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Introduction
Carl R. Tisane, President, PPC International, L.L.C.
Employee Assistance Programs (EAPs) have survived, even thrived, despite a
seemingly endless litany of problems and controversies. We've argued about alcoholism vs. broad-brush programs, internal vs. external, increasing or limiting insurance
coverage, restrictive HMOs, too little or too much professionalism, the establishment
of program standards, and hospitals trying to fill beds vs. managed care trying to
empty them.
It seems that with each new conflict, voices can be heard proclaiming the impending death of EAPs ... and yet for some reason employee assistance, like a
certain commercially-savvy bunny, keeps on going ... and going ... and going.
What is the driving factor behind the refusal ofEAPs to roll over and play dead?
The answer is not at all complex. In fact, it is profoundly simple. And this simple truth
is so universal that it also is predictive that EAPs, in one form or another, will grow
and prosper throughout the world.
Geography, climate, history, language, culture, and economics in many ways
define who we are and which part of the human race we belong to. Yet vital as these
concepts are to our identity, they do not supersede the fact that we are all human; i.e.,
we are thinking, feeling beings who, over the relatively short period oftime known as
our life span, attempt to make our way through the world achieving fulfillment on a
variety of levels, including physical, emotional, social, and spiritual.
This process is invariably a struggle from which no one is immune. Along the
way, even if we are often successful in achieving the sought after fulfillment, life's
struggle frequently manifests itself in the form of personal problems.
Although I know many very successful and optimistic people who do not readily
discuss their pains and problems with others, I have yet to meet the person who truly
has not experienced one of life's jolts along the path toward fulfillment. This is, personal problems are one of the human race's most common denominators; like thinking, feeling, eating, and breathing. Personal problems may well be culturally related,
induced, exacerbated, or alleviated; but they are certainly ubiquitous in every culture.
Secondly, individual personal problems, whether social, psychological, or otherwise, can frequently impact the individual's ability to function within a group, especially in the work setting. Thus, it is inevitable that there will be some negative effect
on organizational producti vity at the workplace from the aggregate total of indi vidual
workers hampered by personal problems at any given moment. Again, this phenomenon transcends cultural differences.
The response of employers to this reality varies widely ... ranging from "headin-the-sand" denial to patriarchal caretaker. Yet advancing technology and the corresponding globalization of the marketplace for most industries is gently, but unrelentingly nudging professional human resource managers to the realization that organizational survival depends on the optimal utilization of a healthy, functional workforce.
This is the impetus which will continue to drive the establishment of EAPs or other
interventions appropriate to each company's and country's culture. The term "Employee Assistance" will not necessarily be used around the world, and even the "core"
components will vary; however, the trend for work organizations to address the im9

pact of workers' personal problems on productivity
will continue. Those
organizations which fail to confront the common denominator ofthe human condition
will gradually go the way of the dinosaur.
For better or for worse, Employee Assistance Programs have been closely identified with the efforts of American industry to reduce the impact of alcoholism, drug
abuse, and other personal employee problems on work performance and company
productivity. This has resulted in many raised eyebrows when suggesting that similar
efforts might be useful in other countries. Sure, America is the land of drugs, violence,
lawyers, and psychoanalysts (not necessarily reviled in that order). But you will hear,
"We do not have those problems in our country!"
While such resistance is to be expected, it is true that much of the U.S. EAP
practice and philosophy is not readily transferable to work settings in other cultures.
Lack of recognition of this fact by American EAP practitioners has, in some cases,
actually retarded the potential benefits of work-based counseling programs in other
countries. EAP "core technology" and other fairly fundamental beliefs prevalent in
North America will frequently fall on deaf ears in Europe, South American, and the
Pacific Rim.
But despite such pitfalls and obstacles, we continue to witness unprecedented
interest in the international applications of Employee Assistance Programming. The
gathering ofEAP professionals at the international reception sponsored by PPCI (formerly Personal Performance Consultants) at the Annual EmployeeAssistance Professionals Association Conference has grown geometrically over the past six years. A
new Global Behavioral Health Congress was added to the annual Behavioral
Healthcare Tomorrow Conference in 1996 and will be expanded in 1997. The International Federation of Social Workers has initiated co-sponsorship ofEAP seminars
with Dr. Dale Masi and PPCI at venues around the world.
With the demand for global information and resources growing daily, it is time to
begin to document the status ofEAPs and similar workplace services internationally.
Such a daunting task could only have been undertaken by someone with the breadth
of international experience of Dr. Masi with the enthusiastic assistance of her graduate
EAP scholars at the University of Maryland.
