
Section 3:

Productivity and Other Benefits of Drug-Free Workplace Programs, Substance Abuse Treatment, and Recovery

As shown in Section 2 of this briefing book, substance abuse is a serious and widespread problem in the United States and affects many aspects of the workforce.  The Drug-Free Workforce conference is focused on the impact that substance abuse has on the nation’s workforce—i.e., the particular challenges that substance abuse creates for employers who need skilled, productive, and safe workers.  

Accordingly, many groups are currently seeking to address the impact of substance abuse on the nation’s workforce.  For example, many employers have instituted drug-free workplace programs to serve several purposes: preventing employees from initiating substance abuse, providing early intervention for non-addicted users of alcohol and other drugs, and assisting employees who have substance abuse problems.  Local and state agencies, along with faith-based and community-based organizations, provide a variety of services that are utilized by members of the workforce and their families to prevent substance abuse and treat addiction.  In addition, the nationwide network of One-Stop Career centers and other workforce development programs, whose mission is to link job seekers to potential employers, uses strategies such as job readiness assessments that may include screening for substance abuse as a barrier to employment.   

This section highlights the benefits of these and other efforts to lessen the impact of substance abuse on the nation’s workforce.  Specifically, this section covers:

· Benefits of Workplace Programs to Address Substance Abuse

· Benefits of Substance Abuse Treatment and Recovery

· Benefits of Employment for Sustaining Recovery. 
3.1
Benefits of Workplace Programs to Address Substance Abuse 

Workplace programs that address substance abuse, referred to here as “drug-free workplace programs,” have a dual focus: 

· Prevention – discouraging current employees from abusing substances or from using them at work.

· Intervention – encouraging current employees to stop substance use that can negatively impact work and to seek help if they have substance abuse problems.  

This section provides a brief description of drug-free workplace programs and summarizes research findings on the effectiveness of these programs’ major components.  In addition, it describes findings on brief interventions for non-addicted substance users.  

3.1.1
Components of Effective Drug-Free Workplace Programs

A comprehensive drug-free workplace program includes five components: a drug-free workplace policy; supervisor training; employee education; employee assistance; and drug testing.
  These components are described in more detail in Section 4.  Here, the focus is on research about the effectiveness of drug-free workplace programs.  At present, most of the available research on workplace substance abuse programs focuses on specific program components, mainly Employee Assistance Programs and drug testing, rather than on comprehensive drug-free workplace programs that include all five of the above recommended components.  

3.1.2 Effectiveness of Drug-Free Workplace Policies  

Written drug-free workplace policies notify employees that it is unacceptable to use alcohol or other drugs at work or to work under their influence. Research indicates that written Drug-Free Workplace policies have had some success in reducing substance abuse among employees and related costs to employers.

The National Household Survey on Drug Abuse (NHSDA)
 found that in 1997, compared to workers whose employers had a written policy about alcohol or drugs, workers whose employers lacked such policies were: 

· Twice as likely to say
 they used illicit drugs in the past month.
 

· More than twice as likely to say they used alcohol heavily.
 

3.1.3 Impact of Workplace Drug Testing 

Testing for illicit drugs is one of the most widely adopted of the drug-free workplace drug practices.  For example, in 1995, drug testing was performed by an estimated 80% of companies
 and undergone by 30 million U.S. workers.
  Testing for illicit drugs and for alcohol is required by law in the transportation industry and in federal jobs that are considered “sensitive” in terms of safety and national security.  However, drug testing has attracted more controversy and shows more mixed research results than other components of drug-free workplace programs.  

Not every drug-free workplace program includes drug testing.  To show the best results, programs that use drug testing should also consider including the other four components of an effective drug-free workplace program: a written drug-free workplace policy, employee education, supervisor training, and employee assistance.  

There are several circumstances under which workplace drug testing may occur.  These are more fully discussed in Section 4-A and included in the Glossary.  Most of the controversy about workplace drug testing concerns random testing.  In contrast, for-cause and post-accident drug testing have relatively wide support because they are viewed as being most closely linked to the job performance and safety of current employees.
  

