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The best strate is oftengY
Retreat

For over 150 years, the Brattleboro Retreat has offered employee assistance
professionals unique treatrrient options for individuals with psychiatric and
addictive diseases.

Just as no two people are exactly alike, nn two cases are either. "That's why the
Brattleboro Retreat offers a unique treatment continuum that utilizes a full range
of services, each of which can be tailored to the specific needs of an individual.

Our continuum of care includes inpatient hospitalization for psychiatric and
addictive disorders, residential, partial hospitalization, intensive outpatient,
intervention and traditional outpatient treatment.

We also have multiple treatment locations throughout New England so that
the employees you assist can be conveniently cared for.

Call us at 1.800-345.5550
To learn more about our program options and how they can help the employees
you serve, call us today.

Q

BrCtttl~~OrO
~t~xea~t

A nonprofit hospital and treatment center •Affiliate of Dartmouth Medical School
75 Linden Street., P.U. Box 803, Brattleboro, Vermont 05302
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~~t ~~Y Adolescence,
~~~

;~ ~ - Gambling
and EAPs

T here are several definitions of adolescence. My favorite says that adolescence
~! begins as one night while our loving, cherubic 12- or 13-year-olds are sleeping,
~ God sneaks into their bedrooms, puts a straw into their ears and sucks their brains out.

Having two teen-agers, this one fits the ups and downs of the teen years, both for
parents and teen-agers. It's a time of conflict too. My sixteen-year-old daughter Janna
nailed me last night when she said, "Dad, it seems like all you notice about me are the
negatives, the things I don't do very well." She was right (teen-agers often are), What
I wanted to communicate to her was, "Honey, I care about what you are doing and I
worry about you out there." Worry I do when I recall a 1991 federal study that
concluded one of five adolescents has at least one serious health problem, including
drug abuse, eating disorders or sexually transmitted diseases. Gun violence now kills

j more than 4,000 youths ages 15 to 19 annually. One million teen-agers become
~ pregnant each year. IYs no wonder ateen-ager's problems can affect a person's
~, productivity in the workplace.

Thanks to the many of you who stopped by to see us in San Francisco at the
' Behavioral Healthcare Tomorrow show. Some 2,200 EA professionals, managed care

companies and treatment and service providers attended. Our booth was one of more
j than 150 at the show. Look for some trend-setting editorial for our 1994 calendar
~I mixing in the best from the show. Just as the plane landed, I had a chance to change

my suitcases, and I was off to the Cape Cod Symposium, which blended warmth,
ambiance and top-rated presenters to the 550-plus attendees. This conference also

~~;, i offered excellent editorial opportunities in breakthrough studies on depression,
i psychopharmacology and AD/HD.
'. ~ In December, we'll be off to SECAD in Atlanta, the premier drug/alcohol

conference in the Southeast sponsored by Charter Medical.
This month we're running a story on gambling in the workplace. I met a man at one

of these shows that shared his story with me. Joe (not his real name) was sitting behind
a table covered with Xeroxed pages about the ravages of gambling. His gamble-buster
information stated, "Seventy percent to 80 percent of the total U.S. population

gambles $300 billion a year! There are 12 million adult and 1.5 million teen-age
compulsive gamblers in this country." Twice Joe had risen to the top of his own
company only to have the success he worked so hard to build slip through his fingers
from gambling. He was living proof of the disease...and its recovery potential. He is on

~ ' his way back.
I~ ' One other.sidelight of the BHT and Cape Cod conferences is the sense that both the

EA field and the treatment field are strengthening their positions. Both are heartened
by the initial Clinton healthcare reforms. EAPs who have joined, integrated their care

~ ' with or are directing managed care companies are growing—Mobil, Chevron and
AT&T, to name three. Treatment centers have adjusted their length of stays and cost
packages to be in line with other care providers.
One final note: I just got the word that EmployeeAssistance won another award!

This time it's the Ozzie for best cover in a trade publication under 50,000.
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✓ "Everything we've tried has failed "

✓ "Once back home he disappeared "

✓ "My child is a master of manipulation"

✓ "1 never know when she is telling the truth"

✓ "Won't stay in treatment"

✓ "If only 1 could keep him away from his friends"
There is help available for the treatment-resistant adolescent...from a highly

qualified group of specialists located throughout the nation. UPG's Residential
Treatment Centers offer a variety of programs including special tracks for bilin-
gual, Native Americans, fire starters, sexual perpetrators, low (70+) I.Q., and
bonding difficulties. We also specialize in the development of living skills.
So when you encounter atreatment-resistant adolescent, think of us, the

adolescent experts.
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EAP's Early Assessment Cuts the Expense of Misdiagnosis

For one successful execu-
tive, gambling wove a web of
deceit, denial and ultimately
financial and occupational
ruin. Engulfed in fear and a
loss of control, he was led
.from an intervention to
recovery through his

li employee assistance pro-
gram (EAP). The corporate
world is discovering that the n
compulsion for gambling is a ~,
problem prevalent across all
races, sexes, ages and levels
of employees.

According to the Council
on Compulsive Gambling of ~,
New Jersey Inc., director ~< ~ '~
Arnold Wexler compiled sta-
tistics citing that $305 billion `+,
is gambled legally each year
in the United States. He ~ ,,~
suggests that approximately ~
5 percent of the popula-
tion—or 10 million to 12
million Americans—are
compulsive gamblers.

Similar to any compulsive
' behavior, whether it is ~,

j chemical dependency, an
j eating disorder or sexual `'

addiction, detrimental gam-
bling is characterized by
increased and persistent use
over time despite negative

i consequences. Undoubtedly, this behavior will be exemplified
through a loss of control, and repeated attempts to stop

i gambling without success.
Although substance abuse continues to account for a

significant loss to organizations through mental health claims,
~ ;; greater attention is now being given to other diagnoses and

compulsive behaviors, including gambling. Approximately one
in every 20 employees in the workforce has a gambling
problem. Unfortunately, many organizations are guilty of
minimizing the seriousness of gambling, focusing primarily on
substance abuse.

EAP ASSESSMENT. The EAP may encounter the compulsive
gambler through numerous avenues. With the gambler masked
in denial, a supervisor, friends and/or family members may spot
the problem first and call upon the EAP to assist in an

intervention. More com-
monly, however, individuals
access the EAP voluntarily,
:seeking relief from financial
or legal difficulties or dis-
playing addictive or compul-
sive patterns and behaviors
not related to gambling.
Referral also may result
from continued work per-
formance problems. For
example, a compulsive gam-
bler's pilfering or stealing
from within an organization.
may lead to a supervisor
requiring alast-chance work
agreement.

IDENTIFICATION SIGNS.
It is crucial that the EAP
conduct a thorough and
comprehensive diagnostic
assessment, regardless of
whether EAP clinical
involvement will include
assessment and referral or
short-term counseling. Early

#~,,,,,..~~M~y' and effective intervention
E identifying compulsive gam-

~~ ~ tiling patterns will help
reduce the cost and frustra-

^F a tion of a misdiagnosis.
"' e According to Wexler, whose

organization annually fields
22,000 calls for help from

problem gamblers, the typical profile of a compulsive gambler
in 1992 read:

• predominately male (80 percent);
• average age between 21 and 30;
• a high level of energy;
• an IQ over 120;
• an extremely competitive personality;
• a history of gambling before the age of 14;
•frequent financial risk-taking behaviors;
• an average gambling debt of $34,244; and
• an average annual income of $36,944.

When assessing the existence of a possible gambling
disorder, it is important to collect a thorough history of
gambling practices, probably through a simple gambling screen
that will detail an individual's gambling patterns. Also, one
should identify the various forms of gambling that a client has

By Richard F. Paul, MSW, LSW, CEP



participated in.
Often there is a progression in compulsive gambling from

smaller dollar amounts in playing lotteries, bingo and cards to
greater dollar amounts involving various sports, betting with
"bookies" and casino gambling. In addition, this progression is
coupled with increased risk-taking in the clients behavior.
The identification of problem gambling should not be limited

to the conventional stereotypes of the back-alley, underground
gambling world. Because gamUling extends across all socio-
economic classes, it may involve varied forms, ranging from
track betting to involvement in the stock or commodities
markets.

CD PARALLELS. While gambling, compulsive gamblers
experience a "high" or euphoric state similar to that obtained
from the use of drugs or alcohol. This euphoric state is often of
short duration and great effort is devoted to achieving and
maintaining it.
"The euphoria associated with compulsive gambling is

related to endorphin release. This is characterized by elevated
subjective excitement and physiological arousal. Endogenous
endorphins, which have been implicated in chemical depend-
ency, produce effects similar to exogenous opioids. Subse-
quently, gambling can elicit stimulating, tranquilizing or
pain-relieving responses, or all three simultaneously. There-
fore, withdrawal symptoms associated with the cessation of
gambling are related to the accompanying endorphin defi-
ciency" (Wexler &Wexler, 1992).

EAP ASSESSMENT. For the EAP assessing the existence of a
gambling disorder, the warning signs may range from blatant to
nearly obsolete. In addition to the work-related concerns, there
may be subtle lifestyle patterns indicating a possible gambling
problem. A compulsive gambler frequently lives life vicariously
and may appear to the outside world as "having it all together."
In addition, these individuals may attempt to live a life of
extravagance by purchasing expensive material items that
appear to be beyond their financial means. Ironically, as quickly
as they may make such a purchase, they may lose it due to
gambling losses, repossession or foreclosure.

Additional warning signs that the EA practitioner should
watch for include references to the words "good luck" or "bad
luck" when referring to life's aspirations or achievements.
Furthermore, the compulsive gambler will frequently make
excuses for his or her problems either at work or at home.
One assessment tool EAPs may have easy access to is the

Diagnostic arcd Statistical Manual of Mental Disorders. Accord-
ing to the American Psychiatric Association, the diagnostic
criteria for pathological gambling is indicated by at least four of
the following:
(1) frequent preoccupation with gambling or with obtaining
money to gamble;
(2) frequent gambling of larger amounts of money or' over a
longer period of time than intended;
(3) a need to increase the size or frequency of bets to achieve
the desired excitement;
(4) restlessness or irritability if unable to gamble;
(5) repeated loss of money by gambling and returning another
day to win hack losses;
