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The most important question you can ask
concerning substance abuse treatment is wheather
or not it works. At Valley Hope, our answer is
a resounding Yes! Treatment Works. People can
and do recover from their addiction to alcohol and

other durgs. Lost work days can become
productive work days and families torn apart by

the addiction can begin to love again.

There are some other unportant questions.
Valley Hope's answer is the same for each...Yes.

Yes, Valley Hope offers quality substance abuse

treatment services with the focus on individual recovery

Professional, certified staff direct an individualized
treatment plan. All Valley Hope facilities are JCAHO

accredited and/or state licensed.

Yes, the treatment services offered by Valley Hope are
grounded in 12-Step philosophy with strong emphasis on
family participation, spirituality (non-denominational) and

continuing care placement.

Quality treatment does not have to be expensive.
Valley Hope can answer your questions about

affordability with a resounding Xes, too. Call us
today and let Valley Hope say y~ to your

treatment needs.
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VALLEY HOPE
ASSOCIATION

Alcohol, Drug and Related Treatment Services
Treatment facilities in Arizona, Colorado, Kansas, Missouri, Nebraska and Oklahoma.

Fly to Recovery Program available across the United States.

Corporate Offices P.O. Box 510 Norton, KS 67654

ADMISSIONS 1-800-544-5101 INFORMATION 1-800-654-0486
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Evolving Healthcare

and the EAP
Brenda Blair, Tamara Cagney, Jack Dolan, Jim Oher, Cynthia Sulaski, Bernie

Dyme, Dan Ansell, Bruce Davidson, Ed Bergmark, Dan Berman, Jay Youell,,
Carl Tisone, Charla Parker, Les Vergil, Rick Kinyon, Charlotte McCluskey,

David Redfield, Bill Roiter, Ed Trieber, Jeanne Tremble, Peter Brill, Pat Fields, John
Pugliese, Gary Atkins, Jim Keener, Sue Green, John Maynard, John Burke, Jim
Costabilo, Roger Knot, Bill O'Donnell, Terry Gorski, Ron North and Art Bennett.
What do you think these people have in common? In varying capacities, they, and

many others, were part of the recent Behavioral Healthcare Tomorrow show in Dallas
to find out the latest trends to bring back to their companies. Their faces were famil-
iar—what had changed were some of their titles and what they were doing. However,
they were all using their EA skills to help troubled employees. They have evolved as
surely as healthcare has, and is, evolving.
BHT and the National Managed Care Congress regional show in Chicago explored

themes as to where the evolution is heading. Three themes emerged. The first seemed
to be the impression that healthcare companies, be they behavioral or otherwise, will
continue to increase in size and scope of service. Carve-out behavioral services sold
separately to a purchaser seem more likely to be carved back in again and sold as part
of a total healthcare package.

Secondly, mergers/acquisitions between EA and managed care companies seemed
to be more openly discussed. Companies approached EA people to determine whether
EAP providers were for sale. Last year, at this same show in Washington, people were
genuinely interested in what an EAP did and where to get information about programs.
The year before, it seemed that managed care companies all had EAPs, or so they
thought. Over the past year, EA providers have positioned themselves at the front end
of the behavioral integrated model as the most effective means of getting the troubled
employee to the appropriate level of behavioral care. The merger of mid- to large-sized
EA providers with mid- to large-sized managed care providers appeared to be the trend
this year. Too small and you may not be able to service the sites required. The national
EAPA conference this month in Seattle will continue the forum on this trend.
The third theme is that information systems are poised and ready to keep track of the

data. Programs ranged from information gathering and tracking to aids to determining
symptoms and levels of care necessary. Twenty-one of the 145 exhibitors fell in the
information systems category at the show with a variety of ways to collect the data.
As the healthcare industry focuses on bottom-line cost savings, the accurate keeping

and tracking of cliendtroubled employee care becomes even more essential. The day
appears close when your computer screen and keyboard will link you to all record-
keeping forms and provide the ability to transport them to the referral bases as well as
the EA provider of service. Aftercare information, ancillary care options and aids to
broaden your knowledge in a particular area will be no further than your fingertips.

Stay tuned. EmployeeAssistance Magazine has some good things coming.
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EmployeeAssistance Magazine has focused on restor-

ing the troubled employee to full productivity in the workplace

by finding the appropriate level of care. In that same spirit of

Here's what you'll find in
providing "solutions to the problems" the publishers of the 1996 Stevens

EmployeeAssistance

Em to eeAssistance Ma azine are roud to introduce for 1996:P 3' g P
Resource & Referra~
Guide:

The 1996 Stevens EmployeeAssistance Resource USER-FRIENDLY FORMAT

5 Sections with thousands of up-to-
date, detailed listings of facilities

& Referral Guicle. -----------------------------------------~ and professionals who treat or
counsel troubled individuals. Each

~
The Resource &Referral Guide provides corr~prehen- ~

section is arranged geographically
by state.

sive easy-to-use sections covering facilities and professionals ~ ASSOCIATIONS AND PROFESSIONAL

~ ORGANIZATIONS ARE INCLUDED

Listing of related associations and
specializing in Drug &Alcohol Treatment, Mental Health, ~ professional organizations to help

~ round out the necessary details.

Outpatient Care and Rehabilitation, plus, an Information i STATE AND FEDERAL SERVICES

Provides listing of state and federal

Resource Services Section which lists continuing education i organizations that provide informa-
~ tion and services.

products and services. ~ AVAILABLE IN PRINT OR CD-ROM

The Resource &Referral Guide on
'

When seeking outpatient or mental health counseling ~
CD-ROM includes all of the
intormation contained in tr,e printed

~ guide plus Dynamic Search

for a friend or family member you need access to local and ~ Capability. With this feature, yon,
can cross-index by any combination

~ of variables to get the information
distant inpatient and outpatient services. Turn to the leading ~ you need. Quickly. The CD-ROM

~ version is PC-based and is compat-

information source...
i

ible with Microsoft Windowsr"'.

Introc~ueing the 1996

Stevens Employee
Assis~,ance Resource &
Refe~~al Guide.

Before you make your next referral decisdon,

call us at (800) 727.7573 to reserve your

1996 Resource &Referral Guide at a special Pre-Publication

rate, or complete and mail the attached order card.

Circle 2 on card.
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Customizing

