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Foreword

énd gnion officials develop effective workplace pollc es and programs to
prevent drug and alcohol abuse and other health problems.

Specifically, it (1) presents information regarding the costs of drig and
alcochol use in the workplace and evidence of potential cust-savings (both
in dollars and humaii energies and aspirations) that have resulted and may

result from introduction of different types of pragrams; €2) describes the
evolution of programs in the workplace, including the evolution from

single- to multi-problem area programs and the spectram of options
available from primary prevention to treatment and rehabilitation; (3) de-

scribes different_types of programs that have been introduced; (4) brlefly
analyzes issues to consider in developing and implementing a primary
prevention/early intervention program in the workplace:

It is hoped the materlals included will be helpful in solving these diffi-

cult problems.

Stephen E. Gardner, D.S5.W.

Preverition Branch

Division of Prevention and
Treatment Development

National Institute on Drug Abuse
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Chapter |
Alcchol, Drug Abuse, and Other
Health Problems in the Workplace
Introduction

‘Wellness and health promiation, terms describing efforts to prevent ill-

ness and enhance healthy states; have recently come to national promi-
nence. Traditionally, medical and related health services have been care

or illness oriented, intervening after the onset of a problem, with treat-
ment and rehabilitation efforts aimed at preventing further deterioration
ar sickness. The escalating costs of health care today, as well as the
limited success of many treatment methods; have stimulated interest in

pramoting healthy lifestyles and preventing or postponing impaired health.
Business Week reported the following figures to illustrate the rise of

health costs in the United States.

: Between 1950 and 1977:
- Hocpital charges skyrocketed to $65.6 billion fram. $3:7 biltion:
- Doctors' fees leaped to $32.2 billion from $2.7 billion.

- Total expenditures for health soared to $162.6 billion from $12 bil-

lion . . ¢ (estimated to) double by 1983, o
- Total health costs as a percent of GNP have nearly doubled from

the 4.5% in 1950. At current rates of growth health costs could

approach 10% of GNP by 1983. o :
(Business Week 1978, p. 59)
Ali individuals are affected by these expenses, whether they are ill or not,
or whether their health care is covered by insurance or not: The costs of
health care benefits paid by a corporation for its emplayées must be in-
cluded in the price of each of its products and services:

Intervention after a health problem has been diagnosed has become so
costly that a variety of organizations have attempted to address the prob-
lern; for example, the Federal Government has engaged in health planning
through such efforts as cost containment and certificate-of-need legis-
lation. Prospective medicine, a prevention-oriented approach, has grown
within the medical community; and community agencies, e.g., heart and
iung associations, have emphasized screening and early detection meas-
ures. The concept of prevention in the workplace has similarly evolved,
and with it, a variety of programs and service providers.

The substance abuse field has taken a leading role in the growth of pre-
vention efforts, beginning in the carly 1970s through efforts of the

National Institute on Drag Abuse (NIDA), the Office of Education's dem-
onstration__and _training projects; and the Law  Enforcement Assistance
Administration's programs. Community drug and alcohol agencies devel-

oped a range of prevention programs, primarily youth oriented and often

1
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- provided under school auspices. Rapld responses to the growmg drug

problem during the late 1960s and 1970s saw the rise of educational,
affective, and "life skills" approaches. These methods were all designed

to enhance the positive development of young people; thereby preventing
sabstarice abuse and other problems.

As community drug and alcohal services sought to expand their audi-
ences and prevent abuse in older age groups, they naturally turned to
settings in which adults could be reached; e.g.; the workplace: . At the
same time, other health professxonals concerned wlth the costs and results

of treatiment also sought to increase their services and effectiveness:
Industry has taken a lead in praviding the setting as well as the resources

and personnel for a variety of prevention or health pramotion efforts:
Now the parallel efforts of drug and alcochol service providers and work=

site-based health personnel appear tao be joining in a unified and more
comprehensive approach to wellness.

_ Daily, nearly 180 million women and. men in the United_ States, fully
two-thirds of the noninstitutionalized adults, go to work in factories, of-

fices; or shops (Chadwick 1979). This opportunity for access to and im-
pact on a major percentage of the population, including the families of
employees, significantly increases the practicality of such employment-
based programs, although it is.estimated that less than 5 percent of

workers are currently provided health pramotion benefits:
Collings (1979) adds several additional factors of major importance in

considering the value of work-environment programs. Despite increased
job muobility, the majority of the workforce is stable, staying with one
emplayer for many years. I:.ong ~term interventions; with resulting cost
benefits over time, are therefore possible. Evaluation efforts are vastly

lmproved by the opportumty to collect various health data periodically
over many years, making it possible to measure personal; group; and. pro-
gram resuolts. Participation rates in health services are also much hlgher

when these are offered through corporate auspices, probably because of
convenience, low or no cost, and quality factors/expectations.

_ The following sections of this monograph on the workplace provide. an
overview of the extent and costs of substarice abuse, as well as other
health problems; describe the development aof business-; industry-; and

labor-based health services, including the shift in emphasis to prevention;

present the state-of-the art in wellness and health promotion at the waork-
site; and discuss issues of program development and evaluation.

The Extent and Costs of Impalreﬂ Employee Health

Employee Alcoholism

The extent and costs cf alcohol abuse arerof ma]or concern to the

American_business community; costing an. estimated $42:75_billion per
year (White House Office of Drug Abuse Palicy 1978). In 1979 (Kuzmits

and Hammands) lost productivity alone cost $12:5 billion; half of it caused

by wasted time and materials, accidents, and absenteeism. However,

these reports on estimated production costs are based on only males be-
tween the ages of 20 and 59 and do not include the additional loss result-

ing from employed women atcohol abusers.
In 1975 the cost to the U,S. military in lost production was over $411

million (Korcok and Seidler 1978), and alcohol abuse is seen as an even

g
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greater problem today: The problems of specific corparations give a more
understandable picture of these staggering figures. For example; in 1971

California's fourth largest bank estimated losing $1 million a year because
of alcoholiém problems among its 10,000 employees, and in 1972 the
United States Postal Service estimated its alcoholism productivity losses
at $168 million annually (Kuzmits and Hammonds. 1979): 7

Poor health and high accident rates for the alcoholic employee demon-
strate another aspect of the problem. Reports from the National Couneil
on Alcoholism. (NCA) indicate this worker is absent two to four times
more frequently than the nonalcaholic and has two to foor times more
accidents (Kozmits and Hammonds 1979). Other on-the-job productivity

factors are unquantifiable, e.q.; poor decisionmaking; lost sales, urisatis-
factory moarale: The Fourth Special Report to the U.S. Congress on
Alcohol and Health (National Institute on. Alcohol Abuse and Alcoholism
1981) assessed the financial cast alorie of health and medical care associ-
ated with alcohol problems at $12.74 million in one year, with three times
more sickness and accident benefits paid to aleoholic than to nonalcoholic
employees (Saltman 1977). o o
The NIAAA Report estimated that half the 10.2 million problem drink-
ers in the United States in 1981 were employed; giving some idea of the
extent of the problem. Twenty-fivé percent of employed alcoholics were
thought by NIAAA to be white-collar workers; 45 percent professional or

management level, and 30 percent manual workers. A new population of

employed drinkers--teenagers--was recent!y reported (NIAAA Information
and Feature Service 1980). The high rate of alcohol use by youth would
predict a sizable percentage to be abasing or problemi drinkers, many of
whom would also hcld pari-time or full=ine jobs. Data on the extent of
this aspect of work-site alcohaolism have yet to be gathered. However,
alcohol abuse clearly continues to be a problem seriously affecting the

workplace.
Employee Drug Abuse

_ The full extent of drug use and abuse at the worksite has not been well
documented, but it has been of concern in a wide variety of indostries:

Use of illicit drugs was the initial prablem in the workplace; however; the
abuse of prescription and over-the-counter drugs is now seen as a more
extensive problem: Buoring the miid- and late-1960s when the use of illicit
drugs became a more widespread social phenomenan; businesses attempt-
ed to determine_the nature of the proble:.: and the degree of use by em-
playees. A 1973-74 usage study, reported by NIDA (Myrick and Basen
1979), found in a self-report survey of line employees in 20 companies
that nearly 7 percent said they were current drag users; with marijuana
most frequently used. The age correlations, hawever; give a_better
picture of the use behavior: 28 percent of those surveyed ander 20 years

and 17 percent of respondents 21 to 29 years of age admitted to current

use. The most frequently cited use categories were marijuana cnly (37

percent); marijuana and amphetamines (10 percent), ail drug categories
except heroin (7 percent), and all drug categories (6 percent). S

In an attempt to determine the extent of drug abuse in the labor force
at_that time, the Research Institate of America (Kurtis 1971) surveyed BO
New York-area companies: Ninety percent of these companies. reported
incidences of drug abuse within the company which they felt had resulted
in thefts, higher insurance rates, poor work performance, and increased

g



Q

ERIC

Aruitoxt provided by Eic:

absenteelsm., They also expected to find many more abusers in their

workforces within the next few years. An annual survey by the American
Manufacturing Association (1972) asks industrial firms if they have drug

prcblems; the rate of increased affirmative responses almost doubled be-
tween 1967 and 1970: in 1967, 7 percent responded yes; 1968, 13 percent;

1969, 23 percent; and 1978; 48 percent. _Another study; reported by the
New York State Narcotic Addiction Control Commission (Chambers

1971), examined drog use in that State's labor force: Significant rates of
regular drug use were found in_all occupational groups except farmers.

(Among sales workers, for example, 12.3 percent reportedly used barbi-
turates and 8.6 percent regularlv smoked marijuana.)

A survey of drug problems in the civilian sector of the Federal Gavern-
ment (MacNulty 1977) found that type of drug use was associated with the

level of the organizations studied. Lower level, blue-collar staff tended

ta be involved in what MacNulty described as an illicit drug subculture

within the organization. Among middle and upper levet staff, he found a
tendency toward the use and abuse of prescription drugs; often in combi-

nation with alcohol; women especially had prescription drug problems.
MacNulty speculated that drug use in_the professional ranks was probably

more serlous than his study revealed, because program operators belleved

another.‘{ This suggests the problematlcal nature of data generated by
gmployee assistance programs (EAPs), which tend to focus primarily on
lower level workers and overlook the substance abuse problems of .upper
levet employees. Ancther indication of the extent of drug abuse in the
workplace can be found in reported drug prcblems referred to treatment

from the workplace. According to a 1978 report, 18 to 21 percent of the
caseloads of EAPs in three surveyed companies consisted of drug problems

(Janes 1979). . .
Rush and Brown (1971) studied 222 flrms, 91 ncnmanufacturlng and 131

manufacturing; of which 53 percent had found drug abuse of some degree
arnong tHeir eriployees. Most of those surveyed also reported limited
experience in dealing with the problem; and over half expected the prob-
lem to become more extensive. Their fears were coanfirmed a decade

later by a Newsweek article that summed up the problem by stating,
"Numbers: are difficult to verify, but one thing is clear: a veritable phar-

macy of illicit drugs is bought and sold in practically every industry"

(Friendly 1980, p. 83).
An article in Textie World (1979) reported on a meeting of textile per-
sonnel and training directors with a Georgia Bureau of Investigation nar-

cotics agent who noted that "every one of your plants has a drug_prob-
lem," and the odds are 100 to | that any plant does. Duii's Review (Berwin

1978) cited the growing problem of basiness executives who abuse Valium

to reduce or deal with job stress, while the -publishing industry formed the
Newspaper Industry Occupational Programmers group to deal with chemi-
cal dependency in their trade (Radolf 1979). It is important to note that

drugs are a continuing and increasing worksite cancern; with both licit and
illicit substances now recognized as problems. Interestingly, addict em-
ployees support their habits . through their wages rather than by selling
drugs at work (Jennings 1977). However, they would sell outside the job
or steal company or employee property Althouogh initial concerns regard-
ing drug abuse in the workplace focused on illicit drug use, particularly

Heroin addiction, recent company surveys and usage descriptions have
added misused legally prescribed and over-thé-counter drugs (sélf-medica-

