions in the workplace from which to
draw members. The growth in mem-
bership at EAPA has been quite phe-
nomenal.. In an economy where many
professional andtrade associations have
lost members, EAPA has grown mod-
estly in individual, associate and orga-
nizational membership categories, from
6,300 total members in 1990 to 6,950
members today. 7

Public policy initiatives on the state
and federal levels will promote the role
of employee assistance professionals in
the workplace. EAPA will become rec-
ognized—beyond the employee assis-
tance community as the authoritative
voice in this field of practice. Profes-
sionals wishing to learn and/or influ-
ence employee assistance practice will
reason that they need to do it through
EAPA.

Inorderto persuade business, indus-
try and government that we are the
authoritative voice, EAPA needs to help
these employers and their unions be-
come more sophisticated customers.
EAPA can achieve this in several ways.

First, employers wanting to start an
EAP should receive a “starter kit” with
all the necessary background materials.
Print and audiovisual material should
be available. It is up to all of us to
provide employers with this informa-
tion. The starter kit, in particular, is
available from EAPA’s Resource Cen-
ter. When advantageous, we should
buy it for interested employers. This
also helps to support the association.

Second, technical assistance for
newly forming EAPA chapters in the
U.S. and abroad must be available.

Third, callers requesting reference
materials on any aspect of EAP work
must receive accurate data in a timely
fashion.

The ability to provide technical as-
sistance and generate data corresponds
directly to our success at increasing
revenues, primarily by attracting new
members. These capabilities will con-
tinue to be developed with our future
growth.

Fourth, EAP accreditation will pro-
vide some assurances and protection
for purchasers of employee assistance
services.

Finally, certification of employee
assistance professionals will continue




to be updated during the 1990s to
reflect the rapid pace of changing re-
sponsibilities in the workplace.

In the future, dramatic growth in
membership is expected from EAP
development in Canada, Australia,
Europe, the Caribbean, Central
America, South America and South
Africa. This phenomenon requires the
association to become sensitive to
multicultural issues related to mem-

EAPA can be more
successful as a SWAT
team. Our tasks are

so critical...that
interdependence is
critical to the task.

bers and employee assistance prac-
tice. Our society, politics, economy
and workplaces are now global. EAPA
is appropriately assuming that per-
spective.

EXCHANGE: You have established two
“firsts” for the association; first woman
president, and first president to repre-
sentan external provider. Do you give
special significance to these accom-
plishments?

TURNER: Yes, | do regard these “firsts”
as personal and systemic achieve-
ments. ALMACA, now EAPA, has been
awhite-male-dominated membership
organization, consistent with the de-
mographics of the workplace in the
1970s and early 80s. In the mid and
late 1980s, women and minorities grew
as a proportion of the U.S. population
and as a percentage of the work force.
Their advancement through the hier-
archy of the workplace followed pub-
lic policy initiatives ensuring equal
employment free from harassmentand
discrimination in the workplace. My
predecessor, Dr. Daniel Lanier, broke
the cultural glass ceiling of EAPA, pav-
ing the way for a woman to break its
gender glass ceiling.

By the election of three women
and a black male, EAPA reflects the
gender and ethnic & cultural shifts in

this country. In the future, | believe
that men and women of various ethnic
and cultural backgrounds will “rotate”
leadership in EAPA.

On a more personal note, | believe
that as organizations shift from large,
impersonal hierarchies to small, per-
sonalized teams, more women will
assume leadership roles because their
interpersonal style of “negotiating for
connectedness” rather than “jockey-
ing for status” is better suited to these
emerging workplace structures. EAPA

needed someone to connect its dis-
parate members, to draw together a
coalition of related professional disci-
plines, and to moderate a timely dis-
cussion of its future.

The conclusion of President Sandra
Turner’s interview will follow in the
April Exchange. Additionally, the first
ofthree articles on the other Executive
Committee members will run in April,
featuring Vice President George
Cobbs. v

REQUEST FOR PROPOSALS

Conference in Anaheim.

courses will be the following.

ments,

to the organization.

workshop.

Standard Time.

April 1, 1993,

EAPA to sponsor certificate courses at the
1993 Annual Conference; Proposals sought

EAPA is accepting proposals from trainers to conduct preconference classroom-
style development courses that will confer an EAP certificate to participants. The
workshops, under the sanction of EAPA’s Education & Training Committee, will
be held on November 12-13, 1993, in conjunction with the 22nd EAPA Annual

Trainers are welcome to submit proposals for more than one course. The five

1 Recognizing Chemical Dependency & contact hours
This course will cover basic pharmacology and related physiology for the most
commonly abused substances, the behavioral concepts and theories of
substance abuse, and an introduction to the use of related testing instru-

1 EAP as an Organizational Consultant 4 contact hours
This course will explain the organizational-development roles of EAP to
both corporation and labor union. The focus is on bringing healthy change

[ | Labor Issues for Non-Labor Personnel 4 contact hours
This course introduces the history and concepts of organized labor in the
workplace, with emphasis on correcting the common mistakes made by
non-labor personnel when consulting with organized labor.

| Components of a Psychological Problem Diagnosis & contact hours
This course will provide instruction on the recognition and diagnosis of
various categories of depression, anxiety, compulsive behaviors and
personality disorders, as well as the general testing instruments that can
assist in making a diagnosis. Cultural and ethical issues involved in
psychological problem diagnosis as well as sensitivity needed by EAP
practitioners to diverse populations will be emphasized throughout the

[ | Ethical Issues in Employee Assistance Practice 4 contact hours
This course will explain the potential ethical dilemmas that employee
assistance practitioners face, particularly with regard to conflict-of-interest
situations and potential organizational and legal liabilities. Also included
will be a discussion of conflict between the EAP roles of client advocate and
managed care/cost containment agent.

Interested training providers can obtain information by calling the EAPA
Office to request a copy of the complete Request for Proposals at (703) 522-
6272. Please call between the hours of 8:00 a.m. and 6:00 p.m. Eastern

The deadline for submission of proposals is the close of business on
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ANXIETY DISORDERS AND DEPRESSION

When Human Responses
to Stress Go Into Overdrive

Take a bridge that holds five tons, run a 10-ton truck over it, and
the bridge collapses. Everyone blames the bridge.

rotestant work ethic, the prin-
ciple of self-reliance that helped
sustain pioneers blazing across
new frontiers and provide the
muscle for the Industrial Revolution,
has finally met its match in the 1990s.

Evidence is mounting that perva-
sive stress in America, as well as other
industrialized countries, has undercut
people’s ability to cope with the rigors
of daily life. Despite advances that
ostensibly add to the quality of life—
less physical labor, more conve-
niences—modernity has also cast a
pall. To wit:

* The mobility of employees and
families to satisfy job requirements has
reduced the role of the extended fam-
ily—part of the traditional social sup-
port system—in caretaking of the young
and old.