Recovery

Programs

Draws on

Understanding

of the

Brain-Reward

Center

arious pic~f~ssionalti talk about recovery and rcl~i~se in sep-
arate t~~m~ ~~~hile of-hers call relapse a part of Ule recovery
~~~rocesti. Still others contend Ihat alcohul ~~nd ch-ug addic-

lion tu•e very different from gambling, sex and other behavioral
addictions. Therefore, the prescribed methods for recovery are as
varied as the type of behaviors themselves. 'this causes difficulty
Por third-party reimhuiscment, clients' Ireahnei~t pl,inning and edu-
cation of ~rul'cssiun~ils ~tnd clients. While oft~an the varying opin-
ions ttncl philosophies I~~cl: even a thread of consistency, it is tl~e
intent oP this brief article is to identity the common denominator of
each person that needs to "recover:" Specifically, how a person's
brain will react to consistent repeated stimuli, whether chemical or
behavioral, and the stages the brain ~vili go through in achievinb
hon~eotitasis or "recovery"

liiochemist►y and Addiction
The brai❑ goes through several changes whenever ertern~l

chemicals or behavioi;~ consistently stiin~ilate it. It adapts in sever-
~il fashions, inc(udin~ ncurochemictil changes, cellul.u• changes,
physiological reward systems adapttition, neurohormonal chanties

and end-oil to ldaptation. It is not the intent of this article to dis-
cuss each of thetie in depth, but to explain that some of these effects
~~re immediate, while others take several mo~~ths or even years Co
ch<mgc. It is critical for both Ilealthe~re providers and clients to
understand that consistent repeated behavior affects long-term
adaptations of the brain chemistry as ~ilrohol and drugs.

1. Nein•oclrenricnl Cl~iu~~~~e,s:
The delicate balance oP ne~irochemisuy ur brain chemiSU•y

changes when we in~?est dr~igs or alcohol, do cerCain behaviors or
think certain th~ugl~ts. The "rush" we experience when eve have a
close dill or become frightened, or the "down feeling" we experi-
ence 4vhen we receive bad news, are examples of the feelings gen-
ernted from these changes in brain chemish•y. If these changes
occur frequently and consistenCly,~the brain will bebin to adapt in
en eftbrt to reg~iin normalcy. The brain ~Pollows the concept of "for
every action there isa reaction."

2. Cellydur Ckange,s•:
A hit-and-miss behavior or the occasional use of alcohol does

not affecC the cellalar aspects oP the brain except in rare inst~inces.
such as a direct toxic effect of certain chemicals or poisons.



However, if excitatory or inhibitory brain
chemicals constantly bombard the brain
(drug- or behavior-induced), it will adapt
by decreasing their impact. Commonly
known as tolerance—an enzymatic adapta-
tion of the individual nerve cell. This
adaptation takes a few weeks to months to
develop and a few months to return to nor-
mal in the recovery process.

3. Physiological Reward System:
Our brain tends to prefer certain basic

types of brain chemicals, those that either
excite us or calm us. For example, elevat-
ed levels of dopamine (an excitatory brain
chemical) may feel good to some and bad
for others. If certain behaviors or drugs
cause the release of dopamine and it feels
good, that behavior or drug can become
addicting. If it does not feel good, we will
tend not to repeat it. This is significant in
the recovery process because alcoholism,
perfectionism, control, and smoking may
all provide the same physiological reward
or braim chemical reward for a certain indi-
vidual. Therefore, they may declare victo-
ry over one substance only to be taken
prisoner by another that provides a similar
brain chemical reward. That is why many
people who quit smoking tend to overeat.
Both behaviors provide the same biochem-
ical reward.

4. Neurohormonal Changes:
Whenever we consistently a1Cer brain

chemistry and therefore make changes
within the brain cells themselves, we affect
the master control of our body, through
feedback. The hypothalamus-pituitary axis
affects the thyroid, pancreas, adrenal and
other glands, thereby changing their output
of hormones. When hormonal output is
altered, so are moods and thoughts. This
effect causes a person to misperceive infor-
mation, including counseling. These
changes occur within a few months and
often take months to years to return to nor-
mal. Without understanding the neurohor-
monal changes and addressing them during
the recovery process, they m1y never
return to normal.

S. End-Organ Adaptation:
Altered brain chemistry will eventually

have a negative affect on the pancrels,
adrenal, thyroid, muscle and other organs.
These organs may become less effective,
over active or damaged by addictive behav-
iors. This causes a slow return to normal
and is the final physiological bridge that
must be repaired on the road to complete
health. This damage c1n be permanent in
alcohol and drug instances and slow to heal
in behavioral addictions.

NOVEMBER 1995

The Recovery Process
The addiction process cruses both

immediate and adapted long term-changes
in brain chemistry. Therefore, we greatly
increase the odds of "recovery" when we
can accurately identify these changes and
return the brain chemistry to the "normal"
or pre-addiction condition.
The body/brain will go through four

stages in the recovery process. The time a
client spends in etch stage depends on the
following:

1. Length of the addiction
2. How uncontrollable thoughts ace

handled
3. Severity of the addiction
4. Consistency of the recovery program
5. Attainment of spiritual health

(Healthy thoughts affect brain chem-
istry positively.)

6. Their understanding of the role that
brain chemistry plays in both their
addiction and return to health.

Stages of Recovery
Since we can assume that the brain has

adapted to the addiction, we must begin to
change the brain back to 1 condition where
the person can accurately identify the
thoughts thlt automatically trigger their
addictive behavior. These automatic behav-
iors occur before the individual has control
of them and are therefore the foundation
for the addictive process. In many ways,
this process is similar to Pavlov's dog that
automatically salivated when a bell was
rung. We become lnxious [ring!], our brain
chemistry changes, so we drink alcohol to
return our brain chemistry to 1 more com-
fortable state. We hear depressing news
[ring!], our brain chemistry changes, so we
eat to return our brain chemistry to a more
comfortable state, Treatment that focuses
on the behavior thlt occurred after "the
bell has already rung," such as drinking or
overeating, will rarely eliminate compul-
sive or negative behavior. Often it will
help a person to stop one behavior only to
have them transfer it to another behavior.
Understlnding the role that brain chem-
istry plays allows the person to make
choices before the bell rings. The stages of
recovery can then be effectively planned.

Stage One: Eliminating behavior—The
Brain Seeks Balance.'Stage one begins the
day the person stops the behavior—the day
they go without a drink, do not use their
drug of choice or other addictive behavior.
This act changes the immediate alterltions
of neurochemistry, but is only the first step

in the recovery process. During this stage,
brain chemical levels fluctuate and can
cause some craving and mood swings.
These emotional pains are related to the
immediate lack of or excesses of brain
chemicals. This stage will typically last
from two to eight weeks.

Stage Two: Experiencing Unpredictlbility -
The Brain Struggles for Balance.
Professionals can rarely predict the process
of stage two. That is because every person's
brain and individual type of addiction
effects them differently. This stage occurs
when the longer term adaptive changes will
be affecting the individual and should be
addressed. These include cellular changes,
end-organ adaptation, physiological reward
systems and neurohormoual changes. Since
the brain is no longer receiving stimulation
or suppression of brain chemicals (the
behavior or drugs have ceased), it doesn't
know what is "normal:' Although most
people gain confidence from stage one, they
become insecure in stlge two. They can't
predict what will happen next. During this
stage, people describe themselves as fail-
ures or decide that the h~eatment program as
not working. They may leave their Twelve-
Step program and search for something that
"feels right' or seek out medication. The
problem is not in the treatment program per
se, it is that their treatment program is not
addressing their brain ,and its changes.
When the brain is tmpredictable, so are
emotions and behavior. This process can
last up to two years or a lifetime if recovery
isn't consistent.

Stnge Three: Achieving Brain Chemical
Recovery—The Brain Normalizes. The
vest majority of people in recovery today
are in stage three. They suffer mood
swings, are depressed, angry or resentfiil
and continue to focus on their addictions.
They don't experience joy, peace, intimacy
with God [a higher power], self Ind others,
and lack fulfillment in their lives. Th1t is
because they hlven'C truly recovered, since
their brain is still unsure of "who they
are:'

Medication, more meetings or another
compulsive or addictive behavior isn't the
answer. The answer is understanding their
brain and what is going on. Since the brain
changed to 1 less-than-optimal state
through consistent negative behavior, it can
change to 1n optimal state through consis-
tentpositive behavior. That positive behav-
ior needs to be "prescribed" based upon
brain chemistry, rather than chosen based



Discover America's Fastest Growing EAP and
Managed Behavioral Healthcare Company

Health Management Systems of America is a managed behavioral
healthcare company providing services to a number of private corpor-
ations and we are recruiting staff for our federal programs with the
United States Public Health Services agency. We provide a full range
of Employee Assistance Program services and managed behavioral
services, including trauung, labor and management consultation, and
health/wellness activities. Our staff of master's level clinicians and
affiliate providers deliver assessment, short-term counseling, referral
and case management services. All services are available on a capitated
or fee-for-service basis.

You are invited to join an exiting, fast-growing national leader in the
employee assistance and managed behavioral healthcare industry.
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Headquartered in Michigan "
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WORKPLACE
VIOLENCE

PREVENTION
THE SAFE WORKPLACE PROGRAM

• Policy &Procedure Development

• Management Training

• Human Resource / EA Consultation

• TOV Assessment

• Incident Response

24 Hour Consultation
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BRIGHTON HOSPITAL
Michigan's Center of Excellence
in the Treatment and Prevention of
Substance Abuse

SUBSTANCE
ABUSE
IN THE

WORKPLACE

Community Education Programs
sponsored by Brighton Hospital on
Tuesday, December 5 and 19 at
7:00 p.m. Call for reservations

*Inpatient* Outpatient
Intervention*Day Treatment

Adolescent Treatment

BRIGHTON HOSPTTAL
12851 E. Grand River

Brighton, Michigan 48116
810-227-1211
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RECOVERY

upon what feels good. By understanding

the brain chemistry's impact on addic-

tions, we professionals will then know

what and how much exercise, what foods,

and what type of behavior can be pre-

scribed to optimize the brlin. We cannot

continue ro provide recovery options

because they feel good, allowing a person

to remain in stlge three for 1 lifetime.

Stage Foier: Feeling Goocl -The Brain

Optimizes. In Stage Four, fully recovered

individuals experience the joys and frus-

crations of normal life. They are able to

avoid the negative behaviors or addictions

that once sled their lives because they

now understand the physiological cause of

their addictions. They can regain control

and confidently make proper choices for

their lives. They now overcome the fear

that some random, inexplicable event will

send them back into an unwanted lifestyle.

No longer are they in a situation where

they must go to a meeting or automatical-

ly fall back into their past addictions. They

may choose to go to a meeting to work the
tweli'th step or to help others, but they

don't have to attend to prevent their own

relapse. They can now choose to be both

satisfied and productive.

People responsible for developing

Creatment m~isY ~mderstand the ne~irochem-

ical model of behavior treatment pro-

grams. This model allows the clinician or

employee assistance professional to under-

scand the brain-reward center, the effect

good and bid that automatic behaviors are

having on the brain, and the effects that

drugs or behaviors have on Urain chemi-

cRls. By addressing all three issues, 1n
effective, consistent program can be cus-
tomized for each person in recovery. This
will provide both the client and profes-
sional with the best possible opportwiity
for success.

Rober•tsori, director of the Ro~iertson
bistitute Ltc(. specializes in rtieuro~harnia-

cology orbruin-chemistry tecl2~~ology aixd ds
mi internntionally known nutTtor, lecturer;

clinician and consultant to the psychinri•ic
and die~nicnl dependency fields and corpo-
rations. Molitor; president and founde~~ of
Molitor• Inc., n consulting m~~d trains-~tg
organizntio~i, specirilizes ire the custom
design and delivery oi• organizntio~aal
change processes widz cc prirnury focus on
the development of lende~ship, teamwork,
problem-solving ant! decision-snaking skills.

Photo art by FPG lnrernnrioual
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ith all the recent concern about the increase in
workplace violence, one piece of the puzzle is
far too often overlooked. What preceded the

act of violence? Most of the time the answer is anger.
Where does all the anger come from? Corporations

across the nation have become increasingly concerned
about the impact of stress and the threat of violence on
employees who are victimized. Managers at all levels
are seeking ways to prevent violence from occurring
and seeking means to support employees who are
affected by trauma. They are also increasingly aware
of the cost to the workplace in terms of lost produc-
tivity, increased healthcare and workers' compensa-
tion costs, as well as the cost of potential litigation.

Case No. 1
The corporation had recently undergone downsiz-

ing and reorganization. Several plants had been
closed. The manager was exhausted from meetings
with employees who were laid off, many of whom
had worked for the company for many years. As she
logged onto the system Friday morning and checked
her e-mail, one message stood out: "You can't delete
people like so much e-mail without suffering the con-
sequences:' The message was unsigned and there
were no clues about iYs origin.
On the following Monday morning, after a week-

end of peaceful gardening, a message read, "Watch
out for the flower you didn't pick in your garden this
weekend!" Like the elrlier one, _and others that fol-
lowed, there were no clues to the origin of the mes-
sage. Security was unable to trace the messages, nor
were they able to offer the manager any protection
outside the workplace. Stressed and terrified, the
manager took a few days off. The few days became
weeks as she was unable to feel safe anywhere. She
entered therapy and filed for disability status.
The new realities of the workplace have created an

atmosphere that is all too often fraught with anger and
frustration, The workplace has become a place of fear,
anxiety and despair. Managers, no longer have the
time to sit down with an employee and listen to his or
her frustration or confusion. Managers themselves ue
frustrated and confused. Human Resources depart-
ments a~•e being downsized too, and no longer have
the time to address the human issues as they once did.

Organizations that once had internal EAPs often
contract now with outside vendors, many of whom
are not local and do not have the ongoing relationship
with management nor the knowledge of the organiza-
tional culture to be able to truly assist managers and
employees- with the level of rage that bubbles to the
top occasionally.
As we continue to cope with fundamental and con-

stant chinges to our work organizations, the impact
can be seen in every layer of society. As jobs disap-
pearalong with many social services and access to the
safety nets of healthcare and mental health services

declines, burgeoning stress is reflected in increased
rates of domestic violence and substance abuse.
Managers dread the verbal warning discussion and
shudder at the prospect of a major layoff. None of
these workers feel they have the tools to constructive-
ly 2ddress behavior that is inappropriate, abusive,
provocltive or dangerous.

The Role of Anger Management.
Forward-thinking organizations ue now looking at

the kind of initiatives that can provide a safety net for
employees and managers. Specific policies and pro-
cedures are being developed to clearly set out stan-
dlyds of behavior and guide managers enforcing
them. Managers are being trained to identify early
warning signs of potential conflict and distress and to
understand how to defuse such difficulties. This
effort, combined with employee assistance program-
ming to support victimized employees as well as
potential problem employees, can do much to reduce
the risk of violence in the workplace.
No one goes tluough life free from feelings of

anger.. No one can avoid all conflict and frustration.
When people have no models or outlets for express-
ing anger acceptably and no way to address conflict
productively, the result is a sense of helpless frust~•a-
tion that can result in violence.

wining Managers, Employees
Any training provided for employees at all levels

about how to manage conflict and anger must begin
with a thorough understanding of organizational poli-
cy. What are the options for addressing a conflict
between workers or between line employees and
supervisors? What recourse is there for employees
who feel they are being ri~eated unacceptably by either
a co-worker, supervisor or customer?