(6) repeated efforts to reduce or stop gambling;

(7) frequent gambling when expected to meet social or
occupational obligations;
(8) sacrifice of some important social, occupational or recrea-
tional activity in order to gamble; and
(9) continuation of gambling despite inability to pay mounting
debts, or despite other significant social, occupational or legal
problems that the person knows to be exacerbated by gambling.

THE GAMBLER'S LIFE. The compulsive gambler's life is
characterized by instability, both financial and emotional. This
chaos and insecurity from day today often provides the catalyst
for tendencies toward extreme anger and rage followed by
periods of depression. The gambler may express feelings of
helplessness and hopelessness at the loss of control that he or
she is experiencing.

In the later stages of this progressive disorder, gamblers may
express suicidal thoughts, or perhaps even act upon them.
These shame-based emotions may be accompanied by extreme
feelings of guilt, particularly if there has been involvement in
illegal activities. To alleviate the negative emotions and
feelings, the gambler may turn his compulsive behavior toward
other detrimental activities. Many gamblers seek relief or
escape from their gambling by overeating, chemical depend-
ency or a sexual addiction. Due to the nature of addictive
personalities, one must assess for the risk of across-addiction
when identifying a gambling problem, as well as throughout the
course of recovery. It is estimated that between 19 percent and
33 percent of people attending chemical dependency treatment
programs suffer from compulsive gambling (Smith, 1992).
When the addictive and compulsive behaviors of a gambler
have been identified, the EAP should also rule out any
characterological and/or personality disorder contributing to
such behavior, such as borderline or antisocial tendencies.

Compulsive gamblers will undoubtedly display textbook
examples of denial. Similar to the alcoholic who may hide
bottles of alcohol, compulsive gamblers may hide betting slips,
lottery tickets, gambling money and. other indicators of
gambling from their spouse, children and other important
persons in their lives. By including a "significant other" in the
assessment process, EAPs may discover marital discord or
relationship difficulties centered around gambling. In addition,
a compulsive gambler may express feelings of guilt about the
way in which he or she gambles and the consequences of the
gambling.

Perhaps the most crucial areas to assess when identifying a
compulsive gambler are the legal and financial consequences of
his or her behavior. Severe legal and financial difficulties typify
the later stages of a long history of problem gambling. Financial
warning signs may include: borrowing on one's checking
account, passing bad checks, selling personal and/or family
property, cashing in stocks, bonds or other securities and using
credit cards excessively. In addition, problem gamblers may
have borrowed large sums of money from banks, loan
companies, credit unions, friends and/or family members.
Moreover, at times of extreme desperation, a gambler may
resort to the resources of loan sharks. Ultimately, financial
difficulties stemming from gambling may result in filing for
bankruptcy. Despite the recent trend in many cities to legalize
various forms of gambling, there continues to be a strong

continued on page 8



Circle 4 on card.

MOUNT AUBURN HOSPITAL . ~ '~ `
tom, i, ~~., ~

~'~a ̀
Cambridge, Massachusetts 4j :' ~ ,.

HELPS ~om.pul~ive ~anzb~er~

TAKE CONTROL OF THEIR LIVES

The fast program for Compulsive Gamblers
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Center for Problem Gambling provides
~! evaluation, education, and couples and

is `.' family treatment. The Center provides an
extensive group program; early recovery,
abstinence, dual addition, and co-dependency
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Gamblers Anonymous and GamAnon programs.

The Center collaborates with the Prevention and
Recovery Center at Mount Auburn Hospital,
treating individuals seeking help with recovery
from gambling as well as substance abuse.

Mount Auburn Hospital

_ 330 Mount Auburn Street

~ Cambridge, MA 02238

(617) 499-5194
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GAMBLING

continued from page 7

presence of illegal gambling. Illegal,
underground gambling exists primarily
as a result of a wide variety o£ betting
options and often a very high betting
limit that feeds the compulsive gambler's
need to take risks and make the big,
break-even score.
EA practitioners' assessments may

uncover clients' involvement with illegal
sources of gambling. Also, they may
uncover clients' legal difficulties result-
ing from charges of stealing and/or
embezzlement to support their compul-
sion to gamble.

EDUCATING EMPLOYERS.
Although compulsive gamblers are not a
population frequently identified as
problematic by an organization, identifi-
cation of these employees may expose
greater underlying work-performance
problems and issues. The EAP can play
an invaluable role by educating supervi-
sors and managers of the warning signs
of compulsive gambling, if they suspect
an employee has such a problem. In
addition, by merely providing quality
supervisor training and instruction on
appropriate referrals, an individual's
gambling problem may subsequently
surface.

Supervisors should document work-
performance problems which may
include: frequent and excessive tele-
phone use, extreme mood swings,
decreased productivity and the excessive
borrowing of money from co-workers.
Individuals with a gambling problem
may also brag about gambling wins or
display depressive symptoms following a
significant loss. Furthermore, the gam-
bler may display poor concentration on
work, moodiness, irritability and an
intense preoccupation with "breaking
even." As a gambler's compulsive
behavior progresses, he or she may have
frequent absences, as well as problems
with tardiness or job abandonment.
Through supervisor referrals, an EA

practitioner can effectively monitor the
employee's behavior and work perform-
ance,while coordinating the appropriate
resources and treatment fora compul-
sive gambler. The gambler's denial and
fear of being exposed may result in client
resistance and anger. These feelings may
be heightened when referred by a super-
visor. In collaboration with human
resources, the EAP can assist an organi-

con(iizued on page 37
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Women Gambling On Escape
The term "gambler" has traditionally been associated with the male

population. "Gambler" usually conjures up a macho image of a man figuring the
odds for the next big game; betting at the blackjack table; or spending hours at
the racetrack. The "compulsive gambler" is even more strongly stereotyped as
"the man about town."
The truth is that with the proliferation of gaming opportunities and the

increased independence of women, the number of female gamblers is clearly on
the rise. Moreover, women can be just as vulnerable as men to crossing the line
from gambling as recreation to gambling as obsession.

Female problem gamblers generally present a different profile than most of
their male counterparts. They are usually dependable and steadfast in their
duties, and quiet, not wanting to be singled out. Those treated at Valley Forge
Medical Center have been employed in many different positions. The common
thread is that they are trusted and valued employees, and thus, often have
access to the company's money stream.
Our experience indicates that female gamblers also tend to gamble differently

than males. While men are generally after "the big win," women tend to be low
rollers. To some extent, this is a function of the kind of gambling available to
them. Responsibilities at home and work can place severe limits on the amount
of time women have to gamble, so that easy access is important. Local bingo
games, video poker machines and lotteries are among the most accessible and
popular gambling activities for women. Their gambling takes the form of betting
every day with reasonably controlled amounts of money. This activity can
remain undetected for years, as money is diverted in small sums from
household expenses, children's allowances, "pin money," or petty cash.
Women seldom seek limelight or success through their gambling. What they

are seeking, at least temporarily, is a way out of their situations. They gamble
in reaction to something intolerable to them. It may be a workaholic, absentee
husband; an "empty nest" created by children leaving home; a dear friend
moving away; divorce; or the death of a relative or friend.
Gambling is an escape from these and other difficult situations. Ironically, it

SM

Health Sources
Tampa, Orlando, Miami and West Palm Beach, Florida

Rock Creek and Cleveland, Ohio
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is the only aspect of their lives where they feel in control. Everywhere else they
see themselves as victims, trapped by other people's expectations of them.
Rather than shun their obligations (unthinkable to them), they gamble to
alleviate the stress of each day.

Maintaining a facade of normalcy at work-and at home takes a tremendous
toll on all gamblers. Associated emotional problems—loneliness, low self-
esteem, depression, feelings of being inadequate, unappreciated or misunder-
stood—continue to fester while the gambling action gains a greater hold over
their lives. This is particularly harmful for women because their gambling tends
to be long term. The passage of time, coupled with the burden of finding money
and time to gamble, exacerbate these other conditions.

Eventually, though, an incident occurs that brings the female gambler's world
crashing down: money is discovered missing at work; household finances are
inexplicably depleted; children experience severe problems at school or
socially; or relationships fall apart completely. The woman responds by
gambling more with drastic consequences for herself and her family.
The challenge for the business community is to be mindful that women can,

and do, get caught in this web. Since gambling is so rarely associated with
women, it is simply overlooked when unexplained financial difficulties or other
related problems begin to surface. On the whole, professional treatment for
compulsive gambling is still relatively new, with limited specialized programs or
self-help options available nationwide. However, there is an increasing need for
such treatment as problem gambling spreads throughout society.

Undoubtedly, EAPs, human resource executives and others in the workplace
will encounter more individuals who cannot control their gambling activities. The
goal is to be proactive in creating a work environment that promotes awareness
of the dangers of compulsive gambling and encourages both men and women
to seek help early, before the results devastate everyone involved.
—J. Kenneth Nelson, MD, assistant director of psychiatry and the director of
gambling treatment program at galley Forge Medical Center &Hospital in

Norristown, Pa.
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Let Glenbeigh design
a custom recovery plan
—fc>r Mark anti for you.

■ Interventio~~: co~n,p~issi.or~ate, consequence confrontation

■ Detoxification: sub-acute, 24-hour a day medical
I110IlllOCl11~.

■ Sliort-tern, inpatient rehab: multi-disciplinary_ "~`~"~
dia~i~ostics by board certified
add~ictioi~ specialises.

■ Outpatient partial hospitalization:
multi-step programs with placement
based on recovery p~•ogress.

■ Intensive outpatient t►•eatme~~t:
return-to-work stabilization support.

l~~tel=l`~ll'C: TeCOVCI'y lI1SU1'flT1C;C.

l±or information call 1-800-436-6846.

Circle 6 on card.



'tz j
e'

~7~~e7+~

~ ~t

r ~~~
f'`

1 ̀' ~

` ki

fi w~~~

~"~

~ +dpi ~ ~'~

~ r

~ :~~ ~~, ,~~s ~ ~

~"
•

e ,.

~~
' ~\

:.'~
~ ,~~

