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ALCOHOL AND DRUG ABUSE SERVICES

Osgood (Dual Diagnosis) Program: 26-bed, hospital-based program for
those whose addiction is complicated by emotional illness
Ripley Program: 24-bed, AA/NA-based, rehabilitation program for men and
women suffering from addiction to alcohol and/or drugs.
Outpatient Services: Individual, group and family therapies.

BRATTLEBORO RETREAT, located in southeastern Vermont, provides inpatient, outpatient
and residential programs for children, adolescents and adults suffering from psychiatric
illness as well as addictive diseases. For information and admission, call Director of
Admissions.

1-800-345-5550 Affillafe of Dartmouth Medical School

A non-profit hospital Brattleboro ~ Retreatand treatment
center 75 Linden Street, P.O. Box 803, Brattleboro, Vermont 05302
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Ethics and
the Industry

here seems to be little doubt that quality, cost-effective healthcare will be a
top priority in 1992. The EAPA and SECAD conferences highlighted this

theme. It is shaping up to be a top political theme in the 1992 elections. And why
notT The statistics are in and healthcare costs in 1991 were up again. This time by
10 percent, three times the national inflation rate. And almost 35 million
Americans are still uninsured, according to a recent Business Week article.

This raises the issue for EA professionals of making more informed choices in
order to offer the troubled employee effective care. Whenever there is a choice to
be made, the question of ethics—or upon what do we base the choice—comes up.
So this month, EA looks at some ethical concerns, especially timely if you've been
watching the media lately and its coverage of major psychiatric hospital
investigations. We know that most inpatient psychiatric treatment centers have the
highest ethical standards and their care is effective and cost-conscious. The
investigation raises concerns and offers opportunities to show the hospitals'
successes.

In fact, Charter Medical reported at SECAD that it would not be surprised if
national Congressional hearings take place to examine the whole psychiatric
industry. Then, could investigations into the substance abuse and chemical
dependency units be far behind?
Our stories this month include Louis Berger's piece on matching the troubled

employee with the appropriate treatment—and the appropriate therapist. I have
wished at times that there were a failsafe way to connect a client with a therapist.
How many times have we, as EA professionals, referred troubled employees to
treatment centers that we knew were right for them, only to learn that for some
reason they dropped out? "Not ready," we'd think. Or still in denial.
The concept of matching has been around for quite some time. Psychologists

have been employing various instruments for years. The Meyers-Briggs Type
Indicator is one that still gets a lot of use in business to determine what personality
style we use in our day-to-day interactions with others. It also can point out certain
personality types we may work with better on the job. The same may be true for
clients. William Murray gives us some insight into this test.

Further on the subject of managing costs, Tamara Cagney has written an article
entitled "Risk Shifting and Managed Care." Cagney raises a number of
thought-provoking, ethical questions we face as a profession. The issues of costs
and services are raised. EAPs need training in these areas, she suggests.

Monica Oss rounds out our editorial with an overview of managed care for
psychiatry and eHemical dependency treatment.
A final note. This issue of EA will go with us to Nashville and the EAPA

Regional Conference at the end of February. One of EA's goals this year is to talk
to more of you about what products and services we can bring you. Regional
conferences are smaller and can allow more time to discuss these issues with you.
Please let us know.

I j,

J. Chip Drotos, CEAP
Associate Publisher
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entral to any worker's well-being
is the sense of fairness and
equity that is perceived to be

associated with one's job. Frequently it is
necessary for persons to delude them-
selves into believing that they are being
treated fairly. But such delusions can be
said to contribute to the maintenance of
mental health.

Since EA workers are relative "new-
comers" to the world of human resource
management, notions of what is fair, just
and equitable for persons working in EA
positions may still be in the evolution
process. However, it is necessary for EA
workers to take an active role in this
process of "shaping" equity and fairness
since its natural evolution may be too slow
to sustain job satisfaction for active
individuals striving to identify themselves
and their activities as-fully professional.

Equity is the topic of this last in a series
of columns dealing with EA work as an
"impossible occupation." I have devoted
four columns to this issue on the basis of
my observations that many EA workers
feel considerable job stress. Also, EA work
is characterized by a high degree of
turnover. Finally, EA occupations have
never been subjected to formal job design
analyses.

Especially for this last reason it is
important that EA workers take a proac-
tive stance in dealing with the structurally
weak and/or stressful characteristics of
their jobs. This is probably most impera-
tive when an EA worker is the single
individual assigned to EA tasks. Where
multiple EA staff members are present, the
likelihood of addressing job problems is
higher, but not necessarily more effective.
In a new area like EA, efforts at individual
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By Paul M. Roman, PhD

or organizational improvement can easily
be the "blind leading the blind."

CRITERIA FOR CHANGE. To describe
well-being as the goal for changing aspects
of one's job, I suggest Hackman and
Oldham's four outcomes that should be
maximized in any job: internal motivation
("can't wait to get to work"); quality work
performance (a socially supported per-
sonal belief that one is doing a good job);
job satisfaction; and job commitment (not
wanting to find another job).

I suggest that the only possible starting
point for assuring equity in a job is a
written job description. Despite the central
emphasis in most EA work on identifica-
tion of job performance problems, a great
many EA workers lack meaningful, written
job descriptions. Note that a written job
description is useful only if it includes
operational and measurable tasks rather
than generalities repeating the job title
over and over with different adjectives.
EA workers should periodically exam-

ine their written job descriptions to assure
that they accurately reflect what these
individuals perceive to be their job expec-
tations.
The process of editing or creating a job

description can be a very revealing process.
One must ask the question, "How do I get
this done?" Answers to this question will
ultimately show who is responsible for
drafting job descriptions, who edits them,
and who has the last word. In some
instances, trying to alter or create a job
description will show an EA worker who's
the boss! On the other hand, this needs to
be a balanced exercise. Vaguely written or
non-existent job descriptions for EA posi-
tions may simply be evidence of the

"newness" of these positions. Such "new-
ness" may have led managers to write
deliberately vague job descriptions that
would be clarified with an accumulation of
experience. Practically every EA job is
"shaped" as it develops, underlining the
importance for revising and updating the
job description that existed at the time' an
individual was hired.
A job description is the first step in a job

analysis. Writing and editing these descrip-
tions can be a first step in discovering
"impossible occupations." In the case of
EA positions, it is likely that many job
descriptions simply contain too much.
While the individual roles listed in the job,
description do not necessarily conflict with
each other, role conflict is built into the job
description because the incumbent will
always be forced to give short shrift to
some aspects of the job when full attention
is given to other aspects.
A job description is fundamental to the

evaluation of job performance. Usually the
job description by itself cannot be used to
evaluate performance, but the components
of the description can be linked to reasona-
ble goals associated with given time
frames. The term "reasonable" is critical
here, for it implies that the goals are.
negotiated or "worked out" between the
employee and supervisor.

SUPERVISORY EXPERIENCE. Many
EA workers have problems with supervi-
sion. Sometimes this is due to having nasty
or unreasonable supervisors. More often it
is related to having little or no supervision.
This problem has several dimensions.

First is the extent to which an EA
worker is supervised by an individual with

continued on page 6
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continued from page 5

EA credentials, While this is very likely in
external provider settings, it is equally
unlikely in settings where EA workers are
operating internal programs. Second, if one
is not supervised by an individual with EA
credentials, then to what extent does the
supervisor attempt to understand and util-
ize realistic standards in monitoring EA
work? The variation here can range from a
strong desire to become fully acquainted
with the technology of EA work to the
other extreme of knowing little and caring
little about what constitutes excellent, ade-
quate or substandard EA job performance.
Third, what is the EA worker's role in
"developing" his or her own supervision?
One does not ordinarily think of the
subordinate "developing" the supervisor,
but who is more readily available to
educate the uninformed about EA work
than the EA specialist?

Indeed there is another school of
thought that suggests avoidance of super-
vision, written job descriptions, written
goals, etc. The argument here is that any
written document is time-bound. Thus, its

use will ultimately "hamstring" the
individual involved in the agreement. In
the absence of any written documents, the
EA worker has maximum freedom and
flexibility. In these settings, a false sense of
genuine independence is sometimes con-
fused as a hallmark of true profes-
sionalism.

IMPOSSIBLE ASPECTS. This brings us
back to a theme that pervades the discus-
sion of the "impossible" aspects of EA
occupations. Far too often they are "free"
and "autonomous" in a negative sense.
The freedom here describes a lack of
linkage and integration with other organiz-
ational units.
The price for this negative form of

autonomy is a lack of recognition for work
achievements. Regardless of the job,
recognition of good work, steady
accomplishment, long-term commitment
and even spectacular achievements are all
very important for the maintenance of
occupational self-esteem.

Yet the EA worker who has a feeble
link to any form of supervision or who has

"A center for growing concern"

HA.LTERMI~N
CENTER

Offering Assistance in Addictions,
Compulsions and Trauma Recovery

Specialists in working with
dissociative disorders

IriteriSlVC Clay tl'eatlllerit lri COri~UriCtlOri

with inpatient program for those persons
who don't require hospitalization.

Totally smoke-free environment

Halterman Center
614-852-1372, Ext 500

210 N. Main St., London, Ohio 43140

A program of Madison County Hospital, Inc.
JCAH Accredited. Treatment covered by most insurance plans.
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created maximum "freedom" through
avoiding job descriptions, written business
plans, etc., is "set up" to be deprived of
realistic feedback about job performance.

Thus, I would argue, many EA workers
find that over time their jobs become
increasingly unsatisfactory, tedious, boring
and stressful even though there is no
particular evidence that any major changes
have occurred. These negative experiences
and perceptions of being in an "impossible
occupation" are the product of being
isolated from good quality feedback. By
"good quality" I mean feedback which is
not perfunctory and ceremonial but con-
crete and detailed, offered within the
context of agreed-upon job descriptions
and work goals.
Thus to function in an organization, one

needs supervision as a vehicle for feedback.
One can function without this, but it is hard
and, I believe, ultimately debilitating.

Having clear and measurable criteria for
performance allows for planning and goal-
setting. Goal achievement, in turn, sets the
stage for advancement. At the bottom is the
clear payoff in self-esteem of knowing how
well one is doing, having the opportunity to
change and improve one's performance
and having a sense of belonging within the
workplace. All too often EA workers have
confused their separation from these expe-
riences as desirable. As mentioned in an
earlier column, it may be a fatal mistake to
perceive isolation as autonomy.

If an EA worker can actively participate
in the performance management and feed-
back system as an employee, the stage is set
for assuring that EA positions are placed in
the proper salary and reward levels within
the organization. Such placement can
almost never occur without advocacy and
support from a supervisor. Without this
connection, EA positions are bound to
remain at the levels where they were placed
when the EA program was first established.
From a view of "the big picture," I believe
that the EA field is currently confused
about where it stands in the worlds of
human resource management, human serv-
ices and healthcare. I think many if not
most EA workers and EA providers are in
a microcosm of this same sense of "what
are we doing and where are we going."
Ongoing self study of one's job, one's place
in an organization, and one's sources of
satisfaction can help alleviate this sense of
"anomie."

Roman is a professor of sociology and cen(er director at the
Institute for Behaviors! Research at the University of
Georgia.
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ana in rea n~en
ou can't read about employee
benefits without reading about
the "skyrocketing psychiatric
and chemical dependency treat-

ment expenses." Participation in managed
behavioral health programs has grown as a
result. The number of companies providing
managed psychiatric and chemical depend-
ency programs has increased even faster. In
1985, there were fewer than a dozen compa-
nies that actively promoted programs that
"managed" psychiatric and chemical depend-
ency treatment. Now there are hundreds.

TYPES OF PLANS. In practice, the term
"managed behavioral health plan" is used to
describe a variety of options, including: case
management; integrated case management
and employee assistance; preferred provider
arrangements; and insured managed care
plans.