Over and over again, as we have provided training
for companies of all kinds, it becomes clear that there
is confusion and uncertainty about the rules and when
they can count on the suppoirt of the company.

Once company policies and procedures are clear—
including areview of the normal corrective action
procedure and the behaviors that are likely to precipi-
tate it--employees need tools. These tools help build
bridges between people in conflict. Such tools include
an understanding of what causes conflict between
people, as well as the difference between destructive
and constructive means for resolving conflict.

Important too is the development of active listening
skills. Nothing reduces anger and fivshation as effec-
tively as feeling heard Ind understood. Managers
themselves will feel less threathened by expressions
of anger if they understand employees' need to feel
heard and have developed some skills to respond in a
way that preserves the dignity and respect of their
employees. More than one perpet~•ator of workplace
violence has noted, "It wasn't that I was terminated
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ANGER MANAGEMENT

that made me so mad; it was the way I was
treated:'
To develop anger-management skills, man-

agers (or employees responding to an angry
customer) must understand the language of
stress and anger. They will need to identify
the degree of distress to respond appropriate-
ly. Responding inappropriately could, in fact,
heighten anger rather than reduce it. There are
times when clear limits must be set to pre-
seive safety and order. Knowing when and
how to do this and knowing what resources
are available if needed provides a safety net
for all involved.

Sensitivity to diversity issues is also criti-
cal. Non-verbal cues often differ widely
among cultures and between genders. In
today's increasingly diverse workplaces and
in organizations that serve the public, such
training can help employees feel better
equipped to cope with differences without
feeling personally threatened or inadvertently
offending a co-worker or valued customer.
Such training can even increase interest in and
appreciation of such differences.
The training must be general enough to

normalize such interactions: All of us become
angry sometimes. Any of us could be stressed
beyond his or her ability to be in complete
control. At the same time, the training must
be specific enough to address those situations
most likely to occur in that particular work-
place environment and to encourage safe dis-
cussion of real concerns.

This training must be part of a comprehen-
sive approach to reducing the risk of violence
in the workplace. As such, it should be given
visible endorsement and support by senior
management. This means a commitment of
time. Overburdened workers must get a clear
message that this learning is valued and
important, and should not feel conflicted
about taking dme away from their usual
responsibilities. It should be clear that it is the
job of mangers to manage effectively. It is
also the job of employees to be effective with
customers and clients.

Both these roles necessarily include some
mastery of people skills and an ability to deal
well with stressful workplace situations. Any
training in conflict and anger management
should be long enough to provide participants
an opportunity to integrate new leuming and
to practice new skills.

While it is certainly true that not every cat-
astrophecan be prevented, our experience has
persuaded us that much can be done to pre-
vent many difficult situations from escalating
to the flash point. Training those most likely
to be faced with an angry co-worker or cus-
tomer is an essential component of any good
violence-prevention program.

Braverman is a principal of Crisis
Management Group Inc. of Newton, Mass.,
which specializes in violence-prevention pro-
grams, threat assessment, training and
post-trauma response.
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G I S D Policy Development
and Implementation
A Trained Professional Team Linked with a Tailored Action Plan

Foremost Ingredients to Successful CIS Management

ercy Healthcare San Diego is
aware that its employees workload
is a highly charged, fast paced, life

and death environment that often engages
employees at a personal level. To remain
healthy and functioning in this setting,
employees frequently need an opportunity to
sort out reactions and to realign their coping
skills. This is demonstrated through organi-
zational support for an EAP-based critical
incident stress debriefing (CISD) policy.
Any incident that causes employees to

experience unusually strong emotions has the
potential to cause psychological symptoms.
The target group for debriefing includes all
of the employees exposed to the incident.
The immediate victims, those who observed
the interaction and those who may have felt
threatened are vulnerable to the effects of
critical incident stress. In their Disaster
Response Committee Handbook, the
American Red Cross of San Diego and the
San Diego Psychological Association define
all of the following as potential causes of
critical incident stress!'
• Team member death or injury: This

breeches the strongest of defenses because
people tend to personalize the situation.
An employee who had been diagnosed

with cancer continued to work during her
chemotherapy and radiation treatments. She
died at home soon after she became too ill to
work. Her illness and death had a great
impact on her work group and all employees
who knew her.
• Death of a child or young person—(par-

ticularly when abuse is involved): Ina fright-
ening way, this is a reminder that humans
beings can do very inhuman things to one
another, and especially to the most vulnera-
ble among us~hildren. It also awakens in
us the fear that we may someday be pushed
beyond that limit and act out our own frus-
trations. Nurses, physicians and social work-
ers who care for abused children in the hos-
pital describe strong feelings and reactions.
Those who have similar aged children are
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particularly vulnerable to strong emotional
stress.
• Familiarity with the victim: Even if

employees don't work very closely with the
victim, the world becomes less safe when
someone familiar is affected. If it can come
this close, what will keep it from happening
to me or to a family member?
A hospital employee's 17-year-old son

was brought to our emergency room after
being seriously injured. He subsequently
died from his injuries. Although this highly
professional team deals with similar inci-
dents every day, this was devastating.
• Unusual sights, smells or sounds: the

sight of large quantities of blood, the smell of
decomposing bodies or of flesh burning or
the terrified screams of children can be
extremely disconcerting and traumatizing.
The random observer has no emotional frame
of reference and no training to provide pro-
fessional desensitization.
The recent bombing of the Federal

Building in Oklahoma City is a graphic
example of this. A catastrophe of this magni-
tude falls outside of the normal range of
experience for most rescue workers. The
effects were equally as horrifying for the
television viewers who were bombarded with
24-hour news coverage of the tragedy.
• Civilian death: While violent death in

any context is disturbing, a soldier, police
officer or fireman killed in the line of duty is
not likely to carry the same emotional impact
as news coverage of accidental death of
school children or civilians. Automobile
accidents resulting in tragic deaths are pre-
sented every day in the media. However,
when the victims are children or innocent
bystanders, normal defenses are breached
and reactions are strong.
The crash of a plane carrying a high school

football team to a competition or a school bus
packed with students on their way to
Disneyland being forced off an embankment
by a drunk driver...these events carry greater
potential for complicated reactions.

•Incidents with profound emotional~con-
tent: Media coverage of famine or earth-
quake, domestic violence, child abuse and
other disturbing events brings us face to face
with emotion-filled subject matter.

Never before has war with its stark reali-
ties intruded into the daily intimacy of our
homes. Now the conflicts in Africa and
Eastern Europe are displayed, almost instan-
taneously, in vivid. color via our .'television
sets. The sight of starving children, mutilated
bodies and devastated villages is intensely
emotional and disturbing.
• Incidents with significant media cover-

age: The media coverage of the brutal mur-
ders of Nicole Simpson, Ron Goldman and
the parents of Eric and Lyle Menendez are
recent examples. Sensational reporting of
gory details of the murders shocks people's
senses. The duration and intensity of the
media coverage tends to distort time and real-
ity for avid viewers. It becomes increasingly
difficult to keep these events in perspective.
Boundaries become blurred and people begin
to feel they are living the event.
•Working under or believing you are

working under threatening conditions:
Working in an inner city trauma center where
rival gang members are brought after gunshot
or knife wounds has a stressful effect on staff
members.
A critically injured gang member was

being attended by a highly skilled nurse in
the intensive care unit. While a fellow gang
member was at the bedside, the patient suf-
fered acardiac arrest. The visitor was quick=
ly moved aside while every attempt was
made to save the young man's life. Although
the team worked for an extended period of
time, the patient died. The visitor responded
angrily. He became loud, agitated and verbal-
ly abusive. He graphically threatened to stalk
and kill the nurse in charge. Co-workers ral-
lied around the nurse while hospital security
and the local police were called. Fear, out-
rage and anger flooded through this critical

care unit.
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CISD POLICY

•Workplace threats/violence: After taking
part in a shoving contest and shouting match
during the workday, two employees were ter-
minated for violating the organization's poli-
cies on violence in the workplace. One of
these employees contacted former co-work-
ers by telephone in an attempt to gather sup-
port. This was a physically intimidating
employee who had frequently engaged in
bullying behavior over the years. Employees
felt threatened and unsafe. They asked for a
debriefing and extra security protection.

•When triage is required and help must be
prioritized: Situations that force the rescuer
to choose between victims are potential stres-
sors —deciding who gets rescued and who
gets left behind in the burning building or
who gets the unit of blood when the supply is
short.

Employee Assistance Program Policy
It is the policy of this EAP to respond to

any incident perceived by employees or
supervisors to be critical. If your EAP doesn't
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have a CISD policy, gaining the support of
your workplace will take time, effort and a
track record of usefulness to the organiza-
tion. An endorsement should be sought on
the strength of prevention and wellness—a
policy which will yield benefits for both the
workplace and the individual. Articles
reviewing current programs indicate a high
cost to organizations that do not implement
such a policy.'z' The following examples
illustrate potential fallout.

1. Acute Critical Incident Stress.
Physical signs: If it is not understood that

multiple physical incidents can result from
involvement in a critical incident, unneces-
sary medical expenses and inappropriate use
of the medical system may result. Time lost
from work will affect both the employee and
the workplace. Symptoms such as nausea,
gastrointestinal upset, sweating, tremors
shaking, disorientation, loss of coordination,
increased heart rate or blood pressure, hyper-
ventilation, chest pain, headaches, muscle
soreness, fatigue and sleeping difficulties are
common.

Cognitive signs: Cognitive deficits can be
frightening to individuals unless they are
made aware that these are sometimes experi-
enced when they are stressed. Symptoms
may include impaired thinking and decision-
making, difficulty performing calculations,
confusion, memory and concentration prob-
lems, flashbacks, poor attention span and an
impaired ability to delay responses:

Emotional signs: Employees may be
reluctant to reveal their emotional state, espe-
cially if they are frightened they are "losing
it." After an incident, it is usual for people to
experience symptoms such as anxiety, guilt,
fear, grief, depression, emotional numbness,
helplessness, isolation, anger, resentment,
scapegoating and feeling overwhelmed .

2. Delayed Stress Response.
Stress responses may occur hours, days,

months or even years after the incident. If the
stress of the incident is not addressed
promptly, another stress incident can and
often does reactivate the feelings. This can
happen the following week or years later.
The more subtle, insidious symptoms of
delayed stress are difficult to treat, difficult to
define and present a far greater probability
that the employee and workplace will experi-
ence disruption ~'~

Signs of delay may include any and all of
the following signs: increased or recurrent
depression, anxiety, irritability, sleep distur-
bance, loss of emotional control or extreme
emotional blocking, changes in eating habits,
feelings of isolation, disinterest in sex,
changes in body cycles, withdrawal from

EMPLOYEEASSISTANCE



family and friends and increased conflict
with mate or children. Symptoms of delayed
stress are usually different fiom symptoms of
acute stress reactions and are often more per-
vasive and more generalized. These symp-
toms may take a chronic and seemingly ume-
lated course if not lddressed.

The Importance of Policy
Policies make statements about what is

important to an organization. They give an
organization and its employees a sense of
security and predictability. ACIS debriefing
policy puts into operation and supports the
concept that employees are a vlluable
resource.

There are employee populations with a
high exposure rate to critical incidents. These
populations include police officers, fire men,
paramedics, security officers, emergency
departments and trauma department person-
nel. They are often resistant to debriefing or
psychological help. This can be understood
in a number of ways. These professionals
need shong psychological defenses to be
able to withstand the work that they do. They
will be flooded with uncontrollable feelings
and may not be able to reconstitute. Still, if
the debriefings are facilitated by trained
debriefers, the contrary is true. With experi-
enced debriefings, employees are minimiz-
ing the chance that unprocessed feelings will
surprise and debilitate them. «'

Another form of resistance is known 1s the
macho myth. This myth says that these peo-
ple never have emotional reactions to critical
incidents. They are too tough. And tough
they are—at least while they are performing
their job. Many of these people pay a high
price for this toughness. Frequently these
unprocessed feelings spill over into their per-
sonal lives. If given the choice of attending a
debriefing or "toughing it out," peer pressure
may sabotage the debriefing. A policy sup-
porting CISD can eliminate this.

Debriefings are opportunities to educate

people about normal reactions to stress. They

present opportunities to learn about the nor-

mal range of zeactions to stress and can alert

participants to potentially worrisome compli-

cations. Debriefing provides an appropriate
forum to process reactions to the event. Most
importlntly for many people, debriefings
offer a safe place for all involved to rec111
and strengthen their coping mechanisms. The
disz•uptive fallout from repeated exposure to
highly charged emotional events is underesti-
mated by many. ~5'

Management support is essential for the
implementation of a CISD policy. If we truly
believe that actions present the most con-
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vincing argument, EAP staff can begin the
clmpaign for policy adoption by demonstrat-
ing competency or mastery or facilitating
debriefings. If your EAP staff has not been
formally trained in CISD, this process might
begin by getting such training. There are usu-
ally anumber of professionals and organiza-
tions in the community that offer training.
After the initial trlining, encourage staff
members to volunteer for one of the commu-
nity organizations that does frequent debrief-
ings. There is no substitute for experience in

developing and refining skills. With training
and experience, your team will be prepared
to use these skills in the workplace.

Next, plug into the company grapevine, if
you have not done so already. This will
ensure that you know when significant inci-
dents occur. Start small and continue to
expand your debriefing service. In the begin-
ning, you may be debriefing individuals or
small groups of employees, but be aware you
are in the process of establishing creditabili-
ty. Be creative, adaptive and helpful.'~~
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CISD POLICY

Next, launch an education campaign in
your organization. Begin with 1 literary
sevch to collect articles which explain and
support CISD. If you work in a regional med-
ical center, yow• facility will probably have
its own medical library and easy access Co
m~iltiple computer databases. Access the
expert assistance of the librarian to gather
pertinent articles. Send memos with articles
supporting CISD to members of senior man-

agement, and to the directors of areas in your
workplace with a high potential for critical

incidenCs.

Remember, you are educating these direc-

tors. Assume they know nothing about this

well docwnented, effective intervention.

Invite community speakers who have experi-
ence in CISD. Ambtilance companies, com-
m~mity crisis teams, the American Red
Cross, the city and cowity are all very likely
to have resources in this are1.

Involve other employees in your cam-