Ly
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tlon)l combmatlons of substances including drugs with alcohol (polydrug

abuse); and occasional {recreational) use to the dimensions of the problem.
There is mounting evidence that substantial numbers of employees are

engaged in polydrug use and abuse, generally the use of alcohal in comibi-
nation with other drugs. A report on EAPs in the Northwest found that
approxlmately 25 percent of the alcoholics in one of the programs "were
using pills in an abusive rnanner" and cited. this as a reason "why drug
abuse as a primary diagnosis shows up so little in company _programs:
alcohol and other drugs are mixed so often nowadays that a 'pure addict' is

less common® (Jones 1979, p. 6.
_ Accordlng to a report on substance abuse programmg in. the Federal

alcohol abuse; is that "there is no uniform means by which an individual
polydrug abuser is identified. More often than not, the classification
'polydrug abuser' is not utilized; hence; the individual becomes identified
as an alcohol or a drug case, based on the judgment and/or preiudlce of
the intake counselor” (MacNulty 1977, p. 20}, However;_in a review of
recent research on polydrug abuse, MacNulty found that 15 to 20 percent
of any given alcohol-abusing population were; in fact, polydrag abusers:
The likelihood of polydrug abusers being labéled alcchol abusers is even

greater in the workplace than_it might be in. other settmgs, because a
significant portion of the staff members of EAPs are either recovered

alcbhollcs or have been tramed by alcohohsm consultants.

place is further compoanded by relatively recent shifts in thmkmg about

licit_drugs. A decade ago discussions of drug abuse rarely referred to

cigarette smoking or the misuse of prescription drugs. Now these aspects
of -the drug problem are generally considered even more serious than the

use of illicit drugs. For example, while the majority of Americans proba-
bly would not categorize cigarettes as a drug any mcre today than they
did when sorveyed by the National Comimission on Marijuaria and Drug -
Abuse (1973), many employee-assistance specialists in business ard indus=
try have become increasingly sensitive to smoking as a major form of
substance abuse. Smoking can be particularly troublesome to employers

because of the high costs of health care stemming from smoking-related
illnesses. Rights of nonsmaokers have also become a policy consideration.
Within the last 3 to 5 ‘years smoking prevention and cessation programs
have proliferated in companies that a few years earlier might have fo-
cused on alcohol abuse alone. e
__One of the most striking differences between substance abuse in basi-
ness and industry and similar abuse in school or community séttings is the
manner in which employers define the problem. While any use of sab-
stances among young people has been a cause for concern, or at least dis=

cussion, employers and supervisars frequently overioock workplace sub-
stance use unless it interferes with job performance. In most cases, even

when employers and supervisors are aware of regaiar substarice use, thay
are likely to refrain from commenting or interfering if the worker's_job

performance.is unimpaired. . In one group of companies studied by NIDA
(Mynck and Basen 1979), supervisors and other middle- -management staff

estimated that 15 to 28 percent of their employees were regular drug
users, primarily of marijuana; yet employers and supervisors in these com-

panies; when asked about the impact of drag use on job performance, re-

sponded that '"drug use either had a positive or neutral effect” (p. 26). In

fact, Caplovitz (1976); in a study of regularly employed heroin addicts,
found that while drug addiction affected work performance in some cases,

5 % .
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many addicts were able to perform satisfactorily with minimal impair-

ment. Noting that among professional categcries physicians are a high-
risk group because of their easy access to a wide variety of drugs, Trice

and Raman (1972) fqund. that physicians were able to maintain heavy drug
dependency over extended periods of timé- without serious impairment to
their work, primarily because they were able to avoid involvement in the
"deviant subculture." The concern of employers, therefore, remains cen-
tered primarily on job performance.

The costs of the various drig abuse patterns have not been adequately

measured, but the few existing estimates raport significant direct and
indirect costs to corporations and to their employees. For example;
MacNulty (1977) suggested that employee drug abuse cost the Federal
Government bétween $91 million and $365 million annually. Trice and
Roman (1972) list three cost dimensions to consider: the emplayees' be-
havior (absenteeism, inability to perform tasks; inefficiency; and acci-

dents); the costs of health care for abusing employees (health care costs,

insurance, overtime payments, etc.); and the impact of the abusing em-

ployee_on fellow employees and supervisors (wasted time, eriergy, etc.).
In 1978 the White House Office of Drug Abuse Policy estimated the costs
of drug abuse at $10.3 billion, including crime, related illness and disease,
treatment, and lost productivity (White House Office of Brug Abuse
Policy 1978): e
__However, according to Trice and Roman {1972); some costs associated
with alcohol abuse in the workplace probably would ot follow froin other

drug abuse.  The costs of grievance procedures and workmen's compensa-

tion are among these, since drug-related grievances and drug problems

claimed in connection with the warkplace are much less tikely to be toler-
ated by employers or supervisors than those that are associated with alco-

hol abuse. Trice and Roman conclude that "well groanded research by
uninvolved outsiders" is the only rout to an accuraté understanding of the

drug problem in the workplace and its costs.

Other Employee Health Problems

_ The rapidly escalating costs of health care in general have also reached
the company- and/or union-sponsored health benefit plans. According to

recent calculations (Chadwick 1979) employers' costs for life and health

insurarice have increased eight-fold in the last 2 decades_in terms aof con-

stant dollars and significantly more than this in terms of inflated dollars.

At least 9 percent of the gross national product is spent on health care

annually; over $175 biilion or more than $800 per persori.

__From the prospective of American irdustry; the costs of health care

conditions and illnesses are staggering:

- Premature employee death costs American industry $19.4 billion a

year, more than the combined 1976 profits of Fortune's top five
corporations.

- An _estimated $10 to $20 billion is lost through abseérice, hospitalic
zation, and early death among executives.

= Annual wages lost to cigarette-related illness are aboot $3 biilion:

- About 32 million workdays and $8.6 billion in wages is 103t annually to
heart-related diseases.
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= According to the American Heart Association, the cost of recruiting

replacements for executives felled by heart disease is about $70G
million a year.

If we add to those figures the lost skills, experience contacts; and wis-
dom of executives whase careers are cut short, and the diminished

effectiveness of managers plagued by nagging maladies and emotional
upsets, the cost soars beyond calculaticn.

(Goldbeig 1978, pps. xi; Xii).

These figures, which represent hundreds of millions of dollars annually

for many of the largest corporate enterprises; also represent equally
costly percentages of company expenditures for smaller businesses. Ab-
senteeism, productivity; and efficiency are only a few workplace factars
affected by poor employee physical and mental health. Health problems

suffered by employees' families also countribute to the costs, directly
through insdurance coverage and indirectly through decreased productivity

fram the worried worker: It is obvious that cnions and businesses share a
concern about these escalating employee health , rablems, their costs, and

the impact on both individuals and corporations:

Causes of Health-Related Problems
and Programmatic Responses

Risk Factors

Many studies conducted in recent yeesrs have attempted to isolate the
causes of various health problems; or at least identify the risk factors
which can reliably predict subsequent problems. Heredity, eavironmental

conditions, and_ personal behaviors are included in the research efforts,

programs which target yourig pecple focus on the individual and those

personal conditions of development which influence drug-taking/abusing
behavior. The National Institute of Drug Abuse's (1975; p. 16) definition

of primary prevention summarizes this orientation:

promote- personal and social growth of the individual. toward fall

human potential; and thereby inhibit or reduce physical, mental,

emotionaly or Social impairment which results in or from the abuse of

Primary drug abuse prevention is a constructive process desigried to

chemical substances.

The attitudes and values that a young person holds about himself and
athers, as well as about drugs specifically; have frequently been foand to
be more significant than drug information in deterimining drug use (Auster

1968). Personal development_qualities_such as.self-concept (Brehm and
Back 1967); peer influence (Shute 1975), and decisionmaking skills form

the basis of many program curricula and activities: In addition, alterna-
tive activities and self-fulfillment or -participation opportunities have
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been provided for youth considered: at rlsk for drug abuse (Cohen l97l)

However, few prevention efforts have attempted.specifically to_amelio-
rate the environmental variables which increase the risk potential. Table

| summarizes the rangz of conditions now identified as the significant
personal and. envnronmental predictors of drug abuse.

The conditions presented as relevant to substance abuse problems can
be readily related to many other hezlth behaviors which produce _impaired

job performance, e.g., obesity, lack of exercise; The items starred (*} are

those most frequently included in current youth-related prevention pro-
grams. The variables markzd with a plas (+) are currently found to some
degree in wcrkplace-based programs and reflect the larger focus of pre-
vention of health promotion activities dealing with a variety of employee
health probjems. Late: chapters discuss these strategies in detail.
‘Workplace brograms must consider an additional dimension, job- based
risk factors. Trice and.Roman (1972, p. 102) suggest four factors which
Yincrease the charices of (substance-related) deviance" continuing, even to

the level of total impairment:

1: Risks in which lack of visibility is most prominent; [iﬁtludihcﬂ
occupymg job_positions with nebulous production goals, occupying

positions | m whlch hours of work and schedules of ‘output. are flexl—

keep the employee out of the purv1ew of supervisors and work
associates.

2. Risks where the absence. of structure is most prominent; [including]
work addiction, work-role removal -and occupational obsolescence,

and eiitrance .into a ]Ob position which is new ta the grganization.
3. [Risks involving] the absence of social controls [--for example] in

job. roles where drinking is a. part of the work role; job roles. in
which an employee's deviant drinking or drug use actually benefits

others in the organization; and instances of mobility from a_stress-
ful job position with considerable control over deviance into an
equally stressfol position with few or rio controts:

4. Mlscellaneous rlsk factors which may be partlcularly relevant to

severe strain but generally preclude their acting to_reduce the
stresses, orgamzatlonal emphases on mtensely competltlve strug-

the workplace.

One of the most frequently cnted reasons for drug abuse and other

health problems in the workplace is stress related ta job conditions. For
example, relationships have repeatedly been found between stress and the
use or abuse of various substances within a variety of populations. Beyer
(1978, p. 15) cites several stress-related work events, including "failure to

obtain promotlon, pressures ta compete. far promations; deadline pressures
. «-« and fear of success and failure,” that are related to drug and alcohol

problems: The Washington Business Group on Health (WBGH) (1978) also
linked stress in the workplace with a wide varlety of medical conditions,

mental health problems; and drug and alcohol misuse. . Stress, regardless
of its origin, is only one example of many variables, individual or environ-

mental, that can bring about health problems.
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Primary, Secondary, and Tertiary Approaches

"J'fhfe posslble levels of response to an mdwndual,’s alcohql, drug abuse, or

other health problems' will vary with the particular corporate or .union-
sponsored employee assistance program. The EAP terminology refers to

workplace-sponsared services dealing with. a_range of employee (and/or
employee family) problems, primarily physical and mental health related.

Employer programmatic responses osually originate in either medical or
personnel departments and include help directed at the appropriate stage
of the probiem's development. Job impairment usuvally serves as a major
gauge of the severity of the situation. The chart beluw summarizes the
levels of responses and representative approaches at each stuge. It dses
substance abuse examples, with activities specific to this probiem; but
parallels can be drawn with other health situations, e.qg., cardiovascular
disease.

Timing Activities
Treztment . ]
ngtrlfayy ) Durmg later stages Inst <utionalization
Prevention of abuse Maintenance
Detoxification
Secondary During early stages CrlSls !n;gyygntlon
Prevention of abuse Early diagnosis
, Crisis monitoring
Referrat
Education
Primary Before abuse Information_
Prevention Alternatives
Personal and social
growth

(Swisher 1979, p. 424)

In the past, tertiary prevention or treatment was oftcn the first level of
work-related intervention for drug and alcchol problems. However, ear-
lier diagnosis and referral have been found to reduce job impairment more
easily and less éiﬁéhéii)ély, and this approach has gained approval from
and use by both unions and employers. The primary prevention efforts
analyzed and described in this monograph are the newest methods and are

represented in various health prorgtion and education programs. Risk

factors; as detailed previously; are addressed in informational, develop-
mental,- and enhancing activities which stimulate or reinforce positive

health behaviors; thereby preventing or reducing the incidence of health
problems (and subsequent job impairment). In effect, all employees, prior

to the development of a health problem, are the audience for primary pre-
vention or health promotion programs.
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Summary

New dlrectlons ln health servxcé empha512e the preventlon of |llness

Many econaomic and social developments in the past few decades have
necessitated the primary prevention orientation rather than the inter-
vention and treatment spproach. Drug and alcohol abuse programing have
led in this refocus of priorities and continue, in the workplace as well as

in other settings; to stress prevention, NIDA defines prevention activities
on a continuum, beginning with infarmation and continuing through educa-

tlon, alternatives, and intervention. The high personal social, and eco-

nomic costs of all forms of health problems will increase the emphasis on

all stages of this. contmuum, and the workplace will be a primary setting
for program development in these modalities.