Behavioral healthcare management is a
term that includes a wide range of programs.
The simplest of these being telephone-based
programs for precertification of inpatient
psychiatric and chemical dependency treat-
ment. If a person wants to use his or her
inpatient benefit, he or she must first call a
toll-free number for approval by a case
manager. Telephone-based programs can also
provide ongoing review (continued stay
review) of inpatient cases and review of longer
term outpatient care. Another type of case
management program uses "on-site" case
managers instead of relying on discussion over
the telephone. The advantage of the on-site
case manager is a more accurate picture of the
patient and his or her needs. The disadvantage
is increased cost of the program.

Case management is effective in reducing
the cost of psychiatric and chemical depend-
encybenefits by reducing utilization, Inpatient
utilization is a function of the number of
patient admissions and the average length of
patient stay. Because of the emergent nature
of most psychiatric and chemical dependency
problems, case management does not effect
the number of patient admissions. The savings
are gained through decreasing the length of
patient stay. However, there are some prob-
lems with case management.

First, patients and providers dislike tele-
phone interaction at a time of crisis. More
important, case management doesn't change
the practice patterns of the professionals. This
causes conflict between the case management
program and the provider community, which
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increases the likelihood of administrative
appeals and litigation.
One of the newer twists in behavioral

health case management is the merger of case
management and EA programs. This merger
grew out of a real need—when precertification
first was applied to psychiatric and chemical
dependency treatment, many case managers
found themselves at odds with EA staff. But
the case management/EA 'merger is an
uncomfortable alliance. In concept (and in
terms of administrative ease), a joint managed
care/EA program makes sense. It should
result in a single access point for the patient,
who is guided through treatment by a single
case manager. In practice, the patient advo-
cacy mission of EA often conflicts with the
cost containment mission of more traditional
programs. A great deal depends on the
philosophy, practices and history of the com-
pany providing the program.
The number of companies offering pre-

ferred provider arrangements (PPA) for psy-
chiatric care and chemical dependency treat-
ment is also increasing. PPAs typically include
case management of some type and dis-
counted fee-for-service contracts with inpa-
tient providers. The more comprehensive
PPAs provide comprehensive (inpatient and
outpatient) case management and access to
fixed-fee contracts with inpatient facilities,
outpatient providers and structured specialty
programs. PPAs can also include EA pro-
grams, claims adjudication, claims payment,
employee communication programs and a
variety of other administrative options. PPAs
are more successful at reducing the cost of
behavioral health benefits through utilization
reductions of case management and through
reduced unit costs for hospital days and
therapist visits.
PPAs can be categorized by their affiliation

with the providers, the amount of clinical
control over providers and their financial
arrangements. Some PPA companies are
owned by the provider facilities or own an
interest in the provider facilities. Others are
independent of providers. With regard to
clinical control, some PPAs require adherence
to structured clinical protocols while others
allow provider independence with regard to
clinical methods.

Financial arrangements between PPAs and
providers can be very complex. The simplest
are discounted fee-for-service arrangements.
Other PPAs use fixed-fee schedules or negoti-

continued on page 8

Case
management
offers- an important
set of rules for
the EA program

By Monica Oss



MANAGED CARE

continued from page 7

ate all-inclusive per diems or flat fees per
episode of illness.

Insured managed care plans for psy-
chiatric and chemical dependency treat-
ment are no more than a PPA in which the
management company assumes both the
administrative responsibility and financial
risk for providing services. The attraction
of insured plans is that a flat fee per person
per year provides all the coverage and
providers and the management company
has a financial incentive to be efficient.
The disadvantage is that the providers and
the management company now have a
financial incentive to deny access to care.
The reason that managed behavioral

health plans have evolved with this variety
of options has less to do with the needs of
the clients than with the nature of the
companies providing the plans. There are
five types of companies providing man-
aged behavioral health plans:
• EA companies that have expanded into
the managed behavioral healthcare field;
•Insurance companies that have devel-
oped behavioral health products;

• Utilization review and cost containment
companies that have developed special-
ized behavioral health case management
programs;
• Provider-sponsored (both clinicians and
facilities) companies that have developed
plans to maintain market share; and
• Specialized proprietary companies
formed specifically to provide managed
behavioral health services.
Each type of company brings with it a

specific orientation with inherent strengths
and weaknesses.

With this variety of plan designs and
companies, the evaluation and implem-
entation of a program to managed psy-
chiatric and chemical dependency treat-
ment can be confusing. This complexity
may be the reason so few employers have
implemented managed behavioral health
plans.

EMPLOYER USE. AFoster-Higgins sur-
vey of 2,016 employers in both the public
and private sectors indicates that very few
have employed case management as a
method of controlling either inpatient or

ed Care
Protection of our limited health care dollars
Quality treatment
Communication

~ Cost sensitivity
Concurrent review

The Terraces
~ Clinically driven variable length of stay
~ Strict use of ASAM/NAATP patient
placement criteria
Innovative approach to treatment

1 Reduced potential for relapse
~ Creating partnerships for recovery
(patient, family, employer, reimburser, and
treatment provider)

~ Provider network for treatment continuum

THE

TERRACES
A CENTER FOR

ADDICTION MEDICINE

1170 South State Street, Ephrata, PA 17522 800-441-7345
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outpatient behavioral costs. Fewer still
have contracted with behavioral health
preferred provider organizations. These
figures suggest that implementation of the
plans has not equaled the rapid growth of
organizations providing behavioral health
utilization review services and offering
behavioral health treatment under pre-
ferred provider arrangements.
As one might expect, the very large

establishments with self-funded plans are
most likely to use case management pro-
grams specifically for behavioral health.
Yet, only 15 percent of very large estab-,
lishments have case management for out-
patient care and only about 19 percent to
22 percent for inpatient care.

There is no clear geographic pattern
regarding the use of case management.
The Foster-Higgins survey revealed no

pattern regarding employer contracting
with behavioral health preferred provider
plans. In total, only 3 percent of all
respondents used such arrangements for
inpatient care and only 2 percent in
outpatient care. There is only one per-
centage point difference between self-
funded and insured employers and little
variation among establishments grouped
by size. Use of preferred provider arrange-
ments appears to be more popular in the
Pacific region than elsewhere for insured
and self-funded establishments-4~ percent
for inpatient care and 8 percent for
outpatient care.

GE1"i'ING THE MOST. As the number
of companies providing managed behav-
ioral health care increases, the competi-
tion between them will grow. This poses
both a problem and an opportunity for
purchasers. The problem is the financial
pressure of growing competition will give
many companies an incentive to deny
access to care and to provide inadequate
administrative support to the programs.
The opportunity is that purchasers can be
quite specific about their needs in terms of
program design, administration and
reporting. Reporting is particularly impor-
tant in insured plans and in other arrange-
ments where the management company
has a financial bonus for reducing- the cost
of care. In these situations, the purchaser
should demand extensive utilization data
and employee satisfaction surveys to
assure that adequate access to treatment is
available.

Oss is the puGlisher and editor of OPEN M/NDS Newsletter.
She cnn 6e renched nt 4465 O(d Hnrisburg Rond, Cetrysburg,
Penn. 17325.
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March 12-14
Advanced Worksite Assistance Seminar,
La Jolla, Calif. Contact UCSD Extension
0176, Alcohol, Tobacco and Other Drug
Studies, 9500 Gilman Dr., La Jolla, Calif.
92093. Call (619) 534-3400.

March 28-31
G°EAPs and Peer Assistance: A Model for
the Helping Professions," Denver. Contact
Melissa Kaeding, NURSES of Colorado,
P.O. Box 61294, Denver, Colo. 80206. Call
(800) 765-0263 or (303) 758-0596.

March 29-April 1
EAPA Western District Conference, Las
Vegas. Contact Ellen Miller, EAPA, 4601
N. Fairfax Dr., Ste. 1001, Arlington, Va.
22203. Call (703) 522-6272.

April 13-14
Designing and Managing Cost-Effective
Prescription Drug Benefits, Chicago. Con-
tact Institute for International Research,
437 Madison Ave., 23rd Floor, New York,
NY 10022. Call (800) 345-8016.

Apri126-30
11th Annual Wellness in the Workplace,
Long Beach, Calif. Contact Cathy Slack,
Wellness in the Workplace, RR 2 Box 44a,

Northwood, NH 03261. Call (603) 942-
8190.

Apri126-May 1
Management and Clinical Aspects of EAP
Practice, College Park, Md. Contact Office
of Executive Programs, College of Business
and Management, University of Maryland,
College Park, Md. 20742. Call (301) 405-
2155. 

May 15-16
EAP Symposium, Lincoln, Neb. Contact
Nancy Meyers, University of Nebraska,A700
N. 16th St., Lincoln, Neb. 68588-0444. Call
(402) 472-3107.

May 19-22
20th International Congress on the Assess-
ment Center Method, Williamsburg, Va.
Contact Development Dimensions Interna-
tional, 1225 Washington Pike, Bridgeville,
Pa. 15017.

May 31-June 5
The Advanced School of Alcohol and Drug
Studies, New Brunswick, NJ. CEUs are
available. Contact the Center of Alcohol
Studies, Rutgers, Smithers Hall, Piscata-
way, NJ 08855. Call (908) 932-2190.

June 14-26
The Summer School of Alcohol Studies,

New Brunswick, NJ. CEUs are available.
Contact the Center of Alcohol Studies,
Rutgers, Smithers Hall, Piscataway, NJ
08855. Ca11 (908) 932-2190.

June 28-July 1
Winning Strategies in Human Resource
Management, Las Vegas. Contact the Soci-
ety for Human Resource Management, 606
N. Washington St., Alexandria, Va. 22314.
Call (703) 548-3440.

July 12-17
The New Jersey Summer School of Alco-
hol and Drug Studies, New Brunswick, NJ.
CEUs are available. Contact the Center of
Alcohol Studies, Rutgers, Smithers Hall,
Piscataway, NJ 08855. Call (908) 932-2190.

July 18-22
World Assembly `92, Washington, DC.
Contact the National Association of Social
Workers, 7981 Eastern Ave., Silver Spring,
Md. 20910. Call (800) 638-8799.

Meeting announcements should be re-
ceived no later than 90 days ahead of the
meeting date and should be addressed to
Editor, EmployeeAssistance, P.O. Box
2573, Waco, Texas 76702-2573.
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Matching clients—with the help of Carl Jung,

psychological type and the MBTI

eople are different. But some
are more different than others,
and others are really quite
similar. With some, we

communicate easily. Others ... well, there
should be a way to figure out up front
which patient will work more easily with
which counselor and which matchings
will have real problems communicating.
There is. It is called psychological type,

and it is measured with a paper and pencil
instrument called the Myers-Briggs Type
Indicator (MBTI). It has been around for
decades, but has become more frequently
used organizationally in the last few years.
Millions are now in use each year.
A "well-person" instrument, the

MBTI is used for team-building, manage-
ment communication, conflict reduction,
education (teaching/learning styles,
roommate assignment, career guidance)
and other organizational applications, as
well as in counseling. Though the MBTI
does not measure pathology, it appears
that if someone is going to go off the deep
end, they tend to do it in a way consistent
with their MBTI type preference.

Let's look at the four pairs of dichoto-
mies the MBTI measures:

1. Extravert (E) vs. Introvert (I)—More
than just outgoing vs. quiet, this "atti-
tude" reflects our energy flow—to the
outer world of people, places and things
vs. the inner world of ideas and concepts.
E's look at something and say, "How do
I relate to that?" I's look at it and say,
"How does that relate to me?" E's are
action oriented; I's favor contemplation.
Because E's think out loud, their first
answer is often just the start of a thought
process, and can be misinterpreted as
their true feeling on a subject. Introverts
take longer to process, and do not speak
until they have "the" answer. The result-
ing silence can be misinterpreted by E's
as the lack of an answer.

2. Sensor (S) vs. iNtuitive (N)—This
difference is the most difficult to commu-
nicate. It reflects how we prefer to get

By William D.G. Murray

The Differences
Some types resist therapy. Some try to

please the counselor. Some show more emo-
tion than they feel; others feel more than they
show (it helps to know who's who). When
types react at midlife, their problems reflect
their least developed function—predictable
from type.