paign. Form ti taski'oi•ce to investigate sus-
pected problei~ls caused as a result of critical
incidents without debriefings. This may
unearth interesting data, such as an unusual-
ly high turnover rate, a higher rate of disabil-

ity leaves or lower department morale. °'
If you do not already have one, form <tn

EAP Advisory Council for a wider based

voice in the organization. Act 1s if the orga-

nization endorses CIS debrietuigs. When
incidents occur, respond. Network wiYh man-
agers and supervisors to get your foot in the
door to establish the usefulness of debriei'-
ings. Usefulness in today's fast-paced work-

place means "value added." Temperamental
jockeying for the ideal time oP day, the per-
fect room or 100 percent lttendlnce are not
usually priorities for the organization. It is in
yoiu• best interest that Chese not be priorities
for you either.

"Usefulness" includes expert clinical

skills and solid educational informltion.
Articles or checklists participants can under-
stand and take home with them are helpf~il.
Predict possible symptoms, then give the p~r-
ticipants some useful tools to deal with Che
symptoms. Offer to be availlble for follow-
up visits after your debriefings, and offer
individual support for anyone who needs it.
Check back with the supervisor the next day
and for as long as seems necessary.

As you conduct an EAP interaction, define

EA offers reprints in quantities of

100 or more, in black-and-white

and 4-color. For information and

prices contact:

EMPLOYEEASSISTANCE
Reprint Service Publications

Department

P.O. Box 2573

Waco, TX 76702-2573

or Call

X800) 727-7573 Ext.

the limits of confidentiality for the parCici-
pants and again for tl~e supervisors if they are
noC a part of tl~e debriefing. Double check to
be sure all persons who are involved under-
stlnd with whom you will be sharing the
in{armation and what information you will

be sharing.'"'

Creative CISll

Offer in-service education to all depart-
ments in your organization. Develop a stan-
dard mend of nonthreatening in-service
offerings such as: "How to deal with emer-

gencies at work" You can deal more effec-
tively with feelings, stress aid debriefings
lfter you have established a reputatio❑ for
being a valued-added credible service.
Remember in your interaction with employ-
ees as well as your written materials, psycho-
b~bble genei•~lly turns oi'f more people chin
it helps. Make tl~e handouts understandable.j9'
Use informal contact with employees as a

way of educaCing yourself about needs. Use
this same techniq~ie to inform employees
about services. Do an informal walk-through
of the department if there has been a critical

incident. Call and check i~~ with the manager.

L'1 E7 ~I ~1 ~' ~ E7 ~' D
-,a L~E~~~'C'a
Q ~~a~a~l ~

~~ «~~~afaE~~~~

- True random employee selection

- Complete statistical reporting

- Secure, password protection

-Menu driven, on-line help i

- Employee import eases data entry i

~~ - Multiple site capability

(~ -User-definable settings to fit your policy

=y~.~ Software America Inc
1717 N Naper Blvd # 106 - Naperville, IL 60563-8837

(800) 860-8843 FAX (708) 505-9115 htlp://www.xnet.com/—sai

1`+ Circle 16 on card.



~oncernea Aaou~ one Tnre~
~ or~n ace io ence.

Learn From The International
Leader.

Since 1980, the National Crisis Prevention • ~ 1 ~ ~
Institute, (CPI), has been training human
service and business professionals in ways
to successfully manage disruptive and
assaultive behavior. In fact, over one million
individuals across the U.S. and Canada
have participated in our training programs.

Training Backed By Results!
In a recent survey, where over 1,200 ~ ~ ~ ~ ~ ~ ~ ~ ~ •

facilities that use Nonviolent Crisis
Intervention"' responded:

77~% reported a reduction in the
number of assaultive incidents

72~% reported a reduction in disruptive
incidents

69% reported a decrease in workers'
compensation claims • ' t ~ ~ ~ • •

98% saw an increase in staff confidence •

Learn To Prevent Violence
Before It Happens.

With CPI's Nonviolent Crisis ~ ~ ~ ~ ~ ~ ~
Intervention training, you'll learn how to
de-escalate crisis situations before they To receive a FREE CATALOG AND POSTER or to speak with a knowl-
getout of control! edgeable Training Specialist, call I-800-558-8976 or fill out this

Free Resource Catalog!
coupon and mail, fax, or E-mail it to CPI.

Free Poster! ~ Name

Call 1-800-558-8976, or mail, fax or E-mail ~ Title
the coupon at right to receive more informa-
tion on CPI's training programs. Plus, mention Facility

this ad and receive a free comprehensive ~ Facility Address
resource catalog and free 18"x24" full color
"Weapons In the Workplace" poster, a $9.95 ~ City, State, Zip
value! National Cxisis Prevention Institute, Inc.

~ 3315-K North 124th Street, Brookfield, WI 53005
Free Poster o//er while suppl(es last, shipped to faclllty or business
address only, one request per facility please.

~
; 1-800-558-8976 FAX 1-414783-5906

~~ E-mail cpiCQexecpc.mm
' World Wide Webh wwwexec cconl ~c i i

I 1 1 1

~ I I ~ ~



CISD POLICY

Offer assistance and be flexible. If your offer

to facilitate a formal debriefing is not accept-
ed, offer to be available in the depnrhnent

during a certain hour to informally talk with

people about the experience. Always follow
up to see if you can be of further service in a
day or twa "0,

It is not enough, however, just to know
what is going on in your organization. Watch
the evening or morning hews and read the
local newspaper. Sometimes this is the way
you will hear of critical incidents involving

employees or your workplace. Employees at

one local workplace first heard they were
being purchased by a large nationll corpora-
tion when they read about it in the newspa-
per. Attend inhouse information forums Ind

manlgement meetings. You may get advance

notice of layoffs, terminations or mljor

changes in the organization.

As you network with colleagues locally

and nationally, begin to collect polices. This

educates you and it helps you to define the
"standlyd of care" in your own conununity

National
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and in the larger context of the United States.
Write and submit an article on CISD for your
inhouse newsletter or to a professional jow•-
nal in your field. Then, draft and propose a
CISD policy for your organization.

Debriefing Preparation
Who makes up the debriefing teams?

Ideally, the teem should consist of two mem-
bers. It is critically important that one person
observe reactions of the participants while
the other debriefer is interacting with the
group. The Ceams at Mercy often incl~ide two
clinical psychologists, one of whom is the
LEAP. This is unique to this setting because
of the locations and makeup of our EAP, but
this team composition is not a requirement.
Often a Clinicll Nurse Specialist will serve
on the team with a psychologist. When pos-
sible, we encourage 1 qualified member of
the affected department to participate as a co-
leader in the debriefing. This adds credibility
to the debriefing.
A trained, professional team of debriefers

is the first ingredient of successful incident
management. The second is to have an action
plan tailored to fit the specifics of that partic-
ular workplace ~ind criticll incident. When
the call for a debriefing comes, meet with
your team in advance to coordinate the inter-
vention.
• Delineate the roles of the debriefeis
• Set limits of clarify expectations
• Impart known facts concerning the inci-
dent

• Identify resources
•Review steps of the debriefing process
• Schedule, in advance, 1 debriefing of the
debriefers

Tollow-Up
After you have achieved your goal of

implementing 1 CISD policy in your work-
place, continue all of the steps you followed
while working toward that goal. It takes con-
tinued effort to m~int~in the program. With a
policy to back your clinical expertise, you
are in position to help the employees at yo~ir
worksite process and handle critical incidenC
stress in the best possible way for both the
individual and the organizaCion.

References are available from the maga-
zine on request.

Churchill is a clinical psychologist rend
the EAP progrcm2 nzmu~ger at Mercy
Hen~lthcnre Sa~i2 Diego. Sl~~e is also an~
An~errcar~ Red Cross disnsier-response vol-
caiteer
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By Diana Favazza, CSW, CEAP, and Heather McCormack, MS

he increased incidence of violence in
the workplace in the 1990s has been
accompanied by great attention in the

media. Certain incidents of violence, such as
shootings in post offices and homicides in
high-grofile industries, have been covered in
depth in the popular press. Professional jour-
nals in employee assistance have examined
the subject thoroughly. And a major employee
assistance conference, in 1994, featured no
less than 19 presentations on the topic.

This article, authored by clinicians on the
front lines of critical incident stress debrief-
ings, attempts to add to our knowledge by
describing what one company—Managed
Health Network—did in the minutes and
hours after three different types of violent
incidents occurred at work.

Accidental Death
It was a Friday afternoon when an emer-

gency call was placed to the EAP. A human
resource manager called to report a tragic
accident involving the death of an employee
at the worksite. This employee, who had been
working for the company for 15 years, was
crushed to death by a metal sheet. Four
employees and a supervisor were present at
the time of the accident and witnessed the
death. The supervisor was a substitute from
another worksite. The regular supervisor was
ironically attending a seminar on safety
issues.
The call was hlndled by an MHN clinical

case manager, working in the eastern regional
office. Her first step was to provide a manage-
ment consultation to the HR manager. She
worked extensively ttu~ough the weekend with
him to develop a plan of action. Her coaching
and clinical expertise relieved many of his
anxieties. She helped the manager understand
what type of support all the different parties
involved would need. This was the first time
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the manager had to deal with a situation this
hagic Ind he had many questions and fea~•s.
His biggest fear was how he was going to tell
the family of the employee who died. The
clinician worked through the scenario with
the manager and helped him tell the family in
the best way possible.
The clinical case manager's next step was

to set up critical incident debriefings. She and
the manager determined that tYuee separate
debriefings would be appropriate. One
debriefing was for the managers of the com-
pany. The managers were expressing feelings
of guilt end extreme frushation. The debrief-
ing helped them to understand and deal with
those emotions as well as educate them on
how employees may be feeling and the differ-
ent behavior patterns the managers may
encounter. They also learned more about the
EAP and how to use it as a resource.
The second debriefing was targeted for wit-

nesses of the accident. They discussed the
hauma of the accident and its impact on them.
These employees all continued to see the ther-
apist on an individual basis for their one-to-
five session assessments. The third debriefing
was designed for all other employees to help

them cope with the loss of their colleague and
with their fear of potential future accidents.
The debriefings were well received by the
participants who expressed appreciation of
the service.
The next step was to set up a management

referral for the supervisor on duty at the time
of the accident. He was a 65-year-old man
who was employed by the company for 40
years. He was planning on retiring two
months after the time of the accident.
However, after the incident, he wanted to
retire early and did not want to return to work;
the company felt it should accept his decision.
The clinical case manager discussed the sit-

uation in great detail with the HR manager

and informed him that allowing the supervisor
to retire was not the best thing for the employ-
eebecause hehad guilty feelings related to the
trlgic event. By not returning to work, he
would have been assuming responsibility
when in reality he could not have prevented
the accident. An assessment was scheduled
Ind the supervisor attended a number of ses-
sions. Ultimately, he returned to work and
now thanks the company for not allowing him
to leave under those circumstances.

Although the death of the employee was
extremely tragic for the company, manage-
ment and employees were able to handle the
aftermath better because the EAP mapped out
every step and continued::. to assist with fol-
low-up EAP services.

Domestic Violence
The second incidence involved domestic

violence that spilled over to the workplace.
On her way to her job in the financial indus-
try, ayoung, high-level professional woman
was stalked and killed by ,her disgruntled
boyfriend. Immediately, EAP staff members
were called in to discuss with managers what
was the best course of action, timeframes for
action and procedure for securing the premis-
es. We advised managers to make the plant as
secure as possible, both to reassure employees
on the site and to evert any potential harm
from the stalker. Secondly, we brought in
legal counsel to assure that all legal issues
were being addressed. Supervisors were
reminded to take seriously the early signs of
violence. The experience of EAP specialists is
that managers tend to downplay the serious-
ness of incidents or potential incidents at the
workplace, while at the same time "working
around" (enabling) the perpetrator.

In fact, the EA staff members work to pre-
emptthe incidents of violence at the worksite,
devoting a seminar to the early warning signs
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of violence. Secondly, staff members assist
managers in writing policies and procedures
regarding violence at work. Third, they help

managers stress the need of fitness-for-duty
examinations for employees who have been a
threat to themselves or others or the work
environment; and they consult with legal
counsel at client organizations, particularly
concerning the specific issues of protection
offered (and denied) by the Americans with

Disabilities Act (ADA).

The timing of critical incident debriefings

depends on the particular event. In this case,

of a murdered employee, the debriefings were

arranged for immediately—this was a discrete

event, and the loss was immediately apparent.

(A natural disaster, for example, would pre-

sent another scenario, since the losses might

be many and extend over a longer period of

time.)
In this particular case, because the woman

had worked for the company many years, and

had a close collegial relationship with many
employees, the debriefings dealt with emo-
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tional issues of grief and loss of a loved one,

not only the shock of tragedy.
As staff members conduct debriefing ses-

sions, they and managers also remind workers

of individual EAP services. As the EA staff

members conduct group sessions to deal with

the traumatic incident, they also see individual

employees to help them address their person-

al issues.

Terrorism'
The third incidence of violence was terror-

ism. MHN has offices two blocks away from
the World Trade Center, which housed sev~r-
al of our clients. On Friday, February 27,
1993, computers and other electronic devices

began to blip; sirens began to blow, and there

was considerable commotion down in the

streets. The World Trade Center had been

bombed! MHN staff began to contact clients

at the Center. Immediately it became apparent

that many of the phones were out of service.

We then began to call other regional and cor-
porate offices of those client companies that

were impacted. Working with corporate man-

agement, we went into emergency mode:

What were the evacuation plans? Who should

go to the family members? We planned
CISDs for all staff, done on a department by
department basis; within one week. For one
client, we had conducted 13 debriefings. In
debriefing sessions, everyone "told their

story" as we worked with them to -normalize
their reactions. The debriefing format also
allowed mental health professionals to ascer-

tain which individuals might need additional

services and identify particular responses to
the trauma.

Employees reacted in different ways, and
these reactions needed to be processed. For

example, some were sleep-deprived; others in

denial; others totally anxious.

We developed an emergency resource
guide, a customized guide to provide clients
with mental health resources in their immedi-
ate area and in surrounding geographic areas
where their employees are located. We also
developed a session for children to deal with
their fears for parents at worksites that could
be bombed.

Finally, at the one-year anniversary of the
bombing, we produced an Anniversary Issue,

reminding employees of the EAP and of what
they had learned in dealing with the trauma of
a critical incident.

Favazza is an account executive and

McCormack is an account manager- at

Managed Health Network, located in New
York City.

EMPLOYEEASSISTANCE



n New Year's Eve of 1970, President
Nixon signed the bill that estab-
lished the National Institute on

Alcohol Abuse and Alcoholism (NIAAA).
This month brings the silver anniversary of
this event.

Core Achievements
For this silver anniversary, I want to

describe five "core achievements" of
NIAAA without which the field of EA prac-
tice would look very different today, if
indeed it even existed. These are the discov-
ery of the employed alcoholic, developing
privatized treatment, creating financial sup-
port for treatment, promoting the employee
assistance model of service delivery and sup-
ported research vital to EA work.

At the time of NIAAA's founding, nearly
all resources for identifying and treating
alcohol problems were centered on public
inebriates and other persons at the "bottom"
of the social structure who had mostly
dropped out of participation in work, family
and community. Largely from the influence