The majority of published research has suggested beneficial results from drug testing in the workplace, but most of it has not been peer reviewed for scientific rigor.  Researchers have noted the difficulty of developing robust study methodology that uses comparison groups and controls for other factors (such as other policies or anti-drug activities, or an overall decline in drug use) that may contribute to these results.
  Because many studies on this issue contain serious scientific weaknesses, firm conclusions about whether or not drug testing is effective should not be drawn until a more definitive body of research accrues.  
Some of the difficulty in evaluating the effectiveness of workplace drug testing stems from the shortcomings of current testing technology.  The drug tests used today cannot indicate whether any drugs detected have actually had an impact at work.  A positive drug test does not indicate when or how much of the drug was consumed; it can result from drug use that occurred weeks before the test and thus cannot prove that an individual has ever been impaired at work.
  The technological deficiencies of tests for illicit drugs limit their usefulness even in a for-cause or post-accident context.  As noted previously in Section 2.2.1, a positive post-accident test for illicit drugs does not prove that the employee was drug impaired at the time of the accident or injury.
  Thus, in a recent analysis of data from a major drug testing laboratory, the proportion of test results that were positive for at least one drug did not differ significantly between post-accident versus random tests.
  However, courts have generally upheld employer policies specifying what disciplinary action can be taken based on workplace drug testing results, when careful procedures have been followed to ensure the integrity of the test result, and particularly in industries and occupations where workplace and/or public safety is an issue.  

In addition, except in workplaces where testing is federally mandated, there are no standards to ensure the quality and accuracy of drug testing or to ensure due process for employees to contest a positive test result.  Even if using laboratories certified by the Substance Abuse and Mental Health Services Administration and/or urinalysis approved by the Food and Drug Administration, the process of collecting, processing and sharing test results can invalidate the results or violate individual rights unless employer policies and testing provider procedures include careful safeguards.  These safeguards (such as the use of screening plus confirmatory test techniques, or using a medical review officer to review positive test results) are not required by federal law.  
Alcohol tests measure the level of alcohol in the body at the time of the test, so they are considered to estimate the level of employee impairment more accurately than drug tests, especially when they are administered immediately after a work accident.
  Alcohol testing is widely favored by both employers and employees.  In a 1998 survey of 14,000 managers, supervisors, and hourly workers at seven major corporations, half of the employees supported random alcohol testing during the workday, two-thirds supported pre-employment alcohol testing, and 80% supported post-accident alcohol testing.
  Workers in certain occupations viewed random alcohol testing more favorably: nearly two-thirds of employees in dangerous jobs and nearly three of every four workers in manufacturing and transportation supported it.
  Although current research links more work accidents and injuries to alcohol than to illicit drugs, most workplace drug testing programs (except in safety-sensitive industries such as transportation) do not include alcohol.
   

Research suggests that other components of Drug-Free Workplace programs—employee education, supervisor training, and employee assistance—can play a significant if not critical role in ensuring the effectiveness of workplace drug testing.  Drug and alcohol testing can bolster these other components of Drug-Free Workplace Programs, such as by: 

· Corroborating supervisors’ suspicion of substance abuse.

· Promoting referrals to employee assistance.

· Motivating employees who have undergone substance abuse treatment to remain abstinent.
  

3.1.4 Effectiveness of Employee Assistance 

“Employee assistance” is a term describing services provided at the worksite to help employees deal with personal problems that may affect their job performance.
  Employee assistance is often provided through an Employee Assistance Program (EAP) operated or contracted out by the employer.  Section 4-A further describes how EAPs operate.

A number of worksites offer employee assistance via peer assistance programs.  One common type is Member Assistance Programs (MAPs), which are sponsored by some labor unions.  Nationwide in 1990, MAPs accounted for 10% of work-based programs to assist employees with substance abuse problems.
  

