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Introduction and Background





From a public health perspective, workplaces offer an excellent venue for providing substance abuse prevention to the nation.  The workplace is where prevention messages can be heard.  Average workweeks are 47 hours and 37% of workers spend 50 or more hours a week at work.  According the the 1999 Household Survey, of those that use illegal drugs, the majority work part or full time: 77% or 9.4 million.   For those just entering the workforce, the rate of illegal drug use among 18- to 25-year olds rose from 157.5 per 1,000 to 219.3 per 1,000.  By implementing prevention programs within the workplace and collaborating with the health care plans, wellness programs, and employee assistance programs (EAPs) supported through those workplaces, prevention programs can reach children, youth and adults nationwide. With the stepped-up influx of youthful workers into our work force many of whom are at high risk of substance abuse, and many employers facing large percentages of youth replacing a retiring work force, there is a strong need for prevention programs which work and are not costly.  Workplaces and health care providers find these programs compelling when they discover the health and work related benefits to the workplace and employees and their families including increasing workplace performance, retention, employee morale and satisfaction with health care provision while reducing injuries, health care costs, absenteeism, stress, litigation, hiring and training costs. 

In 1997, the Center for Substance Abuse Prevention, Substance Abuse and Mental Health Services Administration (CSAP/SAMHSA) funded 9 grantees under a state-of-the-art collaborative agreement for a 3 year period to determine how best workplaces could collaborate and integrate their substance abuse prevention and early intervention activities, strategies and programs with their health care plans. The 9 grantees span all but two continental States in delivering services.   Referred to as “workplace managed care” (WMC), the research concerns  “workplaces and managed care organizations who have integrated their substance-abuse prevention and early-intervention programs, strategies, and activities for employees and their families (covered lives).” (Galvin, 2000)   Among the elements included in these integrative efforts are:  wellness and health promotion programs, health risk assessments and appraisals, EAPs, peer-to-peer programs and drug testing.  The process of  integrating these functional activities and elements evolved into a new streamlined conduit to offer substance abuse prevention and early intervention to employees and their families in a more effective and efficient fashion.  

The WMC program was designed to assist private and public sector workplaces to determine which prevention programs work best under which conditions including time and duration of interventions, contracting for primary and behavioral health services for employees and their families, return on investment, cost benefits and cost savings.  

The 9 funded grantees are notably diverse.  Corporate missions, corporate cultures, type of health care plans, numbers of employees, gender, ethnicity, geographic locations, health care coverage and policies, job titles and skills, range of age, work schedules, union presence and number of unions and leadership vision and stability were divergent across the study sites.  Managed care organizations were either internal or external to the workplace (e.g., some workplaces owned their managed care provider) and some had an internal or external behavioral health care component.  The EAP was either located within the workplace, within the behavioral health care component or contracted out by the workplace or by the health care organization.  Study sites also had diverse sets of  policy and contractual differences.

Four main intervention program themes run throughout: enhanced employee assistance, wellness/health promotion, drug testing and to some extent occupational safety.  These themes are not mutually exclusive, and grantee activities and programs cross-cut between them.  Within these focuses are a wide range of interventions:  employee health appraisals and assessments, parenting programs including how to talk to your kids about drugs, secure web sites to help self-identify and obtain information in an anonymous manner, newsletters, health fairs, peer-to-peer programs, drinking awareness and moderation programs, supervisor training, brown bags and seminars, posters, 800 numbers, and Internet resources.  The majority of these interventions are available on a voluntary basis to participants with no recourse on employment status.  Random drug testing, pre-employment drug testing and testing for cause typically are based on a drug-free workplace policy and are publicized to all employees.  

The knowledge gained from the WMC cooperative agreements studies over the past 3 years has enhanced our comprehension of how prevention programs work under  various conditions and circumstances.  This information is strategic to developing future substance abuse prevention, early intervention, treatment, rehabilitation, and reintegration strategies, policies and programs.  WMC program findings will provide comprehensive guidance which will assist in having these programs adopted nationwide.

Methodological Issues of Collaborative Research in a Field Setting
The WMC study is wrapping up its 3rd and last year.  The majority of the grantees are gathering the last round of data and submitting it to the cross-site evaluation team.  There are some early findings among the individual grantees which have been or will be presented today.  The cross-site evaluation does not have complete analysis to present as yet.   We will be presenting some of the overarching assessments of conducting research in this area and implications for research in the future. 

