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< Sandra Turner, National EAPA President, presents an
award to Mrs. Tipper Gore in appreciation of Mrs.
Gore’s work on behalf of mental health and substance
abuse, during a Capitol Hill reception on March 14,
part of the EAPA Public Policy Conference. Photo by
Focused Images.

Cover photo: George E. Cobbs, National EAPA Vice
President, presents Mrs. Gore with a jogging suit
monogrammed with the EAPA logo, provided by
Awards and T-Shirts, a Kansas City female-owned and
union company. Photo by Beverly Foster. “Where
does EAP fitinto Healthcare Reform?” is the question
that provided a point of focus for the EAPA 4th
Public Policy Conference, the theme of this month’s
edition of the Exchange.




EAPs and Healthcare Reform

by Sandra Turner, CEAP
EAPA President

APA members heard some
E familiar concerns during their

visits to the Hill as part of EAPA's
fourth annual Public Policy
conference. “Mental health and
chemical dependency benefits are just
too expensive.” “It's a good idea, but
the savings are in the future and the
expensing is now.” The same issues
that you have had to educate your
companies about are the ones you
need now to be communicating to
your legislators.

Although predictions vary widely,
mostspeakers atthe conference agreed
that the current reform packages are
not working toward improving the
status quo in chemical dependency
and mental health coverage. The
Health Security Act (HSA) offers the
highest level of benefits proposed, but
those are not even destined to remain
as proposed.

This is a time of revolution, not
evolution! Our healthcare system of
the last 50 years is rapidly becoming a
thing of the past. Expect the HSA to be
subject to change. Affected special
interest groups can be expected to
cover their turf and take their cases to
the public with intensive media
campaigns. Estimates now are that 60
percent of the bill will be passed this
year. Those areas most at risk are
longterm care, prescriptions and,
unfortunately, mental health and
chemical dependency.

Basic Elements of Plan

Employers Mandate: Requires all
employers to provide insurance —
hotly debated and opposed by many
businesses. Other businesses realize
that they are already paying, through
costshifting, foremployees not covered
by their employers and these
companies favor a level playing field.

Guaranteed lIssue: Requires
insurance companies to take all
applicants; no preexisting conditions
may be excluded.
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Community Rating: Prohibits
carriers from varying their premiums
based on an individual’s health status.

Universal Access: Some argue that
we already have universal access; it's
just that some can't afford it. The
President wants universal coverage.

Health Security Cards: Raises
concerns about confidentiality.

Basic Benefit Package: (Frills taxed
in ten years — pressure to make
immediate.) Delivery system of the last
50 years has changed forever. This
component is rife with disagreement,
mainly due to the data used to arrive at
the cost estimates. It is said that those
claiming that the benefit is not needed
are looking at 1960 data; those claiming
it’s too expensive are using 1980 data;
those saying that people should just pull
themselves up by their boot-straps are
not looking at any data. Many EAPs and
their companies have cost estimates for
mental health and chemical dependency
benefits that come in well below that
used in the HSA.

What is the incentive to keep an
EAP positioned as a healthcare cost-
cutter? The restructuring of the
healthcare system into Alliances will
break the link of healthcare coverage
with employment. Employers can no
longer be expected to manage care or
select providers. The EAP’s role in
selecting providers and managing care
will be eliminated as employers’
contributions are standardized. There
are obviously many employers who
are opposed to mandatory participation
in Alliances. So the plan structures
several financial disincentives for not
participating in Alliances. This is true
even for large employers.

The Sherrod Brown (D-Ohio)
Amendment currently being supported
by EAPA would introduce a financial
incentive for employers to have EAP
and wellness programs. Companies
who have already recognized the
importance of these programs and
invested resources in the mental health
of their employees should receive a
financial break. The Brown

Amendment agrees with many
healthcare policy experts who believe
that for true healthcare reform to
become a reality, employees need to
adopt healthier lifestyles. They feel
that EAPs are best situated to make this
happen because ofthe early availability
of services, peer pressure and repetition
of the message.

What EAPA Is Doing Next

The Board of Directors has re-
prioritized the EAPA Strategic Plan.
Our number-one goal is “Access to
Employee Assistance Services:
Promote access toemployee assistance
services for all employed persons and
their families.”

Strategy A: Promulgate policies
and procedures providing access to
prevention, assessment, intervention
and follow-up services.

Strategy B: Develop a program to
support the development of innovative
models of services delivery, i.e.,
consortium, small business, member
assistance programs — incorporating
the CEAP as a component of such
models as a quality measure.

Strategy C: Develop alliances and
legislative initiatives at federal, state
and local levels that promote employee
assistance development.

Strategy D: Promote culturally
diverse employee assistance programs.

What You Need to Do

* Readeverythingavailable on the
Clinton Health Security Act, as well as
opposing healthcare plans.

* Familiarize yourself with EAPA's
Legislative Agenda for 1994.

* Acquire the written materials
available from EAPA and other
organizations regarding cost/benefit
data.

* Contactyour U.S. Congressman/
woman at home and in Washington,
D.C. There is no more influential
voice than that of a constituent.

* Report your accomplishments,
observations, suggestions back to EAPA
to help refine our legislative outreach.

%)




Vision, Viability, Vitality

by Michael L. Benjamin
Chief Operating Officer

ision, viability and vitality are
V three very important concepts

which | believe apply to EAPA’s
growth as an association during the
latter part of this decade. Indeed,
during most of my recent presentations
before EAPA chapters and other
constituent groups, | have focused on
the applicability of these concepts to
EAPA’s mission.

Vision. As Sandra Turner indicates
in her President’s message, the Board
of Directors has re-prioritized, or re-
focused, the vision for the Association
— at the top is “Access to employee
assistance services for all employed
persons and their families.” An
important strategy is to develop
legislative initiatives at the federal,
state and local levels that promote
employee assistance development.
Building on the success of the
President’'s Commission on Model
State Drug Laws’ Model State EAP
Statuteandthe more recently published
Department of Transportation’s
Alcohol and Drug Testing Regulations
which included CEAPs as Substance
Abuse Professions — the Association
is making that vision a reality.

Another slice of that vision is the
Sherrod Brown (D-Ohio)
Congressional Resolution that would
be offered as an amendment to the
Health Care Bill and would provide a
financial incentive to business that
would have EAP/wellness programs in
the workplace. (See Sandra Turner’s
message for greater detail.)

Yet another event that moves our
vision along the pathway of
actualization is a March 23 meeting
with President Clinton in the White
House which | attended, along with
Malva Reid, EAPA Public Policy
Representative for the Mid-Atlantic
Region; Laura Mannis, President of the
Potomac Chapter; and Rick Wall,
Chairperson, Program Managers

Committee of EAPA’s Board of
Directors.

Viability. The March 23 meeting
had 200 front-line providers from all
overthe country who have been active
in the healthcare reform debate. The
purpose was to update providers and
to jump-start action on the debate.
Four EAPAers out of 200 shows that
our field is recognized as a viable
component of the healthcare solution.
We enhanced that perception by
having available information
statements on EAPs’ rolé in the
healthcare debate. With our
environment changing so rapidly, it is
imperative that we seize every
opportunity to demonstrate the
effectiveness of EAPs.

Still in the viability mode, Jim
O’Hair, Mid-Atlantic Regional
Representative, and | participated in a
federally sponsored work group on
preventing violence in the workplace.
This group of 15 consisted of ranking
officials from the U.S. Departments of
Labor, Health and Human Services,
U.S. Postal Service, business
organizations and
Recommendations, which focused on
government/business/labor prevention
policies and strategies in the
workplace, indicated EAPs as a major
intervention strategy for this area. We
certainly welcome other evidence on
this area of our viability; please let us
know what you are doing to address
workplace violence.

Vitality. This year’s Greater
Oklahoma City Chapter Spring
Conference was terrific: good
attendance, fielded by a very energetic
conference committee, and led by the
very able Kenneth Williams, Chapter
President. - | was privileged to be
keynote speaker and, after my
presentation, | was approached by
two human resource directors
regarding supportive data and related
information on engaging EAP services.
Additionally, a faculty member of a

labor.

state college inquired about the
feasibility of developing an EAP
curriculum and initiation of an EAP for
faculty and staff.

During the EAPA-sponsored Public
Policy Conference, | believe many
EAPA members in attendance were
revitalized by the information given
and sense of urgency for each
member’s participation in grassroots
efforts. A reception for Mrs. Tipper
Gore also added vitality and further
fortified our mission.

The Vice President and Mrs. Gore
held a reception in April for leaders in
the mental health and substance abuse
fields for work related to the healthcare
debate. The Association leaders were
invited to this event.

These are but a few snapshots that
represent what your Association
through its leadership at the
Association and Chapter levels is doing
to further the organizational goals of
EAPA. We need your continued
support — we welcome your input!

i

From the Editor

The April edition of the Exchange
carried a letter from a concerned
member. The Exchange, seeking to
establish a permanent Members
column, encourages more letters
from EAPA’s membership com-
menting on specific articles
appearing in the magazine or on
issues of the field orthe Association.
Edited versions will be given to the
author for approval. Please send or
fax letters to:

Editor, Exchange

2101 Wilson Boulevard

Suite 500

Arlington, VA 22201

Fax: (703) 522-4585
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On the first sunny spring day in Washington, D.C., the Clinton Administration put on the full court press to jump-start the healthcare debate. Sitting
on the South Lawn of the White House, a group of 200 front line practitioners, including four EAPAers, heard President Clinton, Hillary Rodham
Clinton, Vice President Gore and Tipper Gore urge them to help educate the American people on the basics of healthcare reform: Guaranteed private
insurance, choice of doctors, outlaw insurer abuses; preserve Medicare and health benefits guaranteed at work. Pictured (left) are Laura Mannis,
Coordinator EAP, Program Resources, Inc.; Malva Reid, Director EAP, Amtrak; and Richard Wall, Coordinator EAP, Mobil Corporation; (right) Malva
Reid with Dr. Joycelyn Elders, U.S. Surgeon General. Not pictured: EAPA C.O.O. Michael Benjamin.