This International Employee Assistance Anthology is a work of monumental
importance. Certainly not because of its comprehensiveness, which is of necessity in
a first edition. But this volume represents the starting point for accumulating diverse
data for virtually all industrialized nations pertaining to Employee Assistance, Occupational Social Work, and other work -related behavioral health strategies. It is a living
document that will grow and become even more valuable with each edition. Hopefully, the myriad of other efforts not available to Dr. Masi for the first edition will
emerge for review and inclusion in future editions.
Plans are afoot for the second edition of the International Employee Assistance
Anthology, expected in 1998. It is our fervent hope that this first edition will not only
stimulate existing international EAP practitioners to seek inclusion, but also to contribute to the evolving practice ofEAP as we move forward into the next millennium.
Carl R. Tisone
President
PPC International, L.L.c.

PART I

----------

Chapter I
EDITOR'S PERSPECTIVE
Dale Masi
A Personal Dimension
Hong Kong, July 1996-It seemed appropriate to write this chapter while I was on
international assignment. Why? To me, it is essential for the reader to place EAPs
in a global perspective. Specifically, one must experience the international scene
emotionally and intellectually.
Since 1970, when I began international work, each culture has elicited its own
particular feeling in me. I find myself stretched, forced to look beyond my native
American shores and relate to people who have different values, speak different
languages, and exhibit unique cultural habits.
I write this a week after having arrived in Hong Kong in the middle of a typhoon. The next night, armed with chopsticks, I was dining with my Chinese friends
Ng Shui Lai, Doris Fong, and Betty Woo. We shared a common bond as we tried to
communicate and work together toward our shared goals. This resulted in a tremendous sense of community, provided me with unique feedback, and forced me to place
things in an entirely new context. What was important in my everyday American
life-the weather, the usual irritants like Washington, D.C. cab drivers-suddenly
was minimized in light of the connection across the borders. It reinforced in my mind
what really counts-people.
My international experience began with living in Europe for five consecutive
years. I worked in Italy and England as a postdoctoral fellow for the American
Association of University Women (AAUW), as a National Institute for Mental Health
(NIMH) consultant, and as a senior Fulbright scholar. The experience of everyday
living in other countries, however, kept me grounded in a reality that remains with
me still, as I noted in a previous publication:
We lived the experience of taking three children ... a toy poodle, 12,000
pounds of household goods, and a station wagon to Italy. We were then faced
with finding a suitable place we could call home ... When I think of Italy,
not only do I think of the artistic accomplishments of the great music, but
also of having to carry our drinking water home because of the threat of
hepatitis. Imagine a magnificent lO-room villa with marble floors but without
the convenience of closets, telephone, light fixtures, or kitchen cabinets.
(Masi, p. viii)

Despite my eventual return to the U.S., I retained a strong personal identification with expatriates which remains with me to this day.
I was also left with a desire and need to continue to enrich the international
professional experience. I have averaged two trips a year abroad to consult, lecture,
or deliver services to countries all over the world. Under various auspices-from
the U.S. State Department, International Council for Alcohol Addiction (ICAA) ,
the University of Maryland, U.S. businesses, and most importantly, the invitation
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and sponsorship of foreign countries-I have been privileged to travel to the Middle
East, the Far East, Australia, Europe, the former Soviet Union, and the Caribbean.
Nearly 90% of my work has involved the local population rather than American citizens abroad. It is these experiences I treasure that forged the personal and
professional stretching I described earlier. I interacted with translators, foreign customs, and border guards when there was an Iron Curtain. I've had a People-to-People
trip canceled in Portugal due to the Gulf War and was ordered home by the U.S.
government. I've faced danger from drug traffickers when lecturing on eliminating
cocaine and heroin in certain countries, and my room was tapped in Iraq-all of
which sounds like some foreign journalist's experience. My mission, however, was
far afield of reporting. My goal in each country was to work together with local
professionals to sensitize people to the problems of the worker-stress,
addiction,
AIDS, etc.; and to introduce new methods for change. How to do this as a middleclass, white American woman is a challenge that I continually face. Hopefully, there
will continue to be an opportunity to share with other cultures what I have learned
from my own American experience and which has some application and utility around
the world.
The Professional Dimension
Why this book in 1996? It has been during the last five years of lecturing and
consulting overseas, I have felt a real awakening, understanding, and curiosity about
the Employee Assistance Program field in other countries. In 1992 in Russia, I addressed alcoholism in the workplace and found the genesis of a responsive audience.
I am now frequently invited to address Prevention of Violence in the Workplace (one
of the reasons for the present visit to Hong Kong).