* With more dual-career families,
primary care of children during the
week often rests with someone other
than a biological parent, which some
child-development professionals be-
lieve has led to parental indifference to
the needs of children.

¢ The shift from a predominantly
blue-collarto white-collaremployment
base has reduced the number of physi-
cally demanding jobs. Sedentary jobs
generally do not provide an outlet for
the body to expunge the stress-related
chemical epinephrine.

* The rate of job and career change
continues to add uncertainty to
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—a maxim from psychology

often borrowed by Dr. Paul Roman

BY RUDY M. YANDRICK, EDITOR

people’s economic futures.

* Clogged transportation arteries
in America’s cities are stymieing job
commutes for millions.

According to Walter Reichman,
Ed.D., professor of psychology at
Baruch College in New York City, “It
sometimes feels as though the condi-
tions of modern life are trying to do us
in. The multiple demands placed on
us, often in a hostile environment,
necessitate a constant struggle to main-
tain physical, emotional and psycho-
logical well-being.”

A recent study appearing in the
Journal of the American Medical As-
sociationsubstantiates Dr. Reichman’s
point. In “The Changing Rate of Major

Chart 1
DEPRESSION ON THE RISE
Cumulative lifetime rates of major
depression by birth cohort and age
of onset in the U.S.
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Depression,” published in the Decem-
ber 2, 1992 issue, a cross-national
collaborative group found increasing
incidences of major depression in five
U.S. sites, Edmonton, Canada, Puerto
Rico and other locations around the
globe. This study of individuals and
families soughtto determine the age of
first onset of major depression by birth
cohortand time period. Subjects were
grouped by year of birth; those born
before 1905, after 1955, and in 10-
year cohorts in-between.

With striking consistency, findings
showed that the later the year of birth,
the earlier the onset of depression and
the greater the risk. (see Chart 1). The
authors write: “Thus far, it is clear that
major depression occurs across a broad
range of cultures and that more recent
generations are at increased risk.”
Giventhe consistency with which ear-
lier onset occurs, the researchers dis-
countincreased public openness about
feelings and improved diagnostic tools
as viable explanations.

—————— e,
THEORY ABOUT STRESS
AND ANXIETY DISORDERS

Dr. Reichman says that a theory cur-
rently given high currency about the
effects of stress—defined as the bodily
response of an individual to an actual
or perceived threat to a person’s well-
being—is attributed to an early 20th-
Century Canadian physician named




Hans Selye. According to Selye, the
initial response to stress is a general-
ized discomfort manifesting itself in
mild illness, inability to sleep, general
irritability and minor depression. If
the stressor remains for a period of
time, the body adjusts to the stress
“through a release of hormones, and
the symptoms disappear. However, if
the stressor continues and is not man-
aged, more dangerous symptoms ap-
pear.

The bodily changes are triggered
by the actions of the sympathetic ner-
vous system, which prepares the body
to deal with stress. It heightens blood
pressure, heart rate and breathing,
among other things. The continuous
elevated activity of these organs can
cause illness and eventually even
death.

Experiencing stress over a long pe-
riod of time may result in anxiety,
which may be described as a general-
ized fear withoutan object. Itis marked
by feelings of dread and apprehension
without knowing their cause.

Anxiety is so uncomfortable that
people attempt to escape from it. One
way is the development of the Type A
personality. As long as the Type A is
active, productive and achieving, sthe
does not experience the underlying
anxiety. Another way is substance
abuse; and another the development
of anxiety disorders such as obsessive-
compulsive behavior. Inthis disorder,
the obsessive thoughts and compul-
sive behaviors take up all the energy
and time of the individual. As long as
the irrational thoughts and actions
continue, the anxiety is not felt.

Anxiety disorders progress in such
a way that a person with agoraphobia
may fear being in aroom full of people
one day and panic-stricken in a
crowded elevator the next. The par-
ticular anxiety disorder that manifests,
however, is believed to be determined
by the person’s biochemical composi-
tion (i.e. a genetic “weak link”) and his
or herenvironment. For specific infor-
mation on the epidemiology, criteria

and complications of specific anxiety
disorders, please see Chart 2, “Detect-
ing Anxiety Disorders,” on page 16.

DEPRESSION

Depression is an illness that can also
be caused by an overload of stress,
and it often coexists with an anxiety
disorder. But its onset is not always
linked to high or sustained levels of
stress. Areportpublished by the Wash-
ington Business Group on Health en-
titled Depression: Corporate Experi-
ences and Innovations, suggests that
depression is grossly underdetected
and undertreated. The report, which is
being mailed to EAPA members at the
end of March, cites statistics including
these:

e Two out of three people with
depression do not get appropriate
medical care, according to a RAND
Corporation study in 1989. Addition-
ally, primary care physicians detected
depression in only 51% of patients
with a current depressive disorder,
and only 42% of cases were detected
in prepaid settings.

e Stigma associated with depres-
sion inhibits help-seeking. A 1986
Roper poll found that 78% of respon-
dents indicated they would live with
depression until it passed. Only 12%
were willing to take medication for

depression, in contrast to 65% willing
to take medication for a headache and
49% for an upset stomach.

Dr. Bruce Lydiard, Ph.D., MD, di-
rector of the Clinical Research Divi-
sion, Institute of Psychiatry, Medical
University of South Carolina, says that
major depression afflicts 10%-15% of
the general population, with women
twice as likely to experience it. On

any given day, one in 20 people expe-

riences depressive symptoms. Depres-
sion, which has chameleon-like quali-
ties in that it may be disguised as a
physical ailment at the time a person
decides to seek help, is broadly de-
fined. For example, depression may
refer to.(1) an appropriate mood, such
as that experienced during bereave-
ment, (2) a condition that occurs with
another physical or mental condition,
or (3) “a disorder marked by persistent
depressed mood and/or loss of interest
associated with sleep and appetite dis-
turbances and other symptoms, some-
times including suicidal thoughts”
(Riesenberg and Glass)."

Clinically, depression, whose ef-
fects may be episodic or chronic, is
part of a family of mood disorders that
are divided into bipolar disorders and
depressive disorders, according to the
Diagnostic and Statistical Manual,
Third Edition (Revised). Bipolar disor-
ders are featured by manic or
hypomanic episodes. Depressive dis-
orders feature one or more periods of
depression without a history of manic-
hypomanic swings.