JULY N 1HE
EXCHANGE
Exchange Errata In addition to a spotlight on the 23rd Annual EAPA
Conference, the Exchange provides articles on: the
The “Keeping Up. . .with Healthcare Reform” column in special considerations of helping people with disabilities
the April edition of the Exchange (page 32) incorrectly who also experience substance abuse or other
stated that the proposed amendments to President difficulties addressed by the EAP; and helping
Clinton’s healthcare legislation provide for CEAPs to do employees whofacethetrials of cancerintheir families.
case management. Rather, the amendments designate The Exchange welcomes member input—from a
certified employee assistance professionals as qualified paragraph to a feature story to suggested resource
for assessment and referral for substance abuse services. materials—in these areas. Please contact

EXECUTIVE OFFICERS

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

REGIONAL REPRESENTATIVES
Ann K. Baxter
Eastern Region
James R. O’Hair
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Jon Christensen
North Central Region

[ Carole A. Stevenson
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B.R. (Bob) Challenger

Southern Region
Janet Mug

Southwest Region
Robert A. Mines
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Canadian Region
Vaughn Mosher

International Region
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Beverly Foster at (703) 522-6272; fax (703) 522-4585
or (410) 243-1815 before May 10. Thank you.

EAPA’s BOARD OF DIRECTORS AND STAFF

COMMITTEE CHAIRPERSONS STAFF

Debra Reynolds, Accreditation Michael L. Benjamin, C.0.O.
Irene Simonetti, Advisory to Beverly J. Foster, Editor
EAPA Exchange Exchange Advertising Representatives
Bob Tank, Benefits LMB Mgrketing S o
James M. Oher, Bylaws (708) 922-0975 » Fax (708) 922-0973
Daniel C. Smith, Consultants
Thomas ). Elliott, Education & Training PUBLISHED BY:
Dan Lanier, Ethics The Employee Assistance Professionals
Gary Maltbia, Ethnic & Cultural Concerns Association, Inc.
Jack McCabe, Labor . fCn
Joseph T. O’S’ullivan, Legislative & Public e W/;Irsl?:g?oonljlf,\:rzdnos]u'te Y

Policy

Carol N. Irons, Membership (703) 522-6272 » Fax (703) 522-4585

Richard G. Wall, Program Managers i | y Ty
. e Exchange welcomes the opportunity to review
Kirk Harlow, Dr. PH’ Research member submissions for publication, and to retain and
]ane Ollendorff, Standards use them as appropriate. The Exchange reserves the
Patrice M. MUChOWSki, Treatment :lgrlt I(oJedit‘ or declineI submissions as necessary.
Linda M. Sturdi t W 6| P articlesby :_donotnecessaruly reflect

inda M. sturdivant, vvomen's Issues Association philosophy or policy.

john Burke, Chairperson 21994 by Employee Assistance Professionals Association,
Employee Assistance Inc. Reproduction without written permission is
p. y 2 T expressly prohibited. Publication of signed articles does
Certification Commission not constitute endorsement of personal views of authors.
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The not-for-profit specialists in
emotional & addictive illnesses

® Addictive Discase

® Psychiatric

® Geriatric

2500 Satilla Parkway
Waycross, Georgia 31501

Crisis Line 1-800-362-COPE
(2673)

Business Phone 1-800-382-9873

’% MaRsHFIELD CLINIC
EAP Manager

Marshfiald Clinaz, one of Ihe nafion's largas! mui-
specially clinics, has a career opporunity for an
Employes Assistance professional al our
Marshifiakd, Wisconsin location. This position is
respotiaible for managing our inlernal EAP which
sorves our shafl of over 2 600 employass;

Quatiicalions: Maszler's degree in sotial work or
coumseling and guidance from an accrediled
program;, minimum of 5 years of experiance in
work directly refated fo degree; prefer candidales
with specific EAP expenence andior CEAP
carlificabon

Responaibililies: Plan, develop and market an
nfernal comprehansive EAP for our employees and
Iheir famifies. Assess employees and their Bamily
meambers m crisis sifualions and provide
appropriale refarrals. Provide in-house lraining lo
managers and siaff on issues related lo EAP

Marshfiald Clinic offers a comprahensive
compensalion package, For consideralion, please
send resume lo:

Employmanl Manager
Marzhiield Clinic
1000 M. Oatk. Avenue
Warshfield, Wi 54449

The EAP's EAP
providing personalized
assessment and referral services
in Minnesota throughout
the metropolitan area.

dor and associates, inc.

The Quality EAP You Can Trust

contact: Karen Hagen
430 First Avenue North, Suite 216

Minneapolis, Minnesota 55401
1-800-367-3271

MANAGEMENT TRAINING FOR
EMPLOYEE ASSISTANCE PROGRAMS

How
EPISODES

© MMCMLXXXXITI MOTIVISION, LTD.

VIDEO WITH TRAINING GUIDE
Supplement "The Dryden File II"

+ VIGNETTES FOCUS
SUPERVISORS ON WORK
PERFORMANCE.

« MULTIPLE WORK SETTINGS.

« BREVITY WITH SUBSTANCE.
14:45 Min.  Previews $25 US
$395 US plus Shipping

ALSO ASK FOR COURTESY PREVIEW OF
"EAP-AT YOUR SERVICE!" TO ENCOURAGE
SELF-REFERRALS. 8 MINUTES

Classic on Video Tape.

THE
DRYDEN
FILE I

© MCMLXXXVIII MOTIVISION, LTD.

HELP SUPERVISORS MANAGE
PERFORMANCE PROBLEMS.
Turns wasted time
into positive action.
.. telling scenes"
.. best I've seen”

24 Min.  Previews $25 US
$495 US plus Shipping

Call (914) 684-0110

MOTIVISION, LTD.

2 Beechwood Road
Hartsdale, NY 10530-1622
FAX (914-684-0431)
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PROfiles

Your EAPA Chapter Presidents

Camen Abbott

Karen Carlberg

)

Jeff Christie

Dick Ready

- for the world, our nation, our

communities. Leadership in EAPA’s chapters is perhaps more important than ever,

q gain and again, we hear the call for leadership

as an array of challenges continues to grow, both internal and external to each
chapter. Those who accept the position of chapter president manifest a strong dedication
to the employee assistance profession and to their chapters. EAPA applauds their efforts and
is pleased to present vignettes on president and chapter during the coming months. Feel free
to contact the Exchange if you would like your president/chapter PROfiled during a
particular month. Two months’ lead time is needed.

Carmen P. Abbott
Los Angeles Area Chapter

Her life began on Roatan,
an island off the coast of
Honduras; she then moved to
New York, then to California
to obtain a Master’s in
Psychology/Marriage, Family
and Child Counseling. She
has also earned certificates in
human resources
management, management
development, alcohol/drug
counseling, compensation
administration—and, yes, the
CEAP. Employee Assistance
Regional Manager for Hughes
Aircraft Company since 1981,
Abbott conducts EAP services
atmultiple companyfacilities.

Abbott’s affiliation with
EAPAhasincludedcontinuing
positions as a commissioner
of EACC, member of her
chapter’s and National’s
Women's Issues Committee,
Membership chair and Ethnic
and Multicultural Concerns
co-chair.  After completing
another chapter member’s
term as vice president, Abbott
was elected president in the
fall of 1993. She did not
assume the presidency at the
easiest time in EAP history.

“Just being chapter
presidentinthisday and age s
achallenge,” says Abbott. “So
many companies are
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rightsizing and the first place
they look to eliminate is what
they consider to be non-
revenue generating areas. The
surviving  EAPs,  who
previously had time to give to
meetings and chapter
activities, find this is getting
harder and harder.” Abbott
alsonotesthatmany displaced
EAPs have taken positions in
other fields. “People are
moving out of EAP and into
managed care and other
human resource areas; it's a
challengeto attractthem back
to the EAP field.” The chapter
focuseson “staying in line with
what National is doing.”

In February, the Los
Angeles Area Chapter held a
Board  Retreat  with
organizational consultant Ed
Dunbar, who led the group
through a leadership session,
identifying  customers,
organizational strengths and
weaknesses, chapter products
and services, and targeting
goals and objectives.

Dunbar summarized the
results of the retreat for the
February 23 chapter Board
meeting. Among the ten
strengths identified by the
Board ‘are professional
networking, team spirit, many
members’ recovery
awareness, diversity of

membership, and financial
stability. Weaknesses
included limited community
outreach, lack of committee
support, diverse personal/
professional agendas,
membershipturnover, andtoo
few internal EAPs at meetings
and on committees. “High
Success and High Importance
Objectives” include
enhancing the welcoming of
new members, have each
Board member recruit one
new active member, and focus
the chapter mission statement
for membership. “Moderate
Success and High Importance
Objectives” include
developing a specific
membership goal, develop a
marketing plan with specific
goals and strategies, and
identification of competitors.

“Now each person is
expected to give feedback at
the next Board meeting,” says
Abbott, who notes that the
chaptermembershiptargeting
will  include “benefit
managers, managed care
folks, and others. Our
challenge hereisto determine
how to do this. We must ask
ourselves why they should join
EAPA—what’sinitforthem?”
The chapter’s membership
chair, the Business and
Industry Taskforce chair and

Ken Scroggs

Marian Sherman

Abbott are working on that
one. One strategy will be to
join Personnel Industrial
Relations Association (PIRA),
an organization for personnel
managers, to network andfind
the ties that bind.

In her spare time, Abbott
travels to antique shops, swap
meets, garage sales and
antique shows in her quest to
fulfill her secret aspiration,

“which is to be an “antique

costume jewelry collector.”

Karen Carlberg
Western Canada Chapter
British Columbia

Karen Carlberg, Employee
Assistance Counselor for CN
Rail (“the freight
transportation, as opposed to
thepassengertransportation”),
holds a B.A. in Psychology
and Criminology, and a
certificate in Childcare
Services. Her career with CN
began in 1981 with Human
Resources as the Employment
Supervisor for British
Columbia, and duringthistime
she also participated in CN’s
EAP joint union/management
committee. In 1986 Carlberg
became the EAP counselor
and was the company’s first
non-recovering and first
woman counselor since the
programbeganin 1972. Since
1986, Carlberg has been a
member of EAPA and has
continued taking courses in
substance abuse, Critical
Incident Stress Debriefing and
other EA areas.