As the program director for the Annual Residential School on Management
and Clinical Aspects of EAP Practice, co-sponsored by the University of Maryland
at Baltimore and EAP Digest, however, I have seen a continued and growing international enrollment. Over the past seven years the program has embraced students
from Hong Kong, Australia, Jamaica, Trinidad, South Africa, Sweden, Canada, England, Belize, and Ireland. In 1996, 20% of the Residential School's participants
came from outside the U.S. with another two from Romania trying to attend, but
logistics and financial hurdles could not be overcome.
Carl Tisone, founder and president of Personal Performance Consultants International (PPCI), had the foresight to see this potential of working with programs in
"other countries when he established PPCI. His vision is one of collaboration, not
competition, and service to locals as well as expatriates. His goal is to meld PPCI's
American experience with what indigenous professionals see as applicable for their
own culture. Working with PPCI has increased my conviction that the experiences of
different countries, not just that of the U.S., need to be shared across all borders.
Carl Tisone and I attended the May 1995 European Network of Occupational
Social Work (ENOS) conference in Athens, Greece. During one session, he leaned
over to me and asked, "Why not have your students research different countries to
form an initial database on what's happening around the world?" Thus, the idea of
the book took shape on a napkin as we sketched out the countries where we thought
there might be some activity. We went to George Watkins, publisher and president of
Performance Resource Press, and a three-way agreement was reached.
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Authors, Process, and Methodology
The University of Maryland Graduate School of Social Work has a specialization in Occupational Social WorklEmployee Assistance Programs. In the 19951996 academic year there were 42 students in the program. One of the classes I
teach, Administering Employee Assistance Programs, became the laboratory for this
book. At the first meeting, students randomly drew their assigned country's name.
They were given content guidelines: descriptions of the country, the health care
system, the social service system, legislation relevant to the workplace, and the
presence of EAPs and occupational social work in the country. They were instructed
to contact and visit the country's embassy in Washington, D.C., research the information through the university library's database and the Internet, follow any leads I
could provide them, utilize the Employee Assistance Professionals Association
(EAPA) and available EAP literature, and follow any other avenues they might find.
They were to list all contacts, as well as bibliographic material. From the beginning, the publisher believed the contents and references would be two of the most
important parts of the book. Readers would have a reference point to pursue their
particular country of interest to whatever detail they desired.
Then the fun began! These graduates were all, except for five, in EAP internships and were also taking other courses such as Evaluation Research and Addiction, so they were not novices. They were all second-year graduate students who
have since received the M.S.W. degree. All research costs past $15 were covered,
which allowed for considerable teleconferencing and facsimile transmissions. Many
non-U.S. members of the EAPA International Committee were interviewed by the
students. For some there was an array of rich material. For others there was next to
nothing. Consequently, the students were challenged in many ways. They were all
guaranteed authorship of their work, provided it passed the scrutiny of the publisher
and myself.
By December 1995 we had over 1,500 pages, even though each author had
been limited to 20 pages of narrative. My research associate, Robin Masi, and I
began the laborious task of reducing the content and converting it into a form acceptable to the publisher. We found it necessary to eliminate the section on social
services. Those countries without any EAP activity were placed in a separate section-we felt the student research in the health care system and relevant legislation
was too important to discard. As EAPs develop in these countries, and we feel sure
they will, they will move on to the "Have EAPs" in future editions. After reviewing
the student material, Peverley Reyes, my other research associate, and I sent letters to
International EAPA members listed in EAPA's directory and requested their contributions. As the book shows, many responded. New Zealand is a good example where
authorship is shared by the EAPA member and the student. I held teleconferences
with persons in many nations who were not able to submit written information but
wanted to contribute. Former international students from the Residential School were
also asked to participate when we thought it relevant. The chapter on South Africa
demonstrates the dual authorship of a Residential School graduate with the student.
With this as a background, it is important to realize that this is a beginning effort
to form a consolidated resource of what is occurring in the EAP/occupational area. In
no way are we saying we covered all programs or persons, and indeed we apologize
for any omissions. Some did not respond although repeated faxes were sent. One
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EAP person from Japan sent highly detailed and technical material in Japanese, but
the price of translating was prohibitive ($0.20 per letter). We requested the material in
English, but before going to press, we were notified this was not possible. Nonetheless we are grateful to our Japanese peers for the material and have included them as
contacts in the chapter.
This was a three-month student assignment and, though students were at the
graduate level, abilities did vary. We ask readers to remember their graduate days and
the pressures they incurred. I am proud of my students and am not apologizing for
their hard work-they accomplished a monumental task. Any omissions in reference
material dates or other citation specifics occurred because the material they received
lacked this information. We also located some contacts where we had not researched
the country. These are listed under "Other Contacts."