There are two depressive disor-
ders: major depression, marked by
one or more major depressive epi-
sodes; and dysthymia, marked by a
history of depressed mood more days

* According to the authors of the Medical
Outcomes Study, also known as the RAND
Study, depression is regarded differently
by the general medica? community and
mental health community. The former is
generally interested only in depressive
symptomology, and the latter generally
subscribes to discrete psychiatric disorders
defined by the DSM-IIIR.
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r. Bruce Lydiard, Ph.D., MD,

director ofthe Clinical Research

Division, Institute of Psychiatry,
Medical University of South Carolina,
reported at EAPA’s 21st Annual Confer-
ence on anxiety disorders as they relate
to EAP practice. The following is a
compilation of information on anxiety
disorders provided by Dr. Lydiard that
EAP professionals will find helpful.

PANIC DISORDER/AGORAPHOBIA

Epidemiology: 2%-5% of the work force;
twice as many females as males being
affected; onset is typically between ages
18 and 40.

Criteria: unexpected attacks; four at-
tacks within a four-week period, or one
following a month of fear. At least four
of the symptoms must be present.

Presenting symptoms: in 30% of cases,
cardiovascular/chest pain, fear of se-
vere illness; in 20%-30% of cases, gas-
trointestinal nausea, diarrhea, abdomi-
nal pain, and “irritable bowel”; in 20%-
30% of- cases, neurological ailment;
numbness, dizziness, complaint of a
“stroke,” headache, and visual symp-
toms.

Costs: average lifetime of lost wages is
$44,413 to untreated patients; twice as
many missed work days; more than
double the average expenditure for
medical services.

Complications: Avoidance of public
places for fear of anxiety attack; depres-
sion, with a 50% increased risk of sui-
cide; double risk of alcohol abuse or
alcoholism.

Treatment: Cognitive-behavioral
therapy; may be in conjunction with
medications including benzodiazepines
or antidepressants. Chronic treatment
may not be necessary.

GENERALIZED ANXIETY DISORDER

Epidemiology: 2%-6%, with more fe-
males than males; onset, ages 18-40.
Criteria: Excessive worry about one or
more life circumstances for six months
or more; at least six symptoms.

Detection: Person’s mind goes blank,
gets keyed up, is irritable; multiple physi-
cal complaints.

Detecting
Anxiety Disorders

Complications: Multiple medical visits,
depression in 25%-50% of cases, el-
evated alcohol and/or drug abuse.

Treatment: Behavioral techniques such
as cognitive-behavioral treatment,
biofeedback/relaxation and, perhaps,
exercise; medications; psychotherapy,
supportive and insight-oriented; gener-
alized anxiety disorder may be chronic,
and long-term treatment may be indi-
cated.

ADJUSTMENT DISORDER WITH
ANXIOUS MOOD

Prevalence: Unknown in U.S.

Criteria: “Maladaptive” response to stres-
sor with anxiety symptoms, like general-
ized anxiety disorder; persists for six
months or more.

Detection: same as generalized anxiety
disorders.

Treatment: same options as for general-
ized anxiety disorders.

SOCIAL PHOBIA

Epidemiology: 2-3%; more females than
males; onset ages 15-30.

Criteria: Fear and/or avoidance of situa-
tions in which an individual may be
scrutinized by others and be potentially
humiliated or embarrassed; panic-like
symptoms in some instances. Fearful
situations include public speaking, writ-
ing, eating, use of public lavatories.
Generalized social anxiety; 75% fear
most or all social situations.

Complications: depression in 50% of
cases, elevated suicide risk; social im-
pairment; elevated alcohol and/or drug
abuse.

Treatment: Behavioral treatments includ-
ing cognitive-behavioral therapy, expo-
sure to the phobia-causing situation;
possible long-term therapy; possible use
of medications, including selected anti-
depressants, benzodiazepines and beta-
blockers.

OBSESSIVE-COMPULSIVE DISORDER

Epidemiology: 2%-3% of population;
more females than males; onset ages 18-
40.

Criteria: obsessions include unwanted
senseless or repulsive thoughts or im-
pulses which occur despite attempts to

Chart 2

resist; compulsion includes repetitive,
often senseless rituals intended to re-
ducethe obsession-induced anxiety; and
affected individual recognizes the
thoughts and behavior as excessive but
is unable to stop them.

Complications: Medical problems in-
clude dermatitis and dental problems
from excessive brushing of teeth; de-
pression in 50% of cases; alcohol abuse.

Treatment: medications include anti-
obsessional medicators, behavioraltreat-
ments including exposure/response pre-
vention. A need often exists for long-
term treatment.

POST-TRAUMATIC STRESS DISORDER

Epidemiology: 2%-3% of population;
twice the ratio of females to males.
Criteria: Symptoms following a stressful
event outside the range of normal hu-
man experience for one month or more;
symptoms include hypervigilence/scan-
ning, easily startled, recurrent thoughts
of the incident, avoidance of places or
things which remind person of the inci-
dent, sleep disturbance, flashbacks/poor
concentration, and irritability.

Detection: Individual does not “snap
back” after a trauma, accompanied by
decrease in performance and poor con-
centration. Person is keyed up and irri-
table.

Complication: Elevated likelihood of
alcohol and/or drug abuse, depression.

Treatment: Behavioral treatmentinclud-
ing cognitive-behavioral therapy and
exposure therapy; medications includ-
ing antidepressants and benzodiaz-
epines.

ADDITIONAL INFORMATION ABOUT
ANXIETY DISORDERS IN GENERAL

Detection includes sensitivity of person
to prevalence of disorder, disorder mas-
querades as “medical” illness, frequent
visits to physician, missed work days,
substance abuse, and recent stressors.
Combined, specific treatment with peri-
odic, long-term follow up is essential to
optimal recovery.

Seventy percent (70%) to 80% can re-
sume normal lives with adequate treat-
ment.
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than not for at least two years, but
which do not meet the criteria for a
major depressive episode. The spe-
cific traits associated with depression
appear in Chart 3, “Detecting Depres-
sion,” at right.

—— e
RELATIONSHIP TO ALCOHOL
AND DRUG ABUSE

One of the intriguing aspects of de-
pression and anxiety disorders is their
correlation with substance abuse. Dr.
Lydiard says that hospitalized alco-
holics exhibit five to 20 times the rate
of panic disorder and social phobia
than does the general public. There
has been an ongoing chicken-and-
egg debate about underlying causes
and symptoms but, according to the
National Institute of Mental Health’s
Epidemiologic Catchment Area Study
in 1990, 45% of alcoholics have an
overlapping mental disorder or drug
addiction.