Although employee assistance addresses many other issues in addition to substance abuse and varies in the extent of its focus on substance abuse, it can play a major role in maintaining a drug-free workplace.  For example, according to the Employee Assistance Professionals Association, substance abuse accounts for a large share of referrals to EAPs: 20% of voluntary referrals and 70% of supervisor-mandated referrals.
  

Employee assistance serves several functions
 in promoting a drug-free workplace: 

· Retaining employees who have developed substance abuse problems and thus decreasing costly turnover.  

· Shifting responsibility for counseling employees with substance abuse problems from supervisors to people with more expertise.  

· Providing both due process and accountability for employees whose substance abuse has an impact on their job performance or who have a positive drug test.  

· Reducing the health costs associated with substance abuse by encouraging treatment.  

· Raising awareness of the risks of substance abuse and influencing workplace cultural norms away from substance abuse.

· Promoting employer norms that favor treatment over punishment to deal with employee substance abuse.  

· Providing important follow-up counseling and relapse prevention to employees who are in recovery from substance abuse.  

There is relatively little conclusive data about the effectiveness of EAPs and MAPs.  One reason is the methodological limitations of EAP effectiveness studies, such as the lack of comparisons between workplaces with versus without EAPs.
   Another reason for the lack of data is confusion about how best to measure effectiveness.  For instance, employers tend to measure EAP effectiveness by intake rates, but while it is important to know the extent to which EAPs are actually being utilized, these data overlook EAP users’ outcomes.
  Finding the right outcome measures may also be difficult.  As an example, since EAPs refer employees to substance abuse treatment but do not provide treatment themselves, an employee’s success in treatment depends largely on the effectiveness of the treatment provider and of the EAP’s linkage to it, not of the EAP itself.
  Successfully addressing an employee’s substance abuse problems also requires access to and coverage for effective treatment.  

While the available data have some flaws, they do indicate that employee assistance can bring important benefits.  For example: 

· EAPs have typically reported recovery rates of at least 70% for alcoholic employees referred to them.
 

· A review of evaluation research concluded that EAPs produce far more in savings than they require in costs, and other evaluations have indicated that EAPs succeed in returning a significant share of employees with alcohol problems to effective performance.

· In the 1994 NHSDA, workers who lacked access to an EAP were 1.4 times more likely to have used an illicit drug in the past month than workers who had EAP access.
  

· One study of a national transportation company showed that after it instituted a peer-to-peer substance abuse prevention and early intervention program, injuries to passengers and bystanders dropped steeply over eight years, while employee injuries declined over 12 years.
  

3.1.5
Effectiveness of Employee Education and Supervisor Training 

Employee education and supervisor training are needed to successfully implement a Drug-Free Workplace program.  Employee education serves to make employees aware of their employer’s Drug-Free Workplace policy, the dangers of employee drug use, the consequences of policy violations, and the availability of help through workplace employee assistance and/or in the community.  Supervisor training prepares supervisors to enforce a Drug-Free Workplace policy and to intervene as appropriate to the policy by referring troubled employees to drug testing and/or employee assistance.  

Data on the effectiveness of employee education are mixed but generally show that it is beneficial.  In the 1997 NHSDA, 75.2% of workers who were not current illicit drug users said their workplaces provided information about drug and alcohol use, compared to 62.1% of illicit drug users.
  Workplace substance abuse prevention studies indicate that employees who attended workplace classes on alcohol prevention reduced their drinking and had improved attitudes and motivation related to alcohol, but participation rates were low.
   The low participation rates suggest that employees may be reluctant to voluntarily attend education sessions that are explicitly about substance abuse, due to the stigma associated with this topic.
  