of EA pioneers, IvIAAA's leadership intro-
duced an emphasis on the "hidden alcoholic"
who was gainfully employed and socially
integrated, but who was headed towards per-
sonal and social disaster. These were identi-
fied as the "true 95 percent" of American
alcoholics in contrast to the 5 percent who
were visible because of their social depen-
dence. These efforts set the stage for defining
the workplace as a key setting for problem
identification that had genuine potential for
cost-effective early intervention.

Development and Treatment
NIAAA's leaders recognized progress that

had been made in establishing public detox
and other facilities for treating rather than
punishing the alcoholic. But it was also clear
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By Paul M. Roman, PhD

that the available services would not be
sought by persons who received their med-
ical care in the private sector. Thus an early
and major emphasis was placed on establish-
ing treatment facilities that would meet the
needs of the employed people and their fam-
ilies. At the same time, privately based treat-
ment, both for-profit and not-for-profit,
would serve to "mainstream" the treatment
of alcoholism .into the healthcare system
rather than segregating it in specialized pub-
licly funded centers.
Moving to the third contribution,

NIAAA s leadership realized from the begin-
ning that without insurance coverage, treat-
ment growth was extremely limited.
Insurance coverage could not, however, be
mandated through federal legislation, but
instead required state-level action whereby
group insurance policies would be encour-
aged or required to include coverage of alco-
holism treatment.
NIAAA's operative mechanism was to

indirectly support lobbying efforts to intro-
duce and pass this legislation across the
country. In retrospect, the change came
about quickly, largely due to the assent by
insurance companies that adding alcoholism
treatment coverage would only produce a
minuscule rise in premiums, and that overall
it was a sound extension of coverage. Later
insurers extend the coverage to drug abuse.

There would be rro EA field if it were not
for this insurance coverage. Ironically,
efforts on managing treatment costs have not
been centered on withdrawing this benefit,
but on altering and restricting it. While that
seems odious in many contexts, it stands as a
remarkable contrast to the many years when
no such coverage existed on a broad scale.
There can be little question that the efforts of
the NIAAA were the key to bringing about
this vital change in insurance coverage.

The EA Model
Many people believe that the EA model

grew out of the successful resistance of a
group of experts to pressure the NIAAA to
use the workplace for programs solely to
identify alcoholics. This could not be further
from the truth. The employee assistance pro-
gram model was the direct product of pro-
gramming decisions within NIAAA in 1971-
72.

Prior to the 1970s, a handful of distin-
guished companies implemented visible and
effective employee assistance programs, in
many ways pioneering the model that was to
become EA. But it was clear to NIAAA lead-
ership that this model seemed most likely to
be adopted where corporate leadership was
personally affected or unusually well educat-
ed about alcoholism, and that it probably
embodied ideas that were not popular among
many top managers.

Furthermore, by its nature, the model
implied that supervisors were responsible for
identifying employee alcohol problems but
no other problems affecting the job. This, by
definition, put the supervisor into a diagnos-
tician role which was clearly problematic.
Thus, the expansion of the model to all prob-
lems affecting performance was primarily
driven by the need to keep supervisors out of
the business of deciding tk~e nature of their
subordinates' problems. By using perfor=
mance criteria as the basis for identification,
the model "automatically" moved beyond
alcoholic problems and became a general
program for solving employee behavioral
problems.
Of great significance is that NIAAA lead-

ership stepped outside and beyond its man-
date to deal with alcohol problems by
becoming the main proponent for the branch
EA approach. Under other circumstances, it
is likely that an agency would have consid-
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INSIGHT

ered the broader program, but dismissed it
because it went beyond the agency's scope
of authority. NIAAA leaders pushed ahead
and took a fair amount of "heat' for their
stance, but nonetheless persisted with the
assertion that the broader model was the
only one that could effectively achieve the
goal of dealing with employed people with
alcohol problems across a range of work set-
tings. History has proven this assertion
sound.

Indispensable Research
Finally, EA-related research has been sup-

ported by NIAAA since its earliest days.
While many of us have lamented the small
amount of such research interest, and the
lack of support for it among the recent and
current leadership of the EA field, the fact
remains that much of the data that are avail-
able came from NIAA supported studies.
To cite a few products of NIAAA-sup-

ported studies:
• A national data collection form which
the EA core technology was derived.

• A study of supervisors that established
that constructive confrontation indeed
works to save workers and save jobs.

• Research suppoirting the critical impact
of sustained follow-up in assuring con-
tinuing recovery and adequate work per
formance following EA intervention.

•Data on the dynamics of peer support
within unionized work settings.

• Data establishing the importance of
union-management cooperation for full
implementation of EA programs.

• Research that distinctively demonstrates
the impact of supervisory training in pro-
ducing and sustaining EA referral activities.

NIAAA is a very different organization
today from what it was when it first started,
conforming to the model of other research
institutes within NIH. Its main thrust is
research, and it continues to support work-
site-related studies. However, its current
stature, combined with its rich EA-related
history, enhances the professional status of
EA work today.

Roman is professor of sociology and
director of the Center for Research on
Deviance and Behavioral Health at the
University of Georgia.

EMPLOYEEASSISTANCE

~i



MERIDELL ACHIEVEMENT CENTER
A Psychiatric Residential Treatment Center for Children and Adolescents
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Multidimensional

Family Therapy Masks

a New Breed of

Interventions

-:a am Williams and his mother sit in the waiting room of our clinic.
Mother and son may think they know pretty much what awaits
them. Mrs. Williams, asingle-parent, hopes that Sam will get a

counselor who will reinforce the importance of his finishing school —
someone who will help him stay away from drug-using peers, and "talk
some sense" into him. Sam, who was referred by his probation officer
after he was found riding in a stolen car and in possession of cocaine,
thinks he will get new lectures from the therapist.

Others may have predictions about what lies ahead for Sam and his
mom. An addictions counselor may anticipate that Sam will get individ-
ual drug counseling and mandatory attendance at NA meetings. Some
family therapists may also make predictions about the experience await-
ing Sam and his mother. There will be sessions in which the therapist will
support Mrs. Williams' parental authority and help her to communicate
her expectations to Sam.
None of these expectations would be entirely accurate for the family

entering into treatment with the Multidimensional Family Therapy
(MDFT) approach. What the MDFT therapist knows is that Sam's rela-
tionship with his mother is critical in offsetting the power of the deviant
peer group that she believes has such a bad influence on Sam. Also, the
parent-adolescent relationship fosters a wide variety of adolescent com-
petencies. She must help revive Mrs. William's hope for and commitment
to her teenage son.
Once this is achieved, the therapist will be able to help her learn more

about adolescent development. This new knowledge will make it possi-
ble for her not only to learn new parenting skills, but also to understand
her own and Sam's behavior in ways that will improve the quality of a
relationship that has often flagged in the face of mutual angers and hurts.
Sam is, at best, indifferent to treatment. He expects to be blamed, told

what to do and given advice. The therapist must be careful to avoid
ascribing Sam's low motivation for treatment to resistance. Reluctance to
participate in therapy can be quite normal. We believe reluctance fre-
quently is a natural consequence of a history of failure—in particular, a
sense of powerlessness in relationships with social institutions and pro-
fessionals, and/or a lack of familiarity with a collaborative, comprehen-
sive approach that addresses the concerns of both parent and adolescent.

The Partnership with Practice
MDFT, a specialized treatment for adolescents, is informed by several

streams of theory and research. These include: developmental psy-
chopathology; lifespan developmental psychology (adolescent develop-
ment and parenting); current research on adolescent substance abuse,
conduct disorder and delinquency; and knowledge of risk and protective
factors in development. All of these sources include the quality of family

By Dana Becker, PhD, Howard A. Liddle, , and Gary Diamond, N
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relationships as a critical element.
All of these sources, too, have determined

the methods of therapeutic intervention. This
approach has demonstrated efficacy with
serious drug problems of adolescents in a
relatively short-term (16 session) outpatient
model. Results indicate that drug use stops
or lessens dramatically in the majority of
MDFT cases, behavior problems also
improve and prosocial functioning also
improves. In one study, we found that grldes
improved by one grade level over the course
of the academic year ("D" average improved
to "C" and soon). These results retain at one
year follow-up (Liddle & Dakof, 1995a).

In this era of managed care, it is especial-
ly important that research be conducted both
to pioneer and assess treatments for specific
problems psychotherapists have long grap-
pled with and have proven refractory even
in the face of their best efforts (Liddle,
1991). The Center for Research on
Adolescent Drug Abuse at Temple
University in Philadelphia has developed
and is continuing to study and refine a spe-
cific approach to teenage drug abuse and
associated behavior problems, i.e.,
Multidimensional Family Therapy.
The research on MDFT is part of a new

wave in psychotherapy and family therapy—
the development of manualized treatments
based on the latest in research and theory
and targeted at specific problems and specif-
ic populations (Liddle & Dakof, 1995a). In
the current era, greater specificity of inter-
ventions includes greater effectiveness with-
in alimited timeframe.

While these broad-band models that
address multiple aspects of dysfunction
(school failure, disconnection in family rela-
tionships, patterned drug involvement) may
sound unwieldy, guidelines do exist to coor-
dinate the different arenas of simultaneous
work (Liddle, 1995).

If we return to Sam and his mother, how
would the therapist approach the case? She

would begin with certain assumptions: first,

that problem behaviors have many dimen-

sions, since they are related to .thoughts and

feelings within the individual and events
outside the individual as well. Problems are
also determined by many factors—individ-
ual temperament, family responses to each
other's temperaments, family history, expe-
riences within and outside the family and the
interactional style of the family.

Treatment, then, must not merely address
Sam's behavior or his mother's despair, or
help the family deal competently with the
juvenile justice system; it must have the
flexibility to address all of these dimensions

and the relationships among them. Because
it is still unclear exactly what produces ther-
apeutic change, therapists must work simul-
taneously in different domains.

~es~aapie~g ~2~latiotiships aa~ 11~esapY
Some models of adolescent treatment

have emphasized separation from the family

as an important goal of therapy. Recent liter-

ature does not support this.
Research indicates that at-risk adoles-

cents, in fact, require a more satisfying con-
nection with parents (and their parents with
them) than they currently have. The thera-
peutic mandate, then, is not to help the ado-
lescent detach from parents more successful-
ly, but to help teen-agers and parents rede-
fine their attachment in developmentally
appropriate and meaningful ways. Since
emotional distance in families is a sriong
predictor of adolescent behavior problems,
the achievement of an interdependent rather
than an emotionally separated relationship
should be the goal.

So, what will the therapist actually do
with Mrs. Williams and Sam that will help
each of them manage better? Just as it is
easy for parents to lose their bearings in
dealing with their teen-ager's sometimes
tumultuous world, it is equally easy for ther-
apists to lose their way..For the therapist to
help the family solve the pressing problems
that they bring to her (and parents often do
not bring adolescents in for treatment until
problems have reached crisis proportions),
she must come to understand how the nor-
mal developmental challenges of adoles-
cence combine with the particular structure,
personalities and circumstances of a given
family to create those problems.
The story told by Sam's mother's is full of

frustration and blame and she has a theory
about what has caused Sam's behavior. But
her theory of what is wrong and why is lim-

ited in scope.
The therapist meets alone regularly with.

her to arrive at an understanding of how Mrs.
Williams sees the situation so that she can
help her to use different means of under-
standing her son's and her own situation.
These new means include developmental
knowledge, as well as the principle of how a
parent s is still connected to solutions for his
or her son. Above all, the therapist is inter-
ested in articulating a new kind of relation-
ship for them all and most fundamentally, to
articulate why the relationship is still impor-

tant and the steps that they can take together

to explore this new territory.
These interventions have many elements.

Some of these might be: "Sam's behavior is

related to how angry he still is about how I
wasn't there for him when I was in my
addiction"; "Sam and I can talk to each
other about some of the bad things that have
happened in the past and this will help him
move forward"; "I will need to be setting
better limits and monitoring his behavior
more if things are going to change"; "When
I get frustrated I tend to yell at Sam and then
I give up on talking and we never go any fur-
ther; Ineed to find new ways to reach out
more to him even when he tries to turn me
off."
The therapist must also find a way to help

Sam's mother tell a story about herself and
her parenting which speaks not only to her
worries but also to her hopes and dreams for
Sam. Mrs. Williams has long been express-
ing her caring for Sam in ways he cannot
take in—threatening, nagging, yelling. The
therapist wants Sam to be let in on the feel-
ings that are connected to these behaviors.
This doesn't mean that Mrs. Williams should
say only "positive" things. It refers to a way
of helping Mom discuss Sam's negative atti-
tudes and behavior with reference to how his
behavior affects her, their relationship and
his future as she sees it. For Mrs. Williams
and Sam, talking together will be an impor-
tantmeans of healing their relationship. This
achievement is critical to the facilitation. of
the adolescent's development individually,
their developmental tasks as a parent-adoles-
cent unit, and to Che parent's development.
The therapist must preplre Mrs. Williams

for these focused in-session conversations.
At this point she has a chance to help Mrs.
Williams come to a new understanding of
what has been going wrong in conversations
with Sam. Later, she has an opportunity to
intervene during the actual discussion to
keep it on course, helping mother and son
experience in vivo whet is not working in the
way they talk to each other.
The therapist and Mrs. Williams, for

example, may talk together and agree that
Mrs. Williams' lecturing of Sam is pushing

him away. A discussion may ensue about

how Mrs. Williams can talk to Sam in differ-

ent ways. Such discussions about discus-~
sions are generally novel and can redirect

stalled relationships in general and poor
problem-solving in particular. When Mom
lapses into her "lecture-mode" during the
session, the therapist may ask Sam, "Is she
lecturing right now? Is this. the kind of thing
you said is turning you off? What happens
when you hear her lecturing?" She asks both
Sam and Mrs. Williams to talk about how
each withdraws following one of their

"talks" and gives them opportunities to have
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~ TROUBLED ADOLESCENTS

a different experience in the therapy room,
~ as she continues to help focus and shape the

conversation. Our research has identified
these therapist behaviors as keys to facilitat-

i ing new in-session conversations, the build-
ing blocks to new relationships (Diamond &
Liddle,in press).

This approach is extremely flexible
depending on a variety of factors—receptiv-
ity, motivation and capacity to articulate the
problem—among others. The therapist can
turn either to mother or son to carry the
weight of the discussion, Likewise, when

i either mother or son shows a quite natural
~ I reluctance to persist in the discussion, either

through discomfort born of lack of practice,
fearfulness, lack of trust in the other person
or the therapy process, or a need to continue
to attack or blame each other, the therapist
can meet alone with that individual to try to
remove impediments to dialogue. Here is a
sample of such a discussion with Sam:

j Therapist (talking with Sant): Sam, what's
~ going on in there? You and I agreed that it
j was important for you to tell your Mom how

angry you were when she told you off in
front of your friends. I can help her hear you,

but you need to do your part too.
Sam: I know I said that, but, man, she's

not gonna listen to me. She never does.
Therapist: It sounds like you're feeling

really hopeless about what we can do togeth-
er to make things change. What do you think
will happen if we bring this stuff up today?
Sam: Well, she'll say all the right things

when we're here, and then we'll go home
and everything will be the same.

Therapist: Sam, if that's so, I also want us
to say that to her—that you don't really trust
her yet to follow through. I want to help you
with this, Sam, but I can't do it without you.
The following is a sample discussion of

the same type with Mrs. Williams:
Therapist: Mrs. Williams, when we were

in there, it seemed as if you stopped talking
when Sam didn't respond right away.

Mrs. Williams: Well, I just can't stand that
attitude. It completely turns me off.

Therapist: Tell me more about attitude.
Mrs. Williams: It seems like I'm doing all

the work, and all I get in return is Mr.
Stoneface.

Therapist: So what you mean by "atti-
tude" is that he doesn't appreciate what

.~
~' ~ + 27 Years of Successful Outcomes

A Residential Treatment and Education
~ Program for Children and Adolescents
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you're doing, and when you sense that, it
makes you really angry....
Mrs. Williams: Yup, that's what I'm say-

ing. All we do for him, and then he just sits
there.

Therapist: Then, underneath the anger,
you would say you're feeling hurt. You feel
really uncared about when he doesn't
respond to you.

Mrs. Williams: You've got it.
Therapist: And when you don't feel cared

about, it makes it hard for you to reach out in
the way we've been talking about. So, lets
talk a little more about how you withdraw
rather than letting him know what's going on
with you. .
Mrs. Williams: Yeah, I know what you're

saying. You're saying I've got to hang in
there, because when I don't say anything,
then we just go to our corners and nothing
changes. I know I've got to keep on trying.

Therapist: Right. Now you've got it.

Is This Really Family Therapy?
The therapist was able to challenge Sam

in the previous session because she has built
a relationship with him. She has entered the
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TROUBLED ADOLESCENTS

work with this family assuming that
although Mrs. Williams' tale of her son's
disrespect and impulsive behavior has been
told to him and others many times over,
Sam's story has not been told. The therapist
must find a way into Sam's world (and this
world includes not only his own motivations,
hopes, fears, hurts and disappointments, but
his own set of problems in relating to his
mother).

Conventional wisdom in family therapy
says that to be effective, one must shore up
weak parental hierarchies. A focus of this
type was based on the idea that teenage
problems resulted, in the main, from a lack
of teamwork, clarity and consistency on the
part of parents. Today's ideas about how
problem teenage behaviors and teenage drug
abuse occur lead us to believe that, although
it is important to help parents set limits,
maintain a unified approach and communi-
cate clear expectations, overfocusing on
parental power and control is an unnecessar-
ily limited target domain. Furthermore, it
can yield a variety of negative consequences:
(1) the teen-ager may be left out in the cold,
therapeutically speaking; (2) in moving in

too quickly to buttress parental authority, the
therapist may find himself supporting
parental expectatipns that are not develop-
mentally appropriate; (3) the therapist may
fail to help parents soften the extreme posi-
tions to which many cling in their helpless-
ness and frustration (e.g., "IYs my way or the
highway"); and (4) there is a danger that par-
ents will fail to get the help they need to con-
tinue to reach out to their teen-agers to
strengthen the relationship.
Our research has demonstrated that par-

enting practices are malleable and that par-
ticular therapist methods are related to a par-
enYs changes (Schmidt, Liddle, & Dakof, in
press). Importantly, this research also
demonstrated a relationship between
changes in parenting practices and decreases
in adolescent drug use.
Many family therapy approaches do not

include the development of a strong relation-
ship with the adolescent. It used to be heresy
in family therapy to suggest that individuals
are important beyond their roles in the sys-
tem. However, it is essential in family thera-
py with adolescents to have the flexibility to
work with the teen-ager alone in addition to

working with the parental subsystem and the
family as a whole. In the case of Sam, the
therapist will meet alone with him for at
least a portion of every session, getting to
know him and his world and actively engag-
ing him in the creation of his own agenda.

Research tells us how important it is for
troubled adolescents to improve their capac-
ity for problem-solving and forming rela-
tionships. Unless the adolescent has a com-
pelling agenda, he will have no motivation
for learning these new skills in therapy. The
therapist works hard to let Sam know that
"there will be something in this counseling
for you" (Liddle, Dakof, &Diamond,
1991)—that she wants to help him tell his
story and that she wants to help his mom be
a better parent to him.

In addition to helping ateen-ager articu-
late his point of view about how he wants to
be treated within the family, about school,
about social pressures and about the future,
getting ateen-ager to take us into his world
opens up areas generally walled off to adults
(e.g., delinquency and drug use). Entry into
this world alone, however, does not guaran-
tee behavioral change; it is only a position

Are you looking for an
Alternative ~
to In-patient ~

Hospitalization
for the young Adult?-
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TROUBLED ADOLESCENTS

from within which change can be
achieved—a place within which ateen-ager

can be assisted in generating options for

thinking about his behavior and its conse-

quences for the future. To discuss forbidden

behaviors in a context that is not punitive,

coercive, legalistic or moralistic is a new
experience for ateen-ager, and the creation
of such conversations changes the very con-

text of the behaviors themselves. They are

no longer surreptitious activities—secrets to
be hidden from adults.

Yet another notion that has had a good

deal of currency with family therapists is

that how families talk together is far more

important than what they talk about. In our

version of adolescent treatment, process and

content co-exist and are not ranked in terms

of their centrality. It is through specific con-

tent that we can emphasize what we want

parents to know about adolescent develop-

ment and parenting and what we want teen-

agers fo be able to understand about prob-
lem-solving. Therefore, a thematic emphasis
is extremely useful. "Generic" themes can

be tailored to the particulars of a given fam-

ily. Let us take, for example, the theme of

"Influence vs. Control:' Research on parent-

ing shows us that although there are any
number of elements in their adolescents'
lives and functioning that they cannot con-

trol, parents can have significant influence in

a variety of areas through a variety of means.
The following is a portion of a discussion in

which the therapist begins to "work" this
theme:

Mrs. Williams: Well, I can't follow Sam

out in the street and keep him away from the

boys who are into stealing and staying out
'til all hours.

Therapist: I agree with you, Mrs.
Williams. You can't be Jiminy Cricket and
follow two paces behind him. There are a lot
of things you can't control. But that doesn't
mean there aren't ways you can influence
him. I can help him listen to you.

Mrs. Williams: Well, I sure hope so.... I
can't tell you.... I must have been up most of

the night on Thursday. Sam went out right
after dinner and wasn't back when I went to

bed. I don't think he got in until 3:00 in the

morning.

Therapist: And I'll bet you were worried

sick. What were you thinking about when

you lay there awake?

Mrs. Williams: Well, I'll tell you, I really
was thinking, "the police'll be by any minute
to tell me Sam has been shot." That's what I
was thinking. I don't think I could bear los-
ing Sam.

Therapist: Does Sam know what you

went through that night?

Mrs. Williams: Well, he sure knows I was

angry, 'cause when he did come in I went

downstairs and I guess I really went off. I

was just screaming and carrying on and he

kind of stood there until I finished and then

we both went to bed. We haven't talked

much since then.

Therapist: So, Sam doesn't know really

what you go through when he stays out? I

really think it's important for him to know. I

think it would be good for him to hear that

today when he comes back in. Your and he

have a relationship. Don't assume that it

doesn't matter to him what you go through.

Did you set any consequences for coming in

so late?

In this conversation, the therapist targets

two areas of influence for Mrs. Williams that

are critical in effective parenting of adoles-

cents. The first is the positive influence she

can exert through her relationship with Sam

(i.e., letting him know that she loves him and

is frightened that she may lose him); the sec-

ond is the influence she can exercise by

monitoring his behavior and setting firm but

reasonable limits. In parent/adolescent work

it is essential that parents become equally

comfortable in the exercise of both of these

types of potential influence.

The therapist who wants to do effective
work with adolescents and families must not

~iypass the disillusionment, anger and

despair that many teen-agers and their par-
ents bring with them from the past.

Therapists operating under the kind of time
constraints that typically apply in this new
era of managed care may worry that they
will "get stuck" in the past with family
members who endlessly review past griev-
ances and pass blame back and forth to each
other. However, entering the terrain of the

past with parents and teen-agers can serve

the therapist well if she can use this content

to further therapeutic aims in the present

(Liddle, 1994).
For one thing, a family's memories are

not merely of injuries sustained and disap-

pointments experienced; they are also mem-

ories of past dreams and dashed hopes which

need to be reclaimed if a commitment to

relationships in the present is to be sus-
tained. For another, the ability to talk togeth-
er about hurtful past events removes obsta-
cles to dialogue in the present. In addition,
we know that negative emotions, often relat-
ed to past events, is the major impediment to
problem-solving in the present. Revisiting
the past, then, is in the service of the present.
The therapist who helps families revisit

the emotional past need not fear that they

will stay stuck in blaming or endless venti-

lating. The therapist must assess which por-

tions of family history need revisiting—

which make the greatest contributions to

emotional impasses in current family rela-

tionships. She must, if necessary, prepare

those family members whom she believes

will have the most difficulty dealing with the

past by holding individual discussions with

them. She might say to Mrs. Williams, "You

know, Sam has a lot of feelings about what

happened in the house five or six years ago

when you were in your addiction. It might be

hard for you to hear from him about this.

Can we talk about what might come up for

you?" During the conversations themselves,

the therapist must ensure that individuals are

not talking in a detached or remote way

about these events, but are able to attach

feeling to the recounting of them, for it is

emotion which can engender the kind of

interpersonal exchanges which can lead to

change in behavior and' perception (Liddle,

1994).

Critical Factors
Successful treatment of adolescents

depends upon a number of critical factors:

engagement of the adolescent in the therapy,

addressing the parendadolescent relation-

ship, integrating knowledge of adolescent

development and effective parenting prac-

tices into treatment, and adoption of a flexi-

ble approach that permits therapist and fam-

ily to collaborate with systems outside the

family, such as the school system and juve-

nile justice system, among other factors.

Techniques and tools, however, are only of

use when employed in the service of one
overarching goal: the resuscitation of

beliefs, long-held by parents and teen-agers
and equally long-forgotten, that parent and
teen-ager must not let go of each other if
teen-agers are to be able to achieve compe-
tence in adulthood.

References are available from the maga-

zine upon request .

Becker is a clinical supervisor in family
therapy at the Center for Research on
Adolescent Drug Abuse at Temple University

and maintains a private practice in

Philadelphia. Liddle is professor and direc-

tor of the Center and a nationally recognized

expert in family-based therapy for adoles-

cents. Diamond is a family therapist at the

Center.
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Identifying the Strengths of

AFRICAl~-AMERICAN
FAMILIES

here is little doubt that the Black fam-
ily historically has been and contin-
ues to be among the most important

and salient of social structures related to the
growth, development and well being of
black Americans. However, in the current
political climate, there is an urgent need to
accentuate the strengths of African-
American families, especially those relevant
to substance abuse prevention. The popular
media has bombarded us with what are often
derisive misperceptions of African-
American individuals and families and their
perceived propensity to abuse drugs.
Despite these pejorative depictions, there is
strong evidence that there are many resilient
African-American families who are not only
successful in meeting the challenges of rear-
ing drug-free children but are also able to
teach them success-oriented values.
Moreover, many of these families live in
conditions which, upon first glance, do not
seem conducive to the nurturance of resilient
children.

In a current. research study underway at
the University of Kentucky, we are investi-
gating the role that family protective factors
play in the prevention of substance abuse
among African-American adolescents,
attempting to understand which family char-
acteristics foster resiliency.

Is the Data on Target?
Research literature on substance abuse

and African-American families is similar to
that on their general healthcare. Broadly,
there has been an overfocus on low-income
populations and self-imposed causes and
repercussions of substance abuse victimiza-
tion. The research paradigm often suggests
researcher bias that essentially blames
African-Americans for their own drug
dependence. Subjective selection of vari-
ables that focus on undesirable causes or
unfavorable outcomes fails to give adequate
consideration to positive characteristics of

30
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families or variables associated with the
nonuse of alcohol and drugs. By seeking to
identify the numerous strengths and compe-
tencies of black families, better prevention
and intervention programs can be devel-
oped—programs that are more effective in
protecting children from the use and abuse
of illegal drugs and alcohol.

Harper (1991) has suggested the follow-
ing, among others, as areas that need further
exploration: positive traits and characteris-
tics of black family survival (especially
those families residing in neighborhoods
where substance abuse is prevalent); non-
drug-using populations in terms of their
behaviors, lifestyles, settings and parame-
ters; and multicultural and multidisciplinary
questions from aculture-specific, nonstereo-
typical racial perspective. Our present study
attempts to address these areas.

All-encompassing culture-specific theo-
ries of alcohol and drug abuse/nonuse
should reflect genuine, factual and compre-
hensive cultural dynamics, patterns and his-
torical-intergenerational traditions of
African Americans. In addition, they should
encompass both the beneficial and detrimen-
tal facets of culture with respect to a diversi-
ty of actions, environments, subsystems,
conventions, mores, lifestyles, values and
attitudes of black Americans.

African-American Family Systems
Perhaps the most relevant of the many

negative effects of deficit/deficiency-based
research is that such research has spawned
culturally insensitive and ineffective policies
and programs that focus almost exclusively
on risk factors instead of protective factors
within the family. Too often, African-
American family systems have been exam-
ined as if they were isolated from their envi-
ronmental contexts. Ignoring the intricate
and reciprocal connection between family
and larger community social systems often
facilitates a "blaming the victim" syndrome.

Also, many studies rely on black/white com-
parisons rather than patterns of behavior
specific to African-Americans. Their family
systems are actually quite resilient, having
family structures that have contributed to the
accomplishment and survival of their mem-
bers in spite of barriers imposed by the
broader social systems.

Family Resiliency
Resiliency is usually regarded as the pos-

itive extreme of an individual's response to
adverse circumstances. Resilient youth are
those who have managed to maintain healthy
mental and social functioning in the face of
stressful circumstances that are often associ-
ated with elevated risk for disorder.
Regardless of methodology, study outcomes
have been extraordinarily. constant; namely,
that resilient adolescents have: positive
attributes (e.g.., high self-esteem and self-
control, an internal locus of control, positive
mood, social responsiveness and flexibility);