“This information may come as a
surprise to employee assistance pro-
fessionals who specialize in chemical
dependency and regard alcoholism as
a primary. problem in virtually all
cases,” says Dr. Lydiard. This di-
lemma can be reconciled by handling
the person’s treatment in either of two
ways: i

e referral to a dual-diagnosis pro-
gram. [Employee assistance profes-
sionals are advised, however, that
making a dual or differential diagnosis
can be complicated by the fact that
secondary symptoms of psychoactive
substance dependence may resemble
the symptoms of anxiety disorders and
depression.]

e referral to chemical dependency
treatment, then, upon release, reevalu-
ation and referral for counseling or
therapy of the anxiety disorder or de-
pression, as appropriate. Dr. Lydiard
notes that if anxiety-disorder or de-
pression symptoms persist after six
weeks of decertification from chemi-
cal dependency treatment, the client
is a strong candidate for counseling or
therapy.

He adds that a modest amount of
knowledge about the exhibiting symp-
toms of these psychiatric illnesses will
provide those EAP professionals lack-
ing the credentials of a psychiatrist or
clinical psychologist with adequate
tools to assess and refer. Much the
same as early intervention works in
the alcoholism disease process, treat-

he DSM-1IIR provides diagnostic
criteria on which to detect de-

pression. Depression may be

characterized as an “episode” or
an “recurrent.” The following reprinted
from pp. 222-223 of DSM-IIIR.

MAJOR DEPRESSIVE EPISODE

(A) At least five of the following symp-
toms have been present during the same
two-week period and representa change
from previous functions; at least one of
the symptoms is either (1) depressed
mood, or (2) loss of interest or pleasure.
(Do notinclude symptoms that are clearly
due to a physical condition, mood-in-
congruent delusions or hallucinations,
incoherence, or marked loosening of
associations.)

(1) depressed mood (or can be irritable
mood in children and adolescents) most
of the day, nearly every day, as indi-
cated either by subjective account or
observation by others

(2) markedly diminished interestor plea-
sure in all, or almost all, activities most
of the day, nearly every day (as indi-
cated either by subjective account or
observation by others of apathy most of
the time)

(3) significant weight loss or weight gain
when not dieting (e.g., more than 5% of
body weight in a month), or decrease or
increase in appetite nearly every day (in
children, consider failure to make ex-
pected weight gains)

(4) insomnia or hypersomnia nearly ev-
ery day

(5) psychomotor agitation or retardation
nearly every day (observable by others,
not merely subjective feelings of rest-
lessness or being slowed down)

(6) fatigue or loss of energy nearly every
da

(7)yfee/ings of worthlessness or exces-
sive or inappropriate guilt (which may
be delusional) nearly every day (not
merely self-reproach or guilt about be-
ing sick)

(8) diminished ability to think or con-
centrate, or indecisiveness, nearly every
day (either by subjective account or as
observed by others)

(9) recurrent thoughts of death (not just
fear of dying), recurrent suicidal ide-
ation without a specific plan, or a sui-
cide attempt or a specific plan for com-

Chart 3

mitting suicide

(B) (1) It cannot be established that an
organic factor initiated and maintained
the disturbance

(2) The disturbance is not a normal
reaction to the death of a loved one
(Uncomplicated Bereavement)

Note: Morbid preoccupation with
worthlessness, suicidal ideation,
marked functional impairment of psy-
chomotor retardation, or prolonged
duration suggest bereavement compli-
cated by major depression.

(C) At no time during the disturbance
have there been delusions or hallucina-
tions for as long as two weeks in the
absence of prominent mood symptoms
(i.e., before the mood symptoms devel-
oped or after they have remitted).

(D) Not superimposed on Schizophre-
nia, Schizophreniform Disorder, Delu-
sional Disorder, or Psychotic Disorder
NOS

DSMIII-R also provides six classifica-
tions of Major Depressive Episode: mild;
moderate; severe, without psychotic
features; with psychotic features; in
partial remission; in full remission.
Major depressive episodes seen by EAP
professionals are likely to be classified
as mild, defined as:

Few, if any, symptoms in excess of
those required to make the diagnosis,
and symptoms result in only minor
impairment in occupational function-
ing or in usual social activities or rela-
tionships with others.

DSM-IIIR also notes that a chronic ma-
jor depressive episode is one is which
the current episode has lasted two con-
secutive years without a period of two
months or longer during which there
were no significant depressive symp-
toms. DSM-1IIR also provides diagnos-
tic criteria for melancholic type and
seasonal pattern.

Also, major depressive episode may
be classified as: melancholic type, a
typically severe form that is believed to
be responsive to somatic therapy; or
chronic, in which the current episode
has lasted two consecutive years with-
out a period of two months or longer in
which there have been no depressive
symptoms.
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ment of depression and anxiety disor-
ders before symptoms become more
severe can provide for effective and
relatively inexpensive treatment.

The development of chemical de-
pendency and anxiety disorders may
also be conjoint. Dr. Reichman be-
lieves that one way many people ward
off dealing with their anxiety is through
substance abuse. In his research on
career development and alcoholism,
he has interviewed many people who
built successful careers while they
were seriously abusing alcohol. “As
long as they drank, their anxiety was
low and they performed exceptionally
well,” he explains. “Eventually, how-
ever, the drinking took so much of their
time, energy and concentration that
they began to fail in their work. If they
were fortunate enough to enter treat-
ment and begin to-abstain from drink-
ing, they were then faced with their
anxiety once again. Part of the thera-
peutic process must be concerned with
helping people in recovery deal with
their anxiety.”

Drs. Reichman and Lydiard agree
that without following up alcoholism
treatment with treatment for the anxi-
ety disorder, if one exists, the prob-
ability of alcoholism relapse is greatly
increased.

— e ey
HIGHER RATES AMONG
WOMEN

Research indicates that anxiety, de-
pression and stress are higher among
lower-level employees than among
executives and professionals, and
higher among women than men.
Among the causes of stress in workers,
according to Dr. Reichman, are role
conflict, role overload, role confusion
and absence of control over their work.
Lower-level workers and women are
more often in high-stress positions.
Women, for example, hold propor-
tionately fewer managerial, decision-
making or self-directed jobs than men.
Therefore, secretaries feel more stress
than their bosses and nurses more
than physicians.