~~~~M ~ `Sz



Therapy Of~'ers Change Without Coercion

13y Gregory L. Malone, MEd.

orking with emotionally disturbed youth can be monumen-

~ally difficult; it requires a great deal of patience and skill to

>lp them regain effective control of their lives. Typically, such

th have poor peer relationships; are Impulsive; are angry,

bitter and resentful toward adults; are oppositional and defcant; are eascly

distracted; do not tolerate frustratcon well; and exhibit low self-esteem. Thecr

behavior is self-defeatcng as they act in ways that are clearly in opposition to

their self-interest. These features and their accompanying behaviors—whcch

we commonly call "actcng out"—are of special interest to those of us who are

charged with trying to alter them.

An understanding of "control theory" and "reality therapy," a method of

psychotherapy developed by psychcatrest William Glasser, can give mental

health providers an alternative approach to adolescents who do not respond to

more traditional treatment modalities. Treatment does not occur just in
cort(irtuerf ait page /2



HIV and the Adolescent
In response to the growing incidence of HN among adolescents, the New York

State Department of Social Services is offering new resource materials for the
social services professional who works with this age group.
HIVI~fection and the Adolescent provides detailed information on HIV/AIDS,

adolescent development, HIV prevention strategies, legal issues, and implications
of HIV infection. A bibliography and list of community resources are included in
this 119-page manual

Talking to Adolescents About AIDS outlines atwo-day interactive training ses-
sion designed to give service providers the techniques they need to develop and
implement HIV prevention programs for adolescents. It eacplores topics on HIV,
adolescent development, sexuality and drug use.
Why wait to receive this valuable information? Simply send in the attached

coupon, fax us your order, or call (618) 473-8320 today for more information.

HIVIi{/ection and the Adolescent
Talking to Adolescents About AIDS

~S Price U3A ShiPP~6
$ 14.96 + $ 3.00 =
$ 14.96 + $ 3.00 =

Call for quantity discount. Make checks payable to Subtotal
NY3D33 Cashier and mail to: NYS Tax (wnere ayPUcanie~
New York State Department of Social Services
Cashier Unit 13B 

Total This Order

Social Services Resource Center
40 North Pearl Street, Albagy, New York 12243
Phone (618) 473-8320 •FAX (618) 458-6816 ~~v~~

Title

City State Zip

Telephone Exempt #

Total Prlce

s

We are required Lo collect sales tax on all NY9 orders. Please Include applicable NY$ sales tux or tax exempt Porm.
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continued from page Il

treatment sessions, it also occurs
throughout the day as the staff and
clients go about the business of living
and interacting in the treatment setting.

Control theory and reality therapy
give both the staff and clients a common
language and frame- of reference as they
negotiate their way through the tasks and
obstacles of daily living. Because reality
therapy is not done to someone but with
someone, it promotes a sense of partner-
ship and mutual respect that is a critical
element in teaching clients hpw to estab-
lish and maintain meaningful relation-
ships and how to meet their needs in
healthy, satisfying ways.

BASIC NEEDS. Glasser argues that we
are driven by our genes to satisfy basic
physical and psychological needs. He
asserts that all behavior is an attempt to
meet these needs. This is easily under-
stood with physical needs. If we were not
driven to satisfy our hunger, we would
starve. Our physical needs are defined by
survival functions that are clearly under-
standable. It is not so apparent that we
are every bit as compelled to meet our
psychological needs. They too have a
survival function that makes them a
commanding force in our lives on a par
with our physical needs.''If a basic need,
either physical or psychological, goes
unsatisfied for a period of time, our brain
sends signals .directing us Yo meet that
need; the longer the need goes unsatis-
fied, the more impelling the signals.