Lt
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Treatment ﬁi‘ﬁéi‘éi‘i‘ig at the Waorksite
Introduction

A perspectwe on the orlgms of workplace-sponsored drug abuse treat-

ment methods; including the first company-based alcohol orograms; is
needed toc understand the ensuing program developments and current

onentatlonsiﬂaemal of the problem or dismissal of employees as corpo-

rate responses were replaced by an emphasis on employee assistance
programs, e.g., expanded alcohal programs; with two possible directions.

The first course acknowledged the growing drug abuse problem and broad- .

ened the alcohol program to focus on all abused substances; while the
second orientation dealt with the full range of personal and health prob-

lems that coutd (did) lead to impaired employee perfnrmance. The timing
of these thrusts overlapped, cccurring in a particular union or company
usually as a response to felt needs rather than on a proactive basis. How-
ever, in the past 30 years extensive development and expansion of work-
place-sponsored treatment services have occarred, under both anion and
corporate auspices. A wide range of health-related treatment and inter-

vention options are offered; with a growing emphasis on earlier diagnosis

and .intervention, hopefully thereby reducing the need for treatment
(tertiary) programis.

The Development of Occupational

'Alcoholism Programs

Historical Péi‘épécti\)é

Prior to the 1940s an employee wnth an alcohol problern, as shown by

poor job performarnce, was usually seen as weak or immoral, with public

mores dictating corporate attitudes. Punitive measures cent;ermg around

the threat of or actual dismissal were the pattern; but these approaches

often hurt the individual and were costly to _the company, which lost an

experienced employee in whom they had an investment. Beginning in the
early 1940s pioneer efforts by voluntary organizations, including the

National Couiicil on Alcoholism (NEA); the Yale Center for Alcohol
Studies; and Alcoholics Anonymous {AA), attempted to develop a mare
humane approach to employee alcoholism: Several corporations; e.q.;
DuPont; Allis Chalmers; and Consolidated Edison, were_persuaded to
establlsh alcohol impaired worker identification and treatment referral
programs; the original format of occupational alcoholism programs (an*e
and Schonbruun 1981)

narrowly limited, while others dealtr wlth the full range of ailments and
12
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disarders accompanying alcohol abuse, although focusmg on lmpalred ]ob
perfermance. AA was a partlcularly important group in increasing the

number of work-based serices; with many of the early programs initiated
either by recovered alcoholics who had participated in AA or by corporate
executives who were impressed with their results. Many early progranis

were modeled after the AA procedures.. Althcugh the. effectiveness. of
this rehabllltatlve approach helped eliminate the belief that alcohclism

was an incurable addiction, many corporations were still reloctant to ac-
knowledge alcohol problems among their employees and to discuss publicly

their referral and treatment approaches: Writing in a hlstory of job-based
alcoholism programs for the New York State Schoo! of Industrial and

Labor Relations, Schonbrunn (1977) noted _that despite some initial corpo-

secrecy for 5 years before _publicly announcing its existence.. Often

"cover-op" approaches were designed to protect the image of the firm
from the stigma of alcoholism.

Management and anions did not work together in these initial occupa-
tlonal _approaches, overlooking or neglecting the value of the other_in
unionized companies_and thereby reducing their potential impact (Trice
and_Schonbrunn 1981). Medical departments were usually responsnble for
program implementation, but the number of treatment servnoes grew

slowly during the 1950s despite the efforts of specialists in industrial
alcoholism to persuade major corporations to develop policies and pra-

grams. In fact, the Committee on Problem Drinking of the. Indostrial
Medical Association, an organization for medical professionals in business

and industry; finally disbanded in 1960 after a decade of frastration

(Schonbrunn 1977). o
Two_important. concepts finally made a positive impact an corporate
alcohol program development. The first of these was the threatened "job

loss due to. poor _job performance' approach suggested by . Dr. Ralph
Hendersori of the Yale Center for Alcohol Studies and others (Schonbrunn

1977). This threat was a strong motivator for an employee with a drinking
problem to seek help and tc continde with a rehabilitation pragram. The

use of "impaired job performance" grew as a rationale for employer inter-
vention and an_inducement for employee participation. Job performance

as the basis for intervention provided a strong incentive for an employee
with a drinking problem to accept the helping services offered; continued

ernployment depended gpon participation and job behavior. This philoso-
phy i is particularly valuable in intervening with workers befare their drink-

ing problems become so severe that rehabilitation efforts are unlikely to

be effective.
_ The second approach was the dlsease concept of alcohol;sm propqqeqpy

E. M. Jellinek, Director uf the Yale Center; wha theorized that this
disease followed a pattern of progressive psychological and physiological
damage similar to that of contagious diseases (Jellinek 19608). Panitive

approaches coald not be justified under this model, and reforms in laws *

related to alcohol problems indicated the change in attitode. :
In the early 1960s the NCA iricredsed its efforts with emiplaoyers to

develop new occupational alcohalism efforts; with the nomber of prao-
grams increasing more than 600 percent durmg that decade. Anagther

holism was the passage of the Hughes Act which in 1970 established the

National Institute on Alcohol Abuse and Alcohollsm, including an Occu-
pational Programs Branch. Two grant programs were created. One



O

ERIC

Aruitoxt provided by Eic:

supported demonstratlon prolects to test different models of dellverlng

treatment servnces m the workplace. The second supported a natxonwnde

oping awareness abouot occopatlonal alcoholism programs, asslstlng the
public and prlvate sector in _establishing such programms, and providing

techmcal assLstance ta exlstmg programs: NlAAA efforts are credlted

decade: . Another organization currently instramental in alcoho! abuse
occupetional program development is the Association of Labor-Manage-
ment Administrators and Consattants on Alcoholism (ALMACA). From its
beginning in 1971, this organization has grown from 12 members to over
1,000, representing service providers in various industrial alcoholism
programs.

Goals and Activities

The major goals of occupational alcohol programs which have developed
can be summarized (NIAAA 1978) as:

- Reachmg employed problem drinkers ln order to reduce the costs of

poor performance and absenteeism assaciated with drinking
- Minimizing grievances and arbitrations dssociated with employee
alcohol problems

ployees
- Providing assistance to famllles,of employed problem drinkers and/or

to the family members witi drinking probiems
- Intervening early enough to obtain substantial rehabilitaticn.

7Theﬁscope of act|v1t|es in an occupatlonal program can fange from the

development and dissemination of written policies and procedures regard-
ing the company's response to the problem of employee alcohaol abuse to

the_implementation of an in-hoase treatment program. Gauitieri et al.
(1978) classified these options in four models:

- Consultatlon only

- Assessment - Referral
- Diagnostic - Referral
- Diagnostic - Treatment (both lnpatlént and outpatlent)

Shain (1978) described posslble program components as:

- Written policy

- Labor-management involvement

- Companywide information and education
- Supervisory training .

- Identification ard referral procedures

- Availability of treatment resources

- Follow-up procedures.

Factors to be considered in lmplementmg a pragram include the degree of

emphasis on early detectian, the use of constructive confrontation, the
organizational locatlon of the program in the corporate structure, and the

basic -steps whlch most programs employ are (1) recognltlon, (2) respect,
(3) referral, (4) restoration, and (5) readjustment.
. 14
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Current Program Status

The nurﬁbgéij qup:crt:rupartjghpléit:pﬁoii:s;rh,pi{o:gram's has risen rapidly in
the past decade, increasing from 500 to 2,400 programs over a S5-year

period (NIAAA 1978); 2,000 of these programs were in the private sector
and the rest in the public domain. Despiie the substantial increase, \this
still represents oiily a small proportion of the 500,000 U.S. corporations
employing 100 or more persons. . S

A recent Exgcutive Caravan Study (NIAAA Information and Feature
Service 1981) by Opinion Research Eorporation is the fourth in a series
analyzing attitudes, knowledge, and behavior of U,S. business executives
regarding various aspects of _alcohal wse: The study sampled top and
middle managers from the 500 largest manufacturing firms and the 50
largest utility, transpartation, merchandising, banking, insurance, and
financial companies. Fifty-seven percent of those polled _said_ their
corporation had an employee alcoholism program (compared with 25 per-
cent in 1972). Thirty-nine percent of the executives reqularly saw em-

ployees with a drinking problem; znd 80 percent of workers identified as
having alcohaol problems were said to have achieved control over their

drinking in companies with on-site programs.
Evaluation and Benefits

__The success of work-based programs varies from 50 to 70 percent; with
66 percent cited as the average industry success rate nationwide (Von
Wiegand 1972). For example, DuPont (1979) reported 66 percent of 950
alcoholics rehabilitated in a Florida Department of Health and Rehabilita-
tive Services Study: Twenty-two nonwork=setting evaluations showed the
majority of programs averaging from |8 percent to 35 perci:nt (Mandell
1971); Trice and Roman (1972) note that if total rehabilitat.cn, not just
job retention, is the success criterion, company programs show rates of 50
percent versus 20 percent for State hospital programs. Earlier identifica-
tion, intervention, and treatment; as well as continuing employment and
job stability, are the factors credited with these high success statistics,

Confrontation on poor job performance appears to be the most powerful
mativator, acting as a strong indicement to program participation.

__The financial benefits of workplace intervention programs have ot
been well documented. Korcok (1978) reported on a cost-benefit analysis

undertaken by Johns Hopkins School of Public Health. A sample of 12
industrial alcoholism programs available to 134,000 employees saved the
corparations approximately $500,000 in reduced absenteeism alone during

their first year of operation. The treated workers had lost an average of

445 hours from work in the year prior to treatment, and only 263 hours
were lost following referral to treatment. In 1976 Firestone Tire and
Rubber Company conducted a cost analysis of their alcohiclism program;
one-third of the participants, 723 individuals, were included. Employee

attendance, accident and sickness benefits, and hospital/surgical and
medical costs were-reviewed for each participant for | year prior to and 1
year following treatment. Annoal savings to the company were calculated
at $1.7 million dr $2,350 per individual, according to Fielding (1979);

In summary; the number of occupational alcoholism endeavors has
grown significantly in the past decade with more acceptance by manage-
ment and onions and with relatively good rehabilitation and retention

statistics. _These programs promise corporate financial and employee

personal benefits, but the continuing and/or growing_alcochol-impaired
employee problem is yet to be addressed sufficiently or satisfactorily.
15
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The Development of Occupational
Drug Abuse Programs
Management Responses to Employee Drug Abuse

The drug scene of the late sixties and early seventies in America be-
came increasingly visible at the workplace, although its presence was
often refuted or overlooked. Existing intervention and treatment pro-
grams had to eniarge the range of problems they handled and to provide
additional services and referral sources.

Initially industry's position regarding drug abuse among its employees
was denial (not unlike early parental response). Urban (1973) found that
retaliatory, punitive measures; based on employer disapproval; often
followed the denial phase. Some screening and policing efforts including
random urinalysis and the hiring of undercover agents were undertaken,
and the obviously using or selling employee was often dismissed immedi-
ately. The possible legal issues and the difficulty in _proving accusations
caused some corporations to refrain from acting at all except in the maost
obvious cases. The punitive orientation, whether in attitude and/or ac-
tions, of management appears to have decreased significantly in the past
15 years. Stevens (1970) reported that a 1969 survey of 500 companies
showed 97 percent of the executives guestionied would fire a drug-ising
employee. Rush and Brown in 1971 found that 21 percent of 222 compa-

nies questioned favored immediate dismissal, whiie Johnston (1971)

reported that 23 percent of his_sample in the Akron area advocated this
policy. However, Myrick and 3asen (1979) later cite only a 10-percent

preference for the firing option.._
Spurred by the Drug Abuse Office and Treatment Act of 1972 whlch

mandated a more humane approach to drag abuse among Federat civitian
enmployees through “appropriate prevention, treatment; and rehabilitation
programs, " and by a 1973 US. _Attorney General's rulihg that incloded
Rehabilitation Act of 1973, many pubtic and prlvate employers initiated
attempts to provide effective intervention services for employees with
drug problems: Some informal referrals to treatment services resulted,
while formal policies to refer users to external treatment were reported
in aboot 35 percent of both Rash and Brown's (1971) and Johnston's (1971)
samples. A later paper by Steele (1976) examining union attitudes and
commitment revealed that 46 percent of 400 respondents noted referral
policies and 26 percent indicated union counseling programs for drug users.