There are 44 members in
the Western Canada chapter.
She believes she has been




“very fortunate — a lot of our
chapter members came
forward to become involved
inprojects.” The project that
is on the hottest part of the
plate right now comes from
concerns over changes in
government subsidies for
alcohol and drug programs.
“There are ‘proposed’
changes in the criteria for
treatment,” Carlberg says,
implying the “proposal” may
already be a done deal.
“Employers pay a fair bit
toward benefits and
healthcare,” says Carlberg.
“Now the government is
trying to exclude from
residential treatment those
workers with stable homes
or work situations, switching
them instead to outpatient
programs. Many
corporations who provide
employee assistance are
doing a lot toward
prevention, intervention —
we would be denied access
to treatment centers.”

The Western Canada
chapter wrote to the Minister
of Health and Premier of the
Province, asking to be
involved in any discussion.
Before press time, on April 7,
Carlberg and other chapter
members will have met with
the government.

The chapter is also putting
together a day-long training
session scheduled for
November, for anyone in the
employee assistance field or
in private practice as
therapists, psychologists, etc.

“Ourchapterisactiveboth
locally and nationally,” says
Carlberg. “You can find our
chaptermembersinthe EACC,
the National Standards
Committee, Ethics
Committee, and more. We
always seemto have someone
involved in National.”

Carlberg, aside from her
work with CN Rail and duties
as chapter president, is wife
and mother of “two little girls,
nine and five years old,”
attempting the Balancing Act
so well known to women in
the ’80s and "90s.

Jeff Christie
Houston Chapter

“I was always keenly
interested in EAP,” says
Christie, “but | soon found
that if you had no prior
substance abuse treatment
work background, you were
not going to get through the
door.” With Door #1 closed,
Christie entered Door #2 —
the University of Texas/
Galveston Medical
Department, which had a
substance abuse treatment
program. Moonlighting as a
part-time clinician for Human
Affairs International, Christie
moved from counselor to
supervisor to regional
supervisor, and eventually
went to Pennzoil, working on
“the inside” to head a large
external EAP. In ‘91, he was
offered a position with
Conoco. In November 93,
Christie assumed the position
of Director of EAP at Brown &
Root, Inc. Hecredits hisactive
EAPA membership with
helping him land the position.

Eight months into his
presidency, Christie notes that
the Houston chapter has been
challenged to develop greater
cohesion. “There are many
differences among our
members which have led to
schisms,” says Christie. “The
key is finding our common
mission: the advancement of
EAPs. We need to get beyond
the old paradigms and
discover that if you contribute
to that mission, it doesn’t
matter if you are internal,
external, in marketing, or
involved in any other area of
the profession.” As an
example, Christie cites a
“marketing person” who has
just received a chapter award
for being the key person in a
co-sponsored conference in
March which featured Lee
Brown, Director of the Office
of National Drug Control
Policy and had 300 in
attendance. “Lesa Mitchell-
Sorrentino is a prime
contributor to our chapter,”
says Christie, “and we're
incredibly lucky to have her.”

Christie acknowledges the

175-member  chapter’s
strengthened  financial
resources, “from a negative
cash flow and the brink of
collapse two years ago to
$20,000 in the bank today,
thanks to the efforts of many,
including former chapter

“president Marilyn Rumsey.”

Keeping the mission in mind,
Houston realized plain works
as well as fancy, and moved
chapter meetings from an
expensive hotel to a
classroom. The chapter also
developed  marketable
products such as a managed

care directory, a conference,

and an ethics calendar.

The legislative agenda
weighs down the Houston
chapter’s plate, too. “Our
chapter initiated contact with
other chapters, with'the goal
of achieving consensus on
licensure at a state level,” says
Christie, who applauds EAPA's

Maureen Kerrigan for serving

as a “great resource. We have
to find our champions in the
state capitol and have eyes
and ears there — so far, we
have identified two such
people in Austin. Then, we
will work on moving along
the causeof licensure, defining
our uniqueness in training,
consultation, involvement
with benefits, etc. All of our
goals are moot if we're
legislated out of existence.
That is why licensure is
critical.”

Dick Ready
Kansas City Chapter

Dick Ready spent the first
ten years of his career in the
business world. He became
involved in “the alcohol and
drug business in 1978, which
led me into the EAP field in
1981.” He has since thattime
been Director of EAP Systems,
an external EAP serving 110
companies in the Midwest.

A background of under-
graduate work inbusinessand
graduate study in psychology
resulted in “experience [that]
hascarried overtremendously,
valuable both to my work in
the EAP world and in the
Kansas City Chapter’s affairs.”

Looking back on his two
terms as president, which end
next month, Ready readily
says, “It's been a very
enjoyablethingtobeinvolved
with other people in the field.
It helps you stay fresh and on
top of things.” He finds the
camaraderie and the sense of
unity through linkages with
other chapters to be very
rewarding, as well.

Ready is pleased to note
that during his tenure, Kansas
City Chapter membership
grew from “practically nothing
to 70 - 80 members per year;
that speaks of everyone’s hard
work, aswell asthe expansion
of the field.” He commends
chapter members for their
“clearvision of whatwewould
liketoaccomplish,” and points
to “wonderful educational
programs for EAP people and
the community.”

A byproduct of all the hard
work is a reversal of fortune
...therightway. Besidesnow
having money in the bank, the
chapterhasbeen abletoreach
out to help the community
even more. Interest income
on savings is given back to the
community in the form of
scholarships. Ready says one
scholarship has gone to a
student studying counseling
who has interest in EAP field.
Two additional need-based
scholarships are awarded to
minorities. “The scholarships
have become a rallying point
for our chapter,” says Ready.

Proud ofall his committees’
work, Ready is particularly
pleased with the work of the
Cultural Diversity, Women’s
Issues and Labor committees.
Calling the chapter’s main
concern “keeping focused on
core technology and
positioning ourselves to do
whatever is needed to remain
viable,” the Kansas City
Chapter shares the concerns
of all EAPA chapters about the
future of the field amidst
healthcare reform.

The Ready family consists
of “two children, ages 23 and
20, a wonderful wife and a
great dog.”

continued on pg. 27
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Ready or Not?

Employee Assistance for Russia
by Retha A. Buck

People to People International is a subsidiary of the Citizen Ambassador Program founded by President
Eisenhower in 1956. Its many different activities enable citizens to establish friendships with their counterparts in
other nations. In August Retha Buck represented the employee assistance component of a team of 12 Human
Resource experts visiting Moscow, Kiev and St. Petersburg. A series of visits included a research institute, an
employment agency, a furniture factory, the mayor’s committee on labor and employment, and others.

Within One Country

A World of Contrast
The amount of openness and responsiveness varied
considerably from visit to visit, depending upon the “old
guard” or “new guard” character of the company or

agency. Typically, each presentation was given by a

man, as women sat in the back of the room to serve

refreshments — if women attended at all. Two examples
illustrate aworld of contrast within a country in transition:

» Ahighly decorated hero of the Soviet Union dominated
our first meeting. He ran his state-owned institute with
an authoritarian style, his work had little applicability
to the changing needs of his country and he was
particularly intent on — and successful in — subduing
our group as well as he did his own employees. This,
however, was not the template for all meetings.

» Arecently completely privatized group had been given
all rights and privileges of ownership with just one
stipulation: they were able to fire no one. Their first
concern was the potential of affiliation with American
companies. Could they send any of their workers to
our companies for training? Could they do research
for us or make any products for us? This could all be
done for much less money in Russia, they assured us,
than in the U.S. They then asked us questions
concerning their employees: how to retain, how to
motivate and, when they are eventually enabled to do
so, how to fire. Valuable engineers were leaving their
company to earn four to five times more — as kiosk
sellers of gum, candy and newspapers.

Cultural Blockade to EAPs

The differences between our two countries’ relating to
employees was vast. We say, “The employee is our most
valued asset.” They say, “We're just a cog in a big
machine.” We emphasize the individual; they emphasize
the group. Our employees are inclined to be outspoken;
theirs show stoical acceptance. We have greater
acceptance of mental health services; they stigmatize
and do not promote mental health services. We
emphasize stress management; they have no program
for this. We have a concern about eating disorders;
there, even the professionals are unaware of the
phenomenon of eating disorders. The U.S. has declared
awar on alcoholism; they have an acceptance of alcohol

10 EAPA EXCHANGE MAY 1994

abuse. We have a strong safety culture; there, very little
in the way of safety control was noted.

The groups we met with readily understood the EAP
concept, that how one feels affects one’s productivity, but
the cost savings remained an enigma to them, due to
differences in business practices. For example, they donot
keep data on sick or personal days taken. Without this
data, and without a recognition of the importance of
keeping such data, the cost to the company and the
country in terms of lost productivity is unknown. In
contrast, statistics kept in the U.S. help us to know, for
example, that “drug and alcohol abuselead U.S. businesses
to suffer annual productivity losses estimated at $30.1
billion — partly because of substance abusers’ 16-fold
greater absenteeism and 400 percent greater accident rate

"]

compared with the non-abusing employed population”!.

Incentive Exists for the EAP

Alcoholism/Substance Abuse. One of the most
significant benefits Russia could enjoy from an employee
assistance program would be an adaptation of our “war
on drugs and alcohol abuse.” Alcoholism in Russia
appeared to be rampant, from the time we landed at the
airport until our departure two weeks later. The public’s
reaction to the rowdy alcoholic on the street seemed to
be one of great tolerance. The person would be picked
up by the police and placed in jail overnight to “sleep it
off.” We were told that drinking helps their marriages,
softens the hard edges and helps them dream of a better
life. (I believe this approach to drinking runs a close
parallel to the American blue collar worker.) However,
as privatization is taking hold, Russian business owners
are becoming increasingly aware that alcoholism is a
problem.

An employment agency (a new development in Russia)
is concerned about alcoholism and had questions about
how we deal with it and pay for preventive services. The
employees of a highly successful furniture factory greatly
value their jobs, in large part because of pay that is four
to five times greater than the going rate. They have only
one reason for terminating employees and it is often
alcohol-related: lateness, absence and/or poor work
performance.

Stress Management. Another highly effective EAP
intervention, stress management is unknown in Russia.




T m————_em
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U.S. companies promote stress management as a means
to avoid job turn-over, strikes, absenteeism, resistance
to change and decline in productivity, etc. Individuals
are interested because in Russia, as in America,
“workplace stress has been linked by medical researchers
to upper respiratory infections, peptic ulcers,
hypertension, cardiovascular diseases, migraines and
many other illnesses. ‘Stress is considered to be the
leading cause of heart attacks and sudden death.’”!