Glasser identifies four basic psycho-
logical needs: power, belonging, free-
dom, and fun. Counselors should help
adolescents understand what their needs
are—the greater their understanding, the
more likely they are to cooperate as they
are encouraged to satisfy their needs in
healthy ways.
• Power: The need for power can also

be described as the need for competence
or recognition. We desire acknowledg-
ment; our brain impels us to act in ways
that cause us to be recognized by others.
• Belonging: This need is often

referred to as the need for love. We want
to be connected with other people in a
significant and meaningful way.
• Freedom: The need for freedom

describes the genetic drive to want
choices and options.
• Fun: This need might also he

described as pleasure or recreation. All
continued on page l4
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~ ' ~ Graydon Manor has a
special regard for the family;

in fact, we were founded in 1957 by the parents of special needs children.
Today, our 61-bed residential psychiatric hospital helps boys 7-17 and

girls 13-17 whose psychiatric and emotional disorders require longer-term care.
Over our 36 years of pro-

viding residential hospitalization, ~ _
Graydon Manor has developed ~.,'~
particular strengths in working with - - ~
special populations, including
adopted children, victims of
physical/sexual abuse and dually ~^ _ ~~:...~'~".:~,:.-
diagnosed patients. ~ ~ ~~F ~

Our multidisciplinary program of individual, group, art/expressive and
family therapies is supported by a strong educational component, and surrounded
by 110 acres of scenic Virginia countryside. We're conveniently located near the
Washington, DC metropolitan area and close to Maryland and West Virginia.

For more information on how Graydon Manor can help your family,
please call (703) 777-3485.

~RAYDO~
M~AI`IOR

301 Children's Center Rd., Leesburg, VA 22025 • (703) 777-3485
John Snead, M.D., Medical/Clinical Director

-~v
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Short Term Rapid Inpatient Stabilization with Step Down Partial
Hospitalization Programs followed by community based

referrals for outpatient care.

Inpatient Crisis Stabilization

Partial HospitalJzatlon Day Programs

Psychiatric Treatment

Chemical Dependency Treatment

• Dual Diagnosis Treatment

• Aduits, Adolescents and Children

To make a referral, call our professionally staffed
.Crisis Assessment Center, 24 hours a day, everyday.

-, Call 1-500-537-7924

• JCAHO Accredited • CSAS Licensed •State Licensed
' ~i •Most Insurance Plans Accepted
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continue! from page 12

too often people view fun as expendable.
Glasser views it as a basic need. In other
words, the need for fun is no more
optional than the need for food.

Basic needs often conflict. One physi-
cal need may conflict with another,. one
psychological need may conflict with
another; or a physical need may conflict
with a psychological need. Both physical
and psychological needs must therefore
be balanced.

QUALITY WORLD. Usually, we satisfy
our needs by doing things with other
people. We have, located in our brains,
what can best be described as a picture
album. In this picture album we store
images of activities that fulfill our needs.
Our albums contain a vast number of
pictures. In it might be a picture of eating
a medium-rare steak, playing a guitar
with a friend, running a marathon or
writing an article on control theory. All
of these pictures are of activities we have
found to be, or think might be; need-
fulfilling. Many of these activities satisfy
more than one need. Glasser calls this
picture album our quality world.
As we move through a day, we con-

stantly monitor the real world through
our sensory system. We compare this
information with the pictures in our
quality world. If there is a match between
our sensory information and our pic-
tures, we receive signals that we experi-
ence as happiness, contentment and satis-
faction. Ifthere is not a match, we receive
error signals. Error signals are as
unpleasant as match signals are satisfy-
ing. Error signals often generate feelings
and thoughts, to one degree or another,
of being out of control; they are always
experienced as an urge to act. The goal of
this behavior is to change the real world
in ways that will produce a match
between reality and our quality world:

TOTAL BEHAVIOR.. The behaviors
used to change the real world are com-
posed of four components: physiology,
emotion, thinking, and doing (conscious
and voluntary activity). Although these
components are separate, they are con-
nected; if one component of behavior
changes, the others change. Because of
the way our brains are structured, the
components that affect thinking and
doing are the most accessible and con-
trollable.

Control theory now gives us a model

EMPLOYI;EASSISTANCE



to examine the seemingly irrational
behavior of emotionally disturbed youth.
When troubled youth receive an error
signal, the behaviors they use to change
the real world are often heavily weighted
with physiological and emotional compo-
nents. Their faces turn red, their blood
pressure rises, their veins stand out and
they scream and rage. These are the
behaviors they use to change the real
world so they will get a match between
reality and their pictures. While ineffec-
tive in any long-term sense, these behav-
iors are their best attempts to deal with
their error signals.

This leads to a hallmark of troubled
youth: they meet their needs in ways that
are destructive to themselves or others.
Youth who satisfy the need for power by
cheating at games severely limit their
ability to meet their need for belonging
and fun—no one wants to play with them.
However, cheating does, in a very real
but short-term way, meet a need. Simi-
larly, youths who steal, thus meeting
their needs for power and fun, will likely
lose their freedom.
The behaviors successful people use to

meet one need often enhance their ability
to meet other needs. For example, suc-
cessful people often meet their need for
power by performing well at their job,
which, through a paycheck, more effec-
tively allows them to meet their physical
needs and enjoy more recreational
options (both fun and freedom). Our job
as youth-workers is to help troubled
youth understand their basic needs and
to teach them healthy, long-term ways to
meet them.

RESPONS~ILITY. Reality therapy is
ideally suited for such a task. The goal of
reality therapy is to help the youth
assume responsibility for meeting his or
her needs by using long-term, effective
and responsible behaviors. Because peo-
ple have the most control over their
thinking and doing, reality therapy
focuses on changing .these components.

For reality therapy to be effective, the
counselor must establish a significant
relationship with the client; in other
words, the counselor must become a
picture in the youth's quality world..
Glasser refers to this a5 establishing the
counseling environment. He believes
that teaching a client to effectively con-
trol his or her life depends on being
involved with that client. Through a

continuer/ on page ]6
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WHAT IS PROGRESSIVE
HEALTH CORPORATION?

. . -.. -.: - .. . Progressive

Combining Quality Treatment and Cost Sensitivity is • •

• - • . . - - . . Progressive

Dedicated to Being Service Responsive is • •

- • Progressive

Relapse Support-Provision is • •

• ~ •• •. • Progressive

PROGRESSIVE 1-iF,ALTN CORpORAT10N

25 Kilmer Drive
Building #3
Morganville, NJ 07751

1-800-G26-~J355

Circle 11 on card.

3 M~~

~~

A ~ ~

~ . ~+.

Aspen Achievement

Academy specializes in
the treatment of teenagers
with psychiatric, emotional
and substance abuse
disorders.

Approved by most in-
suranceand managed care
companies nationwide.

800-283-8334

THE ASPEN DIFFERENCE

■ Residentlal treahnent in lieu
of hospitalization

• Time-limited program
(60 days)

~ ■Mandatory family
involvement which

AQ-IIEVIIv~Nr must be committed to
during admissions process

ACADIIv1Y ■Nationally recognized
A~o~Nr O~n~ooR outdoor therapy program

TFmvv~ Paoc;Rntii • Excellent outcome studies
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series of questions, the counselor helps
clients identify what they want and what
behaviors they are using to get what they
want, and then, helps them make a
judgment about whether those behaviors
are effective in the long run.

Although the counselor listens com-
passionately to the client's story and
feelings, the counselor doesn't want the
youth to get stuck in the past or become
too focused on feelings. People cannot
change the past and they have little
control over their feelings. The counselor
does believe that if adolescents use more
effective behaviors in the present to meet
their needs, their feelings will change for
the better.

A THERAPY CONVERSATION. The
following is a composite of conversations
our staff members have had with youth
regarding their involvement with poor
peer groups.
The counselor has worked with Jamie

for three months, knows him and his
background well, and has a good rela-
tionship with him. Jamie likes his coun-
selor, but does not get along well with
other group members; he is aloof and
projects an air of contemptuous superi-
ority. The counselor has just delivered
mail to the group. Jamie doesn't get a
letter, curses, pushes a group member
and storms off. The counselor gets Jamie
back to the group and begins a counsel-
ing session using his knowledge of con-
trol theory and reality therapy.

Counselor: What's going on, Jamie?
Jamie: I haven't gotten a letter from my
folks in two months. I write them every
week. I hate their guts, and I hate this
(expletive) place too. You just wait, I'm
running away tonight.

This statement gives the counselor
critical inforrrcation. In Jamie's quality
world, he is connected to his parents.
They love and care for him. They think he
is important enough to recognize by
writing letters. Jamie's immediatepicture
was one of receiving a letter from his
parents. When Jamie doesn't, his brain
sends out an error signal. This signal is
painful and experienced as an urge to
misbehave. The behaviors Jamie uses to
regain some control are to curse, push
people, storm off and think about run-
ning away. In short, Jamie is using anger
as his response to the. error .signal: Jamie
has no control over the initial error signal;

F?MPLOYF.LASSISI'ANCC



he does, however, have control over the
behaviors he uses when he receives the
signal.