Thirty-three countries are included, as well as three chapters covering U.S. companies overseas, foreign companies in the U.S., and the U.S. Armed Forces. The
publisher intends this to be the first of biennial volumes. We welcome new suggestions, corrections, and contributions for the next edition which will be started in the
fall of 1997.
Structure of the Work
The book is divided into nine parts. Seven cover major geographic areas of the
globe. Because of its relevance to EAPs, substance abuse appears under this section
rather than health care. Also covered are those countries without EAPs as well as a
separate chapter on how employers from one country deal with EAPs in another.
Some are unique in approach or situation and rate special mention here. The appendix contains the new EAPA International Program Guidelines. We are grateful to
EAPA for permission to publish the document in its entirety.
Africa
The chapter on South Africa was jointly written by Ms. Lina Joubert, EAP
Director of Alpha Ltd., and my student. Ms. Joubert's contribution is reflected in
the detailed and authentic picture of contemporary South Africa. It is truly one of
the highlights of this book.
Asia and the Pacific Rim
Asia and the Pacific Rim (Part III) present one of the most interesting challenges to the development of EAPs internationally. There is a spectrum that begins
with India, which legislates that all factories or industrial establishments employing
200 or more workers hire occupational social workers (known as Labor Welfare
Officers). India also requires day care centers where there are 20 working women.
At the other end of the spectrum are several other Asian countries researched (Korea, Taiwan, and Singapore) which were found in embryonic stages. What was
uncovered, however, seems to anticipate a potential development. For example,
40% of Korean males abuse or are dependent on alcohol (Lee, 1992) and are addicted to gambling to a large extent. The extensive role of labor unions in Korea
would seem a natural source for EAP development in that country.
Taiwan and Singapore, with their rapid industrial advancement and foreign investment, seem to be another area for growth. The Taiwanese Service Centers may
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be a natural sponsor. Singapore has seen U.S. companies such as Digital Equipment
and Wells Fargo Bank move into the country; foreign interest will generate the need
for EAPs for expatriates and may be at the forefront of program growth. Foreign
companies can hardly offer a benefit to expatriates and not to their nationals. EAP
professionals will need to consider the best application of the concept in such a restrictive environment. Unless foreign investors anticipate the problems employees may
face, they will probably encounter the same difficulties experienced by expatriates in
theArab countries, particularly SaudiArabia and Iran. BringingAmerican and European families to such a culture can be problematic. This was particularly demonstrated in Iran when a group of American teens were arrested on drug charges and
were to be tried as adults. The U.S. government literally had to kidnap them and
remove them from the country, precipitating the formation of the first cooperative
outpatient mental health clinic by American corporations and the U.S. State Department. Dr. Steven Pieczenik (who presently co-authors books with Tom Clancy) was
the original designer of the program and met with me before I visited the clinic in Iran.
Dr. Pieczenik briefed me as I was going on behalf of other U.S. companies (Bechtel,
ARAMCO, Exxon, Morgan Guarantee Trust, and Westinghouse). I was able to see
and hear firsthand the incredible stress experienced by expatriates in such an environment. It taught me that expatriates cannot be lumped together. Rather, the respective
country of assignment bears a tremendous influence and should be taken into consideration.
Hong Kong is unique. This is my third visit. I am keenly aware of the rapid
development of EAPs in Hong Kong. This stems from two sources-the expatriate
community (30,000 U.S. citizens alone in Hong Kong), as well as the Hong Kong
companies. An all-Asian EAP conference is being planned for the fall of 1997 with
the Hong Kong Christian Service, IFSW, and PPCI cooperating as sponsors. This
should certainly add to the impetus of EAP growth.
In June 1994, I was invited by the Employee Assistance Service ACT
(EASACT)/Coopers & Lybrand to provide workshops in EAPs and workplace violence in Canberra, Australia, which resulted in individual consultation to the Australian Post and EAPs in Sydney and Brisbane. From this experience I saw firsthand
what the author of the Australian chapter describes. EAPs are growing and developing quickly in Australia and EAPA has already established a chapter there. They
appear to be following the U.S. pattern of partial in-house and partial contractual
models. The merger between EASACT and Coopers & Lybrand could be a forerunner of a fascinating combination of services. One issue underaddressed is that of
alcohol abuse and dependence, which will be a continuing financial drain to employers. As Australia grows and prospers, so will EAPs. There is a tremendous potential
for the development ofEAPs in Australia.
Europe
Part IV includes European countries with EAPs and occupational social work.