Like types (client/counselor) will establish
rapport, develop transference faster, but may
not have the best outcome; they may need to
be aware of their "shadow" side.

Opposite types will have the hardest and
longest time relating; but if they can connect,
they may balance well.

Different types:
• have different "normal" behaviors
• have different natural "hungers"
• have different definitions of love and of
appreciation
• have different stressors and react differ-
ently to stress
• require different validation
• perceive others differently
• value different things
• focus on different time frames (past, pre-
sent, future)
• take different times to react and decide
things
• are at risk for different additions as well as
for specific physical maladies

our information: through our five senses
(S), or through a "sixth sense" (N),
intuitively making connections between
the actual stimulus and whatever our
mind relates it to. Our senses provide us
with facts. Practical sensors are nuts-and-
bolts, here-and-now, pragmatic people
who take things literally. "If it ain't
broke, don't fix it."They get things done.
Sensors need a practical reason to work
at counseling. Creative intuitives prefer
future possibilities, read between the
lines, hear what was not said, see the
forest not the trees. They think up new
ideas or combinations. "If it ain't broke,
break it. Everything can be improved."
Intuitives need to see the potential future
benefits of counseling.

3. Thinking (T) vs. Feeling (F)—We

make our decisions either objectively,
using logic as the criterion, or subjec-
tively, using personal values as the crite-
ria. Both are rational processes; but the
criteria can be antithetical at times. A T
counselor may try to impose a logical
solution which the F client will resist; an
F counselor may impose his or her own
values, which a T client finds illogical.

4. Judging (J) vs. Perceiving (P)—This is
a lifestyle difference: whether we prefer
to come at the world by gathering more
information (P) or with a focus on getting
things decided as quickly as possible (J).
Judgers are orderly, planful goal-setters
who feel anxiety until a decision is made.
Perceivers are casual, flexible, adaptable
folks who feel anxiety after a decision has
been made. J's hear things as decided,
even if they are not. P's hear things as not
yet decided even if they are. A clean-
desk Jmay believe anyone whose office
is awash in paper is ipso facto incompe-
tent. J's may find non-directive counsel-
ing really difficult. P's may find it hard to
come to closure.

YOUR COMBINATION. Though we
all use all eight "letters," we apparently
have inborn preferences for one of each
of these pairs of choices: a preferred
attitude toward the world, a way to get
information, a way to make decisions,
and a lifestyle. We may be an ESTJ
(Extraverted Sensing Thinking Judger),
or any one of 15 others. Each has a
distinct personality profile, behavioral
tendencies or style. Like left or right
handedness, being forced into an oppo-
site mold can have repercussions that
counseling may help. Identifying one's
true preferences can be an excellent start
and can lead to identifying significant
counseling issues much more quickly and
non-threateningly.

Murray is the president of Type &Temperament Inc., a
Glndwyne, Penn., publishing and training firm specializing
in personality styles applications. A founding member of fhe
Association for Psychological Type, he is the nuthor of
numerous books and training materials on type and tempera-
menL
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Solving the problem of finding apatient-therapist
match will aid recovery

EDITOR'S
NOTE: In creat-
ing a matching
system that will
promote cliertt-
therapist compati-
bility, Dr. Berger
suggests a "com-
petent yet neutral
component" to
function in the
referral capacity.
The EA profes-
sional is already
acting in a referral
capacity and has

the potential to become this type of facilitator in the therapy
process. EA hopes to open a dialogue to explore this aspect of the
growing EA function.

n psychiatry and clinical psychology, the idea that one
can optimize therapeutic effectiveness by matching
patients to therapies or therapists has been around for a
long time. It seems to make good sense to individualize

treatment on a case-by-case basis. Although matching may be
given lip service frequently, it is rarely practiced.
I primarily want to call attention to certain basic issues and

problems which have contributed to the limited effectiveness of
past attempts to implement matching. First, however, I want to
mention some other difficulties which, although not basic in a
theoretical sense, also have stood in the way of implementing
the matching process successfully. For one thing, matching
tends to step on toes, to antagonize mental health services
providers. If providers believe they are able to address most if
not all mental health problems, or if they
need to acquire and hold on to patients, the
prospect of matching is threatening.

For example, it has been found in studies of the drug
treatment industry that "each program tends to recommend its
own services."1 There are often other practical limitations
which stand in the way such as economics or unavailability of
certain types of therapists (e.g., psychoanalysts, adequate
family therapists). While these kinds of impediments may
present significant practical barriers to matching, they do not in
principle impede matching.
The other difficulties are fundamental or "theoretical,"

those which cannot be considered merely practical matters
which could, in principle, be resolved. These are basic
conceptual difficulties that remain after the practical obstacles
have been overcome.z

MATCHING STRUCTURE. To identify these, it is necessary
to look at the logical structure and ingredients of the matching
process. The conceptual foundation is the definition of
categories within each of three classes of variables: patient,
therapy and therapist. The structural component is a recipe or
linking scheme which will provide the logical ties between the
various categories. That is, we need a prescription which tells us
that what is "best' for this particular category of patients is this
particular category of therapy administered by this particular
category of therapist.

This bare-bones outline of the logical or structural ingredi-
ents points to the difficulties associated with the process.
Obvious questions come to mind: How can we discover ways of
classifying patients, therapies, and therapists along lines that
will lead to effective matching? Then, how would we discover
the recipes that would best link each patient category to the
corresponding optimum therapy and therapist categories?

There are other difficulties to be faced. When we speak
about optimal or "best' matching, it immediately implies
criteria for specifying treatment outcomes. Some examples of

obvious and commonly used criteria are
symptom removal, cost effectiveness and

continued on page 12
By Louis S. Berger, PhD
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contim~ed from page l]

permanence of therapeutic gains. These,
however, although obvious, may not
necessarily he the only or best criteria.

In addition, to validate and imple-
ment agiven matching scheme, it is
necessary to have adequate experimen-
tal methodologies to measure process
and outcome, adequate and accurate
diagnostic procedures, and pertinent
data about therapists. We also need
adequate theories of pathology, person-
ality and therapeutic action (i.e., how
therapies "work"). Thus, the more
closely one looks at matching, the more
apparent it becomes that matching
proUlems bring many Uasic problems of
clinical practice, theory and research
into the picture.

CATEGORIZATION. The categoriza-
tion issue—the optimum ways in which
one conceptualizes and categorizes the
populations of patients, therapies and
therapists—is basic, and unless each of
the three variables is categorized, the
matching process will not stand a chance

12

oP succeeding.
In that regard, most efforts to develop

categories that are adequate for match-
ing have tended to be traditional, rely-
ing on obvious ways of classifying
patients and treatments. It is interesting
to note that the third variable, thera-
pists, tends to be ignored in most
matching approaches and research stud-
ies.
A typical example of standlyd

approaches to categorization is pro-
vided by a paper on matching chemical
abusers to treatment modalities and
psychotherapy type.3 The patients are
categorized along dimensions heavily
influenced by DSM-IIIR criteria.

The four patient classes are:

• self-meditators trying to cope with an
Axis I disorder;
• addicts;
• antisocial behavior or character disor-
ders; and
• a residual category (combinations of
classes 1-3, plus severe borderline or

narcissistic disorders).

The treatment modalities are catego-
rized in the usual way:

• lll(~BhClll;

• ouCpatient;

• ph~rmacotherapy;
• drug counseling;
• 12-step meetings; and
• residential trcaYment centers.

The psychotherapy spectrum is also
categorized in traditional ways:

• supportive/exploratory;
• cognitive;
• didactic;
• confrontative;
• directive;
• behavioral;
• social learning; and
• psychodynamic.

CONCEPTUAL DIFFICULTIES.
Matching is beset Uy significant and
perennial conceptual difficulties, by the

Find Out Which of Your Problems Can Be Helped by Using
ychological Type &Temperament (MBT~/IVlyers-Briggs Type Indicator)

Type Helps Organizations-
Head offproblemsbefore they hap-
pen;reduce unnecessary conflict,
recognize individual patterns and
tendencies, improve teambuild-
ing and employee effectiveness.

Type Helps Outplacement-
Helpsemployees identify and un-
derstandtheir own strengths and
areas requiring more effort. Helps
steer them toward appropriate new
employment categories.

The Case of George X - Depression in a Natural "Doom and Gloom" Type
George is an "ISTJ"(Introverted Sensing Thinking Judger)- a natural "gloom and doom" type. Born that way.

Doesn't focus on the future much, but when he does, he sees few options, all bad. (His least-preferred function,
iNtuition, is what looks toward the future for him and sees possibilities.) Normally, he's a solid, conservative, risk-
averse, realistic here-and-now executive and pillar of the department, and the community. But today's climate of
corporate downsizing magnifies his type's natural tendency to expect interlinking disaster in every aspect of
his life. Depression messes up his usually acute powers of observation, accuracy and reliability. He can't find things,
may oversleep (asleep he's not depressed). He's not his usual self.
Layoff announcements don't make anyone cheerful. But depending on their natural style, people may need

different prescriptions. George needed to get his dominant Sensing working again: deal with practical problems, one
step at a time. Go home and dig in the garden, work in his basement shop. (His opposite, an "ENFP' (Extraverted
iNtuitive Feeling Perceiver), if depressed, would need to avoid those Sensing activities, focus on iNtuition:
brainstorming possibilities, looking at alternative futures.)
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same basic theoretical and empirical
difficulties that have plagued clinical
theorizing, research and practice for
many decades. If that is so, I believe it
would be folly to attempt to propose
quick and easy solutions.

It is "the American way" to want and
expect quick solutions to complex prob-
lems that in fact require sustained,
careful thinking which can lead to the
emergence of a solid, useful, effective
solution. In the case of matching, I am
convinced the problems are sufficiently
complex and obscure to warrant such a
careful, growth-based and experience-
based approach toward a solution,
rather than an approach which is impa-
tient and relies largely on intuition and
preconceptions.
The latter road is the one that has

been typical of past efforts in the match-
ing area, and has led to proposals which
have had virtually no impact on our
profession.

In my book, Substance Abuse as
Symptom, I have developed a tentative
beginning toward working out a viable
approach to matching, but what I would
like to accomplish here is to initiate in
our professions a dialogue and process
which could lead to a consensus and
implementation of an effective process.

STARTING A SOLUTION. I would
like to point out one major practical
issue to the beginning of a solution to
this question.
Any matching scheme, if it is to be

successful, will require the presence of
one major functional component—a
highly competent yet neutral, disinter-
ested evaluation/referral capability. The
evaluators or facility that can success-
fully match the potential patient to the
appropriate kind of therapy and thera-
pist must be able to set aside self
interests (e.g. referrals to their own
practice) and clinical biases as much as
possible. They must understand the
complete spectrum of therapies and
therapists, and understand which part of
the spectrum is appropriate for any one
given patient. Furthermore, the evaluat-
ors must know the community resources
in depth, so that they know which
practitioners are available for each por-
tion of the therapeutic spectrum, and
which portions of the spectrum are
missing.
The staffing and funding of such a

resource, and its integration into the

FEBRUARY 1992

mental health community will pose
major challenges. Yet, as I have said, if
the matching process is to avoid becom-
ing another vehicle for single therapeu-
tic modality referrals, such a dispassion-
ate but expert service must be available
to persons who seek treatment.

I want to reiterate my plea: I would
like this overview paper to open an
ongoing, evolving discussion among con-
cerned professionals, a discussion which
could lead to a thoughtfully evolved and
effective approach to matching.

REFERENCES
1. Miller, W.C., &Hester, R.K. (1986) "Matching
problem drinkers with optimal treatments." In
W.R. Miller & N. Heather (Eds.) Treating Addic-
tive Behaviors (pp.175-203). New York: Plenum.
2. Frances, A., Clarkin, J., & Perry, S. (1984)
Differential Therapeutics in Psychiatry. New York:
Brumer/Magel.
3. Sandberg, C., Greenberg, W.M., and Birkmann,
J.C. (1991). "Drug-free treatment selection for
chemical abusers: A diagnostic-based model."
American Journal of Orthopsychiatry, 61, 358-371.