Employee education about substance abuse that is presented within education on other health topics, such as stress management, had more participation and improved the alcohol use patterns of high-risk drinkers.
  For example, after completing a cardiovascular wellness program that included information about alcohol-related health risks, 43% of employees who had been at-risk drinkers either gave up drinking or reduced it to safe levels.
  Team-based employee training that included messages about substance use reduction alongside broader organizational issues such as team building and stress management made employees more likely to seek help for substance abuse problems and use EAPs.
  

There is less research on the effectiveness of supervisor training, but the available data suggest that it makes a positive impact. 
  Supervisors who participated in training about responding to employee substance abuse were more likely to contact the EAP about troubled employees and for their own problems.  Interactive, team-based training was found to be more effective than traditional classroom-style training.  

3.1.6
Brief Interventions for Non-Addicted Substance Users
 
A specific type of intervention for persons whose substance use is at risky levels but does not necessarily constitute substance abuse or dependence is called brief intervention.  

Brief intervention is a time-limited counseling strategy useful for busy, high-volume health care settings.  It has been found to be effective in health care settings.  When administered by a health care provider, brief intervention involves three steps: 

· Stating the medical concern.  

· Advising the patient to abstain from substance use (if dependent) or to cut down (if not dependent).  

· Agreeing on a plan of action. 

A study of 32 brief intervention trials found that they reduced alcohol use by up to 30%.  Brief intervention is also being studied for other drugs and in other settings, such as college campuses, senior centers, faith-based organizations, and at community events.  While little information is available on applying brief intervention elsewhere, it appears to be structured in a way that can be transferred to other settings, including workplaces, One-Stop Career Centers or job training programs.  

3.2
Benefits of Substance Abuse Treatment and Recovery 

Treatment for addiction to alcohol or other drugs is an important complement to work-based programs addressing substance abuse.  There is substantial evidence that substance abuse treatment effectively improves people’s outcomes in the workforce and in numerous other aspects of their lives.   Research indicates that the societal benefits of substance abuse treatment far outweigh its costs, and that the effectiveness of treatment depends less on the type of treatment than on how well it is implemented.  

It is important to note that substance use disorders, particularly dependence on alcohol or other drugs, are chronic conditions where relapse can occur.  A person with substance dependence may “experience several episodes of treatment, separated by periods of sobriety, over the course of a lifetime.”
  Thus the most relevant criterion of treatment success is not whether it makes a person completely drug-free for life, but how the person’s life improves over the long term.  
The research on employment and recovery from substance abuse indicates that these desirable outcomes are mutually reinforcing: treatment aids employability and employment aids treatment.  These findings highlight the importance of coordinating workforce development and substance abuse treatment services.  
3.2.1
Evidence of Improved Employment Outcomes 

Numerous national, state, and local studies have shown significant improvements in employment outcomes for individuals who receive substance abuse treatment.   For example, among the 5,700 participants in the National Treatment Improvement Evaluation Study (NTIES), the employment rate grew by 18.7% (up nine percentage points, from 51% to 60%), during the first year after treatment.
  This improvement is striking because NTIES participants, who were clients of federally funded treatment programs across the country, came from under-served populations that may be among the most difficult to treat and employ, such as welfare recipients, public housing residents, and persons in the criminal justice system.  

Another large national evaluation of substance abuse treatment is the Drug Abuse Treatment Outcome Study (DATOS), which sampled 10,010 clients who entered 96 treatment programs in 11 cities across the U.S. in 1991-1993.  DATOS sampled from four different treatment types and tracked some of the participants for five years after treatment.  Before treatment, the percentages of participants who worked full-time ranged from only 12-33% depending on the type of treatment.  After treatment, the full-time employment rates ranged from 18-36%.   The most pronounced improvements were in long-term residential treatment patients, who experienced a 10% increase in full-time employment in the first year after treatment.
  Other studies have found employment gains of up to 40% after treatment.
  

3.2.2 
Evidence of General Improvement 

In national and state-level studies, treatment has been shown to effectively help clients stop their substance abuse and to counteract a number of the costs of substance abuse outlined in Section 2.  Although substance dependence is a chronic, relapsing disorder, research shows that certain substance abuse treatment approaches are effective to an extent comparable to those of treatments for other chronic disorders, such as diabetes or asthma.
  