Counselor: What would be different in
your life if you ran away?
Jamie: Man, I know people. Do you think
I need my folks or this crappy place? I've
got friends who care about me.
Now the counselor is beginning to home

in on the needs Jamie is not satisfying. In
other words, the coctinselor is helping
Jamie figure out what he wants.

Counselor: Jamie, are these the same
friends you were hanging out with before
you came here?
Jamie: So what? At least they care about
me and don't treat me like dirt.
Counselor: L.et me make sure I under-
stand; you want to be connected to people
who are important to you and you want
these people to care about you. Is that
right?
Jamie: Yeah.

The counselor now has an explicit
statement from Jamie about what he wants.,

Counselor: Okay, lets look at that. You
want to be connected with people. When
you were home, how did you do that?
Jamie: I hung out with my friends.
Counselor: Right, And when you were
with them, what kind of things did you
do?
Jamie: We broke into houses and stuff.
Counselor: What happened because-you
broke into the houses?
Jamie: I got sent to this program.
Counselor: So when you were with them,
you felt important and connected when
you would do things with your friends that
hurt other people and that put your
freedom at risk. Is that right?
Jamie: Yeah.
Counselor: And when you didn't get a
letter from home, what did you do?
Jamie: I cussed, pushed Billy, and threat-
ened to run away.

The counselor is helping Jamie identify
the behaviors he is tirsing to satisfy his
needs.

Counselor: So, these things you are doing,
are they working? I mean, are they
helping you be connected with people in
ways that also don't interfere with your
ability to be free and make choices?
Jamie: No, they're not working too well.

This is a crucial pert of reality therapy.
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Jamie has placed a value judgment on the
behaviors he is using to meet his needs.

Counselor: If we .could figure. out some
ways to be connected to some people who
are important to you in ways that also will
help you be more free, would you be
interested?
Jamie: Yeah:

The counselor now has Jamie's agree-
ment to explore new and healthier ways to
meet his needs. Because there is a partner-
ship between Jamie and the counselor,
Jamie is much more likely to follow
through with the plans he develops with his
group and counselor. The plan the coun-
selor and Jamie develop will have three
thrusts.

First will be to explore ways to help
Jamie get a better relationship with 'his
parents. However, this might not be suffi-
cient; Jamie doesn't have control over what
his parents do. While Jamie might want a
better relationship with them, they may not
want a better relationship with hirrc.

Therefore, the second part of the plan
will be to help Jamie develop some
satisfying relationships with people in his
community.

Finally, remembering that needs must
be satisfied on an every-day basis, the third
part of the plan will involve helping Jamie
develop more satisfying relationships with
his group members. The plan will focus on
the doing and thinking components of
Jamie's behavior.

In conclusion, EAPs should note that
emotionally disturbed adolescents are
both remarkably vulnerable and remark-
ably treatable. They are flexible, impres-
sionable, elastic and resilient. While they
often bend into bizarre shapes, they are
still malleable enough to return to con-
ventional appearance when given oppor-
tunities through reality therapy to talk
about and discuss their needs, their
options and their choices. Underneath
their resistance and hostility, they are
often anxious for guidance from someone
who will help them change without coerc-
ing them to do so. If therapy is offered in
this spirit, adolescents respond in a most
gratifying manner. They become a part-
ner with us in their treatment and ther-
apy. Their behavior, their productivity
and their degree of happiness often
change markedly fox the better in a short
period.

Malone, MEd, is direc~nr of n•nining ut 8ckerd Fnmily Youth
Altei•tmlives Inc., in Gerrrwa(er, Fla _

5 days
thati could
change

life.
Eating disorders are serious

illnesses, requiring treatment
that focuses on the recovery of
the whole person.
Our 5•Day Eating Disorder

Intensives are designed to
provide emotional healing for
those suffering from Anore~cia,
Bulimia or Compulsive
Overeating. We offer a safe
and nurturing environment
where recovery begins through
group therapy, lectures, films,
psychodrama, experiential
therapy and family sculpture
techniques.
Participants will:
+Idenrify the problem.

+Receive education.

+Realize the role of family

dynamics.
+Receive nutritional

training.

+Participate in Body Image

Therapy.

-i-Learn to let food assume its
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ECAD-1993 comes to Atlanta
December 1-S to offer treatment
{professionals and others con-

ccrned with addiction diseases the oppor-
tunity to earn professional credits and
insight into the field.

Since 1975, SECAD has provided pro-
fessionals with needed information on
alcohol and drug abuse. Charter Medical
Corporation is sponsoring this year's con-
ference and the American Society of
Addiction Medicine will co-sponsor.
For the first time, the Marriott Marquis

in Atlanta will host SECAD and the 130
plus exhibits involved, The cost of the
four-day conference is $400 and includes
all day and evening sessions; all confer-
ence materials; admission to the exhibit
area; the reception Wednesday evening;
lunch Thursday; and breakfast Sunday
morning.
SECAD will explore topics, such as

sexual addictions, intervention, co-
dependency and eating disorders, in addi-

TOUGHLOVE International, Inc

Self-help programs
for parents, kids and

communities

- Drug/Alcohol Abuse

- Runaways

- Behavioral Problems
- Teen Pregnancy

- Gangs

- In-School Suspension
Program

The TOUGHLOVE program
promotes healthier families and
more productive employees
in a cost effective manner.

Teresa Quinn
Executive Director
1-800-333-1069

•

Ines n an a
lion to several others. Some of the sessions
include: "The Impaired Professional and
AA" (Special Problems—Special
Groups); "Pharmaceutical Management
of the Chemically Dependent Patient";
"The Compulsive Gambler"; "Out of the
Darkness: For the Elder Alcoholic and
Drug Abuser"; "Addiction Recovery in
the '90s"; "Management of a Day Hospital
Treatment Process: Case Reports and
Outcomes"; "Negative Biopsychosocial
Consequences and the Maintenance of
Addictive Behaviors"; "The Impact of
Unresolved Grief, Abuse and Violence on
Recovery"; and "The Dually Diagnosed
Woman in Treatment."
Some of the speakers include: Terence

Gorski, MA, NCACII; Lynn Hanker, MD;
David Mee-L.ee, MD; John Wallace, PhD;
Father Joseph Martin; C.C. Nuckols, PhD;
LeClair Bissell, MD, Brenda Williams,
NCACII, CCS; Earnie Larsen, MRE,
Claudia Black, MSW, PhD; James Bart-
ling, PharmD; F. Hal Marley, EdD; Merrill

~~l~;Sati~la
~Parke

N 0 S P I i R l

The not for-profit specialists in
emotional &addictive i(fnesses

• Addictive Disease

• Psychiatric

• Geriatric

2500 Satilla Parkway
Waycross, Georgia 31501

Crisis Line 1-800-362-COPE
(2673)

Business Phone 1-800-382-9873

Norton, RPh, NCACII; and Michael J.
Bouldoff, MD.
Mac Crawford, chairman, president and

CEO of Charter Medical Corporation, will
deliver the conference welcoming, fol-
lowed by a prescnlation titled "Feelings"
by Father Joseph Martin, consultant and
educator on alcoholism, and president of
Father Martin's Ashley at Oakington at
Havre de Grace, Md.

Special guest Larry Gatlin, lead singer
for Larry Gatlin and the Gatlin Brothers,
will speak Friday evening, presenting "Hi,
I'm Larry and I'm an Alcoholic."

Professional credit is available for
physicians, nurses, counselors, pharma-
cists, psychologists, social workers and
certified EA professionals. Further infor-
mation is available through the toll free
registration number.
To register, call 1-800-845-1567 and ask

for SECAD registration or write to
SECAD, Charter Medical Corporation,
P.O. Box 209, Macon, GA 31298.
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hen President Clinton
announced the first economic
summit with much fanfare, I

doubt he had any idea he was introducing
a new forum for examining issues. Since
then, there have been summits on the
environment, kids, a second economic
summit, a mental health summit, and so on.
Like so many good ideas, the rush to copy
them trivializes the uniqueness, and we
soon become overexposed and plain sick
of yet another one.