The WMC study brought to the forefront a variety of issues related to research design,   and analysis and methodological limitations.  Each individual study faced a number of complex methodological issues which then impacted on the design of the cross-site analysis.  Although experimental designs are touted as most the "rigorous" or “gold standard” research design and probably the strongest design with respect to internal validity, the workplace does not lend itself to an experimental design in most cases.  (Note: Walsh, et. al., were able to use an experimental design in a randomized drug testing study due to the type of intervention and corporate support for the research).  In most cases, it is not possible to use random assignment methods to create control and treatment groups of employees and their families.   Experimental designs can be quite intrusive to workplaces and most researchers are unable to obtain the ability to do true random assignment for purposes of doing research within two comparable contexts.  In some cases, especially in the presence of unions, both the study group and comparison group were required to receive the equivalent amount of intervention.  In these cases, a time series approach was used with a study group receiving the intervention in time 1 (T1) and the the comparison group receiving it in a delayed time (T2).    

The majority of the WMC research could be classified as a “field study”, that is they operated within “real-life”  workplace settings and were subject to a variety of changes as the study progressed.  Different from a “pure experiment”, this type of research lacks the ability to control a number of intervening variables.  Subsequently,  the research process design and analysis becomes critical to comprehending the meanings of the outcome measures.  As each worksite varied by population, size, type of work, organizational mission, goals and objectives, and operational idiosyncrasies,  they also varied by their study design, types and duration of interventions, collaborative partners and intensity of collaboration.   Each of these elements, individually and combined, increased the complexity of designing, implementing, evaluating and interpreting the individual and cross-site WMC study.  For example, geographic variations between employee commuting distance from work to home and geographic location from rural to urban can lead to differences in prevention needs and the necessity for differences in service modality and delivery systems.  Workplaces with the majority of staff telecommuting  have different needs than those working on-site with large equipment and high risk safety concerns.   

Notably, as is the case in field studies, researchers did not have access to the whole workplace macrocosm, as a “laboratory” or the capacity to carry out research applications as might best benefit the research design within a “real life” work environment.  Consequently, even with direct backing from each workplace and health care organization,  each study was carried out in an opportunistic fashion, and many of the research designs required adjustments and changes throughout.  For example, in several of the studies, the CEO or health care provider changed during the course of the research.  This led to a change in corporate or health care plan “attitude” towards participation in the research and cooperation of key collaborators.  In some cases new agreements had to be made to obtain data, new personnel were assigned to various key positions, various interventions were carried out in different locations by new providers, etc.   Yet, the integrity of all of the research designs held over the course of the study. 

Further complicating the research design was the impact of the cooperative partnerships necessary within each study to implement the substance abuse program possibly leading to a number of situational effects within studies.  Each study’s  collaborative efforts varied by amount and type of interaction between the various workplace and health care organization partners.  Within the workplace, participating parties included: CEO’s, managers, human resources, EAPs, medical directors, wellness departments, private security, and unions.  Within health care organizations there were primary and behavioral health care and EAPs.  Each study typically had a nucleus of support within a specific entity of the workplace:  CEO, human resources, EAP, medical director, union official, etc.  Several of the studies were affiliated with both the workplace and the health care provider.   Some needed buy in by all participating unions.  For several large corporations, this amounted to negotiating with numerous unions all who were concerned not only with the equality of services provided to all (e.g., study groups and control/comparison groups all needed the same service provided) but were also concerned with the program’s effectiveness, confidentiality, and any negative consequences for union members which might be associated with a prevention program.  

In workplace research, consideration of the organization and of group dynamics, or the interplay between people and organizations, can be useful in controlling for effects.  

According to Dahrendorf and others, each segment of society (e.g., corporation, union, health care corporation, EAP research institute, etc.) has its own orientations and interests and these differences lend themselves to conflict or differing viewpoints on how things should be achieved, what constitutes success, and how activities should be organized. (Dahrendorf, 1959; Gerth and Mills, 1953; Quinney, 1970)  These variations of group dynamics and/or interests might be expected to change the nature of the substance abuse prevention program.  As with the CSAP community partnerships and collations, it often takes leadership from one or more of these groups to form an interest group to promote the common interests involved with providing substance abuse prevention and early intervention.  Subsequently, it is the collaboration between the parties, and the negotiations of common interests within the prevention program which can become the balance of the success of the program.  