Reduced Substance Use 

In the NTIES, a sample of 4,411 participants was analyzed for drug use and various other treatment outcomes.  The share of participants who used the drug(s) that led them into treatment fell from 73% one year before treatment to 38% one year after treatment, which represents a 45% decrease.
  Although most of these data came from clients’ responses in intake and follow-up interviews, the NTIES also used drug testing data to validate clients’ self-reported drug use.   Various other studies show that drug treatment reduces drug use by 40-60%.

DATOS measured the proportion of participants in four different types of treatment who used specific drugs before versus after treatment.  Among those who were tracked for five years after treatment, some results were dramatic.
  

· Weekly cocaine use fell by between half and two-thirds in all four types of treatment, including outpatient methadone treatment for heroin addiction.  

· Weekly marijuana use fell by two-thirds in three treatment types.  

· Weekly heroin use fell by two-thirds in two types of treatment.  

· Heavy alcohol use fell by 50-60% in three types of treatment.  

Health Outcomes 

Substance abuse treatment also improves physical and mental health.  For example, in three of the four treatment types studied in DATOS, the number of participants who had suicidal thoughts fell by about half from before to after treatment.
  

A sample of 4,411 NTIES participants
 showed improvements in client functioning across several outcomes, including crime, drug use, health, homelessness, and HIV/AIDS risk.  Some of these improvements, which were all statistically significant at the .05 level, are summarized below in Table 3A.  

Table 3A: Client Health Outcomes 12 Months Before Versus After Treatment

	% of treatment clients who: 
	12 months

before treatment
	12 months

after treatment

	Had a medical visit related to alcohol or other drugs
	24.7%
	11.5%

	Were bothered or somewhat bothered by mental health problems 
	53.9%
	35.3%

	Had an inpatient mental health visit
	6.5%
	4.7%


Similarly, outcomes data collected by the substance abuse treatment system in Massachusetts show substantial improvement among treatment clients across a number of health and other measures.
  Table 3B below summarizes these data.  

Table 3B: Client Outcomes 3 Months Before Versus After Treatment

	All of the following before-after differences were statistically significant at the .01 level.

	
	Before treatment 
	3 months after treatment 

	% of residential treatment clients who:
	
	

	· Used alcohol or other drugs 
	59%
	17%

	· Used emergency room 
	21%
	9%

	· Used inpatient hospital services
	10%
	2%

	· Had psychological problems 
	95%
	64%

	· Had social problems 
	51%
	36%

	· Were arrested 
	24%
	0%

	% of outpatient treatment clients who:
	
	

	· Used alcohol or other drugs
	45%
	29%

	· Had psychological problems
	76%
	53%

	· Were arrested 
	47%
	1%


3.2.3
Cost-Effectiveness of Treatment 

When translated into economic terms, the benefits of substance abuse treatment clearly exceed its costs.  In the workplace, the health care benefit costs of persons who have completed substance abuse treatment are $550 per month lower than those of untreated substance abusers.
  

In the NTIES, the average benefits of substance abuse treatment exceeded the costs by three to one.
  Other studies have found that each $1 spent on substance abuse treatment saves $4-7 in crime-related costs alone, and up to $12 when health-related costs are added.
  

In addition, the costs of treatment are much lower than the alternatives, as concluded in a study by the Institute of Medicine.  For example, on average, residential treatment for cocaine costs $12,467 per person per year, while probation costs $16,691, incarceration $39,600, and untreated addiction $43,200.

3.2.4
Treatment Success Factors
 
A recent meta-analysis of 78 treatment studies conducted between 1965 and 1996 looked at the strength of treatment success and the factors influencing it.  This analysis found that no single treatment modality (i.e., whether the treatment was methadone maintenance, therapeutic community, outpatient drug-free, or detoxification) was better than others for all drug users.  The best treatment modality for an individual client depends on his or her specific needs.  The same meta-analysis also found that treatment success is strongly influenced by how well the treatment program is implemented in terms of staff training, monitoring, and client retention.    