A range Uf treatment/rehabllltatlon efforts have been prowded under
ments from & commaunity agency, is one optlon. Ancther is the consortl-
um approach where several companies_share the development and use of a
facility. Jennings (1977, p.559) cites the Downtown Drug Center in New
York City which "is supported by funds from A.T.&T.; American Stock
Exchange, Cheniical Bank of New York and Merrill Lynch". In ancther

alternative; unions sponsor rehabilitation facilities such as the one offered
through UAW Local 961 that Chrysler publicizes among its employees.

Apparently resistance and.negative attitudes toward. drug programs by
management and labor leaders were reduced when unfamlllarlty, apathy,

and a paucity of knowledge about what to do were addressed:
_The general lack of a planned corporate response can_be shown _in an

estimate by Br. Steven Levy (1974); then Director of Research and Pro-
.
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gram Planning of the Training for Living Institute, that only 100 compa-=
nies across the nation had active drug abuse programs. [t was for such
reasons that several large companies sponsored the "First Symposium on
Drug Abuse in Industry" in May 1970 and addressed issues such as policy

formation, sample poticies for various size companies, drug screening
procedures, and treatment options. These efforts. initially. were limited to

large east coast metropolitan areas; Urban (1973) found that businessmen
in other areas either refused to acknowledge the increased exposare to
drags of the people within their employment or felt that they did not have
a_substance abuse problem. At approximately the same time; unions
began to address drug abuse among their members, and the American
Federation of Labor (AFL) Community Services Committee sponsored one
of the first onion-based drug seminars in 1970.

The Department of Defense (iKorcok and Seidier 1978) began a major
program of education, rehabilitation, and treatment to combat bath the
lost productivity of its personnel and the high sccial cost. The military,
like the private sector, generally emphasizes recognition of problems,
intervention, referral; treatment; and rehabilitation. Inductees to the
services are introduced to military policy on alcohol and drug use; identi-
fication methods, familiarization with health services available, trdining
af supervisors to confront driug and alcohol situations; and long-term em-
ployment possibilities. following successful treatment. These effarts are
taontinuing today, -with eniphasis on assessing, determining; and detecting
drug abuse and drug trafficking; education and training; treatment and
counseling; discipline and discharge where necessary and appropriate;

prohibiting drug abuse paraphernalia possession, use, and sale; and working
collaboratively with national alcohol and drug abuse prevention programss
Factors influencing corporate responses include the'legal, as well as
sacial, sanctions of aicohol use as compared to various other drug wses.
Enforcement aspects are a factor in the latter instance, particularly in

relation to sale/distribution at the waorksite. Jennings (1977); in the
Personnel Journal, suggests that excess drinking is solitary while drug

abuse is socially "shared." Also; more empathy is shown toward the alco-
hol abuser, to whom mare fellow employees can relate, hangover-and all.
Program development and implementation necessarily refiect the atti-
tudes of the management and/or union personnel respansible far its organ-
ization.

Program Implementation Problems

_The fact that mast businesses have not atilized community treatment
alternatives very extensively may result from:
(1) a lack of knowledge concerning resources available ,
(2) a desire to keep "hidden" internal prablems or abusing employees
(3) fear of law enforcement requirements or actions o
(4) concern that they will be asked by agencies for additional financial
assistarice or to hire rehabilitated clients; and

(5) inappropriate treatment options and p’er'sonne’i available for the
employed drug abuser.

~_In mmany cases the majority of employees are unaware of the referral ar -
treatment programs available through their workplace. One: study (Myrick

and Bdsen 1979) reported that management respondents perceived their

programs as successful, yet less than 10 percent of the employées knew of
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the programs' existence: Programs that focused only on drug and alcohol
abuse indicated that this concentration on substance abuse created speci-
fic types of problems (Erfut and Foote 1977, p. 3). First, the narrower
scope:

was felt to be too limited; not allowing the program to respond to.the
full range of problems experienced by employees. Second, there is a

stigma attached to substance abuse which keeps some people away; and
discourages early detection and referral for treatment. And third, the

specific focus on alcohol andfor drug abuse tends to encoorage nonpro-
fessionals (e.g., supervisors) to try to diagnose the problem before re-

ferring people to the program.

Substance-specific workplace interventions have been valuable but have
been increasingly seen as being tco limited in their approaches. Some
programs have dellberately expanded from alcohol and drugs ta lnclude a

alcoholism assistance to the general employee assistance focus.
PEégééFn Results

not been adequately measured. Smith (l978) suggests that the basic ques-
tion to. ask is; what kind and what amount of intervention works best for

what kinds of employees in what kinds of environments? DuPont (1979)
offers specxflc indicators to consxder in the evaluatlon, ..y employment

sick leave and benef:ts, and absences, while indirect indicators could in-
clude marital stability; levels of psychological and social functioning; and

accidents off thg jop:
Data relevant to extent of participation and financial returns for com-
panies utilizing combined drug and alcohol services in their EAPs are

incomplete at best. The Oldsmobile Division of (eneral Motors (Alander
and Campbell 1975) computed a savings of over $225,000 as a result of a

reduction in lost man-hours. More recently. G. M. Chairman Murphy re-
ported (Vicary 1979) that their 7-year-old drug and alcohol recovery

program produced a 40-percent reduction_in lost_time for employees

entering the program, a 60-percent reduction in snckness and -accident

benefits; and a dechne of up to 50 percent in grievances, disciplinary
actions, and on-the-job accidents. He added that for every dollar spent

for employee. treatment; more. than $2 has been retdrned: . Dr. Robert
Wiencek, G.M.'s corporate medical director, reported (1978) that since

1975 their benefit program has provided for detoxification, rehaoilitation,
and outpatient substance abuse treatment, an important consideration for

both.cost and participation. factors. Program costs for the Federal Civil
Service were estimated at_$5 per emplayee with a potential cost savings

annually of between $135 millicn and $280 million (Ui.S. Senate 1970); and
insurance carriers have estimated that $5 are ultimately saved for every

dollar spent on rehabilitation (Von Wiegand 1972).

18
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The Development of Broad-based
Cccupationai Treatment Pragrams

Histarical Development

After the_1950s when job impairment was emphasized as a rationale for

corporate mterventlon, expanded occupational treatment programs in-

cluded the many ramifications of alcohol abuse as well as other problems
in their own right; e.g.; psychiatric disorders, marital and family prob-

lems, and health factors. NIAAA helped widen the pragrammatic options
by endorsing the "broad brush" or general employee assistarice concept, in

which any poor work performance related to health and/or emctional
problems was identified and referred for intervention and treatment.

Some companies criginated mental health approaches; using industrial
social workers and mental health professionals as staff. Weiner, Akabas,

and Sommer (1973) noted that the Social Security. Administration had a
counseling program available to employees as early as 1944, while the

Amalgamated Clothing Workers of America and the New York Clcthmg
Manufacturers Association were addressmg _employee  mental health

problems with_the help of psychiatric social workers in the 1960s. Many
unicns urged similar program éxpansion in canjunction with corporations.
For example; the New York Shippers Association and the Longsharemen in
New York City have warked together; following initiatives by the unian
(Trice 1979) Perlis (1977) suggested that a strong union emphasis should

be on "achlevmg a well-adjusted human being.” Often AFL-CIO commu-

nity services atso provide counseling Services, helping employees and
members of their families.

Arguing that labor and management must be concerned wlth more than
just wages and hours, Lea Perlis (1977), then Director of Community Serv-

ices for the. AFL-CIO, advocated what he called a "human contract,"”
developed jointly, without adversary relationships; by labor and rnanage-

ment. It "should concern itself with those personal and family problems
which are not covered by the union contract," and

These may be placed in five general areas: a) familial (marital prob-

lems; child-parent relationships; in-law problemis); b) consumer (land-

lord-tenant problems, debt counseling, money management, merchant-
consumer problems); c) health (alcohclism, drug abuse, hypertension); d)
legal (accidents; contracts, buying; selling); and e) financiat (supplemen-

tary assistance, moonhghtmg, food stamps). Theseé areas of human con-

cern are not descrxbed here m the order of their importance, but their
to cause absenteeism; -turnover; in-plant disruption, poor morale; and
the loss of productive capacity (p. 32).

) VIn magyiggggenpes EAPs are offered directly by unions. Shop stewards
usually perform the same function for these programs that supervisors
perform in company-sponsored programs, e.g.; constructively confronting
troubled employees and linking them with the program's services. One
such program was established at the Union Health Center of the Interna-
tional Ladies' Garment Workers' Union, serving approximately 150,000

workers in New York and New Jersey.
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Troubled Employee Approaches

Because cf the broadened base of help available, by the mid-1970s many
waorksite interventions were labeled "troubled employee" programs. In

addition_to substance-specific problems, they assisted employees with a
range of acute personal and/or work-related situations,-including inter-

persoral problems; phobias; depression; sexual difficulties; and financial
crises. The worksite manifestations of chese problems include low pro-

ductivity; waste; absenteeism; poor work quality, employee conflicts; and
accidents, all costly to the company and the individual. ,Kuzmltrs and

Hammonds (1979, p: 242) suggested that; "Due to a genmhe interest in the
health and welfare of the -employee, a desire for maximum employee

productivity and a helghtened spirit of social responsibility," many organi-
zations now seek to identify these people and motivate them toward

professional assistance:
Gulf Qil Corporation, as one lllustratlonlrm 1973 maugurated a compre-

hensive program that develops and implements an assistance plan for each
troubled employee and follows-up after therapy to gauge its effectiveness
or the need.for forther treatment. The INSIGHT _program sponsored ")y

terestingly; daring its first 9 years the majtmty of its clients had mantal
and familial problems, rather than those of substance abuse {Kennecott
Gopper Corporation). In addition to offering counseling and other forms
of assistance to individual employees; some programs also provide serv-
ices to employees' families. For example, nearly half the 12,000 cases
seen by the INSIGHT program between July 1970 and the end of June 1979
involved employees' dependents. By offering services to individual em-
ployees and to their families; EAPs thereby serve the entire community.

Mental Wellness Programing

Ancther broad program classification used to describe a wide range of
employee treatment Services is mental wellness. In many cases these also

developed from alcoholism programs. A recent conference report (Barrie-
Borman €t al. 1978) ori mental wellness projects in the warkplace divided

the various components into several general categdnes.

Alcoholism and alcchol abuse programs
Drug abuse programs .-

Psychlatnc and psychoJochal services
Life crisis counseling, including assistance with

financial and tegal problems
occupatxonal stress programs

insured mental health benefits.

_ Mental wellness programs take a variety of forms. INSIGHT's program,

for example, is based on a voluntary intake and referral system that relies

heavxly on local communlty services for followup and treatment of em-

centers; on the other hand; are located in the same facilitiss as the work-
ers they are designed to serve and are staffed througnout the day._Cther
programs rely on the more traditional approach of supervisor confronta=
tion and subsequent referral to company medical units or outside
treatment facilities.
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Implermentation Probtems

Trice (l979,ﬁp.7 183), in a discussion relevant to substance-specnflc pro-
gram usage; summarized the major barriers to program_ implementation.
These also generalize well to similar situations which the broader EAPs

have experienced.
|. Bypassing is seen as "the most pernicious problem," whereby man-
agers or_shop stewards in conjunction with treatmeit personnel

bypass established policy and procedures. Without using _the
motivator of constructive confrontation an employee is rushed to

treatment; in the process potentially being premataorety (and in-
accurately) labeled.

2. Unions have often been overtooked in the development of pro-
grams, thus losing the joint intervention nower paossible, and the
opportanities for commanity support.

3. There has been a lack of effort to deal with the unique problem

aspects expenenced by femate emptoyees.
famlhanty with hf'écedures by pohcy lmptementers.
5. Apathy or unfamiliarity exist on the part of high level management.
6. lnsurance ceverege limitations often restrict treatment options.,
_ procedures.
8. Assuring confidentiality can often be a prablem when so many per-
sons can be involved in the helping process.
9. Supervnsory personnel may not be adequately prepared to confront
various problems and performance situations.