Of the 9 grantees, 2 were peer-to-peer programs both within large corporations.  One peer-to-peer program was established directly within the union, with the union having direct oversight for the program and cooperation from the workplace, EAP and health care organization.  The other peer-to-peer program was administered through management with cooperation from the unions and health care organization and EAP.   These structural arrangements led to variations in employee participation, relationships between participants, and level of effort of collaborating parties and other issues. 

Organizations often tend to be fluid in nature.  Buy-outs, growth, downsizing, changes in leadership, shifts in functions, restructuring of departments and divisions, changes in health care plans, and other organizational reforms, shifts and adjustments  occurred during the study on a periodic basis.  Each site’s process study afforded consideration to issues of how change in, of and by organizations reflects the needs and limitations of employees and impact on the integrity of the study and on prevention goals.

When designing WMC research, there were a number of unique challenges concerning selection of what data to collect and which measurement instruments and outcome measures to use.  The selection of method and how it is applied is commonly based on  theory or on research question, pragmatic or technical determinants.  Due to the applied nature of WMC, the choice of method tends to be geared towards specific practical questions.  The WMC study was designed to answer the questions posed by CSAP concerning which substance abuse programs and strategies worked best under what circumstances and for whom. 

CSAP was also concerned with having the findings adopted by workplace and health care providers to further its mission to the majority of employees and their families nationwide.  In this regard, the findings needed to be understood and accepted by a range of audiences including: researchers, academicians, CEOs, managers, practitioners, and primary and secondary health care providers.  It became obvious, early on, through the use of the Steering Committee and the use of small expert groups from a range of fields, that the various stakeholders wanted to see similar data but different calibrations or measures for some variables and there was a range of interest on the collection of data related to other variables. 

Whereas economists might be concerned with overall costs, benefits, effectiveness and utility of these programs,  sociologists might focus on the impact on corporate culture, employee relations, job satisfaction and production; and psychologists might concentrate on decreased risk and increased protective factors for substance abuse. From a public health perspective, the major concern is reducing substance abuse, improving the health of this nation as defined in Healthy People 2002, and reducing societal costs related to substance abuse and associated health problems.  Workplaces and health care organizations are both concerned with cutting or retaining current costs and with performance and were interested in return on investment.   In this regard, workplaces and health care organizations are interested with the organization or company as a whole, a healthy workforce, its image in the community and its ability to retain its employees, providing a safe and healthy work environment, enhancing levels of individual and group/team production, encouraging greater customer satisfaction, improving quality and response time, increasing individual and group learning, abilities, and capabilities related to organizational mission, strategies and goals.  To the degree that achieve healthier livestyles, reduce stress, increase capacity to move ahead and have better access without stigma to services and treatment leads to these goals, these measures were also of interest.  

Another way to illustrate these variations in perspectives, is to look at one element such as cost.  Costs which are relevant from the CEO’s perspective may not be relevant from a researcher’s  perspective. The perspective of public health or society might be wider. All costs of a program, other health care costs, other support system costs, professional fees, and patient costs (including time-off-work) may be included under the societal perspective.   In developing a logic model to proceed with the research design, it is useful to separate out and balance these perspectives prior to determining the research design, instruments and outcome measures for the study.  

Distinct audiences may desire to have data presented to them in a format easy to interpret and form decisions from from their perspective.  Although a research might perceive one measure to be superior, a decision-maker in a corporate or health care environment might demand to see a different measure.  Research costs can increase as the research design adds measures, instruments, data elements, and analysis techniques.  For the diverse needs of the WMC program, there were a number of  challenges associated with these choices.   By working collaboratively across fields and interest groups, commonalities were established. 

Within workplace research, the target of the program and the unit of analysis can shift from the employee or practitioners to several alternatives:  workplace teams, families, distinct worksites, and the entire corporation, organization or workplace. It is expected that interactions among employees, their families, workplace teams or changes in the general context of the workplace or health care organization generates different responses to the interventions  than would treatment of isolated individuals. The choice for unit of analysis is pivotal as the effects of interventions are dependent on the size of the samples. If workplace is selected as the unit of analysis, each workplace (or the 9 workplaces in the cross-site analysis) become the sample size.  This small size, although the populations within each workplace is large, would then effect adequate  statistical inference.  