3.3  
Benefits of Employment for Sustaining Recovery 
The link between successful treatment of substance abuse and success in the workplace appears to work both ways.  In addition to the research on the positive impact of treatment on employment outcomes, summarized above in Section 3.3.1, there is also research indicating that employment can aid success in substance abuse treatment and recovery.  
For example, in a study of indigent substance abuse treatment clients in Washington State, pre-treatment employment experience was the strongest predictor of post-treatment employment success, accounting for 50% of the variance in post-treatment employment outcomes, compared to 33% of variance due to client characteristics and 12-18% due to treatment factors.
  

3.3.1  “Protective Value” of Employment for Recovery 

The Center for Substance Abuse Treatment (U.S. Department of Health and Human Services, Substance Abuse and Mental Health Services Administration)
 summarizes the research on how employment influences treatment and recovery as follows: 

· Treatment participants who are employed before or during treatment stay in treatment longer and are more likely to achieve a successful outcome.
  

· For persons in recovery from substance addiction, employment helps moderate the occurrence and severity of relapse.
  

· Employment provides opportunities for treatment clients to develop new social skills and befriend non-users who can help them maintain sobriety.  

Similarly, government-sponsored research from Scotland indicates that treatment clients view employment as an important non-drug-related activity to fill the “void” formerly occupied by drug use.
  This research also found that clients’ motivations to participate in employment and training programs included the desire to end their drug dependency and to develop social support networks outside the “drug culture.”
  

3.3.2  “Motivational Value” of Employment and Training
 

Recent research indicates that employment not only helps to sustain recovery, but can also motivate current treatment clients to initiate and maintain abstinence from substance use.  Stopping substance use and getting a job both reflect large, abrupt changes in lifestyle, but the skills needed to achieve one goal can complement attainment of the other.

In treatment theory and practice, employment and training are part of a holistic “community reinforcement approach” using various behavioral strategies to make an abstinent lifestyle more rewarding than the destructive patterns associated with using alcohol or other drugs.  Along with family support and drug-free social and recreational activities, job skills and legitimate employment serve as “reinforcers,” sources of positive reinforcement for abstinence.  The reinforcers derived from employment include both intangible benefits—such as praise for good job performance, improved sense of self-efficacy—and the concrete benefit of earned income.  

Recent research on abstinence reinforcement focuses on the effect of concrete rewards for demonstrating abstinence from drugs.  It has found that rewarding “clean” drug test vouchers to purchase goods and services successfully motivates patients from diverse backgrounds to abstain from a variety of drugs.
  Patients whose addictions have resisted traditional treatment can benefit from abstinence reinforcement as long as the rewards increase in value over time with sustained abstinence.
  Current research indicates that among severely addicted treatment patients, monetary rewards are effective in reinforcing abstinence.  Some of this research focuses on a “Therapeutic Workplace” intervention, so called because the workplace itself is the source of treatment via abstinence reinforcement.  In a Therapeutic Workplace, the monetary rewards for abstinence begin as vouchers earned for participation in job skills training, followed by employment with performance-based pay raises.  The participant must have a “clean” drug test in order to work and receive earnings.  In a study where both the treatment and control groups were randomly selected patients at the same drug treatment facility, Therapeutic Workplace participants had double the abstinence rate of the control group in the first six months and maintained a nearly twofold abstinence advantage for three years.
  

3.4
Conclusion

The research highlighted above points to significant workforce-related benefits from workplace substance abuse programs, substance abuse treatment and recovery efforts, and efforts to make employment an integral aspect of recovery.  The following section summarizes the programs and services that are currently being undertaken by the private and public sectors to harness these benefits in addressing the Drug-Free Workforce challenge.  
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