Ingrained stereotypes aboutdiseases
and mental illnesses that manifest in
men and women—as though they se-
lectively attack exclusively based on
sex—may be shed due to the changing
nature of work and increasing number
of women in positicns of authority.
Recent data suggest that men are nar-
rowing the lead of women in manifest-
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ing depression, and women with alco-
holism are increasing proportionate to
men. Joan McCrea, corporate manager
of the Employee Counseling Depart-
ment of Hughes Aircraft Company and
chair of EAPA’s Women’s Issues Com-
mittee, believes, however, that preva-
lence data were somewhat skewed all
along, an artifact of social perceptions.
“I know of women who were diagnosed
with acute anxiety reaction without ever
being questioned about alcohol abuse,
as though it was the sovereign territory
of men,” she explains. “Inexperienced
or poorly trained clinicians have often
typecast women as having ‘emotional’
problems. It's more acceptable for
women to come forward with these
conditions. I've found that men, on the
other hand, are less willing to self-report
them. These factors can interfere with
our understanding of who is afflicted
with what and how we should help
them.”

e A o
PROMOTING ORGANIZA-
TIONAL MENTAL HEALTH

Besides providing early intervention of
employees and family members for
depression and anxiety disorders, part
of the EAP stock-in-trade is (or should
be) improving organizational mental
health by leading discussions of ways to
reduceworkplace stress. Fromtheboss's
chair, though, the most persuasive ar-
gument is the one linking poor organi-
zational practices with financial loss.
John W. Jones and Michael W. Boye, in
their paper “Job Stress and Employee
Productivity,” wrote a laundry list of
symptoms of high occupational stress.
They are: inflated health-care costs, in-
creased sick leave, reduced productiv-
ity, accidents, disability payments, pre-
mature retirement, organizational break-
down, disloyalty, job dissatisfaction,
poor decisions, antagonistic group ac-
tion, thefts, high turnover, increased
errors, sabotage, damage and waste
and replacement costs.

There are generally four fronts on
which to attack high occupational
stress: (1) physical fitness, (2) educa-
tion, (3) changes in policies, work
design and organizational roles &
structure, and (4) EAPs (Burke). Since
EAPs are already a widely recognized
“game piece” on the board, they have
an opportunity to broaden their con-
sulting role by edifying employers
about programmatic options and their
ancillary benefits.

The wisdom and means of ap-
proaching management about organi-
zational change, of course, is based
partially on an organization’s political
climate and the EAP’s position. EAPs
committedto this aspect of their work,
in some cases, should be prepared to
mount a sustained lobbying effort that
may require beginning with low-key
information gathering.

Delivering a proposal can be crafted
in terms of goals specific to the organi-
zation and strategies to achieve them.
Be sure to identify those goals which
can be achieved by an EAP mostly on
its own and those requiring collabora-
tion with other occupational functions.
Among them:

* Goal: Reduce the number of sick
days taken by employees, especially
on Mondays and Fridays.

Strategy: Commit more time and
resources to EAP promotional activi-
ties and increasing visibility at the job
site. This activity will help to improve
managers’/supervisors’/union reps’
awareness of chemical dependency,
promote intervention with problem
employees, and increase self referrals
for the purpose of early intervention.

* Goal: Seek long-term reductions
in health claims.

Strategy: Encourage employees to
engage in healthier life styles by creat-
ing a wellness program tailored to the
organization and instituting a no-smok-
ing or limited-smoking policy. '

e Goal: Reduce the number of
disputes between supervisor and em-
ployee, and between employees. Sec-
ondary goal: Improve trust between
management and employees.

Strategy: Create a labor-manage-
ment committee, if appropriate, or an
employees’ forum. Include a feed-
back loop about working conditions
and support programs needed by em-
ployees.

* Goal: Improve employees’ sense
of job security and maximize employee
participation.

Strategy: Implement a plan to re-
duce the number of employee reloca-
tions, revising or establishing an em-
ployee performance-appraisal system,
reducing environmental risk, imple-
menting a flatter management struc-
ture intended to maximize employee
participation, etc. EAP professionals
may have limiteddirectimpactin these
areas, but can contribute to the pro-
cess as part of a team comprised of
managers or occupational profession-




als assigned with recommending orga-
nizational changes.

Strategy: Implement policies related
to sexual harassment; equity of pay,
benefits and education; work/family
balance; and others.

Strategy: Implementa feedback loop,
such as using surveys, for employees to
communicate withmanagementonsuch
issues as working conditions and “sup-
port” programs needed by employees.

N ——
LEADERSHIP CHALLENGE

The more that EAP professionals under-
stand depression and anxiety disorders,
along with how work organizations con-

tribute to their manifestation at work,
the better they will be able to serve
employees and family members and
formulate organizational interventions.
As corporate America continues to re-
structure forquality and companies gird
for changes due to extraneous circum-
stances in the economy, EAPs, if they
reach their full potential, can provide
stability on a slippery slope for both
employees and organizations. Publi-
cations such as the Washington Busi-
ness Group on Health's Depression,
which provides case studies on leading
EAPs such as those at Champion Inter-
national Corporation, Wells Fargo Bank
and Ford Motor Company, help to le-

gitimize the EAP’s attributes. It presents
EAPswith another leadership challenge.
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SUBLIO PALICY.

Stating Our Case

As DoT formulates alcohol-testing regulations, EAPA asserts a strong EAP
position and builds an alliance with transportation industry groups.

the role that employee assistance

programs (EAPs) should have
with regard to alcohol testing in
the transportation industry,
Employee EAPA called a meeting
in Washington, D.C. on January
26th with industry representatives
to discuss proposed regulations
issued by the U.S. Department of
Transportation.

In a notice of proposed
rulemaking, the Department
would require alcohol! testing of
employees in safety-sensitive
positions in the aviation, rail, mass
transit, pipeline and motor carrier
industries. It would also require
referral of covered employees who
test positive to a “substance abuse
professional,” a classification
which includes Certified Em-
ployee Assistance Professionals
(CEAPs), along with licensed or
certified psychologists, physicians
and social workers. Donna Smith,
Ph.D., senior analyst for drug
enforcement and program compli-
ance in the Department, summa-
rized the proposed regulations and
suggested areas for comment.

“We are using this opportunity
to build relationships with em-
ployers and groups representing
employees who would be subject
to the regulations. EAPA wants to
educate them about employee
assistance and how CEAPs can

In order to build consensus on

‘
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help them to comply, when the
regulations are eventually imple-
mented,” says Michael L. Ben-
jamin, EAPA’s Chief Operating
Officer. “We also want to avoid a
situation where a very shallow
definition of employee assistance
is instituted, which happened
when the Department imple-
mented drug-testing regulations in
the late 1980s. The dialogue at
this meeting was beneficial for all
the parties involved, and we will
continue our discussions.”

Among the other pivotal issues
raised during the meeting were:
increasing the requirement of
employee education conducted by
substance abuse professionals;
whether EAPs should be explicitly
named to perform the supervisory
training proposed in the regula-
tions; the potential for conflict
with the Americans With Disabili-
ties Act; how employees subject to
testing would be selected on any
given day; and whether the
regulations should apply to foreign
transportation companies.

One of the heavily debated
issues will be the random-testing
rate which, under a separate
advance notice of proposed
rulemaking ending on February
16th, is likely to fall anywhere
between 10 percent and 50

rrrrg

percent of covered employees.
Additionally, the Department is
looking into lowering the present
50 percent random rate for drug
testing. “In comments that EAPA
has submitted to the Department,
we strongly advocate for a lower
rate for those companies having
an EAP operating under the
association’s Standards for Em-
ployee Assistance Programs,” says
Benjamin.