Based on past experiences in workplace research, selecting a large enough sample size when the effect size was believed to be low was an issue for most of the grantees.  Although the majority of sites appeared to initially have large employee population numbers to select samples from, there were a number of issues affecting sample size.  For the most part, participation in the substance abuse prevention interventions was voluntary and took time away from the normal course of business.  

Grantees faced a variety of issues related to gaining employee participation in intervention activities.  Easy access to programs and managerial or union support of programs appeared to enhance participation levels.   With employee health appraisals and assessments, frequently, those doing the evaluation come to the worksite itself or choose a location in close proximity to the worksite in order to enhance the participants in the analysis.  When managers, supervisors, and union representatives verbally support such programs, take part in such programs themselves and provide encouragement to their employees to participate which can include providing time within the workday for attending a prevention activity, participation levels appeared to increase. 

In those cases where the workplace and the health care provider were one in the same, there may have been a higher degree of understanding of the inter-relationships between prevention activities and workplace needs and issues and enhanced support for the programs by management which could have led to higher participation rates.  However, at the same time, employees and their families might be more reluctant to use substance abuse related interventions and services in the same facility where they work due to concerns of confidentiality despite program design or other assurances.   In the DSG/Kaiser study, a series of focus groups indicated that employees are reluctant to access mental health and substance abuse services.  Of those who responded that they would be willing to access these services, the majority would not use them locally or outside their health care coverage.  The two reasons cited, not mutually exclusive , were: (1) confidentiality concerns and (2) the fact that employees believe there is a stigma attached to utilizing substance abuse and mental health services.   

The fear attached to the stigma of substance abuse and attendance in substance abuse prevention programs leading to lack of participation underlies the critical need to reduce the level of stigma associated with substance abuse and mental health.    When traditional programs included “substance abuse” in the title, studies reported lack of overall attendance and participation including at:  “brown bag” discussions, the “substance abuse” booth at a health fair, voluntary visits to EAPs, and other “labelled” activities.  Alternatives utilized by grantees included placing substance abuse prevention programs within a larger “non-labelled” approach such as health promotion, health education and parenting programs, and utilizing anonymous approaches such as web based Internet programs.  Cook, et. al. have observed that focusing in on wellness eliminates the stigma of substance abuse while leaving the door open for successful prevention interventions.  Wellness programs include such issues as weight, diet, nutrition, blood pressures, diabetes, stress, osteoporosis among other popular issues.  Substance abuse messages and information can frequently be placed within these modules and often are separate modules which can be added on once people are part of the wellness program.  Heidrich, et. al. added substance abuse screens within health risk appraisals and added follow-up calls to have those testing positive for risky drinking behaviors to enter into a prevention program.  Parenting programs and EAPs have added “how to talk to your child about drugs” to assist parents on this issue as well as provide parents with their own prevention messages.  Keller, et. al. developed a special social marketing effort to have employees explore a prevention internet site and overcome objections of stigma.  Matano, et.al. developed an anonymous website where substance abuse risk could be assessed and appropriate intervention be advised with those at high risk being provided with the name and contact information for a EAP or behavioral health counselor and those at lower risk being provided with prevention health education information.  Early reports of this method appeared to be successful in overcoming stigma and having those who had not previously accessed assistance obtain entrance to early intervention.     

Additionally, there were a number of workplace related limitations in selecting appropriate comparison or control group.   Although some of the grantees were located in a single geographical location, many had numerous locations across a state or the nation.  Sites were also located in both large metropolitan areas and  small rural areas frequently being the major employer in that location.  There was a range of distances employees commuted from work to where they lived.  For some, the place of work was a temporary location with commutes to other geographic locations (daily, weekly, monthly, or seasonally) from urban to rural or suburban or visa versa.  Selecting two geographically disimilar sites for the comparison group and the study site leads to a variety of implications for the analysis.  Living and/or working within a particular community may influence the risk of substance abuse and interact with the employee and their family’s degree of socialization or level of participation in work related activities including prevention activities.  There are by its very nature, differences in environmental influences, exposure to alcohol and drugs, variations in public policy and excise taxes (a significant prevention strategy), etc. (Moore & Gerstein, 1981; Saffer & Grossman, 1987)   The use of two diverse geographic locations or populations having employees living in diverse locations, etc. can all influence the study’s outcome.    