a supportive family environment that pro-
motes and fosters coping endeavors; and an
affable and understanding social milieu that
stimulates and strengthens attempts at cop-
ing (Fine & Schwebel, 1991).

Alienated individuals typically feel that
they have little to no control over their life
situations and are often intimidated, rather
than challenged, by circumstances. In addi-
tion to being less adept at taking advantage
of growth opportunities, they are less flexi-
ble and adaptive. Furthermore, their experi-
encing negative events is associated with
other unfavorable outcomes, such as drug
use and abuse and other stress-related health
problems.

Family Life
Thus far, the study has been able to iden-

tify several family strengths which distin-
guish those who are likely to use drugs
(alienated adolescents) from those who were
not (resilient adolescents). The findings indi-
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Cate that for those students who have the
greatest degree of lcademic and social suc-

cess, the following identified psychosociai
variables may have ~n important relation-
ship to that success. These include:
• Closely-Knit Family Structure

—positive home environment with miny

shared family activities
—clear supportive family relationships
• High Degree of Parental Control
—parents are strict
—they enforce family rules

• Strong Anti-Drug Messages
—cleaz~, persistent and consistent parent~~l
messages against the use of dnigs and alcohol

—strong messages to stay away from

others who use drugs
• Moderate to High Degree of Family

Openness

—open lines of communication between

parents and children
• High Degree of Parental Educational

Encouragement

—parents communicate to their children
their expectation that they get as much

education as possible (college expected)

—parents consider education the key to

social and economic advancement
—family emphasis on academic achieve-
ment, plrticularly with strong messages

from authority figures

• Strong Family Values
—a sCrong family religious orientation;

value of religion stressed (regular fami-

ly church lttendance)
—value of education shessed, respect for

other people stressed, (particularly

elders), honesty is mandatory.
• Good Relationships with Siblings
—older siblings Ire role models; younger
siblings serve as the blsis for d~velop-
ing asense of responsibility through
childcare and similar experiences, high
degree of openness among siblings

• Extended Family Members Are
Important

—support from extended families, espe-

cialiy grandparents

—grandmothers are "special"; they pro-
vide "counseling" and encouragement

—family pride and feeling connected to

the extended group are pivotal

• Ser4se of Responsibility Is Fostered by
Required Routine Chores in the Home

Intoximeters
50 years experience in all aspects of

breath alcohol testing

The solution to all mandatory breath alcohol testing
requirements: the ALCO-SENSOR IV/RI3TIV

• Approved for Omnibus Testing
(Complete line of Screeners also available)

• Factory Certified BAT Training

• Technical & Operational Phone Support

1-800-451-8639
For complete information on all stationary and portable

Intoximeters breath alcohol [esters
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• Clear Ethnic Identity
Generally, the flmily environments of

resilient adolescents appear more strength-
oriented than those of alienated adolescents.
Theoretically, the most adaptable family
environments should be those of resilient
ldolescents from two-patent families. Yet,
the preliminary results of this research indi-
cate that resilient adolescents from single-
parent families tend to perceive their family
environments just as positively (and in some

clses slightly more so) as the resilient ado-
lescents fi~om two-parent families. Upon

closer examination, we found that the likely

cause for this phenomenon was that there

was usually extensive involvement by

extended flmily member's in single-parent

families with resilient adolescents, buffering

against the role shains that often lead to

parental neglect or lethargy.

Clinical Implications

The importance of parents taking charge

of their children and remaining in charge of
their children from an early age cannot be
over-emphasized. Those adolescents who

continued on page 32

La Hacienda
Hunt, Texas

RECOVERING
PROFESSIONALS'

PROGRAM

"La Hacienda struck me as being the best
treatment center For alcoholics and poly-drug

addicts in the State of Texas."
From REHAB - an authoritative guide to the finest. inoatlent

rehabilitation centers in the United States by Stan Hart, Harper-Rowe D

1-800-749-6160
Fully licensed and acc~•edited

Circle 29 on card. 31



THIS pEPAR1'MENT...
~'",~`~°~~ .

DESCRIPTIONS OF PRODUCTS FROM A VARIETY OF LEADING

COMPANIES. TO RECEIVE FREE LITERATURE, SIMPLY CIR-

CLE THE NUMBERS ON THE READER SERVICE CARD THAT

CORRESPOND TO THE NUMBERS BENEATH THE PRODUCTS

THAT INTEREST YOU.

Circle 51 on card

PRODUCTIONS

r,~

Circle 52 on card.
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continued from page 31

report that they are unlikely to use drugs feel
connected to their families. As Boyd-
Franklin, as well as others, have long empha-
sized, when working with African-American
families, therapists should be careful not to
underestimate the potency of the church and
religion as integral components of their inter-
vention strategies. Religion may be especial-
ly consequential to substance abuse-related
issues.

Second, therapists must be ever cognizant
of the centrality of extended family relation-
ships among African Americans and tap
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extended family members as potential change
agents for the immediate family. When we
ask who is in the family, or who is important
in a child's life, we must look beyond the
mere legal definition of the family and clear-
ly communicate this to the clients.
Grandparents remain very important in
African-American family systems. In addi-
tion, just because a family is headed by a sin-
gle mother, we much not assume that this pre-
cludes the involvement of a significant male
figure. We must look to extended families for
support and assess their role in drug treat-
ment, especially the role of grandmothers.
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Watson-Wyatt Software is a division of
Watson-Wyatt Worldwide, which special-
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includes: CHOICETM, for benefits enroll-
ment, REWARDTM for compensation
management and PENSIONST"', for
defined beneSt plan adminisaation.
Watson-Wyatt Company
5335 SW Meadows Rd., Ste. 200
Lake Oswega, OR 97035
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YFS! YOU CAN
STOP SMOIDNNG
Yes! You Can Stop Smoking Even If You
DonY Want To, an easy-to-understand
book by David C. Jones, is for the smok-
erwho has tried everything to stop smok-
ing without success. This comprehensive
book deals with smoking as an addiction.
It offers the reader realistic solutions to
stop smoking and stay stopped. To order
send $11.95 & $3.50 S&H to Dolphin
Publishing. Inpafient Tx Available.
Dolphin Publishing
P.O. Box 16656
W. Palm Beach, FL 33416
(800)547-7867

1996 APPOINTMENT
CALENDAR FOR MENTAL
HEALTH PROFESSIONALS
'This 8-~h x 11, week-at-a-glance appointrnent
book includes distinctive feahues such as:
• DSM-N Classifications, ~ Clurent Proceclwal
Terminology (CPT) Codes, • Psychotropic mecl-
icafions, dosages and side effects.
• Common terms in mental health law,
• ICD-9-CM • Appoinunent timmes in 30 minute
intervals fivm 8 a.m. ro 9 p.m.
Also a groat holiday gft for a colleague or
friend!
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(Ohio residents add $1.44 per book sales tax) to:
Ohio Psychology Publications, Inc., 2599 E.
Main St., #140-EA, Columbus, OH. 43209;
(614) 861-1999; FAX: (614) 861-1996.

Finally, it is imperative that therapists
become self-aware of consciously and uncoq-
sciously held stereotypical views of minority
groups and redirect their efforts toward
searching for competencies regardless of the
ostensible serverity of the circumstancies.

Turner is an associate professor of Family
Therapy and research associate in the
Department of Family Studies &Center for
Prevention Research at the University of
Kentucky in Lexington.
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A Public Health Approach Adds Prevention Tool to EA Resources

ivorce continues to be one of the
most severe life stressors for chil-
dren. The disruption of the family

because of divorce puts children at risk for
developing long-term emotional, social and
academic problems and spills over into the
worksite as parents' job performance and co-
worker relationships reflect the distress at
home.

It is estimated that one million new chil-
dren each year experience their parents'
divorce, and that 40 percent of American
children in this generation experience their
parents' breakup by the time they reach 18
years old. While this social reality has made
divorce a common situation, a "normative
life event," the frequency has not diminished
the impact upon individual children and
their parents. Divorce has not become easier
because it has become more common.
Our current challenge is to develop pre-

ventive and effective intervention strategies
through which this information can be
accessible to the majority of the divorcing
population. Mental health professions
observe that by the time children are brought
into mental health clinics, it is often too late
to intervene in the dysfunctional parent-
child or parent-parent relationships.
Destructive family patterns in the post-
divorce may be solidified by this time, espe-
cially when parents engage in legal warfare
over the children. Professionals who are
aware of a marital separation during the
early stages have a special opportunity to
educate and guide parents toward a more
constructive approach to problem-solving
and toward preventive and supportive ser-

By Susan Steinman, DSW

vices. EA professionals are often in just such
a position. Through consultation, brief coun-
seling and referral, they may influence the
path parents take in resolving child-related
divorce issues.

This article describes a divorce education
program—Helping Children Succeed After
Divorces—mandated by the domestic rela-
tions court in Columbus Ohio. It is relative
to the direct services role of EA profession-
als because:
• The content of this educational program
is a useful informational base for counsel-
ing parents thinking about or in the midst
of divorce or separation.
• The goals of prevention and the oppor
tunity to influence parents at an early
stage in the divorcing process is often
consistent with the role of EA professionals.
This type of psychoeducational program

is proliferating nationally. It is an example of
a public health approach that symbolizes
society's concern for protecting children
from the emotional damage divorce and
ongoing parental conflict may cause.

It reflects the recognition that divorce
may have social and economic costs for
society as well as the workplace and the
individual.
The goals for the Helping Children

Succeed After Divorce program are to:
• Help parents to become aware of the
effects separation and divorce have on
children.
• Help parents separate their own emo-
tional experience as adults from that of
their children.
• Help parents understand the things they

can do to help their children understand
and cope with divorce.

• Help parents understand the things they
may consciously or unconsciously do
because of their own pain that hurt the
children and prevent them from resuming
their developmental stride.
• Help parents develop co-parenting

skills.
• Educate parents about community

resources and services to help them
resolve divorce issues.

The Helping Children Succeed After
Divorce program focuses on the following
areas in its curriculum. This is information
which professionals often need to impart to
parents whether the intervention takes the
form of individual counseling, group work,
mediation or parent education programs.

I. The Adult Experience of Divorce
II. The Child's Experience of Divorce
III. How Parents Can Help or Hurt
IV. Building a Cooperative Parenting

Relationship After Divorce
V. Resources for Help in the Community
VI. The Law, The Adversarial System,

and Non-Adversarial Alternatives
The two areas on which this article will

focus are The Child's Experience of
Divorce, and Building a Cooperative
Parenting Relationship After Divorce.

The Child's Experience
While parents may be deeply concerned

about the effects the breakup will have upon
the future happiness and development of the
children, the emotional crisis makes it
extremely difficult for the parents to focus
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on the needs of the children. Parents confuse
their own adult needs with those of their
children. Thus, one of the goals of any inter-
vention for the divorcing family is to
increase the parents awareness of the sepa-
'rate needs and experience of the child.
Parents also need advice and practical sug-
gestions about things they can do to help
their children cope and things they need to
avoid doing so as not to harm their children.

Talking with the children about the
divorce is the first challenge parents face. It
is often a difficult emotional experience for
parents because of their own grief, fear and
guilt. We offer the following suggestion to
guide parents through the process. First, if
parents can meet the challenge of sitting
down together to talk with the children, this
can help to reassure them that their parents
are trying to work together to help them deal
with the changes that will come.

What. Children Need to Hear
• Their parent will continue to take care of

them despite the divorce.
• While parents' feelings for each other as

husband and wife have changed, their par-

34

ents' love for them will continue forever.
• The child's relationship with siblings,

grandparents and other important people
will continue.
• The child did not cause the divorce.
• The decision to divorce was not easy.

The parents tried hard to make it work but
decided they could no longer live together.
•When parents married, they loved each

other and there were many happy times as a
family. This gives the children a positive
sense of their own origins.
• Parents are sorry for the hurt the deci-

sion is causing the child.
Children need as much specific informa-

tion as possible about how they will live
(where, with whom, when they will be with
each parent); plans for school, extra curricu-
lar activities and continued friendships; and
how and where each parent will live.

What Children Shouldn't Hear
• One parent blaming the other for the

divorce. Do not give children the message
that one parentis the good guy and the other
is the bad guy.
• Adult details of what went wrong in the

.:s- LERT J4X
Employee assistance providers are discovering what law
enforcement officers have long known about the ALERT
)4X breath alcohol tester.
Whether at the office or
in the field, the At.ERT' is
accurate, dependable and
easy to use. Simply push
a button, and your diem's
breath test results are
displayed instantly.
"I'he AI.ER'T caci also
retest immediately.

Made by a leading
manufacturer of
law enforcement
breath alcohol
testers for more
than 18 years.

ALCOHOL
COUNTERMEASURE
SYSTEMS
3538 Peoria Street
Suite 506
Aurora, Co 80010.

3033665699 ̀ +`
Call fora free `
30-day trial. 1~ On ~ blo ~ .040 ~I
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marriage. (extramarital affairs, money prob-
lems, personality problems of parents).
• Negative statements about the other par-

ent. While parents may have negative feel-
ings about the other parent, expressing them
to the children puts the children in emotion-
al conflict.

Talking with the children about the
divorce is a process that will go on through-
out their childhood. It is not aone-time
event. Letting the children know their par-
ents can discuss the event without falling
apart, and that parents want to know the
child's feelings, is reassuring. It lays the
foundation for communication in the future.

Children's Typical Response
During the first year, parents can expect

emotional and behavioral reactions to the
family disruption varying according to the
child's age and developmental stage. The
following information (Reprinted from
Helping Children Succeed After Divorce:
Handbook for Parents) is provided to par-
ents in our divorce education program.

There are many feelings and concerns that
children experience during separation and

NEW DAY CENTER

• Free Evaluations •Family Interventions •DUI Assessments

• Inpatient Detoxification &Rehabilitation

• Atlult Outpatient /Day Hospital & I.O.P.

• Residential Treatment Facility

• Impaired Professional Program

• 2 Years Aftercare (at no extra charge)

• 24-Hour Admissions

s HINSDALE HOSPITAL'S BEHAVIORAL MEDICINE
Sponsored by the Seventh-day Aduentrst Church

Addiction Services: (708) 856-7700

:Mental Health Services:l-800-894-1900

:120 N. Oak Street •Hinsdale, IL 60521
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divorce. Some common emotions are anger,
hurt, fear, sadness, confusion and loneliness.
Certain behavioral and emotional changes
are expected from different age groups.

With infants, the issues involve the consis-
tency of caregivers, environment and rou-
tine, the emotional connection with caregiver,
and the nurturance and affection. The emo-
tional/behavioral reactions include sleeping
changes, eating changes and clingy behavior
or difficulty separating. It helps to maintain
consistency in people and routines, build
gradually toward change in people and rou-
tines, avoid angry expressions, emotional
outbursts and fighting in front of the baby

With toddlers (18 months to 3 years), the
issues involve consistency of caregivers,
environment and routine, fear of abandon-
ment (fear absent parent has disappeared),
nurturance and affection and concern about
security (who will take care of me?). Their
emotional/behavioral reactions include
regressions in sleeping, regressions in toilet