Berger is Uie stuff psychologist nt Southwest. Research
Institute. He is also the nuthor of Substance Abuse as
Symptom, pub/fished by Analytic Press in Hil(sdn(e, NJ. He
cnri be reached nt 6220 Culebra Rond, Snn Antonio, Texas
78238-5166:
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By Steve Fedorko, PhD, and Mark McKinney, PhD

s an EA specialist, you deal with
many problems on a day-to-day
basis. Some have well-proven

solutions, like sending the alcoholic to AA
or recommending the feuding couple seek
marital counseling. But some problems are
not solved easily and the mental health
profession does not always offer good
solutions.
"I can't understand it," said the tearful

lady across from me. "Cindy used to love
to go to school. Then, when she got into
fifth grade, suddenly, it was a fight. Every
day, I had to drag her. And now she has
gotten too big to drag."

I hear this almost every day in my
practice; a formerly motivated child now
has no use for school or any of its
trappings. The parents have usually tried
several solutions, including taking away
privileges, threatening with punishment,
talking with the teachers and school
administrators, and, in some cases, using
authorities such as the police or the truant
officer to try to scare the child into
attending school. But the real truth is, if a
child does not want to go, he or she can
find a million ways to make life miserable
for the parents.

THE CONSEQUENCES. I like to advise
the parents I see to let their children take
as much responsibility for their own
actions as possible. So if a young child is
carrying an overfull glass of milk, I tell the
parents not to intervene. If they tell little
Billy not to fill the glass so full, he sort of
understands that he is being told he is
doing something wrong, but he does not
know what or why. If, however, the
parents say nothing and let Billy continue,
he either learns to balance the glass very

well, which is a good outcome, or he spills
the milk, which is also a good outcome
because he learns that too full means he
has to clean up a mess.
By letting Billy take responsibility for

his actions, he will soon learn just how full
to fill a glass.
As kids get older, the number of things

they can do to get into trouble increases
exponentially. So it is often hard to advise
that the parent of a teen-ager simply sit
back and let the natural consequences
come, because teen-agers can do some
pretty dumb things.

I had another mother and daughter
come to see me. The daughter, Jean, was
14 years old and did not attend school
regularly. Her single mother had to get up
and go to work, and Jean often would go
back to bed rather than to school. The
mother was very upset and threatened and
punished, often grounding her. This not
only meant that the mother had to stay
home night after night, but also resulted in
several incidents of Jean sneaking out of
the house without the mother's knowl-
edge. Her mother was quite afraid that she
was both using drugs and being sexually
promiscuous.
When I sat down to talk with Jean, I

learned that she was indeed very well
acquainted with drugs and sex; she had
tried both and found them not so much to
her liking. I also found out she was a smart,
if headstrong, girl who was not interested
in self destruction. She felt very stifled and
wanted to have some freedom,

BACKING OFF. During counseling, I
spent a tremendous amount of time help-
ing the mother to understand that Jean
was smart and could probably make good

choices, given the chance to try. Mom, to
her credit, did learn to back off and let
Jean basically figure it out for herself. In
the course of about nine months of
counseling, Jean decided to end a very
unhealthy relationship with an older fel-
low, she decided to return to school
(where she now attends regularly and
makes good grades), she decided to con-
front her absent father about issues
between them, and she now lets her
mother know where she is going and when
she will be home.
"Sometimes she tells me things that

shock me," her mother said. "Like when
she told me about her friend who drinks
too much at parties and goes to bed with
every guy there. But Jean told me that she
was not interested in being around a
person who does not take care of herself,
and that, furthermore, Jean would never
do something that foolish. That is why
Jean no longer runs around with this girl."
It was obvious how proud her mother felt
of Jean for this decision.

In counseling, I have learned that often
the source of a teen-ager's poor school
performance is a problem with his or her
parents. Jean was smart enough to do well
in school, but not going to school was a
way of fighting with her mother and
expressing her anger at her absent and
unreliable father.

WHAT'S THE PROBLEM? Jean is just
one of several children I have seen who
had school problems for no apparent
reason. But some children have troubles in
school for very obvious reasons.
When younger kids have difficulty in

school, one of the first reasons suggested
continued on page 16
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.~ If you think the new smoking
policy is about smoking, you have

the wrong end of the stick.

Tere's much more to the
introduction of a new smoking
policy than a few signs on a wall.

Look beyond the legislation
to see a large chunk of the
workforce, sullen and irritated,
facing a major change in their
conditions of employment. Yet
from the corporate point of view,
managers are instructed to impose
tough new restrictions, that for
many raise questions of validity,
while others lack the skill or training
for the responsibility.

It's about change.
The AMS Smoking Management

System is not a 'band-aid' stop-
smokingprogram.

It is an in-depth Corporate Plan
that assists management to seize
the opportunity that introducing a
new policy presents. This means
directing it into a long-term
corporate strategy for improving
employee health, applying sane
management to health care costs,

revitalizing team spirit and
productivity. As a result,
management fosters a positive and
caring corporate image.

Don't force the issue.
AMS has what it takes to

successfully and painlessly implement
a new corporate policy and produce
controlled environmental change.

Experience.
There are now over 3,500

worksites in North America that
employ the AMS System. The
changes that our program has
brought about can bring maximum
benefit to supervisor and smoker
alike. And we ensure success by
providing follow-up support for at
least one year, proving that the
AMS System works.

So, if you are still concerned
about the consequences of the
new smoking policy, call or
write for a free, no obligation
consultation, today.

It will help you breathe easier.
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continued from page 14

is attention deficit disorder. ADD or
ADHD (attention deficit hyperactivity
disorder) is coded 314.01 in the DSM-

i IIIR. It is marked by inappropriate levels
of inattention, impulsiveness and hyper-

~, activity. I have many parents bring in a
child, telling me, "The teacher at school
says Sarah has ADD. Will you test her7"

While this sounds simple, there is no
definitive test for ADHD. Instead, I

Ij interview the parents, questioning about
signs of inattention (sloppy eating habits,
inability to remember a sequence of two
or more requests, etc.). I also inquire
about levels of impulsiveness. Does the
child tend to run away when frustrated?
Will he or she fight easily with siblings
and peers? Will he or she persist in doing

~ things which bring about punishment,
even when the punishment accelerates
greatly? Incidentally, another hallmark
of the ADHD child is that corporal
punishment has to be of such intensity to
work that parents are often afraid they
will hurt the child.

I also look for signs of hyperactivity—
sleeplessness, inability to sit still to watch

television—and I look for such signs in
my office. I once interviewed a pleasant
child and his family. He was sweet and
lovable and answered all my questions,
usually while turning somersaults over a
foot stool. By observing the parents, I
could see they had gotten very used to
this type of public behavior, suggesting
to me that the child was indeed hyperac-
tive.
ADHD can indeed lead to poor

school performance. In addition, the
ADHD child will often get into trouble
at school so school may become a.place
to be avoided.

LEARNING DISABILITIES. A second
possibility for the appearance of nonmo-
tivation is the presence of learning disa-
bilities. This is a term used to encompass
several theoretical organic syndromes,
the best know of which is dyslexia.
Something in a child's brain does not
function correctly, so the child, even
though he or she is intelligent, cannot
learn or perform some basic academic
skills such as arithmetic, reading, spell-
ing, etc. These handicaps in turn make

learning other subjects even more diffi-
cult.

Often schools test for learning
disabilities and offer modified curricula
for these children in classes called
resource classes. Learning disabilities
also do not carry the stigma they once
did. In fact, students diagnosed as having
learning disabilities can often receive
special training and considerations in
college, such as opportunities to use
tutors for free and chances to take tests
in an untimed format.
As with ADHD, a counselor wants to

establish if a learning disability might be
the underlying cause of lack of interest in
school. Just because a child has attended
and done well in school for several
grades, do not assume a learning disabil-
ity is not present. A neuropsychological
examination is often helpful in determin-
ing the type of learning disability pre-
sent.
One must also be careful not to

overlook the obvious in search of the
esoteric. I recently had a 12-year-old boy
referred for counseling by the school

continued on page 25

t The Renfrew Center we have treated over 1,600 women with , 1

eating disorders, many of whom have been dually diagnosed with

characterological disorders, depression, post-traumatic stress ~ ~

syndrome or substance abuse.

Our program empowers women and supports them with individual, 1

family and group therapy in our residential treatment community. Each ~

resident here benefits from this accumulated experience and from our

focused attention on eating disorders and on women's issues. ,

Our program also provides strong aftercare support through our

national network of professionals as well as referrals for the thousands of ~

women without a therapist who call us each year for assistance.

Call us for more information about joining our national referral network ' , ~ ' ~

and about how our intensive treatment program can help your client.

JCAHO Approved _,~ _; ̀ ;~...
Most Insurance Accepted

RENFREW
CENTER

Philadelphia, PA •Coconut Creek, FL The country's first residential facility for

1-800-334-8415 the treatment of eating disorders.
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EAPs must venture beyond surface issues
when addressing Al DS/HI V in the workplace

By Emily Sn~ollen

APs are human beings. "They
respond just the same as any-
body else in soci-
ety when things

are uncomfortable for
them. And for many people
in the EA community, the
issues around AIDS/HIV
make them uncomfortable.
EAPs have to get past per-
sonal feelings so that they
don't get in the way of
working with a person who
has AIDS/HIV. It is just a
normal human response
that we have to clear out.
But there's so much more
than that," Alan Emery,
PhD, stressed.
And there is more to it.

Although AIDS/HIV is the
most stigmatized disease
existing, the tide is turning.
The workplace is having to
embrace and effectively
deal with the complex and
controversial issue of AIDS
and HIV in its workforce.
The current definition of

acquired immunodefi-
ciency syndrome is under
review: It is understood
that the human immunode-
ficiency virus transmits
AIDS. AIDS is a disorder
that cripples an important
part of the immune system, leaving a
person vulnerable to a variety of oppor-
tunistic infections. Emery said that by

April 1 the definition may be expanded malignancy will be diagnosed with hav-
to include anyone who's T-helper cell ing AIDS.

A lab worker ~e.str blooc] samples !o determine the presence of H!V antibodies.

count falls below 200. Consequently, for
the first time, people who J~ave not been
diagnosed with a specific infection or

"Overnight, in many
areas of the country, thaYs
going to double the number
of AIDS cases. That means
that in any given workplace
there's going to be people
who might emphasize that
people stay quiet about
their HIV infection,"
Emery said. This could
have a chilling effect on the
current changing attitude
toward AIDS/HIV.
The Americans with

Disabilities Act, which goes
into effect in July, will
affect every company in
America with 25 or more
employees. In July 1993,
companies with 15 or more
employees will be affected.
People with AIDS/HIV will
automatically be protected
and are to be treated as any
other employee with a life-
threatening illness.
With the upcoming

definition revision, law
enactment and nationwide
concern, nnw is the time for
employers to prepare for
AIDS/HIV in the
workplace and for employ-
ees to become aware that

there are resources available concerning
their AIDS and HIV conditions.

continued on page 18
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continued front page 17

EAP INVOLVEMENT. David Herold,
management professor at Georgia Tech,
does research on organizational
responses to AIDS/HIV. He suggests
that to the degree that the EAP is
involved in helping the organization
understand how to deal with troubled
employees, whether the trouble be alco-
hol, drugs or a disease, the EAP should
be instrumental in promoting AIDS/
HIV policies and education, and the
workplace would certainly be a legiti-
mate place to offer that education.

"EAPs have pushed companies to
think through their benefits for alcohol
and drug rehabilitation, and so why
shouldn't EAPs push them on AIDS/
HIV: ̀What is our policy? Is it treated
like any other disability? What do we do
to accommodate the person with AIDS/
HIV? Will we allow them to take a
half-day off each week to go for tests?'
And, very importantly, ̀ What are the
implications of the ADA?' The act adds
some legal ramifications and companies
need to decide what they are obligated
to do under the law and what they would
like to do by a moral, social and

ReCOVe1'y

Has Many Faces.