How do the Russian businesses handle their employee
problems without EAPs? They do have people who
arrive to work late, are unproductive, have low morale,
or as they say “you pretend to pay us and we pretend to
work.” Firing the offender, as we did prior to EAPs, is an
option not available to the Russians except for the small
number of private companies. A university administrator
described how they handle campus problems: in a
weekend brawl
following a bout of
drinking, a dorm-
parent (whom he
described as the
equivalent of our
EAP) serves as a
referee. Thus, I
learned that one of
the jobs of my
Russian counterpart
is to break up
fisticuffs.

Wellness in Russia

Some St.
Petersburg psycho-
logists are attemp-
ting a form of
employee assistance,

unique opportunity to contribute to the health of the
individual employee and to the company as a whole.
My fears were that the meetings would be dominated
by Human Resources, because:
¢ Allthe other members of the group were HR specialists;
* With Russia moving toward privatization, business
owners might view HR as more relevant, because this
department deals with how to train, plan benefits,
policy development, etc. EA could be viewed as more
of a frill because, under the Russian system of not
keeping statistics on absenteeism and free medical
care, it is difficult to concretize how EA contributes
toward greater productivity.
To an extent, both of these fears were realized. Indeed,
questions were asked about:
¢ How to fire; .
* How to motivate (there is a fear of becoming too
prominent — “the
tallest piece of
grass is hit by the
scythe first”). This
and the lack of
rewards for greater
productivity have
rendered inef-
fective their
techniques of
exhortation, flat-
tery and shame.
Also, the afore-
mentioned success-
ful furniturefactory
will surely and
sadly learn that
high wages alone
will fail to motivate
workers, as we in

offering workshops People to People International visits a furniture factory in Kiev. the U.S. have

to their employees,

e.g., “When People Part,” “Art Therapy,” “Body Therapy
— Secrets That Your Body Holds,” “Dream Analysis,”
etc. These more closely resemble our wellness programs,
with the primary focus in the U.S. being on prevention,
reduction and control of illness. Also, our costs are
typically covered by the employer, whereas in Russia
the employees pay a minimal fee.

The psychologists are motivated to offer these
programs because of the distress they see in children. A
major factor in this suffering is parental strains. Marital
dysfunction and separations are a huge problem: some
marriages take place because they satisfy housing needs.
Typically, more than one generation lives together in
cramped quarters with many families sharing kitchen
and bathroom facilities. The high rate of alcoholism is a
major contributor to marital problems, and Hedrick
Smith in his book, The Russians, details many ways in
which male domination/female hardships contribute to
marital problems.

Evaluation of the Meetings
My hopes and expectations for the trip were to provide
a constructive stimulus for Russians to consider
employee assistance. [ hoped to be able to convey EA’s

learned;

¢ How to make a profit;

* How to keep personnel records (their records consist
of the employees name, job held, sick leave benefits
and pension benefits);

* How to do evaluations and how to use them;

* The advisability of employer/employee contracts;

* How to retain staff (GUM Department Store noted this
as their biggest problem);

¢ How to teach courtesy to a group where there had
been no incentive to be polite.

All of this notwithstanding, the Russians did show an
interest in the contribution that employee assistance
makes, i.e., employees’ performance onthejobimproves
as the quality of their lives improves. Inthe U.S., we are
well aware that healthy individuals create healthy
companies. We wish the Russians well in their efforts to
bring this about.

Retha A. Buck, CEAP, is a psychotherapist in Maplewood,

New Jersey.

“Managing Stress Effectively,” Sedwick and Gregory, Employee
Assistance Journal, August 1993, page 12.
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Should There Be an Educational Requirement? '

1

g
The Employee Assistance Certification Commission (EACC) is seeking to enhance and strengthen the ,
Certified Employee Assistance Professional (CEAP) designation. One recurrent suggestion is that ‘
higher levels of formal education should be required. The members of the EACC appreciate EAPA )
member feedback on an educational requirement. Please complete the survey on this page and fax i
it to Dr. W. Reichman, EACC Commissioner, at (212).387-1554; or mail it to Dr. Reichman, c¢/o Baruch
College, 17 Lexington Avenue, Box 512, New York, New York 10010. Your response by May 27 is

appreciated. |

m Is the issue of an educational requirement for CEAP certification important to you? '
_Very important __ Somewhat important ~ Not important |

Fll Do you believe there should be an educational requirement?

|

~ Yes ~ No ‘t

ﬂ If yes, what level of education should it be? f’
__ Bachelors __ Masters __ Other (specify)

What are the major reasons for your choice?

Bachelors

Masters

Other

u If youdo notbelieve alevel of formal education is necessary, what are the major reasons
for your belief?

E Are you currently a Certified Employee Assistance Professional (CEAP)? %
Yes No

Name (optional) Telephone
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Toward a Future of Excellence

Three hundred and fifteen employee assistance practitioners
prepared for and passed the certification requirements and
the examination given in December, 1993. These Certified
Employee Assistance Professionals (CEAP) are in the

The CEAP Ranks Swell

Assistance Certification Commission (EACC) and EAPA
congratulate and thank each CEAP, who now joins 4,000
others, for his or her dedication to the employee assistance
profession and its future excellence.

-

vanguard of an advancing profession. The Employee

CANADA

Alberta
Derek M. Douglas
Dianna L. McCarty

British Columbia
Susan E. Gravel

J. Gerald MacMillan
Nilo Moller

Manitoba
Donald F. MacDonald
Sandra J. Murray

Nova Scotia
Margaret E. Duncan
Pam Stonehouse

Ontario

Annemarie R. Fontaine
Gabor P. Gellert

Gary Leo Houston
Avrum Miller

Kenneth L. Prevost

TRINIDAD

Port of Spain
Lionel F. Remy

UNITED STATES

Alabama

Wesley Addison
Susan H. Brasher
Marsha Chandler
Lita Clark

Sarah A. Howard
Jimmy E. Webb

Arizona

Karlynn Baker
Gordon D. Bathel
Richard B. Canfield
Linda Caravello
Michael V. Conley
Jacquilyn Cox
Jeffrey M. Gishkin
Michaelle Hennessey

John A. Moran
Douglas S. Pickett
Susan Valentine

California

Charles C. Ashbrook
Sharon Blake

Jerry R. Brakeman
Kathleen A. Bruner
Mary M. Buxton
Fran de La Torre
Suzanne R. Dumont
Loron G. Evans
Mona W. Gillman
Alyse Hantakas
Lisa H. Jensen
Anthony L. Kramer
Patricia Mercer
Fran E. Miller
Nancy A. Mraz

Carl Mullen

Barry J. Newman
Allison Nolte
Frances Pagliocca
Patrick J. Prince
David A. Root

John Russell
Rosemary Selby
Dennis Steele
Dominic A. Taurone
Marjorie |I. Thomas
Gary W. Ware
Janice Witt

Colorado

Philip Brosmith
Steven P. Clark
Peggy Edington
James A. Myklebust
Kathleen A. Thomas

Connecticut

Gary E. Alger
Sarah Allen

Vivien Bergl
Rosemary Crabbe
Peter J. Curley
Paul J. DiLeo
David N. Greenfield
Jerome Styburski

Florida

Sandra K. Bloom
Anthony Fallon
Joseph J. Federico
Alceste Gallo
Susan Jannot
Mark Lang
Margaret D. Monde
Thomas G. Murray
Linda Nenstiel

Ted Pearson
Phyllis Phipps
Randy L. Skelton
Lonne L. Sterling
Kathleen E. Transue
Amy Wellman
Judith M. Wells

Georgia

Carol G. Baker

Lisa Hughes

Sandra Moody
Leigh Ann Peterson
Diane E. Sherman
Bret H. Smith
Frances Y. Wilbanks

lowa

Betsy Epling

Mary Ann Garrigan
Kim D. Olsen
Lynda L. Williams
Carol Cardy

Helen E. Cirenese
Allen Dixon
William England
Margaret Klimaitis
Ann K. Wunderle
Cindy S. Yoderbrown
James G. Butier

Kansas

Janet Nichols Cox
Leon R. Probasco
Kathleen G. Sparks

Kentucky
Brenda Lewis
Shelly B. Wheat

L.ouisiana
Pat G. DuPont

Michael A. Mitchell

Massachusetts
Richard A. Chester
Paul J. Diefenbach
Brian A. Donelan
David J. Hamelin
Joseph J. Laliberte
Paula M. Lazar
Allan J. McQuarrie
Michael G. McCourt
Susan L. Opdyke
Joseph S. Phinney
Susan C. Walsh

Maryland

Sharon D. Calhoun
Lori K. Chearney
Joni R. Cooley
Nancy A. Gratton
Betsy Morehouse
David J. Poland
Traci L. Roby
Debra L. Tipton

Michigan

Gregory A. Brainard
Peter R. Brandon
Sheri K. Cantin
Kenneth Crockett
Susan Davis
Gregory Drake
Charles Fern
Lindsay Huddleston
Dawnette Jefferson
William B. Pagel
Gerald W. Rome
Claudia Sandonato
Edith A. Schwan
Brian C. Sharpy
Pam Theisen
Chuck H. Weiler

Minnesota
Carol A. Cepress
Mary K. Peterson

Missouri

Steven B. Bennett
Holly A. Benson
Ronald L. Burton
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Martin R. Dunn
Theodore J. Gilbert
Phyllis D. Jackson
Eugene Meyer
Constance L. Richards
Frederick W. Zang

Montana

Janet Anderson
Mary Sarff
Stephen Whitney

Nebraska

Susan L. Outson
James P. Whalen
James Yankech

New Hampshire
William E. Lennon, Jr.
Lisa K. Madden
Jenny L. Timbas

Nan R. Withington

New Jersey
Ronald G. Bell
Arline Gilburt
Edward Jordan
Julie Kantor
Abigail O. Lynch
Henry J. Madamba
Susan H. Prager
Sue E. Schonberg

Lisa R. Wolf

New Mexico
Jim Acosta
William Martin

New York

Ronald Bolt
Charles R. Branch
Patricia J. Clowery
Teresa L. Cohen
Gene S. Cooper
Virginia Cottrell
Edna M. Davis
Robert Delello
Mary Ann Dioguardi
Ann Marie Finn
Rhonda S. Glassenberg
Daniel B. Glickstein
Felicia Halliday
Richard Halliday
Patricia M. Higgins
Marjorie Dyan Hirsch
Carole S. Katz
Matthew A. Kawiak
Patrick B. Kean
John W. McNamara
Fioyd R. Mills
Wendy Nobie
Karen A. Parker
Joan Patyna
Susana Pimentel
Alan Sturgis

Karen L. Walsh

EAPA & THE EMPLOYEE
ASSISTANCE CERTIFICATION
COMMISSION

anronce

CEAP EXAMINATION DATES

1994 —
Exam Date: December 3, 1994
Application Cut-off Date: October 7, 1994

Requiremants Explanation: CEAP
eamination eligibility requires on-the-
job EAP knowladge gained -sofaly
through EA sxperience—it is not
sharad by or simply transfarrad from
related duties, other professions or
gcademic credits.