These situations have, in varymg degrees, restrrlcted or mterfered wnth

the development and implementation of warksite-sponsored program ef-
forts.. However, they are not msurmountable problemrs,rand _subsequent

development can address these points; using past experience and current

knowledge. Despite thé concerns expressed, therefore, significant help

can be offered toc employees on a treatment level through the workplace:

Program Evaloation

Trice (1979, p. 183) reports that "Efforts to gauge the success of these
various types of job-based interventions have been confined almost en-
tirely to evaluation of...thoss with a central focus on alcoholism In
fact, the evaluation of EAPs generally has been weak by almast any stan-
dard. One of the most detailed studies of costs and benefits in EAPs
oriented primarily to the treatment of existing problems was a systematic
review of client data from eight programs in the Detroit area (Foote et
al. 1978). This study analyzed a variety of factors that were assumed to
be correlated with costs stemming from substance abuse and other pro-
blems. These factors included absenteeism, number of disciplinary
actions received, number of grievances filed, number of on- the- job acci-
dents, number of visits made to the company medical unit; amount of
warkmen's compensation pald, and amount of sickness and accident
benefits paid. Although the study found significant reductions in these
variables, the authors concluded that the data were insufficient to arrive
at a valid cost-benefit analysis. Important factors not covered by the
study included:
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- The tlme lag between "1mproved performance of program clients and

reallzatlon of savmgs by the company," which will vary from one

- Futare savings due to program interventions--an accurate cost-
benefit analysis requires data over a long period of time

- An account of costs; such as covered medical expenses and sxck
leave, that in themselves might be 'benefits" of a successful pro-
gram, and a way of including these flgures in an overall cost-benefit
analysis.

The importance of this study lies both in its extensiveness and in its clear
conclusnon that considerably more work remains to be done in order to
arrive at accurate; reliable cost-benefit analyses.

Ancther study, a survey of mental wellness prograrns conducted by the

Washlngton Business Group on Health ¢1978); noted that while many com-
panies reported that their programs had achieved noticeable benefits such

as_ impraved employee productivity, redoced absenteelsm, lmproved mo-
rale, and lower insurance premiums, only a few companies had any confi-

dence in the measurability of costs and benefits and; in general; there
were insufficient data. Although companies continued to offer extremely

optimistic estimates of program benefits in relation to costs, DuPont
(1979) speculated that, despite protestatlons about the importance of

cost-benefit analysis; many companies are relatlvely indifferent to the
issue. In summary, EAP data on number of program participants; types

and_amaunts. of services used, costs, and results are sorely lacking; the

implications for research opportunities (and needs) cannot be overstated.

Summary

A variety of term§ have been used to deéignate the r'ah'g'e' of prodram-

lems, e.g., employee assistance; troubled employee. Both physical. and
mental conditions may be included, as well as employees at every level

and sometimes their families. The. problems.addressed may be either
perscnal or wark related in nature, but are allrconSIdered costly to the

individual and to the company. Alcoholism services paved the way pro-

grammoatically, but today a "broad brush” or general assistance concept is

prevalent; intervening and referring for treatment any employee whose
wdrk impairment appears related to health or emcticnal problems. Re-

cognition of the value of the experienced; trained employee; as well as
increased social responsiveness, have stimulated mew corporate services

and increased program options:. Jnions have also taken a leading role in
urging expanded treatment modalities. Poor work perfarmance has been
the most. important variabte in motivating employee participation, and
current data suggest that program costs ultlmatel)l are recovered in

savmgs in sickness and accident beneflts, grievances, tralnlng, absentee-

incomplete; and cost-beneflt analySes are needed in every aspect of
health treatment (tertiary) programing. Notably; the majority of warkers
are stlll not covered by comprehensive treatment options, although ex-

past 30 years.
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Chapter il

Prevention and Health Promotion
Approaches in the Workpiace
Introduction

_ The previcus chapter presented a discussion of. worksite referral, treat-
ment; and rehabilitation approaches dealing with employee physical and
mental health problems, particolarly those associated with substance
abuse. EAPs originated in a_concern fur the alccholic employee and grad-
uvally expanded to include a range _of problems that interfere with job
responsibilities and productivity. The enlarged focus naturally torned
toward early diagngsis and referral, an intervention approach designed to
help the individual before problems become too severe, to reduce job
impairment, and to limit expenditures for extended treatment. (Pro-
grammatically; early intervention becomes the link among the various

approaches: tertiary, i.e., treatment and rehabilitation; secondary; i.e.
early diagnosis and referral; and primary, i.e., problem prevention or
positive health enhancement.) Early intervention modalities, therefore;
are an important part of the prevention continuurn, with information,
education, and alternatives being the modalities of primary prevention..
Prevention in the corporate setting uses a variety of program initiatives
and is usually termed health promation or disease prevention. Green (Den

Boer 1980; p. 5) defines health promotion as

any combination of health education and related organizational, eco-

nomic, or political interventions designed to facilitate behaviar and
environmental changes condocive to health.

Kreiiter and Dwaore (1979, p. 8) add that the uniqueness of this concept is
Win its. intended impact on maintaining or establishing positive health
norms," e.g., societal standards;

The prevention orientation has found interest, even enthusiasm, in some

sectors of the workplace for a variety of reasons. In addition to poten-
tially reduced direct health care costs through health promaotion, Collings
(1979, p. 2) notes that "Additional opportunities include increased pre-
senteeisrn and productivity on the job; reduced coping problems among
individual employees (both rmanagement and nonmanagement); and en-
hanced functional efficiency of the corporate organism as a whole."

A survéy by the Washington Basiness Group on Health reported that
there has been “very rapid growth" in health promotion programs since

1975, partly because employers viewed these programs as a means of
halding down the costs of employee medical care and insurance benefits.
Most of the programs included in the survey, according to WBGH, iwere
started because they were thought to be good, rather than as a result of

economic analysis or proved health cutcomes. Corporate decision makers
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are getting increasingly demanding for evidence of a positive cast-benefit
relationship" (WBGH 1978, p. 3). o o

__While cost factors are of major concern, business and industry partici-
pate in EAPs for a variety of reasons, not the least of which is corporate
public image. Pearson (1980) and Vickery (1979) note the opportunities

for improved public relations, community support; and assistance in em-
ployee recruitmant (Weinberg et al. 1980), as the public dermands greater
corporate health, social responsibility and accountability (Tabershaw
1977). Therefore; corporate interest in health promotion has had both an

internally pragmatic and externally humane orientation.
Substance Abuse Prevention Efforts

Informatior

_Most curfent substance abuse primary preventicn endeavors in business
settings focas on information such as employee mailings, posters in the
work environment, and other printed materials that give factual data

about the dangers of drug and alcohol misuse. Chase Manhattan Bank

(Rush 1971), for example, sent a brochure entitled "Drugs” to the home of
every employee; discussing both dangers of abuse and community treat-
ment services available. Myrick and Basen (1979) found that seven of

eight companies they surveyed had drug information programs, but these
were considered valuable primarity for emplayees with_drug abuse pro-
blems in their immediate families. Some information efforts are incor-
paorated into_larger health education endeavors, such as Illinois Bell
Telephorie Company's ongoing educational program; which informs its
employees about a variety of heafth issues and concerns,

_In ancther type of information program; managers and employees are
shown films and hear speakers in order to make them more aware of the
various types of drug-related behaviors among employees. These aware-
ness programs are often the first step in involving the participants in the

intervention and referral processes. One program with this format, re-

parted by Payne; Monti, and Winer (1976), was- conducted by the Spokane

Regional Drug Abuse Training Center. The 60 staff participants, selected
by management from a large riorthwestern industrial corporation, re-
ceived 9 hours of training. The impetus for the workshop was dn=theZjob
personal safety hazards due to drug abuse. Prevention subjects included
identification, pharmacology, behavior effects, crisis intervention, and
corporate liabilities. L

_ The Alcohol Awareness Education Seminar conducted by the U.S. Air

Force (Colson 1977) follows a similar program theme. This B-hour pro-
gram is designed to give the entire range of information on alcohol and its
use, promote self-awareness of individual drinking habits, and emphasize
responsible drinking. Developed in 1975 by the Air Force's Department of
Social Action Training at Lackland Air Force Base in Texas; it parallels
early school drug education curricula in its emphasis on pharmacclogical
and legal aspects of alcohol use. It covers the scope and impact of alco-
hol use in the United States, definitions of problem drinkers and alcohol.
ics, effects of alcohol; stages of alccholism, and ways to use alccohol
wisely. One of the 10 sessions also deals with values clarification, em-
phasizing the development of personal values and knowledge about one's

own behatior in relation to alcohol:

3y
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Education

_ Workplace programs that include a number of prevention components
are likley to be mare effective than programs that have only one com-
ponent. Just as evidence has accumulated that honest, straightforward

information can be helpful in comprehensive school-based substance abuse
prevention programs; certain kinds of accurate health information can

enhance prevention programs in the workplace as one component of a
total approach. One example, the Navy Alcohol Safety Action Program,

has an educational approach centering on an intensive 36-hour course
combining information aboaot alcohol misuse and alcoholism with intensive
personal and interpersonal experiences designed to increase awareness and
understanding of "values, attitudes; and beliefs and how these form the
basis for each individual's approach to living and to the use of alcohol"
(U.S. Navy). S , o
However; many traces remain of the early youth-oriented prevention
activities that focused on knowledge and/or scare tactics. A recent
Personniel Journal article (Jennings 1977) recommended that management
"take the initiative" in prevention programs and suggested_that successful

training efforts feature younger employees and ex-addicts emphasizing

potential dangers of drug use within the context of a drug-using so

Schreier (1974) suggests that substance abuse education be started even
garlier, urging that business education. programs inciude drug education
for their students; preparing them to face the problem in work settings
and to take "meaningful action." He places the courses in_the_manage-
ment curricalom in personnel, behavior and organization, and management
theory classes. Recognizing that knowledge alone was not the critical

variable, youth programs shifted to the _present positive developmental
approaches. It will be interesting to see if workplace-based substance
abuse prevention efforts effectively follow the same path.

When the term substance abuse prevention is used in business, industry,

and labor programs, it usually means_the prevention of greater substance
problems, both personal and job related, for the particular employee.
However, the concept of preventing specific problems befare they occar
or of promoting positive life development does not seem to be addresset

in most employee program at this point. The exceptions are notable for

their uniqueness. One of these, the Charlotte, North Carolina, Drug

Education Program remains a pioneer prevention project, working with
area companies in broad health-promotion activities (Webb 1980). _ An-
other example, the Cameron, Elk; McKean, and Potter Counties Coun-

seling Services in Bradford, Pennsylvania, began an industrial Prevention
Program in 1976. Middle. management supervisors_and _foremen took a

i0-unit course that included mativation, active listening skills; coping
jnethods and stress management; _understanding employee behavior,
communication skills, leadership skills, crisis theory and intervention
skills, and problem-solving strategies.. Participating industries report

benefits in productivity; lower absenteeism, lower scrap materials rates;
and fewer disciplinary actions (Bowler 1980).

The projects described demonstrate a relatively new and promising use

of prevention resources by business and industry; e.g.; the utilization of

programs and personnel from community-based nonprofit agencies that
specialize in substance-specific and/or. general prevention modalities.
The activities can be provided on a purchase-cf-services basis or as part
of (government) funded services to the community. The latter case often
results from innovative program and audience development by the agency

3;
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staff who then "sell" the idea in the corporate setting. Drug education
prevention agencies and community mental health centers, through their
mandated consultation and education functions, aré the most common
praviders of these services.

Program Goals
 The possible prevention program topics mentioned above, which will be

discassed further under the broader rabric of health promotion; address

both physical and mental status factors. Clearly a drug abuse prevention
rationale is needed that permits the inclusion of some of the more innova-
tive, _skill-building; stress-relieving, and warkplace climate-improving
programs. And the rnore the various strategies are directed at the entire
enployee population; without identifying thase with problems, the more
they will serve as true preventive measures. Thus health promotion strat-
egies may be one of the most effective substance abuse prevention meth-
ods for adults. The success of the alternatives concept with yoath; which

has demonstrated that lifestyles and activities incormpatible with sub-
Stance abuse serve as a highly effective means of prevention, may be
paralleled with adults through participation in health promction activities
(alternatives), e.g., fitness centers. o o )
. Another way of looking at the concept of prevention in the workplace is
to ask what prevention programs want to prevent--or promote: The pur-

pose of most substance-related programs to date has been to deal with
problems associated with impaired job_perforinance. Employers do not
ordinarily assume responsibility for the personal and_social growth of
employees toward their foll homan potential; rather, they are interested
primarily. in employees' effectiveness on_the job. Therefore, a prevention
pragram in the workplace wili logically first attempt to prevent problems
that interfere with job performance. However, helping employees to
achieve personal; social, and above all, professional growth, could be an
important secondary and concurrent goal of such programs.