In addition to EAPA’s Benjamin,
director of governmental affairs
Maureen Kerrigan, Esg., and
assistant to the director Bridget
Buckhoff, represented at the
meeting were: the Association of
Flight Attendants; Air Line Pilots
Association; Sheet Metal Workers
International Association; Trans-
portation Communications
International Union; Washington
(D.C.) Employer Resource Consor-
tium; Avitas, an aviation consult-
ing firm which conducted a study
of the cost of alcohol testing on
behalf of the Air Transport Asso-
ciation; and Galland, Kharasch,
Morse & Garfinkle, P.C., EAPA’s
legal counsel, at whose offices the

meeting was held.
This article was originally

prepared as a press release and
distributed to interested parties in
the transportation industry and the
employee assistance field’s
constituency press.
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EAPA RESPONDS TO DoT’s ADVANCE NOTICE OF

PROPOSED RULEMAKING

n advance notice of proposed

rulemaking (ANPRM) issued by
DoT, as part of its proposed rule to
implement alcohol testing, requested
comments on the appropriate rate of
random testing. EAPA proposes linking
the testing level with the availability of
EAP services. The following are
excerpts of comments from EAPA to
DoT, submitted on the authority of the
Board of Directors.

EXCERPTS OF COMMENTS FROM EAPA
TO THE DEPARTMENT OF
TRANSPORTATION

The Department is commended for
its continuing commitment to
dealing with substance abuse in the
workplace. In response to the
Department’s ANPRM in the
December 15th Federal Register on
the random rate for drug and alcohol
testing, EAPA submits the following
comments.

The ANPRM (FR 59779) recog-
nizes random testing as a means of
achieving deterrence in drug and
alcohol use and that testing is a form
of prevention. DoT recognizes other
prevention strategies in the ANPRM
and asks for comments on the
effectiveness of alternatives. Preven-
tion is a complex problem which
involves several variables, including
the most complex one, the human
factor. This is a problem which
must include a variety of mecha-
nisms and strategies in order to
successfully overcome the societal
diseases of alcoholism and addic-
tion. Strategies such as EAPs; labor/
management education; identifica-
tion through testing, supervisory
constructive confrontation; evalua-
tion/referral/treatment; and monitor-
ing procedures must be imple-
mented and maintained.

EAPA submits that the long
history of the effectiveness of
comprehensive EAPs warrants the
Department to look at EAPs as an
alternative for employers wishing to
lower their random rate, consistent
with the ANPRM. Because of our
experience with the Department’s
drug testing regulations, which
implicitly provided an extremely
limited definition of an EAP, and as

a means of ensuring a comprehen-
sive EAP, we submit that the
Department require EAPs be in
compliance with the EAPA Stan-
dards.

[The comments follow with the
definition of EAP as published in
the Standards, along with a sum-
mary of the Core Technology of
EAPs.]

In addition, the legislative
history accompanying the Omnibus
Employee Transportation Testing
Act makes clear the Congressional
intent of including EAPs in the DoT
program. Congress recognized the
preventive value of a “self-referral
EAP...which employees enter on a
voluntary basis prior to being
identified by a positive drug or
alcohol test.” (Senate Report 102-
54, Section 3—Testing to Enhance
Aviation Safety, 1991)

The Department is also consid-
ering how to measure effectiveness
and questioning those indicators
now most commonly being used
(FR 59782). At the conference on
February 1st and 2nd, the Depart-
ment recognized that productivity
factors historically tracked by EAPs
may be a better indicator than the

- i e
DoT DRUG/ALCOHOL TESTING REGS
IN A HISTORICAL CONTEXT

he U.S. Department of

Transportation (DoT), prima-
rily due to its oversight of indus-
tries with a high proportion of
safety-sensitive jobs, has taken the
lead in regulating testing activities
in the private sector. In 1988,
DoT first issued drug testing
regulations. EAP requirements
were limited to education and
training on drug use for employees
and supervisors of covered
employees. Generally, EAP
education, as defined by the
regulations, is minimal, and
includes, by each operating
administration:

* Federal Highway Administra-
tion, 60 minutes of training for all
drivers and supervisory personnel.

* Research and Special

EAPA met with DoT and a coalition of
industry representatives on January 26th.
DoT’s Dr. Donna Smith is shown presid-
ing. EAPA’s Bridget Buckhoff and
Maureen Kerrigan are visible on the left,
C.0.0. Michael Benjamin on the right.

rate of positives in a random pro-
gram. We direct the Department’s
attention to a study done by
McDonnell Douglas on the impact of
the EAP in reducing those other
factors, such as medical benefits
utilization and absenteeism. [Other
EAP cost-benefit statistics are also
reported here.|

EAPs are a cost-effective preven-
tion tool to combat substance abuse
in the workplace. We urge the
Department to allow a lower random
rate for those companies utilizing a
comprehensive EAP. :

Projects Administration, 60
minutes of training for supervisory
personnel.

e Coast Guard, 60 minutes of
training for supervisory personnel.

* Federal Aviation Administra-
tion, initial employee training, 60
minutes of supervisory training,
and recurrent training as needed.

* Federal Railroad Administra-
tion, 3 hours of training for
supervisory personnel.

Additional requirements are
the display and distribution of
informational material, resources
for assistance, and employer
policy on drug use. There has
been criticism that DoT’s drug
testing regulations implicitly—and
inadequately—defined EAP by

these minimal requirements.
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Fast forward to 1991. As pait of
a transportation appropriations bill,
Congress passed legislation mandat-
ing that DoT issue alcohol testing
regulations. Final regulations were
required to be promulgated by
October 28, 1992, but delays
occurred and a notice of proposed
rulemaking was not released until
December 15th. The notice
included four advance notices of
proposed rulemaking, with com-
ments due February 16th, and 13
notices of proposed rulemaking,
with comments due on April 14th.

Over several months, the EAPA
Governmental Relations Depart-
ment has communicated with DoT
about the role of EAPs in the
regulations. Additionally, a DoT
representative has spoken at EAPA
events, including the 1992 and
1993 Public Policy Conferences,
and the 1992 Annual Conference.
DoT has been responsive to EAPA's
earnest attempts to include em-
ployee assistance professionals in
the proposed regulations, where
appropriate, in large part due to the
association’s certification process.

Pursuant to DoT's request, then-
president Dan Lanier appointed a
task force to recommend to the
Board a definition of “Employee
Assistance Professional,” which was
approved at last May’s Board
meeting and published on page 20
of the August 1992 Exchange. The
definition, of course, was furnished
to DoT.

The notice issued by DoT last
October proposes that CEAPs
provide assessment, referral and
follow up, a substantially improved
role for EAPs vis-a-vis the drug-
testing regulations.