Your exparience in EAP must be

Eligibility Requirements: You musf have three years full-lime EAP
experience, ora minimum of 3,000 hours, over al least three years, of part-
time experience In EAP, The compleled Exam Application must be
postmarked no [aler than the cut-oll date.

from direct employment, or
internship, or coniracted
responsibifities for performing both
EAP clinical and organizational
gonsulting activities. You must
show accountability tor EAP
operations at specific
organization{s},

for information, write
EAPA, Inc. = Atin: EACC = 2101 Wilson Boulevard = Suite 500
Arlington, VA 22201
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North Carolina
Lew F. Bost

Larry K. Earle
Charles J. Hughes
Dewey Matherly
Dennis E. Nance
Anthony L. Romeo
John T. Trombello
John A. Wheeler
Emagene Willingham
Marianne P. Wilson

Ohio

Darryl Bayer

Phyllis S. Berman
Raymond J. Bishoff
Gerald Chambers
Amy Cochran-Barta
Sharon R. Couturier
Edward S. Dagenfield
Richard C. Davis
Elizabeth Denning
Pamela W. Exline
Barbara Furst

John E. Gelski
Mura R. Goldfarb
John Hoffman
Michele Hoffmeister
Paula S. Knill
Lucille S. Payne
Janice Sidley
Michelle M. Vath
Denise A. Walton
Catherine F. Young

Oklahoma
Dixilyn F. Squires

Pennsylvania
Kenneth A. Dickinson
Meri A. Dimoff
James Fauzio

John F. Gambale
Cynthia P. Greco
Michael J. Hudson
Jane llgenfritz
Teresa M. Jackson
Dennis F. Mongello
Albert L. Moore
Pamela Root

Jill A. Schumann
Katie L. Shaw
Richard S. Takacs
Frank M. Von Hendy
Lois S. Weiss

South Carolina
Heather A. Harrington
Martin Jencius

South Dakota
Ginny W. Nelson

Tennessee
Gene Byrd
Christophe M. Cavazos

Ruthe D. Creighton
Robert F. Dendy
Patricia T. Goan
Dean Hearn

Rickey Howard
Shohreh P. Kheirkhah
Sheridan Lambe
Brian D. Long

Donna Mark-Spradlin
Michael W. McAnaney
Ben Miller

Mychell M. Mitchell
Larry D. Ridley
Deena M. Vick

Carol L. Warren
Danny W. Williamson

Texas

Max T. Bowen
Katrina E. Fowler
Trisha B. Kerr

John S. Saylor

Don Smith

Gary G. Swenchonis
James R. Wright

Vermont

James C. Cappy
Gordon Petersen
Joel S. Shapiro

Virginia

Art A. Bennett

Emily S. Bennett
Joyce C. Hawthorne
Nancy Hecker
Stephanie Kolar
Jack L. Maxwell
Barbara Sprinkel
Charlotte Strauss
Nancy M. Terry
Mary A. Walters
Janice L. Zimmerman

Washington
Elizabeth A. Gilbert
Gene Hooyman
Frederick R. Hyde
Mark D. Johnson
Michael C. Walling

West Virginia
E. Ann Kirby

Wisconsin

Bridget Arens-Jones
Mark Cimeley
Sherry L. Friedel
Marjory K. Goldstein
Susan B. Hunter
David B. Jenks
Diane Moga-Roach
Peter J. Moran

Kate Munns

Gary Pape

&
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ULTIMATE IN PROFESSIONALISM

EAPA’s

ourth Annual

PUBLIC POLICY CONFERENCE

by Joseph O’Sullivan
National Chair, Public Policy Committee

onferees at EAPA’s fourth annual Public Policy

Conference had the opportunity to experience the

ultimate in professionalism. The presenters at the

workshops were skilled, articulate and in many
instances passionate in the delivery of their positions and/or
philosophies. Cabinet members, Congressional leaders, directors
of governmental agencies and the creme de la creme of
Washington consultants corps comprised the majority of the
program leaders. The information disseminated was boundless.
From commencement to conclusion, this event provided
intellectual stimulation and provoked a determination to expend
the efforts required for our professional survival.

The conference workshops dealt with all of the pertinent issues
confronting us this year. Healthcare reform, state licensure,
Model State Drug Laws, DOT/alcohol testing, Drug Free Workplace
and the need for us as professionals to get involved, at the
grassroots (at home) level, with our local, state and national
government were presented, discussed and debated. The
uncertainties surrounding healthcare reform; the need to be
proactive in incorporating the Model State Drug Laws;
understanding the impact of Drug Free Workplace; and the
promotion of the CEAP as a recognized Substance Abuse
Professional (SAP) in the new DOT ruling led to spirited late-
night discussion and spiced early morning repartee. Termssuch as
“parity,” “single payor,” “coalitions,” “alliances” and “portability”
were hashed and rehashed almost to a level of ad nauseam.

The diversity of professionals who comprise the membership
of this association resembles, in form, a coalition of special
interest groups. However, as employee assistance professionals
who are part of a national certification process, our need to be
one in our grassroots efforts is critical. As a result of this
Washington experience, “The '94 Legislative and Public Policy
Conference,” | have formulated an opinion shared by many of
my fellow conferees with respect to the profound impact of
healthcare reform on us as professionals. This opinion is based
in objectivity. Simplicity must be the basic ingredient of the
message brought by our profession to an extremely confusing
situation known as Healthcare Reform. It is my position that
we are not compelled to find a place for our profession in this
process, but we need to educate a number of individuals about
the contribution the EAP has made to healthcare reform for the
last three decades. We heard from a myriad of speakers on
healthcare reform, from both sides of the aisle, that most plans
do not want to eliminate that which has proven successful. This

spells EAP. We know this. . .most do not.

For decades, we have managed the behavioral healthcare
benefit in the workplace successfully for millions of employers
and employees. We have emerged as true “managed care”
professionals. We, above all others, do managed patient care
while doing managed budget care. Those are not mutually
exclusive. We have taken a proactive approach to effective
healthcare atareduced cost to employers. Through the processes
of intervention and prevention, we have successfully limited
the employees’ need for costly long-term treatment. We have
monitored those placed in treatment to ensure clinical
proficiency and patient motivation. All of these services are
unique to our profession when looked at as one process. The
most unique service, however, lies in our post-treatment efforts.
In myyearsin thisfield, [ have encountered no other professional
who tracks the employee for an extended indefinite period of
time after any type of medical care. We have brought
accountability to the behavioral healthcare benefit. What we
do for the employee is clinically beneficial; what we do for the
employer is financially rewarding. The basic premise is that
CEAPs are an integral part of any healthcare process. The
intermediate premise is that we assume responsibility, as certified
professionals, for enabling all employees to access adequate
patient healthcare, while containing costs. The conclusion is,
we manage the entire benefit. We are the Alpha and Omega of
any system.

“We as a country cannot afford mental health and chemical
dependency coverage.” This statement was made by a second-
term Congressman from the state of Virginia. Once again, the
responsibility of education lies with those of us who realize the
antithesis of this statement is the reality. Statements which
suggest that such coverage would increase subscriber usage by 50
percent must be addressed. A colleague of mine responded after
hearing this remark: What a novel way to deal with the clinical
characteristic of chemical dependency — provide a benefit and
the denial evaporates.

A common thread that wove itself into all presentations was
cost. Everything that was discussed had a price tag attached. It is

‘our responsibility to show how the EAP has and will continue to

impact the cost of health benefits positively. Let your Members
and Senators, State and Federal, know about the positive effect
EAPs have on health cost. Organizations who are farsighted
enough to utilize EAPs should be recognized through premium
discounts or tax credits. Do not wait, act now. Play a part in
determining your future. Utilize your Government Affairs Office
and Staff. Keep the issues simple and talk bottom line.
Thanks to EAPA staff for an extraordinary petformance.
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“I - ,

can’timagine agroup that hassuch astellar L4
track record as does EAP,” said Bernie Arons, t u 1‘ :
M.D., Director, Center for Mental Health ,

Services. “I don’t think there's any doubt that
EAPswill play an important role [in the coming

” d = ’
health form].” A d th le of
bl o Avoos i e e Owverheard at Loew’s

universality. There will be a variety of ways to
achieve objectives. The opportunity for
innovation is one of the strengths of the Health
Security Act.”

“We are going to have to fight for mental

health and substance abuse,” said Joy Johnson Wilson, Senior
Health Director, Health Committee, National Conference of
State Legislatures, “everyone admits these benefits are the budget-
busters. Get any actuaries in the room, they'll say, ‘If only we can
get rid of substance abuse and mental health.” While savings show
up in the out years, expenses are current. There is a limit on what
premium people are willing to pay and the actuaries say something
has to give.” Wilson sees a problem when “you have ‘maxed out’
on the national benefit and you still [require helpl. That’s our
[states’] problem. One way or another, those residual people are
ours.” She notes opportunities for entrepreneurs with attractive
products and facilities. “A number of states are looking at mental
health parity,” she said. A “parity” would require mental health
and substance abuse benefits to be treated equally. “Maryland just
passed parity — it may become null and void if national legislation
excludes the mental health and substance abuse benefit.”