Having said this, let me now contradict
my argument and suggest that it really is
the time. for a summit of those in the
employee assistance field. Over the past
three years to five years, there have been
so many major developments affecting the
broad agenda of workplace substance
abuse, that the major players in this field
need to come together to examine both the
nature of these changes, current trends and
future directions, and the impact, negative
and positive, that continues to transform
this field.
The call for a summit begins with a basic

observation. The field of employee assis-
tance in 1993 is barely recognizable com-
pared to the field as it existed as recently as
five years ago, in 1988. These intervening
five years do not reflect the inevitable
changes experienced in any half decade.
Instead, they reflect some of the most
dramatic changes one might experience
once in a lifetime. It is precisely because
this is not an ordinary time, reflecting
ordinary changes, that a summit is needed
to take stock of these changes and to bring
out new and fresh thinking on how to
respond to the transformations that are
occurring, both inside and outside EAPs.
The first thing the proposed summit

should consider is the nature of the
changes chat have taken place. Examine
first a major shift in the area of substance
abuse. What have you heard recently
about' the "War on Drugs?" Whatever
became of the highly touted "Say no to
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Drugs" campaign? With the change of
administrations in Washington, a dramatic
reversal has begun to take place reflecting
both the mood of an electorate, which has
tired of yet another war in which America
is bogged down and not showing much
success. The new drug czar has indicated a
turnabout from the interdiction-and-
supply strategy of the Bush and Reagan.
years to an emphasis on treatment and
curbing demand.
On the "street," events have also shifted

from the perception of a widespread
epidemic that spurred the War on Drugs,
to a "ghettoization" of illegal drugs, pri-
marily within the inner city and lower
socioeconomic groups. At the same time,
alcohol, the most widespread drug of all,
has returned from obscurity to reassume its
rightful place as king of the drugs. This is
particularly reflected in statistics on use by
school-age children and in colleges where
widespread, heavy drinking, in place of
cocaine and other so called hard drugs, is
now of great concern.

In the workplace, another series of
events has transformed substance abuse
from illegal to legal and from higher rates
to lower rates of reported problems. Few
protested very loudly in the mid-1980s
when the war on drugs turned to a
drug-free workplace. The advent of drug
testing and screening met with little resis-
tance despite virtually no evidence of need
or efficacy. When drug screening programs
were adopted, they offered parallel pro-
grams with the EAP but with vastly
different philosophy and methods of inter-
vention. The mania of the war on drugs,
however, muted any opposition. Today,
drug testing is limited primarily to pre-
employment screening, and given the econ-
omy in which there are few new hires to
begin with, the result is a relatively inactive
campaign.

Perhaps more disturbing are the wide-
spread reports of decreased drug and
alcohol cases within the EAP. While there

is little acknowledgement of this within the
EAP field and denial around this issue is
high, what -lies at the root of :this decrease
is not clear. How do confront this develop-
ment and what strategies are needed is
even less clear.

EA PROGRAMS. Any summit will have
to contemplate the enormous changes that
have swept over the EAP field in just the
past several years. At the top of the agenda
is managed care which continues to trans-
form and reconfigure EAPs far beyond
their simple mission of addressing sub-
stance abuse. within a work context. Inte-
grated care, utilization review and regula-
tion of utilization review have brought into
existence not only a new framework for
EAPS, but in essence, a new platform upon
which to stand.
EAP core technology, first articulated

and adopted only a few years 'ago, is
scarcely referred to these days. What the
boundaries, mission and nature of the EAP
are, is becoming less clear. Can anyone
really show me the rudiments of the EAP
profession? The swallowing up of EAP
external vendors by increasingly larger
national firms points to an uncertain
direction and future. Are internal EAP
models fast becoming rusty relics of a past
age?

There is much to contemplate about the
EAP world at this summit, not the least of
which is the evolving nature of the EAP
and its core. While a case can be made that
the events surrounding the transformation
of EAPs are either inevitable or for -the
good of employees, there appears to be a
number of downside issues. Of particular
importance is why the EAP field is no
longer in charge of its future: How we got
to this situation and what points of lever-
age remain should be put squarely on the
table at this summit so the EAP field can
think, with some. reflective certainty, that it
is in charge of its own destiny.

continued on page 38
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BHT Conference
Offers M~, EAP Dialogue

Dr. Michael A. Freeman, president of the Institute of
Behavioral Healthcare, opened the conference with a forecast
on the national healthcare reform's possible impact on
restructuring. The various symposia and workshops brought
experts from managed care, providers, EAPs and benefits to
examine new models of care, new systems and new
partnerships.
Freeman explained that the emphasis on reducing the cost of

behavioral healthcare will require new models of care that
home in on reducing the overall demand rather than applying
managed care strategies after the need has occurred. These
models would refocus solutions to problems related to some of
the major cost factors: lack of prevention, high-risk health
behaviors, regional inequities and terminal illnesses.
The Health Project, a voluntary consortium of business

leaders, health insurers, policy experts and government,
represented by the Centers for Disease Control, and the Office
of Health Promotion and Disease Prevention, presents a plan
for proliferation of worksite health promotions.

Freeman and co-speaker Dr. James F. Fries, CEO of
Healthtrac Foundation, also stressed overcoming the barriers
to cost containment by emphasizing prevention and aftercare.
The efficacy of control requires self-help guidelines to re-
educate consumers to eliminate learned helplessness, he said.
The workshops provided a forum for discussing the increase

in healthcare technology, developments with psychoactive
drugs, risk management strategies, EAP-driven managed care
and public/private partnerships, among others.

Consensus among speakers seemed to be that the door may
be open to EAPs to assume a coordinating role, stretching from
front-end prevention to monitoring and follow-up aftercare.
There was also a hint that stepping into this role might be vital
to the strengthening of EA as a profession.

MH Providers Note
Improved UR Relations

The sixth annual survey of members of the National
Association of Psychiatric Health Systems (NAPHS) found the
relationship between mental healthcare providers, managed
mental healthcare and utilization review firms has been steadily
improving.

Seventy-eight percent noted improvement in the
relationship over the past year, in the NAPHS 1993 Survey
Report on Utilization Managerrcent Firms Conducting
Psychiatric Review, which polled 141 NAPHS members. This is
an increase from only 36 percent, who noted improvement in
1992.
The improved relations occurred in spite of respondents'

observations (94.2 percent) that the use and/or impact of
outside UR firms increased.
The number of clinicians preforming the reviews has also

increased. With 70.5 percent reporting the outside reviewers
"often" or "always" were clinicians. In 1990, 75 percent said
"sometimes" or "often" they were non-clinicians.

Those surveyed also reported managed care firms are

becoming snore responsive to complaints of inconsistent,
unknown or unwritten evaluations used in patients' reviews.
Similarly, outside firms are exercising more flexible benefits by
selecting treatments according to the individuals.

Concerns about the time and resources consumed by outside
utilization firms and the affects the firms have on patients'
overall care topped the list of areas needing improvement.
Gatekeeping and the risk of undertreatment for the patients
also concerned survey respondents.

Benefit Managers Share
Views Of Health Reform

Employee benefit professionals expressed their fears about
the Clinton healthcare plan in a survey taken at the 5th Annual
Corporate Benefits Conference on September 20.
More than half of the 95 professionals surveyed think their

companies will pay more under the Clinton plan than they are
currently, and over 60 percent said if permitted, they would not
join a healthcare alliance.

Only 34 percent of the companies represented will be eligible
to form their own alliances under the present plan. Currently
companies must employ no less than 5,000 people to have this
option.

Forty-six percent do not believe the Clinton healthcare
reform ideas will control healthcare costs better, according to
the survey.

Conflicting opinions surfaced when the survey explored
where the primary funding should be found. Shared employer/
employee contributions led with 39 percent, followed by
savings from other federal programs and profits from sin taxes.

EAPs, Managed dare
Explored At conference

In a step to institutionalize EAP education, the School on
Management and Clinical Aspects of EAP Practice will hold its
residential program Apri124-29.