In addition, this marks the first
time the CEAP has been recognized
in federal legislation or regulations.
Statutory visibility would ensure a
role for the CEAP in implementing
the regulations, thus creating job
opportunities in an appropriate area
for CEAPs. Inclusion here could also
open the door for inclusion of the
CEAP in other regulations, including
alcohol testing regulations promul-
gated by other federal agencies,
because the DoT regulations will
probably be viewed as a model.
Because of EAPA's early and

persistent discussions with DoT,
CEAPs were included in the notice,
greatly increasing the probability of
being included in the final rule.
EAPA has worked to keep its
constituencies apprised of develop-
ments. The notice of proposed
rulemaking was sent to EAPA’s
Board of Directors, the national

Legislative & Public Policy Commit-

tee, EACC, and the chapter presi-
dents.

Recognition in federal regula-
tion also greatly enhances the value
of the CEAP credential, and sets a
precedent for requiring attainment
of professional certification.

Government intervention in
drug- and alcohol-related matters
affecting the private sector dictates
that the employee assistance field
assertively define its function and
activities, or have others do it
for us.
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Employer.

Employee Assistance Consultants
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With our Employee Assistance Program, you can make a career
move to one of the most admired corporate programs in the
United States. We've already garnered the trust of the many
employees we've helped through difficult times.

We are seeking professionals with distinguished EAP
backgrounds who are ready to assess, counsel, and make
decisive, rapid recommendations. Openings currently exist for
individuals to cover Du Pont sites in
North and South Carolina. A part-time position is available in

Responsibilities involve designing, developing and applying EAP
practices and procedures for local clients which include
company employees, pensioners, dependents and survivors.
Relationshif:;s range from short term counseling, assessment

to crisis intervention while providing consultation to

You will set up provider networks for your area. Additionally, you
will have access to and the support of one of the largest EAP

These pivotal positions require 5 or more years of clinical
experience post Master's, 2 years each in emﬂoyee assistance
and addictions treatment experience, and an MS/

Work, Psychology or equivalent discipline. Working knowledge
of mental disorders (i.e., DSM-IIl R and ICD-9) and treatment
options is necessary. Licensure - ACSW, LCSW, LPC or
LMFCC and certifications - CADC, NCC, AAMFT or CEAP are
also required. An appropriate Doctorate is a plus.

If you are interested in a career with a Fortune 100 company, we
welcome your application. Please send letter/resume, along
with copies of your degrees, licenses/certifications and five
grofessional references to. Du Pont Human Resources,
$S-0079, Wilmington, DE 19898. Equal Opportunity

Human Resources

eorgia, Tennessee, and

S/MA in Social
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RUBLIC POLICY

UR in the Statehouses

What you don’t know can hurt you. Managed care/utilization review laws
potentially affect EAP gatekeeping and case management. (2nd of two parts)

the two-part synopsis of state

utilization review laws. Part
1 was published on pages 23-26
of the February issue.

GEORGIA

Effective January 1991 (Chapter
46 of Title 33), the Commissioner
of Insurance began certifying
private review agents. Certain
requirements are set forth in the
regulations, including: medical
protocols that specify reconsid-
eration and appeal processes,
with input from health care
professionals who are certified or
licensed in their specialty areas;
immediate hospitalization of any
patient for whom the treating
health care professionals deter-
mines emergency care is neces-
sary; timely response by UR
provider to requests for care; no
adverse determinations by UR
agent until an effort has been
made to discuss patient’s care
with patient’s attending provider;
no incentive payment provisions
based on reduction of services or
charges; and others. Certificate
fee is $400, with $25 application
fee.

Specifically excluded from the
UR law are self-insured employee
welfare benefit plans covered
under ERISA.

The following report concludes

'
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Brief information was provided in
the February issue. The office for
Adult Mental Health did not
respond to the Exchange’s
requests for additional informa-
tion.

KENTUCKY

Effective May 1991, the Cabinet
for Human Resources has been
charged with registering private
review agents (906 KAR 1:080,
Standards for Utilization Review).
Standards have been applied
which include, among other
things, the following: UR deci-
sions can only be approved by a
licensed physician, registered
nurse, licensed practical nurse,
medical records technician, or
other personnel who through
training and experience shall
render consistent decisions based
on the review criteria; only
licensed physicians shall issue
denials or supervise personnel
conducting case reviews.
Materials that must be filed
with the Cabinet include: infor-
mation utilized for preadmission,
admission, readmission,
preauthorization and continued
stay authorization; time frames
for review, a written summary of
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the review process and required
forms; documentation of qualifica-
tions of personnel who developed
the UR procedures relating to
specialty and subspecialty areas;
and others. The application fee is
$500.

LOUISIANA

Effective January 1992 (Act 991 of
1991, RS 40:2721-2736), the
Department of Health & Hospitals
began requiring UR agents to
obtain a Certificate of Authority.
Required information includes:
type and qualifications of person-
nel performing UR, assurances of
confidentiality of records; accessi-
bility of UR agent; materials for
informing patients and providers
of requirements of UR process; a
sworn statement listing the names
and addresses of people or groups
who are sole owner or owners of
UR agent; evidence of compliance
with minimum standards promul-
gated by state; description of
active, ongoing quality program, if
any; and others.

Standards include the provi-
sion that on initial appeal of a
denial of a mental health or
substance abuse treatment
inpatient stay, the guideline for
qualifications of the reviewer shall
be: (a) for a mental health stay—
psychiatrist; clinical psychologist;

rorrg
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EMPLOYEE
ASSISTANCE
COORDINATOR

Immadiate opaning in the Milwalkes, WIfCh
cago, IL area for a dynamic, sell-starling Em:
ployes Assistance Coordinalor

Quslified applcant will implement Employes
Aszistance Programs throwghoul our rallroad
opetalion in 12 Midwestern states. Incumbent
will provide Intake counseling and rakerral o
oulside assistance providers in tha area af
drug and alcohol, marital, emolonal, social,
farmily, lmancial amvd other support senices for
mimployees and their dependenis, and will rerve
a5 a resourne persan for employees and feld
supervizors. Posltion requires exlansive day
and overnight travel

Ideal candidate will have a BA degrae, or
equivalent certification in disciplines related 1o
the lotal social counseling field. Applicant muwst
have a min, of 2-3 yrs. experlenca providing
social counseling in an industrial emdronment.
Must be able 1o prepare and present oral and
written reporis to management and in addition
Ite capability for public speaking and excallant
interpersonal shills

Wa olfer axcellest company benefits, salary
and environmeni. Quaffied candidates can
=sand resums and salary requiremenia to

Director of Staffing

CP Rail System
Personnel Department
1400 Soo Line Building
P.O. Box 530
Minneapolis, MN 55440

Equal Opporfunity Employer

MANAGEMENT TRAINING FOR
EMPLOYEE ASSISTANCE PROGRAMS

THE
DRYDEN
FILE II

- MCMLXXXVIi Motivision, Ltd

UPDATED WITH NEV}/ FACES, NEW
SETTINGS AND A NEW ENDING.