Mary McSorley is Senior Policy Analyst, Office of Congressman
Sherrod Brown, Washington, D.C. Congressman Brown is working
onanamendment providing incentives to employers with worksite
programs, including EAPs. “I think we will probably have universal
coverage,” said McSorley. “We will probably also have an
‘employer mandate [to cover employees]. It will get out of the
House. The rest is up for
grabs.” Accomplishing
objectives without being
overly regulatory is a
challenge. “Businesses’ own
programs, which include
EADPs, offer the benefits of
peer pressure, repetition of
the message, availability of
services, and location,” said
McSorley. “[Congressman
Brown’s] fear is that alliances
would cause worksite health
programs to suffer.” The
amendment beingdrafted by
Brown is designed to be “as budget-
neutral as possible, to give the Office of
Management and Budget needed
leeway.”

Veronica Goff, Director, Washington
Business Group on Health, spoke on |
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Organized Systems of Care [OSC]), which she
said are designed to bring everything into one
system, offering a full continuum of services. “In
the past, we had a healthcare system with
arbitrary benefit limits,” said Goff. “We are
moving to a system where care will be provided
by medical necessity. When people need
services, they can get them, but the incentives
are there for them to be in the least intensive
form of care possible.” In order for any paradigm
shifts to take place, however, Goff says a great
deal of information is needed — “right now,
we're in the infancy of collecting and
disseminating information.” An OSC is an integrated financing and
delivery system that uses a panel of multidisciplinary providers selected
on the basis of quality and cost management criteria. An article co-
authored by Goffand Mary Jane England, M.D., president of Washington
Business Group on Health, states that an OSC differs from current
managed care efforts that emphasize mainly utilization review: the
quality of care is based on an understanding of the needs and expectations
of consumers and payors; the specification and improvement of the
service is continuous and measurable; and everyone in the system is
involved in improvement because everything can be improved. Focused
care management is the goal. Current examples of developing OSCs
include Honeywell and Digital Equipment Corporation.

ERIC (ERISA Industry Committee) analyzed five sets of [healthcare
reform] bills to check out five areas of impact: uniformity of federal rules
of operation; cost-shifting; employer control over the value of care of
the financial liabilities; readiness of the bills for “prime time”; and
financing provisions. Bills include: Clinton (HR 3600); Cooper-
Grandy/Breaux (HR 3222); Nickles/Stearns (HR 3698); Chafee/
Thomas (HR 3704); McDermott/Wellstone (HR 1200); Michel (HR
3080); and the newest is from chairman of the House Ways and Means
health subcommittee Fortney H. “Pete” Stark. Comparisons of the

healthcare proposals were handed
out to conference participants.

Noting “36 different [healthcare
reform] plans” circulating in
Washington, D.C., Congressman
Jim Moran [D-VA] defended the
bill he supports, the Cooper-
Grandy/Breaux (HR 3222), citing
figures of 95 percent satisfaction
among employees with their current
healthcare coverage. “Under the
Clinton plan, that would be
disassembled,” said Moran. Under
the Cooper bill, employers would

be required to offer (but not pay for) coverage
to their employees. Mandatory participation
in purchasing pools would be for self-employed
individuals and small employers with fewer
than 100 workers. The bill relies on the
National Institutes of Health to name areas to
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be covered: “disease or injury, biological or psychological, where
treatment would ensure a better outcome” and lack of treatment
would cause further damage; this, to allay the plethora of
demands for any “disease of the month.” Moran, supportive of
EAPs, said that “the best thing this organization [EAPA] can do
is to move EAP out of the medical category and into a human
resources account. [t’s not necessary for it to be a health benefit;
treat it as employee counseling. You can’t do that with a lot of
health-related services, but with EAPs, you can.” Believing
mental health and substance abuse may very well not be included
inany final bill, Moran said “There has not been one entitlement
when actual costs were not ten times more than estimates—and
I’'m being generous.” An EAPA member rose tosay “That hasn't
been our experience,” pointing out that cost is less than six
percent of the entire benefit package. Moran received many
additional comments from concerned EAPA members in
attendance.

Jack Canty, Esq., Legislative Consultant, Washington, D.C.,
voiced a strong commitment to the EAP field. Canty, who was
of counsel to an outpatient substance abuse facility, called it “a
privilege to see such a galvanized gathering” and said the
“timing of this conference is perfect” for having a voice in the
final outcome of healthcare reform. Calling the Clinton plan
the “standard by which all other plans [nine major bills] are
measured,” he observed that it has been deemed “D.O.A.”
Canty said the biggest problem in healthcare reform which
ultimately must be addressed is the “cost-shifting phenomenon.”
The House and the Senate will each pass its own bill, he
believes, and ultimately the bills will be reconciled inaconference
committee. [With roughly 450 elections coming up in
Novemberl, “Republican candidates cannot afford tosay, ‘L held
up healthcare reform,” said
Canty, who feels they are
willing to subscribe to
portability; disallowing
insurance rejection for pre-
existing conditions; and “off-
the-wall premium increases.
[This] is a golden time to
come forward and find where
CEAPS themselves and
EAPA accredited programs
fit as a module into each of
the proposed legislative
reform models.” Predicting
that we are entering the . T
second generation, Canty
advised that EAPs “forget the
names of each of the proposed
bills” and focus instead on legislating the contemporary EAP
function someplace in the workplace setting.

EAP Efficacy + Data to Support Need of EAPs would logically
= Recognition of EAP as part of the healthcare solution. Robert
Thompson, Esq., Thompson & Associates, Atlanta, Georgia, is
Chair of the Task Force on Drug-Free Schools, Families &
Workplaces, White House Commission on Model State Drug
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EAPA Director of Government Relations Maureen Kerrigan (center) introduces
EAPA staffer DeVonne Richburg to Tipper Gore.

Laws. “The drug-free workplace is the drug-free world,” said
Thompson, who thinks EAPs were “a great idea” to include in
the Model State Drug Laws. The next step, of course, is for
EAPA members to educate their state legislators about EAPs as
each state uses the White House document in considering their
own drug laws. James Langenbucher, Ph.D., of the Center of
Alcohol Studies at Rutgers University, gave the compelling
data. The lead author of Socioeconomic Evaluations of Addiction
Treatment, a report prepared for the President’s Commission on
Model State Drug Laws, Langenbucher cautioned his audience
about the variety of manners in which to analyze cost vs. benefit.
He urged EAPA members to “know your terms — you lose
credibility if you don't.” Langenbucher spoke on Cost Offset
Analysis. AsSandra Turner pointed out in her message on page
4, those policymakers who believe addictions treatment is “too
costly” are looking at data from another decade — or no data at
all. With current research (17 years’ worth of data collection)
at hand, this is a “teachable moment.” To wit: using $50 as the
baseline for monthly costs of healthcare by the normal citizen,
a study found the early alcoholic — ten years before his or her
crisis stage — is costing double that amount. By the time he or
she reaches crisis, those costs are ten to 12 times as high.
Alcoholics are susceptible to a variety of illnesses, with 25 to 40
percent of hospital beds occupied by alcoholics. Alcoholics do
not take care of themselves; physicians generally do not identify
the underlying problem, and instead treat the presenting problem.
Currently, 15 percent of the healthcare budget is consumed by
these mostly “secondary effects” costs. Add to that “collateral
cost offsets” (family), and the lid is blown off healthcare cost
containment. Studying 90 alcoholics and 80 who are
“unaffected,” healthcare usage among family of alcoholics has
been found to be four times higher than the $50 baseline.
Meantime, addictions
treatment — just one
percent of total healthcare
costsinthe U.S.—canbring
thealcoholic tonear-normal
healthcare usage within one
to two years — and that low
level endures for at least
seven years. Five years after
treatment, according to one
study, family healthcare
costs fall below the baseline
(three otherstudies indicate
“at or near” baseline).

Dr‘ Lee P. Brown, Director
of the Office of National
Drug Control Policy,
provided insight into his office’s plans to concentrate more on
reducing demand, rather than the office’s historic supply focus,
through a variety of programs. . .including worksite-based
educational programs. Asked if he felt his voice would be heard
with all the other pressing problems before the Cabinet, Brown
had no doubt at all — after all, drug abuse is at the root of many
of these problems.




Healthcare
The View from Canada

by Aroon Shah, M.Ed., CEAP

EAP Regional Coordinator ¢« Canadian Airlines International
Presented at the EAPA Fourth Annual Public Policy Conference

American policymakers have been studying healthcare
| systems in other countries for some time, in order to pull
 from them ideas for reforming the U.S. system. EAPs may
learn from the experience of EAPs in other countries.

The Canadian healthcare system is the model of what is called
the “single payor” system embodied in legislation sponsored
by Senator Paul Wellstone (D-MN) and Representative Paul

McDermott (D-OR).

O United States, besides the quality of their

respective baseball and hockey teams, is their
respective healthcare systems. These differences create
many implications for EAP design and practice.

Canada’s Healthcare
To fully describe the history and development of

Canada’s Healthcare would be a mammoth undertaking,

interesting only to the most dedicated specialist. Anne

Crichton, David Hsu and Stella Tsang have authored an

excellent book on the subject: Canada’s Health Care System:

Its Funding and Organization (1990). Briefly, the public

system of hospital insurance was put in place in each of the

Canadian provinces between 1946 and 1961 and the medical

insurance systems between 1962 and 1971. The federal

government introduced the Medical Care Actin 1966, which
offered to share costs with the provincial governments
provided they adhered to the following principles:

e Comprehensiveness. Coverage of all insured health
services provided by hospitals, medical practitioners or
dentists and others where permitted.

¢ Universality. 100 percent of insured persons were to be
entitled to insured health services under uniform terms
and conditions with a waiting period for provincial
residents not to exceed three months.

» Portability. Residents movingto another provincewould
be covered during the waiting period by the old province.

e Administration. Public administration by a public
nonprofit authority responsible to the provincial
government, subject to audit.

By 1971, all the provinces and two territories had joined
the scheme, which is commonly called Medicare. Hospital
inpatient care coverage includes: ward accommodation;
hospital services and supplies for unlimited number of
days laboratory, radiology, diagnostic, drugs, biologicals,

ne significant difference between Canada and the
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operating room, case room, radiotherapy, anesthetic
equipment, with some differences between provinces on
rehabilitation, chronic care, personal care home services
coverage. Hospital outpatient care coverage includes:
diagnostic, laboratory, physiotherapy and psychiatric
services. Emergency services and supplies and most
services are available in hospitals normally provided by
outpatient departments. Physician participationinmedical
plans is voluntary; payment follows approved schedule of
fees and extra billing by participants is prohibited.
“Paramedical” coverage is provided with certain limitations
in most provinces for optometric services, chiropractors,
physiotherapists and podiatrists, but thereare con51derable
variations.