training, clinging to adults or security
objects, fearfulness, and increased aggres-
siveness. It helps to give nurturance and
affection, provide verbal reassurance—both

Mom and Dad saying "I love you," maintain
consistency of people and routines, reassur-
ing the child that he or she will be cared for,
provide clear and concrete explanations of
changes and as with infants, avoid emotional
outbursts and fighting.

With young ,school-nge (6-8 yenrs), issues
cover yearning for the absent parent, recon-
ciliation fantasies—children often have a
strong wish that- parents would get back
together, loyalty conflicts —because chil-
dren combine both parents within them, they
want to be loyal to both. When parents fight,
children feel 1s though they are being torn
apart. This age group is also concerned
about parent's well-being. Children may
take on the burden to care for a parent who
is having difficulty, suppressing their own
needs and distress, or they may feel respon-
sibility for or guilt about the divorce.

Their emotional/behavioral reactions
include pervasive sadness, grief (crying,
sobbing), withdrawal, fear of loss of rela-
tionship with parents, loss of order in their
lives, feelings of being deprived, anger and
increased aggressiveness and difficulty play-
ing and experiencing pleasure. Parents can

BEHAVIORAL HEALTHCARE SERVICES

help by providing verbal relssurance that
Mom and Dad will continue to take care of
them, despite parents' not getting along,
assuring them they will continue to see both
parents, giving the child permission to love
and be with other parent, not downgrading
other parents in front of child and not putting
the child in the middle.

Helping Older Children
Older children (from 9 on up) have the

ability to understand divorce in a realistic
manner. Divorce issues are complex for
them because of their increased intellectual
capacity and emerging sense of morality.

With Nine to 12-year-olds, children may
have problems because they view situations
in black an white—someone is right and
someone is wrong. They may feel shame or
embarrassment about parents' breakup or
that the divorce threatens their own develop-
ing identity because they combine both par-
ents within them. They may need to over-
come sense of powerlessness. Their emo-
tional/behavioral reactions include physical
complaints (headaches, stomach aches,
fatigue), intense anger, particularly at the

VMC Behavioral Healthcare services is a leading national provider of employee assistance
programs and managed behavioral health care, serving clients of all sizes in business and industry. VMC
is known for its flexibility and ability to customize programs to meet the client's individual needs. VMC
helps resolve employee problems, serves as a management tool, and helps manage health care costs.

VMC presents a unique and challenging opportunity for master's degreed professionals with three years'
post-graduate experience and state licensure or certification.

Multiple office locations serving a large Federal government agency are available west of the Mississippi.
VMC Behavioral Healthcare Services offers competitive compensation and benefits and an excellent
opportunity for professional growth in a rapidly expanding organization.

Experience in mental health, substance abuse and diverse populations is required. Responsibilities will
include assessment, short-term treatment, consultation and training.

If you are interested in pursuing afull-time position with VMC or in becoming part of our provider
resource network, please fax or nnail resumes to VMC Behavioral Healthcare Services, 100 S.
Greenleaf, Gurnee, IL 60031-3378, FAX: 708-249-2772. VMC is an equal opportunity employer.
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parent they see as to blame for the divorce,
alignment with one parent, demonstrating
loyalty to one parent by rejecting to other
parents efforts to maintain relationships
with them, academic difficulties and peer
problems.

Helping children in this age group means
listening to their feelings and complaints
without taking sidesorjudging,encouraging
the child to see good in the other parent, say-
ing positive things about the other parent
occasionally and encouraging their positive

communication with the other parent (i.e.
phone calls, cards, gifts).

With adolescents (13- 18 years), there are

even more resources to understand the

divorce because of their great social an intel-
lectual development. Their primary focus

changes at this time from family to peer

group. While less involved in the family,
they need parental support and guidance to
launch them into adulthood. For them the
issues are getting the needed support and

limits from distressed and preoccupied par-
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ents, feeling further threatened by the
already stormy relationship between adoles-
cent and parent, experiencing premature or
accelerated independence and being asked
to assume more responsibility around home
(chores, care of younger siblings, care for
distressed parent) that pulls them away form
peers and back into the family.

Emotionally and behaviorally, this group
may experience school problems due to dif-
ficulty concentrating, chronic fatigue and
physical complaints; act out emotional dis-
tress through sexual promiscuity, delinquency
and substance abuse; internalize distress
through depression, suicidal thoughts and
loss of self-esteem; feel anxiety about their
own intimate relationships (fear of commit-
ment, fear of betrayal, fear about survival of
relationships); grieve over loss of family and
loss of their childhood; and become distant
and aloof from family.
Ways to help include providing opportu-

nities for adolescents to share feelings, con-
cerns and complaints, discussing issues and
situations honestly, not expecting adoles-
cents to provide adult emotional support or
pressuring them to choose sides and allow-
ing them to maintain appropriate friendships
and peer activities.

Seeking Professional Help
While parents need to be aware of the

normal short-term adjustment reactions
which children experience after separation
and have guidance about responding to these
changes, parents also need a sense of when
to look for professional help. If symptoms
do not subside—if they become constant or
chronic—if they remain intense or interfere
significantly in the child's life, professional
help may be indicated. The. two major fac-
tors that are critical to emphasize with par-
ents in helping prevent long-term problems
for their children are:

1. The child's need to have an ongoing,
involved ,committed relationship with both
parents.

2. The child's need for his or her parents
to stop fighting and resolve, or at least con-
tain, the anger and conflict.

Children of divorce need the psychologi-
calpermission to have a free and loving rela-
tionship with both parents. Keeping cYjildren
out of the middle of parental conflicts will
help protect them. But parents seldom have
the skills to help them develop a cooperative
parental relationship after divorce.

Building a Cooperative Relationship
When the marriage breaks down, couples

often find their earlier feeling of love and

EMPLOYEEASSISTANCE



trust transformed into feelings of intense anger, distrust, even betray-
11. Parents may struggle with how to interact around the children,
becoming competitive, hying to prove themselves to the court. They
may become stuck in hostile, destructive relationships. Their ability
to resolve the anger and resentment, contain the passions, and move
toward cooperation and mutual respect as parents determines to a
large extent whether their children can master the divorce trauma and
move on in their development.

Traditionally, society has not presented 1 very consriuctive model
for divorcing parents. A mljor goal of parent education is to provide
abetter model. Our program presents a model of a "business-like co-
parental" relationship (Ricci, I. 1980, Mom's House, Dad's House.
New York: MacMillan). We emphasize to parents that as much as they
may wish their former spouse would disappear from their lives, their
relationship as parents is never over. The relationship needs to be
redefined and new rules of operation established. Ricci's concept of
"hostility junkies"—or remaining emotionally tied through hostile
and angry passion —is useful.

Specific pain games are identified, so parents can become aware of
how they may unintentionally use their children as weapons of emo-
tional warfare with the other parent. When Mom criticisms Dad in
front of the children ("I guess your father can't take time from his
social life to help you with your science projecP'), it makes the child
feel demeaned. When Dad uses his child as a "spy" ("I saw a strange
car parked in the driveway the other night. Is your mon seeing some-
body?"), the child feels he is betraying one parent and bring distress-
ing news to the other. These "pain games" (adapted from Pain Games,
Johnson County Mental Health Center; Mission, Kansas) put the chil-
dren in the middle. By alerting parents to the pain and conflict this
causes children, we hope to assist parents to avoid these harmful
interactions.

Parents also need a positive model or set of guidelines for their
parental relationship post-divorce. While not making light of how dif-
ficult it is to disengage from the marital bond, we need to offer an
alternative model. The "retreat from intimacy" toward abusiness-like
relationship around the children is one model we suggest. The dia-
gram that follows, adapted from Ricci's book, compares an intimate
marital relationship to a business-like partnership.

Intimate
Many assumptions
Unspoken/Unwritten expectations
Informal
High emotional intensity and
Personal involvement
Low personal privacy
High personal disclosure

Business-Like
No assumptions
Explicit agreements, contracts
Formal courtesies, structured
interactions, meetings, specific
agenda
Low emotional intensity and
personal involvement

High personal privacy

Low personal disclosure

This public health approach to education for divorcing parents is a

major social policy change for our domestic relations court, and a

NOVEMBER 1995

more prolctive, intervention for mental health professionals. While
there is exciting potential for these programs to influence far greater
numbers, and to reach parents who would not voluntarily seek coun-
seling or mediation services, there are limitations that need to be
understood.
• The general nature of a brief educational program may not

address the concerns of parents with special problems (i.e., substance
abuse, domestic violence, mental illness, child abuse or neglect).
• For some parents, the early benefits of the program may fade

without follow-up intervention.
• The timing of the intervention for some- parents may need to be

still earlier to have a significant effect upon problem-solving and fam-
ily relationships post-divorce.

While the potential benefits of court-mandated parent education
programs seem quite promising, we need to learn more about:
whether the initial benefits last or change over time; for which parents
it is most helpful; which program models work best and for whom;
and how these programs fit with the range of other divorce-specific
services. Employee assistance professionals may find this education-
al intervention a useful resource for their clients, and one that merits
further study.

Steinman is director of Divorce Services, Children's Hospital
Guidance Centers in Westerville, Ohio. She has long-term experience
in therapeutic work and research. The program she developed pro-
vides child custody mediation, divorce counseling, child assessment
and divorce groups.
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is Possible.

Chelsea Arbor
Substance Abuse Services

Comprehensive services from
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Locations in Ann Arbor,
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313/930-0201
1-800/828-802Q
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University of Michigan Medical Center
and Chelsea Community Hospital
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The staff at EmployeeAssistance Magazine
joins many throughout the country in sadness
at the death, Oct. 6, of Andrea Foote.
Director of the Worker Health Program at
University of Michigan's Institute of Labor
Relations (ILHR), and adjunct professor in
the School of Social Work, Andrea was a lead-
ing expert in health promotion in the work-
place, receiving the university's
Distinguished Research Scientist Award in
1994.
Among her many accomplishments,

Andrea was a pioneer of large-scale field
experiments in the wellness field. Two books
(on employee assistance) published by her
and her research team became standard texts
on the topic. She was best known for develop-
ing and testing healthcare delivery systems in
industrial settings, focusing particularly on
control of chronic diseases, such as alco-
holism, substance abuse and mental disor-
ders. At Ford Motor Co., General Motors

MSAs Create Healthcare
Opportunity For Poor,
Trouble For Medicare

Healthcare reform strategies take new
path on Capital Hill with both parties
proposing alternatives to earlier proposed
changes to the current system. Apparently
there is renewed interest in medical sav-
ings accounts (MBAs). MBAs, used as an
alternative to Medicare, are expected to be
included in both the House and Senate
Medicare Bills. The Bills will allow
medicare recipients to join MSAs instead
of receiving traditional medicare benefits.

According to the Republican plan,
Medicare recipients will be given an annu-
al sum to buy an insurance policy from
any company of their choosing that offers
MSA coverage. Part of the money would
be used to cover the policy holders serious
medical expenses and the rest would be
placed into an account to be used for com-
mon medical expenses including check-
ups and minor illnesses.

Arguments between pro and con groups
focus on money. The pros see MSAs as
aiding choices that cut out-of pocket
expenses; the cons see traditional
Medicare going'bankrupt as healthier
recipiants change to MSAs.

Corp., Detroit Edison and United Auto
Workers, she helped develop health screening
programs. At the U of M, she guided efforts
to deal with student and employee substance
abuse.

Over the years, often in conjunction with
husband John C. Erfurt, Andrea coauthored
several articles for EA. They covered: joint
wellness ef,~orts by Ford and UAW,• compar-
isons of health risk appraisals and screening;
comprehensive and integrated wellness pro-
grams and criteria for gauging the effective-
ness of recovery programs. She also served
on the magazine's Editorial Advisory Board.

Andrea will be remembered as colleague
Larry Root, ILHR director, described her,
"She was an extraordinary person—intelli-
gent, honest and without a shred of artifice."

Memorial contributions can be made to the
Andrea Foote Memorial Research Fund,
ILHR, 325 Victor Vaughn, Ann Arbor, MI
48109-2054.

SAMHSA Offers Advice
On Disaster Aid, Plan
For Children To Follow

With man-made disasters increasing,
the emotional impact these occurrences
are having on the nation's children has
become a major concern for many
healthcare professionals. SAMHSA
offers several tips to parents, teachers
and adults who work with children:
• Encourage children to talk about and

ask questions concerning the television
coverage they have viewed.
• Do not be afraid to tell them if you

do not have an answer for their ques-
tions.
• Make sure the answers you do pro-

vide are geared to the child's level of
understanding. '
• Provide ongoing opportunities for

children to express their views and ask
questions because they will probably
have more questions as time goes on.
• Establish a family emergency plan.

Feeling that there is something you can
do in case of a disaster can sometimes
provide a sense of comfort for adults and
children alike.
• Monitor what type of information

they are receiving on television.
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In a pleasant residential setting overlooking
Stuyvesant Square Park, we provide com-
prehensive support for men and women in
early sobriety. Our program furnishes struc-
ture and on-going treatment for recovering
individuals who have started or resumed
active careers in the community. Our goal is
to create a secure environment which,
through continuing education and positive
peer interaction, assures a stable transition
to a full, productive life.

For information and referral call:
DAVID PETERSEN
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233 East 17th Street •New York, NY 10003
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Thousands have

called 1-800-ALCOHOL

for information on alcoholism

and drug dependency.

Get help for yourself

or someone you love,

Toll Free 24 hours n day £~ Confidential
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S U N D O W N

YOUTiI TREATMEIIT
-~- CE111'ER

While many treaunent programs have found it necessary ro cut features and services in the wake of so-
called "cost containment," the buzzword of the nineties, Sundown M Ranch just keeps getting better.

Our neQv state-of-the-art Youth Treatment Center is just one more example of Sundown's continuing
quest for quality and effectiveness in the wly affordable treatment of alcoholism and other drug addictions.

We invite your comparison with the few remaining in-patient adolescent treatment programs in the
country; the complete Minnesota Model sequence, focusing on physical emotional and spiritual healing, con-
ducted by deeply caring, highly skilled adolescent counselors and featuring a com-

_~ prehensive family component, all for less than $4,000 inclusive. And Sundown's
adult recovery program, including the gender specific curriculum for addicted
women, is still about $2,SOO...and also features family treatment at no additional
charge.

Sundown M Ranch...nesded in the mouth of the Yakima River Canyon...just a
heartbeat away and a lifetime to discover, 

1-~~0-326-444

~ Circle 38 on card.
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