24 Minutes

‘Available on 16mm Color Film
and Video Tape (all formats).

Previews $25 U.S. Motivision, Ltd.
Deductible Upon Purchase 2 Beechwood Road
Purchase Price $495 U.S. - Hartsdale, N.Y. 10530
Plus Shipping Call (914) 684-0110

ALSO ASK FOR A.-COURTESY PREVIEW OF
“EAP-AT YOUR SERVICE!" TO ENCOURAGE
SELF-REFERRALS. LENGTH: 8 MINUTES.
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registered nurse with psychiatric
training or experience, or both; or
board certified social worker; (b)
for a substance abuse stay—
psychiatrist, physician specializing
in addictionology; clinical psy-
chologist; registered nurse with
psychiatric training or experience,
or both; or certified substance
counselor. The application fee is
$500.

MAINE

Effective September 1989 (Section
2771, Bureau of Insurance), the
Bureau began issuing licenses of
medical review services. Medical
review standards pertain to
notification of adverse decisions,
reconsideration of determinations,
accessibility of representatives and
confidentiality of records. Other
regulations pertain to UR service
delivery and examination of
medical review operations.

Rule Chapter 520, promul-
gated by the Bureau of Insurance,
Department of Professional and
Financial Regulation, effective
February 1991, specifies licensure
procedures, minimum perfor-
mance standards, and other
requirements. The licensure
application fee is $400.
MISSISSIPPI

Effective July 1990 (Sec. 41-83-1
et. seq., MS Code of 1972 Anno-
tated), the State Department of
Health, Health Facilities Licensure
and Certification, began requiring
certification of private review
agents, based on submission of
documentation to the department
including the following: elements
of review for preadmission,
admission, preauthorization,
concurrent, etc; review process
and related time frames; written
protocols; processes for reconsid-
eration or appeal; types and
qualifications of personnel;
confidentiality of records; accessi-

bility of review agent; a list of
third-party payors in the state for
which UR is performed; and
others. Highly specific UR
standards have been promulgated
including the following staff
qualifications: nurses, physicians
and other licensed health profes-
sionals conducting reviews of
medical services, and other
clinical reviewers conducting
specialized reviews who are
currently licensed or certified by
an approved state licensing
agency. Physician review is
required for all denials. The
application fee is $1,000.

NORTH CAROLINA

Effective February 1991 (Article
27 of Chapter 58 of the General
Statutes), the Commissioner of
Insurance was named responsible
for licensing payers under a
private health benefit plans,
defined as an insurance policy, a
hospital, medical or dental service
plan contract, an HMO plan, a
preferred provider arrangement,
or a fully or partially self-insured
single or multiple employer
welfare arrangement that provides
health care benefits of services.
The requirements are that health
benefit plans have an appeals
process meeting certain specifica-
tions, availability of a UR repre-
sentative, timely communication
of UR determination, a provision
for the determination of the usual
total length of stay authorized for
the service or treatment, notifica-
tion that there is not a guarantee
of benefits or payment under the
health benefit plan, confidentiality
of insureds’ medical records, and
others.

Minimum standards for UR
entities assure: that each entity
applies professionally developed
norms of care, diagnosis, and
treatment; review of appropriate-
ness of care by a provider and in




accordance with standards or
guidelines approved by a pro-
vider; sufficient staffing of regis-
tered nurses, medical record
technicians, or similarly qualified
persons; and conflict-of-interest
provisions. Miscellaneous other
provisions also apply.

RHODE ISLAND

Effective January 1993 (Title 23, of
“Health and Safety” laws), the
Department of Health began
certifying UR agents, with the
following requirements in their
plans: standards and criteria; a
complaint resolution process
featuring prompt reconsideration
or appeal of adverse determina-
tions; type and qualifications of
personnel, with the requirement
that only a licensed physician in
the same or similar general
specialty area can make final
determinations about medical
inappropriateness; accessibility of
review agent; confidentiality of
medical records; evidence of
liability insurance; a list of the
third-party payers and business
entities for which the private
review agent4s performing UR;
and others. UR agents accredited
by the Utilization Review Accredi-
tation Commission are exempted
from these provisions.

VIRGINIA

Effective July 1991 (Chapter 53,
Sec. 38.2, Private Review Agents),
the State Corporation Commission
requires that private review agents
be issued a certificate upon
furnishing the following: a de-
scription of the procedures used in
evaluating health care services;
procedures for reconsideration of
UR decision; type and qualifica-
tions of personnel; confidentiality
of records; and availability of UR
agent by phone. The Commission
has also been charged with setting
minimum qualifications to perform

review, procedures to require UR
agent to consult with attending
physician prior to denial of care,
guidelines for confidentiality, and
applicable fees for certification.
Note: House Bill 1729 of the
current session proposes to
regulate medical malpractice of -
ﬁR agents.

PDATE: It has been reported to
the Exchange that Colorado does
not have a UR law in effect, as

e

reer

These descriptions are only
intended to provide a summary of
the laws in effect. All of them,
however, list the state agency
assigned with regulating the
private UR firms. EAPA recom-
mends that EAPs concerned about
complying with UR laws should
contact their state agency. Please
feel free to share any information
about UR regulating activity in
your state with our Governmental
Affairs staff.

previously reported. Also, the

Exchange did not receive re-
sponses from Florida and New
Hampshire by its printing dead-
line. Details will be published in
a future issue once they are
available.

St. Anthony’s Medical Center
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ADULT AND ADOLESCENT
SEXUAL TRAUMA UNITS

Hyland Child and
Adolescent Center

Sexually abused

been nurtured and pro-
tected by adults, were
betrayed by the same
people upon whom they
depended. As these
children become young
women, feelings of guilt,
distrust, low self-esteem
and anger interfere with
healthy development.

In a safe, supportive
environment where the
cycle of victimization can
be broken, young survi-
vors of sexual abuse can
begin to heal.

For information, call 314/525-4400 or 1 800 525-2032.
// St. Anthony’s Medical Center ¢ St. Louis, MO 63128

children, who should have

St. Anthony’s
Psychiatric Center

Nearly one in four
women is sexually abused
by the age of 18. Adults
who were sexually abused
may have problems with
intimacy, addictions and
patterns of troubled rela-
tionships.

With treatment in a safe
environment, these women
can begin to understand
the effects of child sexual
abuse and learn to create
an emotionally healthy life.
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