There is often great isolation in feeling different, in
being different. It can be painful. Addictions can
hide the pain - for a while. But at a great cost.
At Pride Institute, we are here to help you.
We affirrn your differences - in color, gender, race,
sexual orientation -and support your recovery.

OPRIDE
INSTITi1TE

the inpofient/outpofient chemical dependenry treatmem center ezdusively for lesbians, gay men and bile«uals. occredited by 1(ANO.
TRANSPORTATION ARRANGED, AIRFARE MAY BE PROVIDED
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corporate-social responsibility point of
view," Herold said.

Corporate response to AIDS/HIV is
varied. Some, such as DAKA Intl.,
Digital Corp., Levi Strauss & Co.,
Pacific Bell and Pacific Gas and Electric
have taken very progressive, straightfor-
ward action.
LS&Co. has had an AIDS program

since 1982. Employees are .encouraged
to attend an AIDS/HIV education ses-
sion during orientation. The "Talk
About AIDS: With Your Family" pack-
age is available to all employees and
includes videotapes and written materi-
als. The AIDS Task Force was formed
to act as an advisory committee•, it
consists of employee volunteers from
various departments. The Levi Strauss
Foundation was established to make
grants to charitable causes in America
and abroad; the first direct AIDS grant
was made in 1985 to the San Francisco
AIDS Foundation. In 1990, 24 AIDS/
HIV grants were made. The company
also offers AIDS-related assistance and
support services through its EA and
community outreach programs. In 1990
LS&Co. headed the formation of the
AIDS Business Coalition in San Fran-
cisco.

Herold said that not all companies
are taking such steps. "Some compa-
nies, that are self-insured, place
extremely low benefit ceilings for ̀ sexu-
ally transmitted diseases' and thereby
encourage people to quit and go work
for another employer that has better
benefits, literally driving them out of the
workforce. EAPs can certainly play a
role in pushing this treatment into the
more humane area."

Herold added that "given EA's
emphasis on confidentiality, the better
the reputation of the EAP, the more
likely a person with AIDS/HIV will go
to them rather than go somewhere else.
Which means that training the EAP to
deal with, understand, counsel, refer
and help the person with AIDS/HIV, or
who has a relative or loved one with
AIDS/HIV, is terribly important
because very often that will be the first
place that people go if they truly trust
the program."
Emery said he feels the counseling of

a person with AIDS/HIV does not differ
from counseling a family member of a
person with AIDS/HIV. The important
thing is knowing what the issues are,
understanding them and dealing with
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them effectively. "The reality of this
issue is that somebody is dying. That is
not something you work through. That
is something you help a person grow to
learn to live with."

SENSITIZE. "I think the most impor-
tant thing is that EAPs, both internal
and external, must sensitize themselves
to AIDS/HIV and what iYs like.
"When you're working with a person

who has alife-threatening illness, you're
not necessarily working with that person
to make it better because there's noth-
ing you can do to make that life-
threatening illness better and there's
nothing you can do to take that pain
away. In fact, more than likely, that. pain
could increase, so how do you work with
that person? The therapeutic processes
aren't quite the same," Emery said.
"I think iYs a mistake for a trained

counselor, whether that person is a
psychologist, a social worker, a mar-
riage, family or child counselor or any
other kind of counselor, to think that
just because they are a trained therapist
they can work with AIDS/HIV. It sim-
ply isn't the case. They need to contact
local community based AIDS/HIV
agencies, meet with people, talk to
people with AIDS/HIV, talk to other
counselors who have worked with peo-
ple with AIDS/HIV and find out what
the special concerns and issues are,"
Emery said.
"These issues include things like

physical and emotional pain and suffer-
ing, deterioration, dying processes, fear
of being found out and fear of losing
one's ability to take care of oneself.
EAPs need to understand the relation-
ship which can exist between co-
workers and a person with AIDS/HIV,
the relationship of tremendous conflict
in sometimes people caring and other
times people being terribly frightened
by the deterioration of a co-worker. The
EAP has to .do some extra work to get
up to speed on AIDS/HIV," Emery
said.

Herold agrees: "I would like to think
that the EAP is scouting out community
resources; understands the stigma of the
disease and tries to match the client to
the source of help, both in terms of
lifestyle, if that is necessary, as well as
the stage of the disease or the kind of
help the person needs to get."

Herold said companies are handling
cases internally if they have the capabil-

I'EBRUARY 1992

ity and referring if they don't. "The
problem with AIDS/HIV is that the
traditional community treatment
resources EAPs set up aren't relevant.
A lot of EAPs aren't sure where to go.
From an EAP point of view, just like
they canvass the community for referral
sources or places for their other prob-
lems, they should start finding commu-
nity resources in the area of AIDS/HIV.
They ought to know who is doing what."
Emery said, "Some EAPs may see

AIDS/HIV education as slightly out of
their function. In that case it is C3K for

'them to look into bringing in an outside
consultant to do some of those activities.
When considering doing an AIDS 101
class it may be beneficial to bring in
somebody from the Red Cross or the
local AIDS/HIV agency or a qualified
consultant rather than the EAP have to
get so up to speed to be able to give a
whole course on AIDS/HIV. Some do
not want to do this and so they form a
collaborative effort."

However, Herold notes that referring
an employee with AIDS/HIV to an

continued on page 20
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continued from page 19

outside resource may reinforce nega-
tive stigma. "For example, in certain
cities the association between AIDS/
HIV and gay organizations is very
strong and the major movers and
shakers are affiliated with, say, a gay
men's health alliance. Well, if you're
in a corporate setting, you'd proba-
bly want to think carefully before
referring a client to that organization
for assistance because that client is
feeling stigmatized already. And let's
say the client is heterosexual; then
you're saying to them that in order to
get help they have to identify with a
homosexual organization. So unlike
drug and alcohol centers, this is a
whole new ballgame for us."

EDUCATION. Many feel education
will remove stigma. Herold said,
"Everything you read says, ̀ Educa-
tion, Education, Education' and yet
look at something like quitting smok-
ing which is instrumental to your
health and it's taken 20 to 30 years of
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intensive bombardment to get peo-
ple to reverse the trend. Here is
something that we say, ̀If you smoke,
you die,' and still for the first ump-
teen years of the campaign it didn't
help."

Herold notes that there are two
issues the EAP needs to address in
AIDS/HIV education: "One is the
epidemicological issue—how the dis-
ease is transmitted, how you get it
and how you don't—which is general
public health information. And the
other, and far more complicated,
destigmatization—what kind ' of
considerations, social support, etc.
"What happens is that a lot of the

education programs are aimed at the
epidemicological issue. The federal
government is charged with protect-
ing the public health, not changing
people's attitudes. So a lot of the
films and brochures have to deal with
this AIDS 101.
"Because most corporations don't

want to devote more than 45 minutes
to sex education, a lot of them miss

. } ;~
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the boat because the education that they
have is epidemicological, but in a corpo-
rate setting that's not the big issue: 99.9
percent of your workforce is not at-risk
but the real disruption comes when that
one-tenth of one percent has AIDS/
HIV and enters the workforce or they
find themselves in the workforce.

"Therefore, I think the educational
agenda for the rest of the corporate
sector should have more to do with how
to deal with people with AIDS/HIV and
not just focus on how you do or don't get
it yourself. We have been real remiss in
dealing with that issue."

His study, "Worksite AIDS Educa-
tion and Attitudes Towards People
With a Disease" which was presented in
November at meetings of the Southern
Management Association in Atlanta,
concludes that "programs of short dura-
tion presented by outside experts were
associated with the most negative atti-
tudes towards people with a disease,
much more so than people who received
no education at all." It states that the
short programs don't have the opportu-

I I I

nity to explore the social psychological
aspects of the disease. The paper is
currently being rewritten to include
more information before further
publication.
"At first we're looking at this flabber-

gasted and then when we stop and think
about it; it makes sense because what
does the 45 minutes of a program tell
participants about the disease? It tells
them that it is largely transmitted
through some `unsavory' behaviors.
Well, if you then go ahead and ask a
person how far they would go out•on a
limb to help this person with AIDS/
HIV, they may ask themselves, ̀ How
much sympathy do I have for them if
they engage in this high-risk behavior?'
ThaYs the attitude we need to deal with
in the workplace and it takes time, effort
and rethinking of the educational
agenda."

TO THE EAP. "My advice to EAPs
and organizations would be for them to
be precise about what is trying to be
accomplished. If they're trying to

Examination Date: May 9,1992
Cut-o f f Date. March 15, 1992

Examination Date: November 14,1992
Cut-o f f Date: September, 28,1992

for information
write the EAP Association, Attn, EACC
4601 North Fairfax Drive, Suite 1001

Arlington, VA 22203

or call: (703) 522.6272
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accomplish destigmatization and
smooth management of the AIDS/HIV
cases they will have, it's not a question
of whether they'll have them but a
question of when they'll have them and
how many, and their focus should be on
a two-pronged educational program,"
Herold said.
Emery said, "EAPs know how to

build bridges between people and I
think that once they have the therapeu-
tic understanding of AIDS/HIV with
the knowledge of the company culture
they are working for or with, then they
can begin to develop some plans to
educate employees.

"Just ask. Get to know what's availa-
ble."

The Nntionnl AIDS Clearinghouse can be reached n( (800)
458-5231. The National Clearinghouse for Afcoho! and Drug
Abuse also has AIDS/H!V resources nvailnb(e; (307) 46H-
2600.

Smollen is n freelance writer in Waco, Texas. Emery is n
clinical psychologist in Snn Francisco. He has lectured
extensively on AIDS/HIV in the workplace. He may be
reached at 360 Church Street, Snn I'rnncisco, Calif. 94114,
Herold may be reached at the School of Management,
Georgia Tech, Atlanta, Gn, 30332.
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is that time of year when I return
from the annual Employee Assis-
tance Professionals Association con-

vention recharged, having seen a lot of
friends I see once a year and having met
many new EA folks from all parts of the
country.

This year the conference was held in St.
Louis and the locals put on quite a show.
I even got a glimpse of that famous arch
that towers over the Mississippi, although
the onslaught of meetings and conference
activities never allowed a trip to the top.
The conference also allowed my annual

Christmas shopping spree at the display
booths where I fought through the longest
line of people I have ever seen—waiting
for an autograph from Suzanne Somers—
to successfully locate slinkys and yo-yos
for my boys. After all the hustle and
bustle of the crowds, I always manage to
return from this conference invigorated
with a new fervor for EA and some
insights of what the latest issues are in the
field.

First of all, I was surprised to find the
number of attendees as robust as it was.
Judging by the crowds, it did not appear
that the economy had made much of a
dent in the EA field. Even the belea-
guered treatment facilities and hospitals
were spilling out of the exhibition area
into the hallways, and from what I under-
stand there was a waiting list for space.

In fact, the only noticeable sign of
tough times was the decline in giveaways
at the booths—a noticeable drop off from
years past. Maybe I should pass the
"giveaway indicator" along to those folks
in Washington who monitor economic
health as a more accurate indication of the
state of the economy.

By Bradley K. Googins, PhD

RESILIENT EAPs. Nevertheless, the
conference did give me pause to reflect on
the economy and EAPs. Given the doom
and gloom surrounding the country's
economic outlook, how could EAPs be so
seemingly immune from such hardship?

I had recently spent some time with a
large group of EAPs, all of whom told of
considerable downsizing in their compa-
nies, reflecting the overall trend of
restructuring the organization, and mov-
ing towards a leaner, more "efficient"
workforce.
By the time each of them had recounted

their own tale of woe, all of us were pretty
depressed by the state of affairs.
Depressed on a larger scale until someone
pointed out that not one of the EA
programs had lost employees, or were
part of this downsizing pattern. In fact,
several were in the process of making
sizable additions to their staffs.
What an interesting paradox: in the

midst of a nearly universal economic
downturn, EA programs remain robust
and even demonstrate pockets of growth!
On further reflection it occurred to me
that this was not the anomaly that first
appeared. I was reminded that during the
last two decades other growth spurts in
the EA field occurred at economically
poor times of rising unemployment and
inflation. In fact, there appears to be a
defensible proposition that EA programs
thrive in poor economic times. One per-
son's misery is often an opportunity for
others.
Much as I don't like to think of the EA

field as preying on the misfortunes of
others, it may be important for us to
reflect on this paradox and see what we
can learn.