Health Promotion

Types of Activities

- Callings (1979, p. B) suggests two subcategories of health promotion
"which, though conceptaally distinct, grade into one another: (1) disease
prevention or postponement; and (2) wellness improvements."  The latter
approach represents primarily ;;iﬁll;;t,bibé-eiblored,,opportun’ities to _em-
phasize positive behaviors that can improve the wellness state. Weinberg;
Kiefhaber, and Goldbeck (1980) used a continuum to delineate various

health program options:

Environmental Health Voluntary Rik High-Risk
Reform Information  Lifestyle Idencification Intervention.

Dissemination  Changes

Exarrﬁpirersijjfl the first category i'n’t:’i'u”d'e jefift;rtré to improve the rn'e'n@i

health status of employees through better working ecdnditions, e.g., less
stressful management styles, work area restructuring; and cafeteria food
changes. The second axtivity level includes posters, mailings, and presen-
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tations, with a number of corporations carrantly employing health educa-
tors to carry oat these tasks. S .
Voluntary lifestyle changes encompass projects which bring about smok-
ing cessation, stress management; better fitness, and ‘weight reduction.
Cybertek Computer Products offered its employees a $500 "health bonus"
if they quit smoking for L year (Fielding 1979). Risk identification uses

various health-screening laboratory tests; risk appraisals; _and physical
exams to identify potential physical and mental problems before symp-
toms appear and referral to treatment is needed. o o

The final category, high-risk intervention, is_actually related to the

secondary level of prevention discussed in the previous chapter; the EAP
intervention and referral options. Individuals identified with a variety of

heaith conditions, e.g., diabetes, hypertension; or alcoholism, are referred

for treatiment and/or rehabilitation. S
_Unfortunately most worksite programs are fragmented or incomplete,

affering certain services while not offering others. This diversity of ser-

vices reflects the newness of the field and the various reasons behind
program selectior: The primary prevention focus_that targets substarice
abuse behaviors can be seen as one part of worksite health promotion
activities or as another dimension added to existing drug and alzchol sec-

ondary and tertiary prevention efforts. An earlier section discussed the
latter substance-specific example; the following part. therefore, goes on
with an overview of the possible health promotion programing activities.

Health Profiles/Risk Appraisals

An important component of most comprehensive health promation pro-
grams in occupational settings has been the heaith appraisal that usually
precedes any program activity. A variety of appraisal Instruments are
available, bit in general, each determines an individual's definable health

risks based on a_number of Factors including age, sex, family history,
ethnic background, and current health behaviors. Lifestyle factors such as
smoking; drinking, and exercising are included, as are physica! measure-
ments such as blood pressire, weight; and blood. analysis. The results
attempt to show the interaction of various health status and behavior

factors. Usually the completed qoestionnaire is. computer processed, and a

health forecast is given. The health-pragrams that follow, often prescrip-
tive in nature, are based on the assumption that people will chcose to
learn new or modified health behaviors and thereby reduce the incidence
of serious illness from certain high-risk factors. Some evidence indicates

that individuals who participate in the appraisal process medify ooe or
more targeted health behaviors (U.S. Centers for Disease Control 1979).

One programmatic example of the health profile, the StayWell project,

was initiated by InterHealth, Inc.; a California-based integrated health
services organization with. a variety of clients, including Irving Trust;

American Re-Insurance, Cubic Cr—sadration, National Science Foundation,
and Palomar College (Clark 1977). In the last ‘case, Blue Cross provided
the StayWell service to_the college staff free of charge as part of a pilot
study pridr to marketing the service itself. In other corporate settings the

company has paid the employee costs. American Re-Insurance, for.exam-
ple, sees this as a method for keeping its executives fit, as well as holding
down their group-life insurance costs (Dun's Heview 1973). Dr._ Susan
Macartney (1978, p. 3) of InterHealth writes that "natural by-oroducts...
are enthusiasm for the sponsoring agency (employer) who shows that it
cares about its employees, and motivation by the employee to improve
his/her own health."
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Voluntary Lifeétyiﬁ Changes
Fitness activities are only one example of voluntary health-behaviors
improvement; bat they have & long history in the corporate setting and

are becoming increasingly widespread today. I 1894 an employee fitness
program was first developed at the National Cach Register Company in
Dayton, Ohiu. The president; John Patterson,

'Son, began_with morning and

afternoon exercise breaks for the workers and iater added a coampany gym
and park (Martin 1978b). Mare recently, business executives have shown a
real interest in such efforts, and more than 488 major corporations as wel]j

as numerous_small ones now have exercise programs for some or all of
their employees (Time 19793a). o e

The physical fitness activity is probably the most frequently seen health
promotion program companent, but voluntary heatth behavior changes can
be stimulated n many ways: Ford Mator Company; for example, discov=
ered in a 1972 stady that coronary attacks represented only 1.5 percent of

all employee health problems bat accounted for 29 percent. of the total
health care costs at its Michigan headquarters (Business Week 1978). A
cardiovascular risk intervention Program was then started to identify ard
help high-risk employees. Among its projects are stop-smoking ciinics;
cardiovascular exercise programs, and "heart healthful eating" foods ideri-
tified in the company cafeterias. e
Mare -extensive health programing on_a prevention level has also been
developed at Brunswick Corporation, which provides services which are
available on a voluntary basis, e.q:, an -exercise program,; weight and diet
consultation; and cancer and hypertension screening. ARCQO's newly devel-

oping employee health program includes a pilot stress-adaptation work-=

Shop, ard General Foods Corporation's self-manageiiient program teaches
employees about diet; smoking cessation, low back pain reduction, and
stress management. . . o .. .

__While health is a persorial responsibility; individuals often need stim-

ulus; encouragement, and support from various settings and organizations

in order to voluntarily change their health behaviops. The many typés of

potential workplace health effarts that facilitate these changes are just

beginning to be explored, with new professionals, e.q., fitness directors,
evolving in the process.

Stress Redutfibh/héhégémént

iveath promotion programs, the staff of the Washington Business Group on
Health tinked stress in the workplace with & wide variety of medical,
mental health; and drug and alcohol problems (Barrie-Bormani et al. 1978).
In another paper for the same meeting, Warsaw (1978) noted that individ-

In a backgrourid paper for a 1978 natisnal canference on occupational

ual employees are the primary targets of mental wellness programs in the
workpltace (and may have problems that are not directly related to their
jobs), but often "the probiem is attributable tg stress to which the entire

work onit has been subjected,” and in extreme cases, "it is the organ-
ization as a whole that is sick" (p. 2).

I many companies techniques aimed st Nelping employees to manage

and/or reduce stress are also included in corporate health promotion and
physical fitness programs. Almost as often, however; siress Management

is singled oat as a particularly important and noteworthy task, probably
because of the general concern with stress as a major factor in poor health

habits and other personal and emctional problems; including substance
28
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abuse. According to a review of health promation and stress management
programs in the workplace; one of the most effective approaches in man-
aging and reducing stress is regular and vigorous exercise. Other tech-
riigues mentioried by high-pressure executives surveyed include the madi-

fication of work habits, -regular sleep, good health habits, compartmen-
talization of work and nonwork activities; talking with peers on the jab,

and physical withdrawal from stressful situations (Cohen 1975). Additional
apprgaches in workplace stress education include:

- Assertiveness training, helping individuals to take more control of

their lives and stressful events S ] o

- Relaxation techniques such as meditation, biofeedback, and guided

imagery . __ _ __ . , S o

= Practice of the "relaxation response," a téchnigue developed by Dr:

Herbert Benson , . o

= The incorporation.of wrelaxation breaks" into one's daily work sched-

ule (a few companies have set up meditation rooms faor this purpose).

related stress are nearly as varied as individual employees and the stresses

that confront them. . S :
Thecretically, these and many other techniques for reducing and man-

As this spectrum indicates, the techniques for managing and reducing job-

aging stress would function as deterrents to pcor physical health; sub-
stance abuse, emotional problems, and job_ impairment. Indeed, in an
overview of stress_management technigues Schwartz (1979) summarized
several recent studies indicating that soch programs in the workplace had
been notably saccessful, A study of the Emdgtional Health Program spon-
sored by the Equitable Life Assurance Society of the United States found

that an experimental group using biofeedback techniques "showed statis-

tically significant decreases in symptoms {headaches) and increases in
work-related satisfaction and effectiveness” (p. 17) caoitipared to a controt
group. Other important beneficial side effects of stress management
programs, according to Schwartz; include "reducing inappropriate uses of

food and drugs and increasing motivation for conditioning and exercise, all
components of good health:"

éu"a’iif)’l of Work-Life ﬁréé;éaé

~ Although rarely associated directly with drug and alcohol abuse in the
workplace; programs designed to improve the quality of the work envi-

ronment and solve organizational problems alsc. deal with some of the
most important physical and mental health variables, including job satis-
faction and stress: There is some evidence that quality of work-life

variables are relevant to drug abuse prevention. One of the main findings
of Waork in America (U.S. Department of Health; Education, and Welfare
1971); a major study of problems in the world of work, was that. nonphysi-
cal aspects such as Job dissatisfaction correlate with a high risk of heart

disease; apathy; anxiety; tension, pSychosomatic lilness, atcoholism; drug
abuse, and suicide. : . i o

Quality of work life (QWL) is a currently popular concept associated
with many different approaches to changing and improving factors in the

work environment. Among some employers, impraving the QWL has been
regarded as a particularly important goal in recent years in view of the

growing mood of dissatisfaction and malaise among the Arerican work
force generally. For example, a recent survey of the quality of employ-
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ment in the United Stat s, funded by the U:S; Department of Labor; faund
a significant decline in job satisfaction in comparison with previous
surveys (Barrie-Borman et al. 1978). Although the causes of this wide-
spread - dissatisfaction are difficult to pinpoint, worker protests note
regimentation; frustration, and boredom in the _workplace; each an
indication of underlying turmoil and discontent (Dewar 1979).

QWL programs attempt to alleviate problems in the workplace in a
number of different ways, including:

- Facilitating greater participation by line workers in decisioris that
affect their daily tasks o S

- Through communication workshops, creating new understandings and
closer relationships among coworkers and between supervisors and
llné WOPkEPS B o . - o

- Redefining organizational structures, lines of communication; em-
ployee responsibilities, and specific roles S

- Breaking up job monotony by Creating teams within which workers
rotate from one task to another.

_ Although the results of QWL programs are difficult to evaluate, man
agemenc spepialists often point to the General Motors plant in Tarrytown,

New York; as_an example of the power of .organizational charige strate-
gies (Guest 1979). The program was initiated in 1971 when the low morale

and productivity of the plant had reached a level that threatened itg
survival. The plant was characterized by high_ labor turnover; dirty and
crowded conditions, high pressure, poor communication between super-
visors and line employees, and frequent disciplinary layoffs and firings.
‘Essentially; change was initiated by the plant manager, working closely
with the union leadership. The first Step was management's invitation to
line workers to help plan ‘major_changes_in the plant's production_process,
in contrast with the former process of handing down orders through the
hierarchy. Qver time, management and workers joined iri mutual problem-
solving sessions. Throughout; the program provided intensive training in
communications and problem solving. Ultimately, all the plant's 3,800

workers were included in the program: The result; after 7 years and an
investment of $1.6 million, was a complete turnaround. Absenteeism in
the plant went from 7 174 percent to between 2 and 3 percent.: Grievances
declined from miore than 2,000 in 1971 to only 32 in 1978. In the words of
one observer, "In 1970; the plant was known as having one of the poorest
labor retations and production records in GM: In seven years; the plant

turned- around to become one cf the company's better ram sites" (Guest

1979; p. 76). In summary, programs designed to better the quality of the
work environment can help directly to improve employee morale, job

satisfaction, and effectiveness, and indirectly to promoteé healthier em-
ployees.