The CanadaHealth Act, introduced in 1984, added a fifth
criterion — accessibility — defined as “reasonable access
by insured persons to insured health services unprecluded
or unimpeded either directly or indirectly, by charges or
other means.” This effectively ended the practice of extra
billing by physicians and hospital outpatient user charges.
Mental Illness and Healthcare

In 1963, the leading psychiatrists in Canada produced a
manifesto which argued that the mentally ill could often be
treated in doctors’ offices and general hospitals rather
than in special, isolated asylums. With the introduction of
Medicare in 1966, mental patients were able to use insured
medical services through physicians and general hospitals.
Subsequently, community care was developed in both the
health insurance and mental health service sectors.
Provinces set up community health centers in main

- population centers under the provincial mental health

department. In general, the following varied sources for

mental illness care (as listed in one provincial plan) are

utilized:

¢ General hospital wards for assessment, and dealing
mainly with major mental illnesses (schizophrenia,
psychosis, organic brain syndrome, affective disorders),
and short-term treatments;

e Special extended care for behaviorally disturbed,
elderly, mentally ill;
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¢ Qutpatient hospital services providing daycare, clinics
for affective disorders, etc.;
¢ General medical practitioners and psychiatrists
providing primarily mental healthcare from community
offices;
¢ Provincial and municipal mental health services in
which there are special care centers and community
care teams;
¢ Chronic care hospitals for adults and the elderly;
¢ Private citizens and nonprofit societies who provide
residential facilities, boarding homes, group and family
homes, emergency shelters, crisis centers, individual
counseling services and achievement centers;
¢ Other ministries and voluntary agencies including the
‘ministries of Education, Attorney General, Social Services
and Housing.
Funding

The way hospitals and doctors deal with healthinsurance
in Canada is not fundamentally different from the way the
hospitals and doctors deal with the United States insurance
companies. The big differencein Canadais that theinsurance
“company” generally is the provincial government. As
such, theinsurance company is owned not by profit-minded
shareholders, but by the taxpayers.

The Canadian Health Care System is financed through a
mix of public and private funds. In 1988, the federal
government contributed 30 percent, the provincial
governments contributed 42 percent and the private sector
contributed 25 percent of all the money spent on healthcare.
Local governments and workers’ compensation accounted
for the remainder.

Drug costs, dental care, visits to psychologists or
counselors (in private practice) are not covered by the
Medicare Plan. Most provinces pay the cost for over-65 age
group and low-income residents. Other citizens have access
to a variety of private plans, some negotiated as employee
benefits. Treatment for alcoholism and drug dependency
are provided at no cost through residential and outpatient

" treatment centers funded by provincial Alcohol and Drug

i

e

ST

Programs.

The five criteria discussed earlier ensure that every
Canadian has independence in seeking out a physician
(compare this to the resource and cost restriction
encouraged by the American Insurance System). Cost is
not a factor in seeking treatment. There is no financial cap
on how many times one is hospitalized or how many visits
one makes to a doctor.

The provision of “universal” healthcare, together with
the extended health benefits such as dental care and
psychological coverage, should have been enough to
manage the physical and mental health and wellbeing of
employees in organizations. Yet, EAPs evolved in the
Canadian organizations. Why?

Evolution of Employee Assistance Programs in Canada

The weaknesses inherent in the “universal” healthcare
and provision of extended health triggered the evolution of
EAPs in Canada. The first trigger was the way alcoholism
was perceived and treated by the healthcare system.

The notion of freedom of choice in choosing a physician
created heaven for alcoholic employees in denial.
Historically, they changed physicians as soon as the
physician focused on their alcohol use/abuse. Until recently,
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the average Canadian physician had as little knowledge of
alcoholism as the person on the street. Quite often, a
physician willnot focus on alcohol abuse unless the physical
symptoms are apparent, i.e., late stages of alcoholism. It is
notuncommon for some physicians to prescribe medication
such as Ativan for treatment of alcohol abuse, thus ignoring
the possibility of cross-addiction. Until recently, the
hospitals have focused ontreating the alcoholic for physical
injury (caused by alcohol use/abuse). Treatment or
counseling for alcohol abuse was seldom prescribed.
Psychologists and psychiatrists also tended to treat
alcoholism as asymptom rather than the primary problem.

From the organizational perspective it was puzzling to
see that the alcoholic employee was getting treatment from
physicians, psychiatrists, psychologists and hospitals and
yet the work performance continued to decline. From the
union’s perspective, their brother/sister was being
terminated in spite of apparent professional care.

As in the U.S,, the initial EAPs in Canada consisted of a
recovering alcoholic helping an alcoholic employee to seek
treatment for alcoholism through detoxification, alcohol
counseling and Alcoholics Anonymous.

The second trigger, which resulted in EAPs developing
the “broadbrush” approach, was waiting lists for services
provided by healthcare, and the fact that services are
vulnerable to cutbacks during economic downturns and

political changes. Employees have to wait for long periods -
. tosee psychiatrists. Employees, who were covered through

extended health to visit psychologists, were often
apprehensive in taking the first step of telephoning a
“strange” person for their intimate problems. Additionally,
most extended health coverage restricts the number of
visits to registered psychologists. Clinical counselors and
other therapists are often not covered by the extended
health plans.

EAP practitioners responded to this gap by broadening
their roles to provide assessment, short-term counseling,
referral and follow-up for emotional, marital and family
concerns of employees and their families. They alsofocused
onassessing community resources ensuring an appropriate
resource for a particular concern.

The healthcare system and extended services of
psychologists relies on self-referral of an individual when
his/her “problem” needed treatment, i.e., their primary
focus is on providing secondary or tertiary treatment.

EAPs, with their emphasis on early identification,
worksite education and referral pathways, focus on
prevention as well as primary, secondary and tertiary
treatments.

The “universal” healthcare provides services to
individuals. An organization is more than the sum of its
individual employees. In the past three decades,
organizations in Canadahave undergone drastic personality
changes in the form of acquisitions, mergers, downsizing
and closures. They have also attempted to meet the
challenges of the technological changes by implementing
changes in management styles. This impact was felt by the
employees as individuals and by employees as a group.
EAPs, with their emphasis on treating the organization as a
client, were well-equipped to provide the workshops and

continue Healthcare on pg.27
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by Kenneth M. Burgess, CEAP, Aluminum Company of America, Pennsylvania
and William J. O’'Donnell, CEAP, Unocal Corporation, California

The following is an excerpt from a presentation made at the EAPA 4th Public Policy Conference. While Aroon Shah focused his
presentation on the Canadian system and Carl Tisone focused on the British system (to be carried in an upcoming edition of the
Exchange, this presentation covers the EAP as found in many other parts of the world.

The United Kingdom/Europe. While U.S. programs initially
focused on alcoholism and other drug dependency, then
expanded toinclude the gamut of mental health and personal
problems, the reverse was true throughout Europe.
Occupational social service programs in Europe began as
broad-brush efforts and have just recently begun to focus
onproblemsrelated to alcohol and drug abuse. Asomewhat
distinct current of thought exists throughout most of Europe:
“Work and one’s private life are separate.” There is not
widespread acceptance of a casual link between personal
problems and impaired work performance, and supervisory
referrals and “intervention” are viewed with some
skepticism. Thereis also ageneralrejection of the “disease”
concept of alcoholism, aconcept that has found its strongest
foothold in the U.S. Throughout most of Europe, the
treatment for alcohol and drug problems is via the
psychiatric model; and inpatient services for chemical
dependency are most oftenreserved for the more advanced
problem cases and for extended lengths of stay (two to six
months). :

In the UK. [in addition to a range of mental health
services available through the National Health Service],
there is a long history of Industrial “Chaplaincy.” Through
primarily the Anglican Church, the Industrial Chaplain
provides guidance and counseling-like services to
employees. While not EAPs, the “Chaplaincy” is well
entrenched at many worksites; and if not properly linked to
the EAP, can be viewed as being in competition with it.

While alcohol and drug treatment services are available
in Europe, treatment varies greatly from that generally
found in the U.S. Many of the U.S. EAPs we have contacted
revealed that the psychiatric community in Europe has
hampered the development of programming, particularly
that aligned with the tenets of Alcoholics Anonymous.

Most U.S. companies now find it quite easy to locate a
professional EAP contract service in the UK.; however,
suchis not the case throughout the rest of Europe. Outside
of the countries of Holland, Belgium, Luxembourg,
Switzerland and Germany, locating a provider familiar with
the concept of an EAP becomes difficult.

Australia. In Australia the first EAPs were developing by
the late 1970s, growing out of alcohol abuse services and
modeled primarily after those found in the U.S. and Canada.
Unlike the U.S., though, the staff of Australian programs
have from the onset been professional counselors

(psychologists, social workers, etc.). Of significance is the
fact that Australia formed the first chapter of EAPA outside
of North America. In addition to its “Medicare” program,
the Industrial Program Service (IPS) was established in
1983 in Sydney with the purpose of developing an EAP
model for the Australian workplace. The Australian National
Guidelines for Employee Assistance Programs (1989)
provide a framework for the controlled growth of EAPs
within the country.

Latin America.

Brazil. While growing, EAP services are as yet limited.
Very European in flavor, Brazil's medical community does
not generally recognize the disease concept of alcoholism,
and programming reflects this perspective. Mental health
and alcohol and drug services are dominated by
psychiatrists with strong psychoanalytic training. Most
large companies employ Social Assistance professionals,
who are well versed in family, marital, medical and mental
health services, but not well trained nor experienced in
working with a chemically dependent population. The
Aluminum Company of America has a well functioning EAP
in Sao Luis de Marinho, in the extreme northern part of the
country. Petrobas, the Brazilian energy monopoly, also
has an EAP — in the current Social Assistance model.