The trauma which reverberates
throughout the organization during these
difficult economic downturns is often
focused on those who are laid off and
forced to leave. However there is an
equally important concern around those
who are left. The cost of working harder,
longer and smarter, living with greater
uncertainty, and the prospects of further
cutbacks are usually not calculated at first
blush.

Nevertheless, the workplace that expe-
riences such downsizing is usually left with
an environmental mood of heightened
anxiety and stress. As the reality of such
an environment begins to become under-
stood, many employers are forced to
reexamine strategies and policies which
can prevent further demoralization and
provide basic supports to their employees.

EA STRATEGY. Given the increased
value of those employees remaining, it is
not surprising that employers place an
even higher value on the EA program.
Having a visible support for employees in
stressful or distressful times makes good
business sense. While this may seem a
palliative or a deliberative strategy of
using the EA program to keep the troops
working harder and smarter, it can also be
seen as an investment in valuing employ-
ees' contributions during difficult times.

Regardless of the alleged rationale or
motivation, these difficult times are oppor-
tunities for EA programs to provide
needed services and to demonstrate their
usefulness across the organization. If the
EA program acts strategically, it will
realize that this point of crisis in the
organization opens up opportunities for it
to use its unique skills and services to assist
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members of the corporation.

DOWNSIZING. Take for example the
EA program which becomes involved
with the difficult task of downsizing.
While this is a task which may not appear
to fall within the mission of the EA
program, it is one of the more unpleasant
events that occur within any organization.
Not only is the company not prepared

for such an event, nor are there many
useful guidelines or previous episodes
from which to learn, but few in the
organization have any degree of expertise
to handle the psychological and social
stress which will spread throughout the
corporation. The EA program staff has
also, in all likelihood, not experienced
such events, but it does have a framework
and often a broad set of skills that will be
a great asset to the organization.

It will know better than most that there
has to be a plan for both the laid off and
the survivors. It can bring sensitivity to the
inevitable damage to the culture and
suggest methods for addressing those
needs. It might work with the communi-
cations department to ensure that consis-
tent and sensitive communications are in
place. It might play a role in developing an
outplacement plan that includes oppor-
tunities for counseling for those employ-
ees and their families who will be going
through the painful process of being laid
off. It may work with managers, helping
them to understand the trauma of this
organizational rupture, and anticipate the
collective grief and stress that will follow
the initial downsizing. Above all, it might
position itself to be there for all employ-
ees in a time of high stress, to assist them
and their families during what will be a
tough time for all.

Given the existing climate, it will not be
unusual at all for the EA program to find
itself in such an environment of economic
distress. The challenge to the EA program
is how to make itself most useful, how to
capitalize on this situation, to make its
services available to a broader range of
employees, and to increase its visibility
and usefulness throughout the company,
something that will bode well in the
future.

MATURITY. Today's employees are
often tomorrow's managers. As the EA
program matures, it grows with the com-
pany and its image is shaped by those who
experience it through a lifecycle of events.
When the difficult times hit, where is the

FEBRUARY 1992

EA program? If it simply hunkers down as
a means of survival like the rest of the
organization, then it will lose an opportu-
nity to establish a relationship with
employees who might never think of
coming to the EA program.

For the employee who sees the EA
program reaching out during this period,
an EAP that is active in trying to consult
with managers and is out in front in
offering services to employees, lasting
images and perceptions are formed which
will be carried through their work life and
translated into a new relationship to the
EA program.
The current downsizing is but another

reminder that our companies are under-
going fundamental change on a scale not
experienced before in our lifetimes. It
would be as dramatic as if we were alive
during the early stages of the industriali-
zation of this country, which found largely
rural and immigrant populations thrust
into cities and working inside loud, noisy,
crowded mills and factories. Today's
changes are the beginnings of a similar
disrupture, and the challenge to the EA

program is not only to change along with
the times, but to use this period to solidify
its gains, broaden its constituency,
strengthen its position within the
organization and address the issues of this
post-industrial era, which is revolutioniz-
ing and transforming our businesses and
our lives through information and bio-
technology.

These are hard times for those around
us, and difficult times for our profession.
However, on balance there are incredible
opportunities for EA programs even in
the midst of these difficult times. As
usual, these opportunities have to ' be
understood, planned for and actively
pursued; they do not land in our laps. By
strategically responding to today's issues
and crises, the EA program will be not
only providing a much needed set of
services, but sowing the seeds for the
next generation of EA programs which
will emerge as stronger, more universally
understood and used programs in the
organization.

Coogins is nn nssocia~e professor at the School of Social
Work of Boston University.
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This 912 minute video highlights some of the
stressful situations that many employees face
today .. .

• SINGLE PARENTING
• PARENT/TEENAGER
• CARING FOR AN AGING PARENT

• LOSING A LOVED ONE
•MARITAL PROBLEMS
• FINANCIAL DIFFICULTIES

and reminds employees that the EAP can help when
problems seem too overwhelming to handle alone.

3-day previews available. Preview fee applicable to purchase.
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EAPA Western
Conference Offers
Desert Riches

People have gone to the desert for
generations seeking its many riches. This
year, EAPA adds a host of professional
development seminars at the 1992
Western District Conference in Las
Vegas.
An invitation has gone out to Antonia

Novella, surgeon general of the United
States, to be the keynote speaker for the
conference which is dedicated to the
good health of those who help others.
The training workshop presenters will

enrich participants with knowledge of
the impact of eating disorders, EA
standards and guidelines, the need to be
aware of cultural diversity in the
workplace and the ways to express
concern for the impaired professional.
PDHs and CADAC hours will be

available. The cost is $240 for EAPA
members and $280 for non-members

JCAH ACCREDITED

• 24 Hour Admissions
• Covered by most health insurance
• Detoxification and Rehabilitation

Programs
• Family Programs
• Professionals' Programs
• Specialized Program for Relapse

Prevention
• Aftercare Programs
• Transportation Available

373-8700
209 Ward Circle, Maryland Fanns,l3rentwood, TN

1-800-967-4673
PFIC
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through early registration before March
]5. For more information, contact
Sharyn Peal at (702) 687-4790.

Job-Related Stress
kited As Reason
For Retirement
More than 31 percent of New York

State School Superintendents retired
from their jobs because of job-related
stress, a research project conducted by
Guild A. Fetridge showed.
The project by the vice president of

Next Chapter, an Elmsford, NY-based
retirement planning consulting firm,
polled more than 1,300 present and
former superintendents and generated a
74.2 percent response rate.
Of those who retired due to stress, 39

percent experienced ~ definite
improvement in their health. Among
those still active, 32 percent expect their
stress levels to decrease after retirement.
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Mental Illness
Often Treated By
Physicians
A study conducted by OPEN MINDS

found that physicians who are not
psychiatrists provide nearly the same
number of outpatient visits of U.S.
patients with mental or chemical
dependency problems as do
psychiatrists.
The study, which used data compiled

by the National Center for Health
Statistics, also revealed that non-
psychiatric physicians see four to five
times as many patients with chemical
dependency diagnoses as psychiatrists, if
both primary and secondary diagnoses
are considered.
The study also found that while non-

psychiatricphysicians see nearly as many
patients with mental or chemical
dependency problems, they rarely refer
these patients to mental health
professionals.

Survey: Ethics,
Bias Influential

Ten percent of responde~its to a survey
on ethics revealed that in many cases,
factors such as favoritism, friendship, sex
bias, race bias and age bias influence
workplace evaluations.
The study conducted by the Society for

Human Resource Management also
revealed that ethical problems of hiring,
training and promotion resulting from
favoritism or friendships with top
management within an orglnization was
identified by HR managers as one of the
most critical problems facing the
workplace.
More than 8U percent of the

respondents said HR professionals are
usually those who monitor compliance
with law and policies and serve as ethical
role models, but they rarely question the
ethical dimensions of organizational
actions, train personnel on ethical issues
or distribute information about ethics.

Send your press releases to:
Editor, EmployeeAssistance, P.O.
Box 2573, Waco, Texas 76702-
2573.
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PERISCOPE

continued from page 16

district because he was unable to func-
tion in a normal classroom. Because of
previous school testing, I knew the boy
did not have learning disabilities; in fact,
he could make good grades when he
tried. He just seemed to be unmotivated.
I met with the boy and his parents, and I
had all my biases handy, ready to tell the
parents about letting the child take
responsibility and not having a shaming
environment and home—all the good
parenting stuff.

INCORRECT ASSUMPTION. How-
ever, in my haste to make the diagnosis of
poor parenting, I overlooked the obvious.
After talking with the parents and then
with Kevin, I realized that Kevin was very
disturbed. He was adopted and had a very
rough early childhood. At this time, he
was quite depressed, and he heard voices
which often told him to act in inappropri-
ate ways. I found out that he was seeing a
psychiatrist, so I called up my colleague to
discuss the. case. In the doctor's opinion,
Kevin probably had manic-depressive dis-
order and most likely had a close relative
who was schizophrenic. When the stress
of the manic depression became too
much, he would lapse into psychotic
symptoms.
When a parent shows up with a child

who is doing poorly in school or who no
longer wants to go to school, the good
counselor must make sure that problems
such as ADHD, learning disabilities, or
mental health disorders are not the under-
lying cause. When all of these are ruled
out, I immediately look for a problem
between parent and child. Often, the
parent is afraid to allow the child to make
mistakes, so he or she overcontrols. This
makes the child angry, and in turn the
child stops performing.
By providing the troubled teen-ager a

chance to express the anger in other
forms, and by helping the parents to
release some control and let nature assist
in teaching their child, I have often been
able to help the unmotivated student
rediscover school, such as in the case of
Jean. As EA specialists, the readers may
want to familiarize themselves with tech-
niques for working with parents and
teen-agers. I recommend Parenting with
Love and Logic, by Foster Cline, MD.~

Fedm~ko and McKinney nre behaviors[ psycho[ogrsrs.
Pedorko is project rrmnager for Mul(i-Media Learning rn Lns
Colinas, Texas. McKinney is the clinical director• for Dr. John
Hes(ey and Associates in Arlington, Texas.
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When your employee _comes back to work,

he won't come back alone.
That's because at Stuyvesant Square, our individualized in-

patient and outpatient treatment programs are designed to help
recovering employees with the challenging transition to a productive,
chemical-free life. Our intensive inpatient treatment includes two full
years of Aftercare, and our outpatient program lets your employees
stay on the job while getting treatment during convenient evening
hours. The Aftercare and outpatient programs are just two facets of
our comprehensive, hospital-based treatment approach which provides
our patients—your employees—with the knowledge, skills and support
they need to understand and overcome chemical dependence.

To find out how we can help your chemically dependent
employees become productive again, please call us or write for our
brochure.

Stuyvesant ~ Square
The Chemical Dependency Treatment Program

of Beth Israel Medical Center
170 East End Ave. at 87th St., New York, NY 10128

(212) 870-9777
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Should EAPs be concerned?

The idea of being
financially at risk
is nothing new to
EA professionals
or programs. Like
HMOs, EAPs
have estimated
utilization and
given purchasers a
per capita rate for
services. If the
utilization is
higher than esti-
mated the EAP
can lose money. If
it is lower than

expected, there can be a profit on the contract.
There is an increasing trend in managed behavioral

healthcare plans to shift risk toward providers of mental health
and chemical dependency services. Although as EAPs we have
some familiarity with this model, we can learn much from our
medical colleagues who have been operating in managed, at risk
or capitated systems for several years.
When HMOs, the most familiar type of managed care, were

first introduced in the 1920s and 1930s, they were attacked by
organized medicine in the press and in the courts as immoral
forms of socialized medicine. But the demand for accountability
has risen. Employers and employees alike are being forced to
deal with escalating healthcare costs. In an era so preoccupied
with costs, managed care has the decided advantage of uniting
concern for cost and quality in one organization, and ultimately
in one clinician.