With the move toward managed healthcare, those working in
EA or MMH programs will benefit from the school's emphasis on
building networks needed by corporate clients. The conference,
sponsored by the University of Maryland, offers a balance of
management and counseling courses focused on EAP practice.
Tenured and tenure-track professors with EAP and similar
management fields will teach the courses.
Dale A. Masi, the program director and University of Maryland

professor, is the president of Masi Research Consultants Inc. and
has written several articles and books relating to the EAP field.
For the first year, the conference will include a day in

Washington, DC, where participants can explore EAPs in
reference to public policy through briefings with top public
officials.

Cost for the conference is $1,850 and includes living
accommodations, meals, recreation facilities and program
materials. The Maryland campus provides facilities for faculty
presentations and living accommodations.

Registration information for the conference, held at the
Maritime Institute Seminar and Conference Center in Baltimore,

continued nn page?8
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m o ee ssis ance lees.

his is definitely a year of crisis
and concern for EAP, In this
magazine we read of the "dis-
appearance of EA today."

Nearly everywhere there is concern that
healthcare- reform is going to kill the EA
field. But most of these doomsayers are
wrong, due to a narrow vision of both the
workplace and of EA work.
Too often these people are based in

metropolitan areas, influenced by work-
shops for the Fortune 1000 and thinking
they are on top of the latest transforma-
tions of the American workplace and of EA
work. This is often seduction by self-styled
gurus of a future that they will gladly shape
for a handsome fee.

Indeed, there is a larger world out there,
a world poorly represented by the faddish,
"hoY' management media and consultants'
latest buzzwords.

But the doomsayers are getting the floor
and getting attention. Their words can
become self-fulfilling prophecies, especially
as the EA world has become much less of a
community and more of a Tower of Babel.
Who is listening? And, to what?
So as a true believer, trying to lead a

hearty little band that keeps telling me that
this string of commentary is right-on, I am
going to have to work at being more
persistent and obnoxious. EA work is real.
It is not dead. It is based on a heritage of
strategies that now go back several dec-
ades, and it does not need to be recast or
restyled in order to survive.

THE WORKPLACE REVOLUTION?
One of the biggest irritants of the recent
past is the conclusion by several of my
colleagues that the workplace has changed
dramatically before our very eyes, trans-
formed into some combination of nirvana
and hell. Here, on the one hand, supervi-
sion has vanished and the rank and file
lives, eats and breathes quality. On the
other hand, we are told that employers
have stopped caring about employees and

ar
By Paul M. Roman, PhD

delight in turnover. I don't know where
these places are, but I am sure t~iese
features do not describe the places where
very many people work.

Certainly global competition has moved
to center stage, and many comfortable
organizations have found themselves fight-
ing hard For their market share while
downsizing rapidly. In such an arena,
quality concerns are appropriately central.
And once again, many managements are
reviving time-honored and time-worn
mechanisms to suggest more employee
participation. Hard times for many, particu-
larly for those who are not used to hard
times, but a major revolution? Hardly.

EA ROLES IN TREATMENT. Quotes
from the national media have asserted that
in the eyes of workplace managers, the
value of EAPs will diminish significantly
through healthcare reform because EA
staffs will lose their roles in selecting
treatment. This is a terribly misguided
vision, but its free-falling diffusion through-
out the nation, seemingly supported by EA
field leadership, is most frightening.

If newcomers and hangers-on who pre-
sume to speak for the EA field would only
do a few hours of reading! EA work stands
alone in two vital roles that have virtually
nothing to do with any healthcare reform
plan.

Specifically, if EA work is functioning as
anything other than a conduit to treatment,
it can vitally motivate employees to enter
the treatment process. Likewise, EA work
should be uniquely equipped at the "other
end," namely to perform workplace follow-
up.
Thus, EA work makes a huge contribu-

lion in cost-effectiveness in its roles of
initiating treatment and sustaining recov-
ery. But these words just go past the
prophets bound to remake this field into
some weird hybrid of direct treatment and
benefits management, devoid of any real
workplace content.

VALUE-ADDED EA WORK. I have
always found it useful to consider the basic
functions of EA work in terms of supervi-
sory/line management functions and exter-
nal care/benefits management functions.
Three dimensions in the first category can
survive as value-added and cost-effective
dimensions of EA work, totally independ-
ent of healthcare reform.
Paramount among these is the EA staff's

assistance to supervisors who are trying to
deal with troubled subordinates. For those
who say there is no more supervision in the
workplace, let them apply this to work
group peers.
We know inside-out that people of the

cultural traditions of North America and
Western Europe generally do not have
readily accessible mechanisms to persuade
the troubled amongst them that they need
to do something about their problems.
There is more than ample docu~entation
that the amateur attempts at help rarely are
effective and almost never are efficient.
So the need to provide guidance in how

to deal with these troubles remains, and
will remain, a central EA function. I have
been told repeatedly by experienced EA
workers, working as either internal or
external providers, that the largest single
block of their time is spent providing help
to employees (usually supervisors) who
don't know what to do about the employ-
ees. Value-added? Cost-effective? You bet-
ter believe it, my workplace colleagues tell
me. But don't expect to find testimony to
this effect where EA work consists only- of
reactive counseling and treatment referrals.

DUE PROCESS. Closely linked to the
provision of advice and direction to those
who don't know what to do with. the
troubled worker is the paramount need to
do it right. While attention is focused on
efforts to reduce national healthcare bur-
dens, there is little concern with beginning
to curb the social costs and deterioration of

continued on page 22
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continued from pnge 2/

social order produced by unbridled litiga-
tion.

Thus, it is critical for workplaces to deal
with troubled employees in a consistent
policy-driven manner. Due process means
equity and it is a great concept. Use of EA
opportunities has Veen repeatedly shown
to be an effective buffer against later
questions of harassment and discrimina-
tion. Value added? Take a look at employ-
ment-related lawsuits in companies with
EAPs unconnected to the workplace or
without them altogether..

TRAINING AND AWARENESS. The
training of supervisors and managers is
one facet of EAP work that seems to
clearly draw the line between those who
can be classified as clinicians and those
who see a vital workplace connection in
their activity. There are a very large
number of EAPs that include no supervi-
sory training component. Were I in charge
of EAP standards, I would take steps to
"de-certify" such alleged EAPs and make
certain that they did not use the EAP

22

label.
The key assumption underlying super-

visory/management training is that use of
the EAP reduces productivity losses,
smoothes organizational functioning and
reduces the likelihood of employee Curn-
over. These are major reasons for both
management and unions to support the
presence of an EAP.
But this point seems lost on those who

"know" that EA workers' singular roles
are tied to linking employees with the right
treatment. Indeed, it seems that many of
these commentators are barely aware of
what an operative EAP looks like.
To be sure, few have ever talked

seriously to managers or union leaders in
worksites where EA staff intervene early,
seeking solutions to problems that, from a
management perspective, are costly to the
operation of the workplace. Without this
experience, they have never heard
workplace testimony about the tremen-
dous value of EA work on everyday
operations. Instead they define cost effec-
tiveness only in terms of treatment savings.

Looking back 20 years, it is both

saddening and hard to believe that EA
work would diffuse to the extent that it
has, and yet it would still be necessary to
sermonize on the critical importance of
supervisory training. Does the word
"quality" ring a bell anywhere in the EA
field?

RAYS OF HOPE. There is a final point
for today, and a heartening one. Just as
watching TV can make you sick with too
much information about things that don't
deserve so much attention, the national
media about EA work would have us all
wondering if we have some clean, dark
clothes to wear to the funeral.
What "makes my day" is a chance to

attend a meeting of a local EAPA chapter,
as I receptly did in Seattle. Here one sees
the real life of EA work in action, and far
more fundamental knowledge and good
sense than seems forthcoming from the
national soothsayers. Pay a visit to the
trenches. The good action is still there.

Roman is n research professor of sociology and rlireetor of
the Center for Research on Deviance and Behavioral Health
at the University of Ceorgra.

STRESS IS NOT F~JNl`~TY!
WHICH 1S WHY WE DO NOT SELL WHAT

are popularly called "stress cards". Maybe they make
for a clever promotion, but we at Sunsource are more
interested in remediation. That is why STRESSDOTS°
can be regarded as a serious tool in Sunsource's

stress management program.
Stress has two components, the emotional

and the physical. Over 1,300 changes occur
in the body due to stress. And while the

emotional component of stress is
addressed regularly,.

the Sunsource program
was designed to help you leach

others how to relax physically. Stressdots
provide the wearer with an ongoing objective
way to monitor changes in their stressed moods.