Comprehensive Programing Examples

_ One of the most complete corporate health promotion efforts, fre-

quently cited as a model program; is run by Kimnberly-Clark Corporation

in Neenah, Wisconsin (Martin 1978b). Their approach to health caré em-
phasizes wellness, not illness; and is paid for entirely by the firm: Health
maintenance or improvement, rathér than medical assistance after jllness
occurs, is the primary goal. Effectiveness is u

S >rin measured through an exten-
sive computerized health history that documents changes in individuals.
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The insurance carrier is also working with the corporation to compare the
hospitalization costs and incidences of majar illness for program partici-
pants to the costs for a contral group who are not incladed in the pro-
gram. The project begins for each participant with a full health evalu-
ation; including an extensive medical history, a series of health tests, a
complete physical examination; and a treadmill test. The employees
receive individualized health prescriptions based on a computer analysis
of their health statos: A series of laboratory tests are also included in
the multiphasic screening unit: Hermoglobin, blood sugar, cholesterol and
triglycerides, liver function, arinalysis, chest X-ray, breathing, skin_fold

thickness and body density to determine percent of body fat; electro-
cardiogram, hearing; vision; blood pressure, and temperature. Kimberly-
Clark has invested more than $2 miillicn iiv the pragram and haopes
eventually to have all of_its employees at the Wisconsin plant enrolled.
Participation to date has far exceeded tiieir initial expectations:

Another model program has been_developed by the State of Kansas,
Kansas Department of Health and Envirdriment: The Program to Eower
Utilization of Services (PLUS) is a low-cost employee health improvement
srogram. It was designed for business and industry to offer as a benefit to

their employees, in order to keep workers well and performing produc-
tively on the job. PLUS emphasizes the need for individuals to take
control of their own health. Through a workbook, the program helps
participants identify the health risks caused by their personal lifestyle.
The project then assists participants to change that part ef their life or
behavior which. may be harmful to their health. Among the conditions
addressed by PLUS are overweight; smoking, poor dietary habits; acci-
dents, alcohol abuse; mental health problems, tension, stress levels, high
bload pressire; and poor physical fitness. Individual counseling for each of
these areas is provided, as are behavior-change strategies.

Program Design Considerations

in developing an employee health promotion program, certain factors in
program design should be considered. WBGH (1978) suggests several varia-

bles that influence the selection of activities. Costs are-obviously of
primary concern in mast cases, with investment in new. ar remodeled

facilities not possible in the majority of settings. The eligibility factor is

often decided alsc on a cost basis, with management personnel or _high-
risk employees_targeted. Some firms include both hourly and salaried
wuorkers, and a few include dependents as well, Staffing. requirements can
be met in a variety of ways; including in-house personnel, consultants, and
other agencies' staff. Finally, incentives and participation rates signifi-
cantly affect the cost of various activities and influence program design.

Chadwick {1979) also rigtes that the setting should be very close to poten-
tial participants; convenient for health surveillance and rnonitoring,
conducive to both mass communicaticon and individual learning, and sop-
portive in order to influence behavioral factors. The various community
programs and personnel available will help determine how these cost

issues are decided: The following sections detail some of the possibilities.

 Resources Available. Companies or unions that have encouraged the
development of health promotion pregrams have found a variety of helpful
resources available. The more publicized programs have usually been
comprehensive projects with large in-house fitness andjor health facilities
fully staffed by exercise experts and medical personnel. Health educators
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are often included also. However, this level of activity is beyond the re-

sources of most companies; even the most pragmatic consideration of
where to put the facilities within the present stroctare(s): S
__One solution adopted by firms tnable to-build their pwn facilities is to
pay part or all the costs of enrolling in private health clinics.. Another
possibility is a consortium model, in which a group of small companies

jointly contract for services (Akabas et al. 1979). Contracts with inde-

pendent consultants for several specific services have been utilized; but
this can result in a fragmented, incomplete program with little interac-
tive effect among the health topics covered. Community resources
provide ancther important option; with several variations. Corporate
health promction personrel cari diagriose and refer employees to com-
munity programs for services as needed: These can be paid for by the

company; which acts as broker. Another option is a corparate mernbership

in @ YMCA, for example, or subsidized employee memberships in such
organizations. S . : )
Hospitals have recently entered the health prommotion_services_ field;
offering education; counseling, and behavior change activities. Mourit
Auburn Haospital in Cambridge, Massachusetts, operates "The Whole Life"

program; a series of commiunity health education courses; on a fee basis.

They market a program to industry that inciudes stress management and

smoking cessation (Appelbaum 1979). El Camino Hospital in California has
developed & scries of revenue-producing health programs that are being

offered on a pilot basis ta five local industries; and Augusta University

Haspital warks with local agencies, including the health department, the

Red Cross;-and heart, lung, and Cancer associations; to avoid program
duplicatign in its new fee-for-service "wellness center" (Appelbaum 1979).

A recent American Hospital Association survey found that 1,224 res-
pondent hospitals were providing corparate health programs (Behrens
1979). Services offered included screening, physicals; health education,
and program design. The W.K. Kellogg Foundation funded in 1976 a 4-year

hospital-based heaith €ducation grant to implement and evaluate a multi-
Caommunity praogram aimed at health promotion, disease prevention; and
better health services utilization {Appelbaum 1979). In another hospital
setting, the Swedish Wellness Center uses a_community resources broker

madel (Adamson et al; 1979). Services for_a range of health promagtion
;_are_provided groups, including agencies

and consultants, on a contractual or retainer basis,
Insurance caompanies have atso investigated the possibility of funding, or

activities are provided by various cornmunity

providing on & fee basis, health promotion services. Several of the Blue
Crass plans are piloting these programs, usually through direct fanding of
the projects rather than as benefits added to reimbursement contracts. A
survey of Blue Cross and Blue Shield Plans (Applebaum 1979) reported
their concern for the cost effectiveness of health promoticn and the need
for program evaluation. A major question is which activities should be
insured (prepaid) and which should be paid directly by the subscriber. W. J.

McNerney; president of the Blues Assaciation says, "There is no conflict
between the provider and the carrier as to whether this is a desirable idea

and whether it should be encouraged.... The major point to be made is that
undoubtedly Bliie Cross and Blue Shield will get maore into the area of

health promotion, and they want it to succeed" (Appelbaum 1979; p: 1186).
A final resource option is the service compadriies that have evolved; pri-
marily in the past decade, to provide health behavior change services for
the workplace. The more developed of these pravide a full range of diag-
nostic, prescriptive, €ducational, and evaluative services designed specifi-
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cally to the particular needs of the corporation or union. These activities
can be offered either at the health service company's site(s) or directly at
the workplace. One of the oldest organizations of this type is the Life
Extension Institute, sponsored until just after World War II by the Metro-

politan Life Insurance Company. Individual companies purchased its

services for their key executives; today th: Institute stresses health

appraisals and health promotion strategies among its various programs.

Staff: The staff for health promotion. programs includes as many_per-
sonnel types as the services and activities to be covered. Samples of
professionals hired in such programs include health educator; exercise
physiologist; counselor, social worker, mental health prevention profes-
sional, substance abuse counselor, and notritionist._. ... ,

The location of the programs and, hence, staff within the corporate
striicture can affect employee perceptions and participation. The medical
department or the personnel office are the two most frequent organiza-
tional sites for program management, but separate training and develop-

locatigns. S - - T

Obviously, qualified; trained personnel should be used in any health
promotion activity, selected according to standards and guidelines offered
by professional organizations such as the American Assaciation of Fitness
Directors in Business and Industry. Their professional background, as well
as loca*ion and status in the organization, are important considerations
also. 7i primary concern for sonie employees has been confidentiality;
even on a prevention basis, Diagnostic health data and appraisals, for ex-
amplé, are §een as private information; access to that data by a supervisor
mmaking a promotion decision is inappropriate and can be threatening to

voluntary employee participation. Programs located, therefore, in person-
nel offices or where information is not secure can be a deterrent, as can
offices or staff identified as "drug counselors." The fear of being stigma-
tized is another legitimate concern and will alienate employees, limiting
their participation. o
Management personnel have the option of; even responsibility for, in-
cluding union_ representatives and_supervisors in the program planning
process: The hralth promotion offering should not be seen as something
forced on empl~yees by a paternalistic employer. The staff of WBGH
(1978) found that in many cases training might be needed to win the
support of managers and supervisors_for prevertion-ogriented programs.
"Managers and supervisors are often reluctant to accept the notion that
programs...are necessary,"” the WBGH report noted. "Even when the need
is accepted, it is often difficult for managers and supervisors to under-
stand and cooperate." On the other hand, "medical professionals often’
know as little about the work environment. and responsibilities of their
clients as managers know about the medical professions” (Barrie-Borman

et al. 1978, o: 18). Health promotion professionals often need as much

training about the functions and processes of the workplace as managers

and superviscdrs need training aboat health; wellness; and prevention.

. Participation. The employee concerns mentioned above are just a few
examples of the many factors which can influgnce voluntary participation
in the various Health programs available through the workplace. Insuffi-

cient systematic research has been conducted to determine which factaors
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influence the initiation and contindation of health behavior changes;
particularly those begun under corporate sponsorship. Anecdotal informa-
tion is now the primary soarce of dats; and a great deal imore research is
needed in order to understand who participates and why, and how these
rates can be improved: e ,
However, some studies have found that volunteer participation in physi-

cal fitness programs is positively related to sociceconomic status, i.e., the

higher an employee's sociceconomic status; the more likely the employee
) participa nd v eneficial; people
in higher scocioeconomic classes may also have more time to participate
(Heinzelmann 1973). According to somie reports, a passible obstacle to the
success of health promotion programs in the workplace stems from the
unwillingness of employses who most need these programs to take advan-

is to participate in such a health program and view it as b

tage of them. A study of participation in the supervised exercise pragram
sponsored by the Exxon Corporation (Haskell and Blair 1979; p. 12) found
that "when-a_comparisan was made between those who entered the
program and thas non-participants it was observed that the latter group
was_older, smoked more, had higher blood fats, higher blood pressure,
more heart disease, and poorer treadmill performance. Thus, ...those who
might have benefited mast from the program elected not tc participate.”
Xerox foond that only one-third of the eligible participants chose to be
invalved at their most camplete fitriess center in Virginia, and the
Cardio-Fitness Center in New York City reports a 15-percent dropout
rate {Time 1979a). e )
Prevention-oriented programs in the workplace often rely primarily on
voluntary participation;. and for these programs aggressive publicity and
high visibility are particularly- important, at_least until they gain wide
recognition through word of mouth and/or visible employee results. Con-
tinuing public relations and presentations, including active recraiting and
small group discussions; are alsa recommended, particularly those done by
anion leaders. A knowledge base is often necessary in order for an indi-
vidual to choose to become involved; and health education media efforts
should be visible throughout the wark setting; .e.g:;, cafeteria menus,
posters; pay envelope inserts: Information should also_include program
descriptions; fees, if any; benefits; and how ta become involved. Financial
incentives have alsoc been tried in some_ circumstances; for example;
Speedcall Corporation paid employees for giving up smoking (Fielding
1979). N . .
The time available for programs will also produce varying rates of in-

volvement; with schedaling optioris including activities on company time;
employee. time including just prior to ar following work, and a shared-time
bas’;. Employees who have rigid, routine_work-schedules will have to be
accommodated in program timing; while managerial employees will gener=

ally have more flexibility in planning theit work and participation sched-

ules. Adding to the time factor is the location, and hence, convenience of

the program: Transportation arrangements_and locker room and shower
facilities for exercise activities are examples of important convenience
factors. o S S
A _survey of employee interests and needs is important prior to initi=
ating health promotion programs--and could continue periodically in order

to revise and up-date program.components. A wide range of activities

should be offered, particularly those related Lo physical fitness, including

noncormrpetitive and individual options as well as team or group type pro-
grams. Motivating factors, such as Socialization, new learning opportani-
ties, and recreation are involved in participation rates, and program
planners are wise to consider the camaraderie factor in group designs:
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~dback and evaluation should also be provided; to give participants

progress reports and encouragement. Significant others, including spouse,

supervnsor, and coworkers, Jnfluence an mdnvndual's motlvatlon and con-

an opportumty to partncnpate atso: In one study it was found that "the
wife's attitude towards the (health promotion) program was highly corre-

lated to her husband's adherence (Heinzelman and Bagley 1970). Eighty
percent of the participants whose wives -had positive attitides showed

good to excellent continoation as compared with a 40-percent rate for

men whose spouses were negative or neutral. Another study found that the

supervisor's supportive attitode. influenced continued employee partici-
pation (Durbek et al. 1972).
Orie additional concern was expressed by Br. Faustina Solis who states;

"t is a great mistake to assume that generalized health promotion activi-

ties can be successful in special popualations” (Den Boer .1980; p. 9). Dif-

ferences in cultural attitudes, language differences, and sex-rdle expec-

tations can all hamper health behavior change. Several programs have
been_successful at reaching ethnic minorities, women, and other special
population groups. The Stanford Heart Disease Prevention Program has
been effective with Spanish-speaking residents of three communities, and
two programs in the Southwest, the Centro Campesino de Salus and the
New Mexico Health Coalition; have reached their target populations while
respectirig the cultire and traditions of the pecple (Den Boer 1988); Cor-

porations with special. populations should build on these health promotion
experiences in attracting their employees.