South/Central America. Argentina, Colombia and
Guatemala may be on the verge of program development.
Sparked by the substance abuse treatment community
which is growing (and its interface with U.S. companies
working in South and Central America), there appears to be
great interest in the EAP concept.

Mexico. Except for the programs developed in Vera
Cruz and Mexico City by the Aluminum Company of America
and its Latin American subsidiary, Alcoa Aluminio, few (if
any) programs have been implemented. Although
Alcoholics Anonymous meetings can be found throughout
the country, treatment for alcoholism and other substance
dependency is much different in Mexico than in the U.S. (A
long-term “sanitarium” approach is most typical.) The
public system is underfunded and overloaded, and long
waiting lists for treatment are common. . .and the decrease
in quality is noticeable,

The Caribbean. Now beginning to blossom, the first
programs in this area were started in Bermuda in the late
1970s under the auspices of Bermuda Alcoholism Services.
Today, two groups —Benedict Associates (Vaughn Mosher)
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and the Government EAP Consortia (Deborah Carr) — are
responsible for EAP efforts on the island. The driving force
behind this development has been the Caribbean Institute
on Alcohol and Drug Services (Virgin Islands), founded in
1972; with special courses for those involved in alcohol/
drug treatment and, more recently, for those interested in
worksite intervention and EAP, the Institute is an extension
of the Pan American Health Organization (PAHO).

Trinidad and Tobago also represent early programming
in this area of the world. The Trinidad/Tobago
Communications Company was the first program in place
(1984). Initially a company (only) effort, the program was
revamped in 1989 due to mistrust on the part of the Unions.
Now in addition to a full-time in-house counselor, the
Trinidad/Tobago Communications Company EAP also has
an EAP Committee (management/union) involved in the
program. Another in-house program can be found at the
Trinidad/Tobago Oil Company; there are also several EAP
contract providers to be found on Trinidad/Tobago, and
the movement appears to be growing.

Puerto Rico’s vanguard program was the effort started
by Motorola (in-house) and now under the direction of Ana

Marie Lopez. It is anticipated that an EAPA chapter will be
~ underway in Puerto Rico this year.

The first program on Jamaica was the in-house effort
started by JAMALCO (Alcoa) at the company’s Clarendon
Works. Just implemented this past year, the JAMALCO
program is a full-service effort and its implementation has
generated great interest among both foreign-owned and
Jamaican-owned business/industry. At the present time,
an EAP is also being developed for the Jamaican banking
industry and should be in place some time this year.
Southeast Asia. Knowledge of programming in this region
is limited to exploratory trips made by ARCO, Conoco and
Unocalin an effort to locate treatment and/or potential EAP
providers. Very little has been written about this area of the
world with regard to alcohol/drug and mental health
services. Virtually nothing has been written about employee
assistance or work-based counseling services.

Bangkok. With no EAPs as we understand them, there

is a growing awareness of alcohol problems in Bangkok.

Thais consume an enormous amount of alcohol. Also, the
country has gone through two major heroin epidemics.
Treatment centers are very long term by comparison with
the U.S., with a 21-day detoxification program and 21 months
of rehabilitation. Most typically, this program is used by
heroin addicts.

The Counseling Services of Bangkok (CSB) is a program
that primarily sees expatriate employees. While not an
EAP, CSB does provide outpatient treatment for marital/
family problems, anxiety and depressive disorders,
adjustment problems and chemical dependency. CSB
provides space for self-help group meetings, open to the
public. _

Jakarta. “Mogadona” — a sedative type substance
which is readily available and very cheap — is the primary
drug of choice in Jakarta. Those who become addicted to
alcoholbear a dual stigma since the more commonreligions
do not permit any alcohol whatever. The International
Community Activity Center (ICAC) offers a comprehensive
range of activities, classes and workshops. It has a very
active orientation program for families new to Indonesia
and can offer counseling services on arange of problems to
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expatriates and families. ICAC also contracts for EAP
services with U.S. corporations having employees based in
Indonesia. The Drug Dependency Hospital treats hard-core
drug addicts for three to four months; this hospital is
equipped to do drug testing (EMIT and GCMS).

Manila. Alcohol is the primary drug of choice for the
Philippines. “Shabu,” aform of methamphetamine, however,
receives much publicity. Most treatment professionals felt
that “shabu” addicts were in trouble with alcohol long
before their introduction to this drug. There are two
treatment centers, with average stays of 45 days and 30
days respectively. DARE (Drug Abuse Research Foundation)
offers long-term treatment in their three therapeutic
communities.

Singapore. The primary drug of choice in Singapore
seems to be heroin — but alcohol is also a very real
problem. The Control Narcotics Bureau (CNA) is a policing
agency with wide powers of search and seizure. The death
sentence is promised to those who are drug dealers. If the
amount is small, they are put into a center where they
withdraw “cold turkey” and are kept as long as six months.
After discharge they are subject to urine screens done by
the police.

The Singapore Anti-Narcotics Association (SANA) is a
private, nonprofit organization offering education and
prevention programs. Alcoholics Anonymous has daily
meetings in the heart of the city. While public intoxication
laws are still on the books, they are not enforced.
Detoxification would be available in a general hospital
setting — but no rehabilitation programs. The Singapore
American Community Action Council (SACAC) is staffed
with counselors capable of providing services on a range of
problems — marital, family, depression, anxiety disorders,
as well as chemical dependency. %

THE D.O.T.
TRAINING MODULE

New Department of Transportation Alcohol and Drug
Testing regulations for allDepartment of Transportation-

~ regulated industries — aviation, motor carriers, rail,
transit and pipelines - are to be implemented January 1,
1995, by large employers. New regulations include
Certified Employee Assistance Professionals (CEAP) as
Substance Abuse Professionals who will provide
assessment, referral, training and follow-up services.
The new D.O.T. TRAINING MODULE is designed to help
employer, supervisor, shop steward and employee
comply with the final package of regulations. The
comprehensive module includes: Executive Briefing e
Trainer’s/Manual with sample forms ¢ Videos on D.O.T.
Substance Abuse Awareness and Shop Steward/
Supervisor Alcohol/Drug Awareness.

Cost: $200
Includes postage & handling
Call: Buckley Productions
(415) 383-2009




Workplace Diversity
““Organizational Life

by Edward Dunbar, Ed.D., University of California at Los Angeles
and John Geirland, Ph.D., Pacific Psychological Associates

deal of attention during the past several years. The

implications for EAP practicearenumerous and, some
would say, insurmountable, for the practitioner. Prior studies
have suggested that client characteristics including race,
sexual orientation, ethnicity and gender influence help-seeking
behavior, symptom complaint and attitudes concerning the
use of mental health services. Equally, there is evidence that
ethnic, gender, racial and linguistic factors impact the
utilization of mental health services, sense of employee
identification with the organization and attitudes about intent
to turn over. In other words, socio-cultural issues in the
workplace and in the provision of EAP services play a
substantial role in the quality of organizational worklife.

A frequently asked question is “How ready is my
organization to address issues of workplace differences?”
Specialists in workforce diversity have reframed this issue as
concerning the “cultural competence” of the organization. In
a 1992 Exchange article, Kathy Akerlund described five levels
of organizational cultural competence. These are: cultural
ignorance; (emerging) cultural awareness; cultural sensitivity
to employees of color; the incomplete or partial integration
ofdiversityissues to businessissues; and thefullincorporation
of diversity issues into the core of the organization’s culture.
A question of concern to us was how do EAP staff view these
issues for their organizations? The following information
summarizes an attempt to quantify the readiness of
organizations to address diversity in providing EAP services.

At the 1993 EAP Conference in Anaheim, a panel of
practitioner-researchers from the L.A. Chapter of EAPA and

¥ I ¥ he issue of workforce diversity has received a great

the University of California discussed the impact of diversity
issues for EAP treatment and service utilization. At the
conclusion of the program, a brief needs assessment survey
was distributed to the audience. The survey measured the
perceived impact of ten targeted issues concerning workplace
diversity. The program participants were asked to rate the
impact these diversity dimensions had for their organization,
as well as for most other organizations. The program
participants were asked: to rate the impact these diversity
dimensions had for their organization, as well as for most
other organizations; and to define their primary place of work
(e.g., organized labor, managed care corporation, etc.) and
their primary position responsibilities (e.g., service provider,
manager, consultant).

Sixty-seven completed responses were returned and
subsequently tabulated. The results were aggregated for
organizational field and the position responsibilities of the
responding individual. The information was then analyzed to
determine if there were any significant differences based
upon position title or industry/organizational type. Analysis
ofthe surveymaterials employed statistical teststo determine
whether there were significant differences between either
position responsibilities (i.e., practitioner/service provider
and manager/administrator) and industrytype (e.g., for profit,
educational, etc.).

The findings of the needs assessment, summarized at left,
have specific diversity issues noted in descending order of
concern to the survey respondents. Using a statistical
technique called factor analysis, the survey results identified
two primary dimensions concerning workforce diversity —

EAP service delivery issues and

i

Factor One: EAP Service Delivery Issues I TE:

networks.
Training EAP staff in workplace diversity issues.*
Addressing the gender issues in service delivery.*

e @ & ¢ & o

Addressing foreign-born and immigrant issues.

Factor Two: Organizational Climate Issues

productivity.
¢ Addressing international relocation issues.

than to EAP practitioners. )

G SO s

' Dimensions of Diversity and EAP Practice
Iextérnal réfer;ai

¢ Including racially and ethnically diverse providers in

Treating psychological aspects of race and gender discrimination, e
Marketing and promoting EAP services to specific race/ethnic groups.
Assessing differences in EAP service utilization by race/ethnic group.*

* Training organizational leadership in workplace diversity issues.
* Addressing the impact of diversity issues upon organizational

*This dimension was of significantly greater concern to EAP management

organizational climate issues.

There were no significant
differences found for the level of concern
on the diversity dimensions by the type
of industry or organization the individual
worked for. Interestingly, we found that
managers reported that diversity issues
had greater impact upon EAP service
delivery than did the practitioners/
service providers. Compared to
practitioners, managers expressed
greater concern about: treating
psychologicalimpact of race and gender-
based discrimination; training staff about
diversityissues;addressing genderissues
in client services; and measuring race/
ethnic group differences in the utilization
of EAP services.

The results of this needs
assessment hold implications for the

@

Workplace Diversity
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continued on pg. 25
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