Our unique relaxation exercises can'be used while
experiencing a stressful. moment, or for deeper

relaxation, in private.
The Sunsource program is currently being used by

Sunsource Health Products, Inc.
"Natural Ways To BeCter Living"

535 Lipoa Parkway, Kihei, Hl 96753

AT&'T, Dow Chemical, Owens Coming, USC at Davis,
Chase Manhattan Bank, Yale New Haven Hospital,

Scripps Hospital in San Diego,
Purdue University, and

many, many others.

It can be a STRESSDOTSm Stich
powerful addition to your stress w the bath of the hand.

management program. An.d best of all,
while being highly effective, it is inexpensive.

For more information, complete pricing and free samples please
ca11 our customer service department today at 1-800-666-6505
and ash (or our stress management information pachet.

"Peripheral skin temperau~re changes during the "[light or fight" response brought on by stress. Siressdots change color as mood changes occur.
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EAPs, Clinicians Confront New Drugs and Components of Addiction

By Joel C. Robertson, PharmD

Most clinicians feel frustrated with the apparent lack of success with

many of their clients. Perhaps one of the reasons is the tremendously

potent chemicals that are available to these clients. These "super

chemicals" have such reinforcing power over the body and mind that the

EAP, clinicians and others working with these addicted persons must

expand their knowledge to include an understanding of biochemical and

neuropharmacological systems.

Although this article is not intended to be an exhaustive review of

neuropharmaceuticals or new chemicals on the street, it is intended to

lay a foundation for individuals interested in working with the addicted

client. To understand the addictive potential of drugs, one .must

understand a bit about the workings of the brain.
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Gay or Lesbian Client?

DON'T BE FOOLED Remember when everybody suddenly

claimed to offer a cocaine program? A women's program? Eating
Disorders Unit? The truth was it was more marketing than
specialized treatment. Well here we go again. This dme it's the
huge psychiatric hospital chains suddenly claiming to be gay
affirnung!

Founded seven years ago, Pride Institute remains the nation's only
accredited treatment center exclusively for lesbian, gay and
bisexual patients. Call for an independent outcome study of Pride
graduates today.

OPRIDE
INSTITUTE

JCAHO Accredued

1-800-54-PRIDE
Circle 23 on card.

DRUGS

continued from page 23

ADDICTION REVISITED. Based
upon our old definition of addiction, a
drug that causes tolerance and physical
withdrawal will be physically addictive.
A drug that creates reinforcement for its
use will be psychologically addictive.
However, that definition on its own
doesn't explain why crack or cocaine are
so addicting.
What is addiction from a biochemical

perspective? To answer that question
briefly, consider five aspects of the body
affected when a drug is used consistently.
These aspects of addiction include: 1.
neurochemical or pharmacological, 2.
cellular or enzymatic, 3. neurohormonal,
4. psychological (chemically mediated)
and 5. end organ adaptation. Each of
these aspects responds to the ingestion of
external chemicals or the release of
internal chemicals through certain
behaviors. When we understand these .
aspects and how they are affected, we
can understand why potent chemicals are
so difficult to eliminate and why transfer
of addiction is so high.
The neurochemical aspect is simply

the addiction to external chemicals (by
taking drugs) that causes a direct effect
or causes the body to increase or
decrease a brain chemical's effect on the
brain. Therefore, chemicals that increase
excitatory or decrease inhibitory neura-
chemicals will have stimulant-like prop-
erties. Those increasing inhibitory
chemicals or decreasing excitatory chem-
icals will have adepressant-like effect. It
is important to note that behavior, such
as sexual or eating addictions, can also
cause neurochemical alterations.
The cellular aspect is mediated

through such enzymes as adenylate
cyclase and the micro-enzyme oxidizing
system. These enzymes increase or
decrease the breakdown or activation of
the brain chemicals. For example, if the
body is continually pounded with an
excess of excitatory chemicals, these
enzymes will try to decrease the effect of
these chemicals by increasing the speed
at which they breakdown or by decreas-
ing the activation of the chemical. This is,
in part, where tolerance comes from. It
also explains part of the cause of cravings
and mood swings. Enzyme adaptation
can take months to return to normal,
thereby creating physiological voids of
the chemicals that are withdrawn.
The neurohormonal aspect is also

involved in the production of natural

EMI'LOYEEASSISTANCE



brain chemicals. For example, if too
many excitatory chemicals are ingested,
the hypothalamus tells the adrenal gland
to decrease production of epinephrine.
Once again, this system will cause crav-
ing or mood swings because of the
decreased or increased production of
neurochemicals.
The psychological aspect is mediated

through the reward center. Although not
an identifiable center, per se, we do
know that chemicals are released when
something feels pleasurable to the per-
son. These chemicals are related to the
dopamine-methionine-endorphin sys-
tem. That is why for some, stimulants
may feel good, while for others, they
cause too much anxiety. This reward
center is based upon _a person's "neuro-
chemical personality" and is stimulated
by behaviors or chemicals, thus causing
transfer of addiction or recovery through
alternative rewards.
For example, an "arousal" person is

one who prefers excitatory chemicals.
They are prone to addictions such as
cocaine, crack, sex, gambling or risk-

taking. "Satiation" persons prefer inhib-
itory chemicals, predisposing them to
overeating, cleaning, perfectionism, con-
trol, alcohol and depressant addiction.

Finally, we have the end-organ
adaptation aspect. In general the thyroid,
adrenal gland, liver and other organs
adapt to prolonged ingestion of chemi-
cals, trying to decrease their effects. By
eliminating a drug and not. understand-
ing the biochemical effects, we have
mood swings and distortions of reality
caused by physiological effects.

In essence, these five aspects are not
treated with a purely psychodynami~ or
Twelve Step approach alone. We may be
able to stop the neurochemical ingestion
and alter rewards, but the physiological
issues from the other elements need an
additional recovery plan to keep a per-
son from developing uncontrolled urges,
mood swings, distortions in their think-
ing and relapse.

Since our new "super drugs" have
such a dramatic effect on a person's
physiological and psychological states,
we need to treat these biochemical

AT SAINT FRANCIS HOSPITAL

Alcohol and Chemical Dependency
Treatment Services

Including:

■ Detoxification Program

■ Women's Track

■ Pregnant Women's Track

■ FAAST Track

■ Family Program

■ Gender Issue Groups

■ Sobriety Maintenance

■ Continuing Care

800-724-9440 914-83y -3500
Saint Frances Hospital Beacon Division
60 Delavan Avenue ■Beacon, NY 12508

JCAHO Accredited
Most major insurances accepted

Not for Profit
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aspects of the person if we want recov-
ery, This doesn't mean we eliminate our
Twelve Step programs or psychodynam-
ics, we just augment them. It is going to
be increasingly difficult for the client to
remain drug free with the newer pharma-
ceuticals and street drugs, if we don't
assess and manage their physiological
alterations.

ADDICTIVE DRUGS. Although we
can still classify newer drugs into five
major categories, the differences within
each category will be in potency and
addictive potential. Those categories are:
1. stimulants, 2. depressants, 3. narcotics,
4, hallucinogens and 5. mixed or unclas-
sified.

In general, the new drugs, whether
produced with the FDA's approval or on
the street, are more selective in their
action on the brain, causing them to be
more powerful. By using more selective
pharmaceutics, the dosage can be
increased, thus a "high" produced, with
a lesser degree of side effects. For

continued on page 26

One call can make a difference

510-680-6500
The Serenity Eating Disorders Program at

Mt. Diablo Medical Pavilion offers an innovative
approach to the treatment of eating disorders.

Call to obtain a free informational packet-
Warning Signs of Eating Disorders.

Patients maintain school, work, and home commitments
through day and outpatient programs

Inpatient services when appropriate

Free confidential assessments

Additional programs for emotional problems or
chemical dependency

Mt• Diablo Medical Pavilion
2740 Grant Street •Concord, California 94520

Associated with Mt. Diablo Hospital District
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