Affectlve Consnderetlons in Part;cnpant Mol:lval:lon. The final topic to

be considered in motivating participation is the least often addressed in
corporate health promotlon,Jet it is probably the most significaiit. The
sffective dimension is a primary factor in health. decisionmaking; involv-
ing the feelings, attitudes, benefits, and values which a person holds. Drug
gbuse prevention efforts and smoking cessation programs; for example,
have found that knowledge aloné is insufficient to bring about paosicive be-

havior ehanges. The attitudes and values of the mdnvndual are sngmfncant
been developed that do not focus on drugs but instead examine and
enhance the affective status of an individual.

It is important to understand what _affective factors. include. From a
variety of Sources, the following three levels have been identified:

Intrapersonal--includes mternal perceptlons of self-awareness, self-
acceptance, and self—concept, as well as personal skills
such as developing one's value System and decision-
making.

Interpersonal--mcludes mternal pereeptlons of _awareness, knowledge

and accepi~ ce of others; as well as skills with pecple
such as coiii..;unication and teamworks

Extrapersonal--mcludes societal per ceptlons saoch as co. nmumty/mstl-
tution knowledge and understanding ana pcrspectlves on
the individual and the group in relation to the’: 2nviron-
ment; as well as skills relating to coping, contributing or
changing societal situations such as force field analysis

or environmental press (Swisher 1976, Vicary 1977).
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lated behavior; dimensions such as one's perceptions of seif-concept; self

In order for inividuals to take responsibility for their own health-re-

in relation to others; and potency with one's environment, including the

wdrld of work, must be involved. Attitudes to consider inciude how indivi-
duals feel about themselves; their perscrial health-related values, their
peer or colleague options or behaviors; and their perceptions of job-
related help or hindrance in health lifestyle. R T
Historical factors-are also important, e.g.; what were the coltural vai-
ues during a person's childhood? In the area of nutrition, family diet pat-
terns could be_habits_difficult to change because of their emoticnal
components. The issue becomes nutritional informition versus family
lifestyle. Another example, regarding physical fitness; is frequently seen.
If a person's physicat education experierices as a youth were negative and
unsatisfactory, perhaps creating a sense of not being athletic; then that

affective state can.impede participation in a fitness activity. Past health

experiences can _significantly influence current practices; primarily
through the affective dimension as feelings and attitudes toward those
experiences. T
- The findings concerning the affective influence coming from the sub-
stance abuse prevention field; as well as from ather specific health topics;
are transferable to the border area of health promotion and wellness and
have real importance in program. development and implementatign. Un=
fortunately, many health education and promation program. approaches
that have been introduced in corporate settings have neglected this aspect
of learning and do not, therefaore, have adequate impact on their partici-
pants' health behavior. S
The obvious questicn then i§ how the afféctive domain of health learn-
ing and behavior can be included in program development and implemen-
tation. A number of companies concerned with these issues have begun to
involve specialists from related fields of education, as well as develop-
mental psychologists, in order to plan for these psychosccial dimensions of

health behavior. In fact; a new profession has emerged in the past 10
yedrs, that of primary prevention specialist, with training in edocation;

psychology; mental heaith; health; or social work, to name just a few, and
experience in a wide variety of settings, including the workplace: Many
who have worked in the area of substance abuse prevention have learned
that their programs must include self-concept, developing.interpersonal

skills and relationships; decisionmaking, choosing personal values, and

stress management components, either directly or indirectly. This person-
alization of health valaes; awareness, and chdice is critical to an individ-
ual's active health behaviar, participation; and/or change: How employees

are motivated or helped to improve their behavior or to join a health
program can include a goal-setting process that considers attitodes and
feelings; present.values and lifestyle, and feelings about themselves rela-

' tive to the health behavior being addressed. Real-life mirrars in the exer-

cise room; or mirrors of the mind, can both affect How people view them-
selves in an athletic program! : S

. A variety of resource miaterials and organizations can be used to plan
for the affective dimension. The field of health education itself has pro-
duced some excellent books in recent years that apply to adult audiences
as_well as to youth, with learning strategies regarding behavior change

that_purpasely involve the learner's attitudes, values, and feelings (Read

et al. 1977). A number of national organizations interested in prevention
or health promotion have alsé produced materials available ta corporate
program planners. The National YMCA, for example, has a series of publi-
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cations that ircludes values approaches to health behavior (Glashagel et

al: 1976): In addition, many Ys have staff trained to plan or present these
programs. Afféctivé assessments and strategies can be designed to help
gmployees choose to be involved; to set goals consistent with their health
values; and to actualize these on a continding basis. The end result will

not be just an awareness of facts, suggests Felton (1977); but an emational

conviction and both attitudinal and behavioral changes.

Evaluation and Cost Benefits. Green (1979, p. 107) suggests that it is
"oremature to expect most health promotion programs, at their current
state of development; to have measurable health outcomes for_evalua-
tion.” He firther siggests that measuring the impact on knowledge; atti-

tudes; and beliefs; as well as behavioral or environmental changes, may be
the most important assessment currently possible. Outcome evaluation
may measare both pragmatic factors; e.g.; cost-benefit results, or human
factors, e.g., lives improved or saved in health dimensions. Process evala-
ation of health promotion activities should include what; how much, and
how the program is conducted, including staff and materials assessment.
Each aspect of evaluation is important and should be planned and funded -
at the onset of program development and implementation, Internal as well
as external evaluators should be included, helping to avoid biased or
vested-interest results.

C€hadwick (1979) suggests that cost-benefit analyses for health promo-
tion and prevention programs in the workplace are likely to require highly

specific formuolas depending on particular factors such as occupational

setting and method of service delivery. Probably the most useful selition

is to plan program services on the basis af an analysis of individual risks,
i.e., in order to achieve a high cost-benefit ratio, the pragram should em-

phasize a high-risk, high-yield approach. He notes that this is rarely done
in workplace programs today. According to his estimates, the optirmum

form of Health promotion programing for cost-benefit purposes is smoking
cessation. The most popular programs, however, offer exercise and fit-
ness, yet these hold the lowest priority in terms of cost-benefit effective-
ness. They are often the most expensive programs to implemer®, but offer
the fewest immediate and/or measurable benefits:

Examples of the results currently available suggest that various health
promction efforts have proven to be beneficial in corporate terms. For
example; Northern Natural Gas Company in Omaha found that signifi-
cantly fewer days were lost to sickriess for-those participating in the
: erobic_program than for those. not involved (Martin 1978a); and regular
users of the gym at Occidental Life Insurance Company of. California are

absent only half as often as nonparticipants (Martin 1978b). Participants
in a_l2=-month exercise training program for NASA employees reported

being able to work harder mentally and physically; enjoying their jobs
more, and finding work routines less boring (Durbek et al. 1972). These
self-reports are similar_to results from a variety of other worksite set-
tings, but increased productivity was not objectively measured.

The Sentry Corparation (Cook 1979) has job satisfaction as a goal while
attempting to improve productivity in a cast-effective way. All employ-

ees are eligible in the company health program; with a flextime_schedule
allowing better participation oppaortunities. The company reports that a
mid-manager's replacement cost ranges from $250,000 to $500,000 and
there fore, its program costs are well justified. They have already found an

increase in the use of health benefits and sick leaves. Kristein (1977) esti-
mated that high-risk individuals; 10 percent of a company's personnel; can
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account for 48 to 60 percent of the corporaticn's total annual medical
eare_spending. Insurance carriers, aware of these_factors; are reducing
group premium rates for some worksite pragrams. Speedcall Corporation,
for example, was offered a S5-percent reduction as a result of a successful
employee smoking-cessaticn effort. . o
_ The Gillette Company (Fielding 1979); which has an in-hocse medical
department directed toward comprehensive health programing including
prevention, estimated total savings to the company in | year to be $1.2
million. Recognizing the potential savings, scme companies even provide

fiscal incentives to get ernployees to participate. Fielding also reported
on a variety of financial incentive programs including Mobil's arnual bonus
reward system for employees who stay healthy. Speedcall pays $7 per
week ta employees for any week in which they do not smoke on the _job;
and Sears, Roebuck in New York City gives tuition rcuates on smoking
cessation classes to employees who_quit_for 6 manths or more. Many far-
eign companies have also initiated similar prevention activities because of
the hoped-for financial savings. Shain (1978) reports that over 100 Cana-
dian corporations have programs; and some Provincial Governments are
providing support, e.g., Ontaric_will pravide up to $10,000 ‘in matching
funds for companies developing employee exercise programs (Gerus 1979).
The Health Insurance Assgciaticn of America, in a recent review of about

a dozen workplace health programs; concluded that preventive health pro-
grams can save millions of dollars§ for companies by lowering medical
costs and.reducing the amoont. of workers' time off (Associated Press
1981): Although insufficient evaluations have occurred, preliminary. data
suggest both corporate cost reduction and employee health and satisfac-
tion to be promising outcomes of worksite health promation programing.

Sumimary

__Prevention approaches in the warkplace offer new optimism regarding
improved individual health status; increased corporate service opportuni-

ties; reduced individual, corporate; and social costs of impaired health;
and expanded potential audierices. The prévention crientation stressed

during the past decade in drug abuse programing offers an experience and
knowledge base for new programi -design -and implementation in a variety
of health areas. The comprehensive approach which addresses both indi-
vidual and environmental prevention variables is appropriate for a work-
place setting, targeting bath employees and their families. The NIDA
continuom of prevention activities is similar to activities currently pro-
vided by many programs in the workplace and can provide a framewark of
potential strategies, incliiding information, edication, alternative or en-
hancing activities, and early intervention. The sponsorship, e.g., the work=
ptace; and the modality, e.g:, drig abusé prevention, should join now in a
significant effort which has great potentiat for improving the health stat=
us of millions of people.
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 Appendix
Sources of Additional Information
about Drug Abuse Prevention/Health

Promotion Programs in the Workplace

Dennis Colacino

American Association of Fitness Directors in Business and Industry

700 Anderson Hill Road i
Purchase; NY 10577 914/253-2473
Center for Health Promoation

American Haospital Assaciation

840 No: take Share Drive o .
Chicago, IL 60611 312/280-6000

Association of Labor-Management Administrators and Consultants

.on Alcohotism (AEMACA)
1800 No. <ent, Suite 907 L
Arlington, VA 22209 703/522-6272

Commuanications Division

Blue Cross and Blue Shield Associations

676 No. St. Clair

Chicago, IL 60611 312/440-6000

Industrial Social Welfare Center

Columbia University School of Social Work

622 West 112 Street

New York, NY 10025 212/280 5173

Worker Healtlj Erjogram

Institute of Labor and. Industrial Relations
The University of Michigan

401 4th Street .

Ann Arbor, MI 48103 313/763-1187

ILR Publlcatlons Dwnsxon

New York State School of Industrial and tabor Relations
ithaca; NY 14853 607/256-3061

Dr. Alice McGill .
Office of Health Information, Health Promotion, and Physncal
Fitress and Sports Medicine
Hubert H. Humphrey Building
200 Independence Avenue, SW
Washington, DC 20201 202/472-5660
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