Within these complex environments,  individual studies combined qualitative and quantitative methods together to complement each other and better address the research questions.  Researchers triangularized the data and used multiple methods from various data sources to ensure the comprehensiveness of the findings by identifying patterns of convergence to corroborate overall interpretation.

Methodological Issues of a Cross-Site Analysis
Each study site collaborated with CSAP to identify common hypotheses and core cross-site process and outcome measures.  The challenge for the Steering Committee was to find commonality across the diverse study sites that would lead to greater understanding about “what works” across workplaces while not substantially altering the integrity of individual study designs or adding untenable costs.  During this exchange, many of the grantees strengthened and/or redesigned sections of their individual researches to meet the challenges of the cross-site.  This occurred for several reasons.  The cross-fertilization across fields led evaluators who sometimes get into the habit of using a particular data collection method without considering the advantages of alternative methods to re-examine their choices.  Secondly, each team lacked hands-on experience with one or more of the data collection areas from the distinct research fields involved in WMC and gained necessary background from other Steering Committee members.  

Despite the substantial program and research design diversities between grantees, the Steering Committee agreed on process and outcome measures by the close of the study’s first year.  The following three research questions were adopted for the cross-site study:

1. 
How do prevention/early intervention programs relate to workplace and individual outcomes?

2. 
What factors influence the relationship between program and outcomes (e.g., extent of implementation, intervention effectiveness, or sociodemographic or other characteristics of participants)?

3.
What is the cost and cost-effectiveness of prevention/early intervention programs? 

WMC research hypotheses included:

Prevention/early intervention strategies are associated with

1. 
reduced injury rates in the workplace; 

2. 
reduced problems in the workplace, as assessed by unscheduled absenteeism, turnover, disability claims, disciplinary problems, and poor performance ratings; 

3. 
reduced prevalence of alcohol and illegal drug use; 

4. 
improved mental and physical health of employees and their families; and 

5. 
employees’ perception of risk associated with alcohol and illegal drug use.

The cross-site study design pools findings over all sites to answer the research study questions and test the hypotheses.  Sites with common designs and interventions are combined, and the findings are arrayed by type. Because there is a wide variation between designs and interventions as well as in populations and organizational settings, the cross-site study uses great caution in selected methodology, analysis, and interpretation of results. The cross-site measures and hypotheses are a subset of each grantee’s measures and hypotheses, with this set representing those measures and hypotheses that all grantees could submit in common.

Conclusion

The WMC effort has led the field in developing strategies and identifying practices that workplaces and health care organizations can adopt to prevent substance abuse for employees and their families.  As community partnerships and other integrative workplace efforts have indicated, sharing knowledge, skills and resources between divisions, departments and contractual agreements can lead to enhanced productivity and reduction of costs.  Programs which offer a menu of prevention and early intervention selections for employees and their families appear to gain higher participation rates.  It is plausible that this research will also find that these programs have the highest rate of success as well.   

Greater numbers of workplaces and health care providers are needed to be included in the research to form better understandings across various types of workplaces and health care providers.  Longitudinal study is needed to form a fuller understanding of the impact of WMC collaborative programs on reduction of substance abuse, costs and effectiveness of programs.  Done systematically over time,  WMC research can reveal and explain important features of prevention programs in collaborative workplace and health care settings and concepts that can be applied to other settings.  

It would be useful for future research to adopt many of the instruments, interventions and procedures developed for the WMC study.  The 9 grantees are developing replication manuals with full descriptions of the process and outcome research and related instruments and measures.  Additionally, a series of dissemination products including detailed guidebooks and summary e-Briefings will also accompany these manuals.  It is expected that workplaces and health care organizations may be able to combine interventions from across the grantees which have been shown to have the strongest results.    

Future research in this area may analyze integrative substance abuse prevention, early intervention, treatment, and related issues such as mental health, HIV, and other addictions to better meet the needs of employees and their families.  Individual case histories from several of the grantee studies suggest that as one family member may need early intervention or treatment, another may require prevention materials.  Additionally, many of those who do not self-identify as needing early intervention or treatment become more aware of their need after receiving prevention materials.  By integrating these services across in a collaborative fashion, risk levels can be reduced.    
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