RISK SHARING HISTORY. Risk sharing techniques are not
new. They serve as the mainstay of cost containment for many
HMOs and managed care plans in the medical arena. For
instance, the most common approach to risk sharing among
IPAs is to withhold 15 percent to 30 percent of the provider
claims from approved payment. This amount is placed in a risk
pool to act as a buffer against unanticipated price increases or
excessive utilization in the future. An increasing number of
managed care organizations, including managed behavioral
healthcare firms, have implemented risk sharing and directly
capitate their groups or individual providers.

In some plans, providers may be targeted for further review
and increased withholds when their practice pattern statistics
rise 15 percent to 25 percent above their specialty averages. An
example of one pattern statistic being used in the behavioral
healthcare area is that 80 percent of outpatient psychological
treatment is expected to be completed gy Tamp
within eight to 12 sessions. Above average

profile data may indicate a more difficult case mvc. However, in
absence of such documentation, outlier providers can be
warned, monitored for a period, and required to repay the plan
for the difference between peer practice statistics and their
performance.
We are seeing managed behavioral health plans and EA

programs where groups and individuals are at risk for EA
services as well as treatment. The ability to assume risk is often
being used as one way to sort through proposals to provide
services. Those who are willing to assume risk are considered;
those who are not, are excluded from the process. There are
EAPs that contract for assessments at case rates. Assessments
are reimbursed at a set rate whether they consist of one or three
sessions. There are provider based managed care programs that
are using case rates for all psychiatric services, contracting
directly with employers in an exclusive provider agreement
(EPA).

Some plans put groups of psychiatrists, who are responsible
for precertification for all psychiatric and chemical dependency
inpatient admissions, at risk. There are managed behavioral
healthcare organizations that are utilizing withholds. Those
willing to accept a withhold are assuming a major portion of the
risk, even though they control the consumption of the services.
It is important to realize that the responsibility for, and indeed
the interest in, utilization review shifts with risk. If you are at
financial risk, you must be able to control utilization.

SPECIALIZED INSURANCE. By accepting risk some
providers are acting as small specialized insurance companies.
Solo practitioners are increasingly choosing to practice in
groups, not only because of the administrative burden of
managed care, but also to enable them to handle "going at risk"
and providing utilization review. As we have seen on the
medical side of the house, increasing at-risk and capitated
business has important administrative and operational implica-
tions. Providers must ensure computer capability to track
services and claims, implement more effective cost accounting
systems and adequately reserve for incurred but not reported
(IBNR) claims.

Risk assumption should be materially offset by creating a
bonus for providers based on a portion of the savings. Once a
savings pool is determined, the providers might be paid on a pro
rata basis. This sharing of savings is one way to equalize risk
sharing. It is difficult to implement one without the other.

Prepayment, capitation, and risk shifting, the hallmarks of
managed care, obviously create financial incentives very differ-
ent from fee-for-service. By rewarding reduced expenditures,
prepayment creates the danger of undertreatment. By contrast,
fee-for-service and productivity-based compensation creates the

era Cagney 
danger of overtreatment by rewarding the
clinician for providing and charging more.
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DIFFERING VALUES. Managed care and fee-for-service are
not only economically competing forms of healthcare delivery.
The two systems balance basic values very differently. Managed
care treats cost effectiveness and reducing waste as ethical
concerns and places greater value on the prudent use of
resources than it does on freedom of choice. While individual
fee-for-service clinicians may be superbly attentive to cost
effectiveness, as a system, fee-for-service neglects cost
considerations. This is why it is disappearing so rapidly in its
pure and unmanaged form.
The unmanaged system implicitly operates on the assumption

that resources are effectively unlimited. Free market laissez faire
determines the allocation of resources. In contrast, the managed
care system posits a world of finite resources in which explicit
choices must be made.
The key to managed care is an attempt to deliver an

acceptable level of care to as many individuals as necessary with
this finite resource. The rub here is "acceptable." This does not
mean optimal. Most of us are used to referring to or providing
optimal levels of care. Clinicians are now being asked to deliver
less care than they know how to provide. Organized labor is
learning that it did not negotiate for specific levels of care, such

as 28-day determined length of stay treatment programs, but
rather for an acceptable level of care.
The provider payment strategies of managed care plans

transfer financial risk to create economic incentives to control
costs and keep service usage at acceptable rather than optimal

levels. For several years providers tended to be the unsophisti-
cated partners in managed care plans. The financial pressures,
and ethical and legal dilemmas for the provider caused by
managed care have been greater than any of us would have
anticipated.
The equation is supposed to be that providers will receive an

increased market share (more referrals) for their agreement to
discount rates and accept increased accountability and financial
risk. This equation should result in stable patient populations
and revenue streams.

Accepting this agreement presents both business and ethical
risks for the provider. The chief business risk is the provider
accepting specified rates of reimbursement (increasingly capita-
tion), and may not have acquired the same degree of control
over its costs and utilization as the payor has over its revenues.
The provider may find itself with a full practice or full beds and
an empty bank account.
The "volume" argument (that managed care will increase

patient volume) is widely espoused and accepted, but satis-
factory results are rarely delivered. If payors are able to deliver
more predictable patient flow to providers there will be a change
in the payor-provider relationship. There will be more risk
sharing and profit sharing and all parties will work together in
the same environment toward the same end—efficient, high
quality healthcare.
Many providers now have a record of experience in managing

continued on page 28

■ Includes 12 novel, eye-catching pamphlets and corresponding posters.
■ The materials encourage, inform and motivate your employees to use your EAP.
■ The pamphlets and posters can be purchased individually or as a complete year-long program.
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For More Information, Call or Write:
American Institute for Preventive Medicine
24450 Evergreen Road, Suite 200, Southfield, Michigan 48075

1-800-345-2476
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Medical supervision
12-step philosophy
Individualized
treatment plans

~ ASAM patient-placement
criteria
• Cost-effective,

all-inclusive rate
Treatment for adolescents
and adults
Therapeutic recreation

• Continuing care
Alumni association and
regional support groups
• Liaison with employers
• Residential services at

Waverly,PA
- Shawnee on Delaware,PA
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SHIFTING 12ISK

continued front page 27

managed care contracts. Desirable net-
work providers are more selective about
the terms they will accept and the nature
of the risk they will assume. Financial
promises are compared with actual expe-
rience. Enrollment is evaluated in terms
of new patients and the conversion of
existing patients. Contracts which have
not afforded sufficient volume or reve-
nue are either not being renewed under
the same terms ar not at all.
At the same time, insurers are scruti-

nizing their experience with providers.
The popularity of providers is no longer
sufficient for membership in a network if
their utilization experience is unmanage-
able. Managed care organizations have
developed sophisticated tracking capabil-
ities that can now identify individual
providers whose practice patterns devi-
ate from community norms. Managed
care organizations are also taking meas-
ures to validate discounted fees against
usual and customary charges. Armed
with this information, they can take
action to counsel; affect modification;

and if necessary, terminate arrange-
ments.
Current provider reimbursement

arrangements are subject to revision as
computer technologies allow for more
detailed tracking of utilization and com-
parison with standard treatment proto-
cols. Use of withholds, incentives and
risk sharing will be combined in new
ways with fee-for-service, per diem, dis-
count and case fee reimbursement meth-
odologies. Particular attention will be
focused on the utilization of outpatient
services to ensure control in this rela-
tively unmanaged area. Competition in
the provider community will drive alter-
native reimbursement methodologies, as
will employer intervention.

All of these risk contracts, prospective
payment and capitated delivery models
have the potential to create hazards for
the patients. Policies and procedures
designed to reduce utilization and restrict
access to care have contributed to the
ever increasing atmosphere of fear and
apprehension about the quality of
healthcare. Do discounted rates really

There are Lots of ways to get in trouble
with drugs and alcohol.

So we've developed Lots of ways to help.

At Bay Haven Chemical Dependency
Programs, we've developed options for
adolescents, adults, older adults, women,
cocaine dependents, outpatients, and those
who are prone to relapse. Our programs
are designed to meet people where they
are, and show them where they can be.

Catl today for more Chemical Dependency
ioformatlon about

aoy Bay Haven and Mental Health
program.

PY,~~,amg
(517)894-3799
800-526-7314
Toll•free is MIchlQan. ~ 13 Ninth SU¢¢t

Your contact doesn't Bay City, Michigan

end avith referral. 48708

Now offering Adult Inpatient Mental Health and Dual Dlagnosls

Circle 22 on card. ~ Circle 23 on card.
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equal discounted care?
Under some capitation programs,

there may be a tendency on the part of
providers to underserve the population
in order to maximize bonus payments.
Thus, the UR system should have checks
and balances that limit access to care
while assuring that patients are getting
quality care.
Managed care clearly creates double

agent conflicts, particularly as more risks
are shifted to the provider. The provider
stands to benefit if less is spent rendering
care. Clinicians working with utilization
management may have a vested interest
in cooperating with the insurer to main-
tain referrals, but the relationship is
generally less cooperative than when the
clinicians are at risk.

Although case reviewers often have
strong clinical backgrounds and values
and may wish to act as collaborative
consultants, utilization review is consid-
ered essentially adversarial. The princi-
ple underlying utilization review is
inspection—what Berwick described as
the "bad apple" approach to quality
improvement. In a climate of adversarial-
ism and inspection the clinician may be
tempted to "fudge" the information
provided to the insurer, even if the action
involves deceit, in order to act as the
client's advocate.

MIXED MOTIVES. Given that mixed
motives in both fee-for-service and man-
aged care systems cannot be avoided, the
ethically crucial question is how double
agent conflicts are actually resolved.
Being ethical entails being skilled in
identification, analysis and resolution of
ethical problems that arise in the care of
particular clients. Clinicians are not cur-
rently given training in these skills and
discussion of these issues is still rare. To
some extent, the familiar principle of
informed consent provides a useful aid
for this assessment. As a guideline, if a
clinician is not prepared to describe the
terms under which he or she is treating a
client, including financial incentives and
restrictions on referrals, then the system
is unethical.
From the providers' perspective it is

very important for the system to be
financially balanced; that is, the provider
must be sure the system will, over time,
provide a reasonable incentive to man-
age healthcare. Providers must assure
themselves that the proposed managed
care system will enable them to practice

rEBRUARY 1992

appropriate healthcare.
Provider and plan have to create a

joint effort to control the consumption of
healthcare services. There must be
shared appreciation of the finite nature
of the resource. Each individual provider
is concerned about its financial survival
as are the managed care organizations.
Poorly negotiated plans can eventually
create a serious financial problem for the
provider and, in the long run, jeopardize
the managed care organization as well.

Only the provider can effectively con-
trol the utilization of healthcare ser°vices,

~~.

although others will try to restrict the
scope of treatment. Efficiency will share
the spot light with quality as the networks
mature. Few providers are ever trained
to deliver healthcare in an efficient
manner. Few therapists can identify at all
with the idea of being "efficient" clini-
cians. Much time is spent during training
on diagnostic techniques and treatment,
but little emphasis is placed on how those
techniques affect the cost of healthcare.
The bottom line success of a managed

care plan will be heavily dependent on
continued on page 34

There are some teenagers who just can't seem to get ou[ of the way of
trouble. The law, drugs, school, even their families are always crossing
them. Depression, disruptiveness, even violence are always the result.

Yet there is something you can do for chronically difficult teens. There
is a place that understands what teens need around them, while they're
changing inside.

Lovellton Academy is just that because its designed to treat, educate
and motivate problem teenagers the way they appreciate and respond
to. With others, like them, they share thoughts and dreams. In that group,
they grow as individuals. They develop a picture of happiness.

For information contact Loveliton Academy, 708/695-0077, or write
600 Villa, Elgin, Illinois 60120.

Lovellton Academy_
A Forest Health System Affiliate

Circle 24 on card. 29
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Mic~~s Hovs~
A chemical dependency
treatment center for men.

■ Fully Accredited ■Beautiful Location
■ Life-Skills Program ■Affordable

MICHAEL'S HOUSE

430 S. Cahuilla Rd •Palm Springs, CA 92262
(619) 320.5486

La Amistad
Residential Treatment Center

The right choice when more than
acute psychiatric care is necessary.

• Children
• Adults
• Adolescents
• Full Psychiatric
• Dual Diagnosis
• JCAHO
• OCHAMPUS

1-800-433-1122
In Florida 1-800-367-4833

Employee and Student
Assistance Program

218 6th Avenue, Ste. 706
Des Moines, Iowa 50309

515-244-6090

Does your ad appear in
our Referral Directory?

If not, call today to
reserve your space
(817) 776-9000
or FAX your ad to
(817) 776-9018

Cou~SFa.iNc
ASSOCIATES, (NC.

Your comprehensive
clinical strvice
center in Michigan.

26699 W. 12 Mile Road
Suite 100
Southfield, Michigan 48034
313/353-5030

"An Affiliate Provider for National EAP
Firms"

Sidney H. Grossberg, Ph.D.,
Executive Director
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90 day post-primary chemical
dependency programs—
Minneapolis, MN /Phoenix, AZ

• CARF Accredited
• 12-Step
•Work Requirement
•Separate Men's and
Women's Facilities

•Affordable

1-800-328-4827 Ext 2354
10400 E. Bren, Suite 270
Minneapolis, Minnesota 55343
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Areba Casriel Institute

• Outpatient Services
• Detoxification Unit
• Long and short term care available
• JCAHO accredited
• Family therapy
• Dual diagnosis
• Blue Cross/Blue Shield accepted

A.C.I.
500 West 57th Street
New York, NY 10019
(212) 247-5500
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Your New York City Affiliate

Martin H. Greenstein, CSW, CEAP

EAP Assessment, Counseling,
Consultation and Follow-Up

331 East 71st Suite 1-C
New York, New York 10021

212/772-7993

Heartview
Foundation

1406 2nd St. NW
Mandan, ND 58554 • (701) 663-2321
1-800-554-2000 (U.S. and Canada)

Since 1964

•Treating Alcohol 'Adolescents &Adults
& Other Drugs • 5~Day Family Week
' 12 Step Program 'Medicare/Medicaid

JCAHO Accredited Private Non•Profit
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Let us reserve this
space for you!

Call us today,
(817) 776-9000

Or
FAX (817) 776-9018
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• MARW~ORTH •
800-442-7722

a` Lily Lake Road
Waverly, Pennsylvania 18471-0036
(717)563-1112

'k River Road
Shawnee on Delaware,
Pennsylvania 18356-0089
(717)424-8065
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A Sub-Acute Psychiatric
Residential Treatment Facility

For Adolescent
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c~een

• Depressive Disorders
• Dual Diagnosis
• Attention Deficit Disorder
• Disruption in Personality Structure
. Conduct and Oppositional Disorder
• Ego Function Restructure

UTAH STATE LICENSED
JCAHO ACCREDITED

TREATMENT CENTER LOCATED:
4500 N. Heritage School Drive

Provo, UT 84601
(P.O. Box 105)

For information call:
Utah Office (800) 433-9413
So. California Office (800) 427-7499
Texas (800) 553-2182
Chicago (708) 231-7573

Colonial Counseling Services

Specializing in subcontracting

for National EAP firms

5 offices in Greater Orlando Area
9446 E. Colonial Drive

Orlando, Fl. 32817

For more detailed information call
1-soo-ego-~s2s

RESOURCE EAP INC.
Employee Assistance Program Con-
sultants—providing services nation-
wide. 1046 Riverside Ave. Jackson-
ville, FL 32204. Contact: Bob Appleby
at 1-800-421-REAP (7327).

EAPs and MANAGED
CARE PROGRAMS save
employers money on

health costs.

They
also save

employees.

H~F6~41RNS
Y _~i~' --,~~~,.

Part of the Aefna Health Plans Family

The country's oldest and largest provider of
EAPs and Managed Behavioral Care Programs.

For more information, call us at

1-800-999-4241
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continued from page 29

the control of provider behavior. As a
result, it is mandatory to integrate finan-
cial controls into provider practice pat-
terns. Individual providers need to be
held accountable for appropriate behav-
ior. We will see more financial incentives
and disincentives tied to individual prac-
tice patterns.

It remains to be seen whether or not
selected providers and purchasers will be
able to make the necessary compromises
with each other in order to develop
win-win scenarios for the entire
healthcare industry. This is the only way
managed care will work to balance out
competing interests in cost management,
quality care and freedom of choice. The
"rules of the game" will need to be
redrafted by payers, purchasers and pro-
viders so that both risks and gains are
more equitably spread among the major
players.

EVALUATION. Ethical evaluation of
managed care would be simple if the
amount of care required to correctly treat
psychological and chemical dependency

problems was known. Unfortunately, the
current state of the science/art does not
provide that information. Given that
many areas of the field have no strong
scientific foundation, or even a strong
professional consensus, assessing the
strengths and weaknesses of managed
care vs. fee-for-service is very difficult. In
these circumstances, the debate is pre-
dictably anecdotal and passionate. There
are horror stories to be told by both sides.
Where professional consensus is lack-

ing, incentives have powerful influence
over clinical judgement. Wennberg-has
demonstrated that when strong scientific
agreement exists regarding proper
care—as it does for hip fractures and
hernias—relatively little variation occurs
in treatment patterns from region to
region.
But for issues that lack scientifically

based consensus, like long-term hospital
treatment of adolescent conduct distur-
bance, treatment of a relapse prone
addict or of personality disorders, the
incentive system will have a significant
impact on treatment planning.
The most serious ethical failings in this

area for EAPs and clinicians would be to
mistake opinion for knowledge, to deny
the extent of uncertainty in behavioral
mental health treatment and to insist
stridently on a particular point of view
instead of supporting the quest for
stronger scientific grounding.
As employee assistance professionals,

it is vitally important that we stay abreast
of the financial and ethical dilemmas
these rapidly evolving systems pose for
the providers to whom we refer.

Unfortunately, managed care is seen
by many as the last chance fora competi-
tive free market system. We must man-
age the system if it is to survive. But we
must manage risk in a realistic way that
does not damage providers.

It is crucial that we support efforts to
establish standards of practice. It is also
crucial that we, as employee assistance
professionals, advocate good quality pro-
viders within the system. We are only as
good as our referral resources.

Cagney is the executive director of Henith Ma~(ers and can be
reached a! 2324 Snnta Rita Road, Ste. 10, P(easan~on, Calif.
94566. A complete 6i6liography is available upon request.
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—photocopy this side only and send to our Fax # (817) 776-9018

Name

Company

Address Home ❑ Bus ❑

City/State/Zip

A. D Primary referral responsibility/
decision making responsibility

B. ❑Secondary referral responsibility/
decision making responsibility

2. Nlease check below the category that
hest describes your primary fob
ii~n~~.rion~ (r.hick ono nrdV)

A. ❑Employee Assistance Program
Administration

S. ❑Employee Assistance Specialist
M.❑Mental Health &Chemical

Dependency Counselor

P. ❑Personnel
B. ❑ Benefits Management

H. ❑Health Care Provider
D. ❑Occupational Physician
N. ❑Occupational Nurse

E. ❑Executive Management
I. ❑Industrial Relations Executive
C. ❑Safety Management
F. ❑Independent EAP Consulting
G.❑Corporate Fitness Specialist
R. ❑Human Resource Management
U. ❑Union EAP Rep.
X. D Other

3. Number Employed at the Locatlon(s)
^~rved

A. ❑ 1-49

B. ❑ 50-99

C. ❑ 100-499

D. ❑ 500-999

E. ❑ 1000-2999

F. ❑ 3000-4999

G.❑ 5000 or more
H. ❑Unknown

4. Type of Business (check one onlyi

1. ❑Mining, Oil &Gas Extraction,
Construction, Contractor

2. ❑Manufacturing
3. Trans., Public, Utilities, Electric,

Gas, Sanitary Serv.

4. ❑Wholesale Trade
5. ❑Retail Trade
6. ❑Insurance
7. ❑Family Practice
8. ❑Psychologist Office
9. ❑Psychiatrist Office
10. ❑Health Service/Misc. Serv.
11. ❑Military/GoWPublic
12. ❑Banking/Financial
13. ❑Other

For ~'Fx~.~ information on prod-
ucts and services advertised in
this issue, circle their Reader
Service Numbers listed below.
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50 51 52 53 54 55 56

57 58 59 60 61 62 63

64 65 66 67 68 69 70

71 72 73 74 75 76 77

78 79 80 81 82 83 84

85 86 87 88 89 90 91

92 93 94 95 96 97 98

99 100 101 102 103 104 105

106 107 108 109 110 111 112

113 114 115 116 117 118 119

120 121 122 123 124 125 126

127 128 129 130 131 132 133

134 135 136 137 138 139 140
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162 163 164 165 166 167 168

169 170 171 172 173 174 175

returning chil hood to children.
Wiley House, The National Center for Kids in Crisis, received over

3, 500 referrals last year because we have built a reputation of trust

and professionalism over the last 108 years.

v .. Wiley House believes in individualized care and offers the largest integrated
continuum nationally of psychiatric treatment for children, adolescents and
families. We have an outstanding variety of community and campus Uased

programs, which include diagnostic facilities, residential cottages,
group homes, Intensive Treatment Family residences,

recreational facilities and fully accredited private schools.

Wiley House accepts most third-party medical insurance plans,
which often covers the cost of treatment.

For more information call 1-800-KID-SAVE

Or write 1650 Broadway, Bethlehem, PA 18015-3998

Wiley House
Treatment Center~SM
The National Center for Kids in Crisis
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reenleaf's mission is to develop a comprehensive, cost efficient,
quality delivery system for the treatment of psychiatric and
addictive diseases. We are a private corporation which seeks a

return for its shareholders by providing quality, holistic treatment facilities
and programs which pursue the highest standards. Therefore, we are
committed to the following Code of Ethics:

TO provide treatment services to all people,
regardless of sex, race, national origin or
creed, and to be an equal opportunity
employer.

TO offer a variety of treatment programs
and alternatives in order to provide
individuals and families with opportunities
for recovery which are most appropriate and
least restrictive.

TO be honest in all public statements,
advertising and publicity. To avoid
misrepresentation of any kind, recognizing
that therapeutic and professional relations
can be maintained only on a basis of honesty
and integrity.

TO make available clear and understandable
information to individuals and families
concerning treatment plans, cost obligations
and outcome expectations.

TO refer individuals or families to another
professional or program for treatment when
it is in their best interest.

TO respect the dignity and well-being of
individuals and families and to inform them
of their rights.

TO maintain confidentiality of all records,
materials and communications concerning
individuals and families, as allowed by law

TO strive to recruit well trained, competent
professionals who are licensed and certified
to provide efficient treatment and who

adhere to the ethical standards of their
disciplines.

TO encourage all Greenleaf staff to
continually increase their education, training
and skills.

TO support the well-being of the community
by providing continuing education and by
contributing time, talents, and finances to
the efforts of charitable and civic
organizations.

Greenleaf believes in
the highest standards.

H E A L T H S Y S T E M S I N C.

Regional Centers Serving the Nation:

Fort Oglethorpe, Georgia
1-800-982-9922 ■ (404) 861-4357

Valdosta, Georgia
1-800-247-2747 ■ (912) 247-4357

Jonesboro, Arkansas
1-800-800-0496 ■ (501) 932-2800

Circle 46 on card.
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CORPORKI'Is OFFICE

Chattanooga, TN 37415
(615) 870-5ll0