France is on the cutting edge historically in providing education, counseling, and
organizational consultation to the workplace. The requirement of two-year training
for social workers in all industries with over 250 employees is quite advanced. Two
points in the French model also stand out. The first is the move to organizational
consultation by the practitioner. Most U.S. EAPs (excluding the U.S. Postal Service)
do not involve the EAP practitioner in this capacity. The second is the two-year
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educational requirement for the occupational social worker that includes occupational
courses and other specialized training.
Ireland is also at the forefront of educational requirements for its unique twoyear diploma course required for those working in industry. The U.S. sorely needs
this academic dimension in order to finally institutionalize the EAP field. Until it
affiliates itself with the educational system, it will not be seen as a profession. I
know this is controversial in the U.S., and as a university professor I may not be
objective, but from an international dimension, I do not think the EAP field will ever
gain respect from abroad without it. Progress will continue in Ireland, but it would be
wise for them to include EAPs in collective bargaining agreements. Unions are so
strong in Ireland, they could playa vital role in EAP development. They could also
advocate the inclusion of mental health treatment as a part of the entire health care
program. It is inadvisable for any health care system to separate the two. Forcing
individuals to pay for their own mental health care leads to inevitable results-very
few receive help and the rest become progressively more ill and finally end up within
the more costly physical health care system.
When discussing EAPs in the United Kingdom, it is too easy to assume that
because our language is similar we are alike in most ways including EAPs. England
is one country that has given support to the school of controlled drinking as opposed
to the abstinence model. This thinking has slowed the progress of EAPs until fairly
recently when the broad-brush focus, which goes beyond alcohol problems was
adopted. As one who lived in England for three years and taught at Ipswich Civic
College for two years, I became keenly aware of the British class structure and how it
affects EAP service delivery. Mixing client groups indiscriminately or designing programs in a similar fashion for all employees could invite problems. Lastly, the British
are very private people and prefer keeping their feelings to themselves. Prominent
psychiatrist and addiction expert Dr. Brian Hore told me 10 years ago when we were
lecturing at a conference together, why he was skeptical aboutAA in England: "We
[British] don't like to air our problems in front of others as you Americans, who have
groups for everything."
As the chapter reveals, there is recent development in EAPs in Denmark. I
recently (1995) had an interesting experience in Copenhagen when I was invited by
the United States Information Service to speak as an AmPart lecturer to the Center
for Interdisciplinary Information on Women's Studies (KVINFO) in Denmark.
KVINFO is financed by the Ministry of Culture and is governed by members who
represent various women's organizations. The topic requested was "Sexual Harassment in the Workplace." The participants showed keen interest, particularly in the
American legal system and the issue of sexual harassment. Interestingly, the audience was comprised of men as well as women who expressed concern about the
prevalence of this issue in Denmark. They wanted to learn about the U.S. response
as they thought Danish laws and practices were behind those of the U.S. I was also
surprised by the extent of interest in the subject exhibited by the Danish press.
Sweden's EAPs are rooted in the occupational alcoholism program model. In
1990 when I lectured there for the U.S. State Department, I met the staff of a number
of internal programs who were also recovering alcoholics. They followed the original, traditional U.S. model. IBM and Scandinavian Airlines were cited as examples.
How all this evolves will be most interesting.
Switzerland is a prime example of the possible confusion, competition, and con-
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flict between OSWs and EAPs. The OSWs are outside vendors and have a long
history in Switzerland. They may clearly evolve into EAPs unless other professionals
decide to set up separate and new services which could result in confrontation.
Middle East
The main material for the Middle East section is on Israel. Although I lectured
on employee assistance a number of years ago in both Iran and Iraq, I am not aware of
any further developments at this time in either of those countries.
North and South America
Part VI includes North and South America and the Caribbean Islands. Canada
has a rich history in EAPs as Chapter 22 reveals. Canadian professionals have a
strong presence in the Employee Assistance Society of North America (EASNA)
and were heavily involved in its formation due to their desire for a more professional and more international organization than had previously existed. Like the
U.S., Canada has numbers of vendors and external programs.
Although Mexico seems to have little or no EAPs at the present time, the North
American Free Trade Agreement (NAFTA) may bring about considerable change.
For example, U.S. Department of Transportation (DOT) guidelines for random drug
and alcohol testing apply to vehicles crossing the border. As of this writing, U.S.
officials such as Mary Bernstein, director of DOT's Office of Drug Enforcement and
Program Compliance, and Dr. Joseph Autry, director of the Division of Workplace
Programs in the Center for Substance Abuse Prevention/SAMHSA, have been actively engaged in negotiating the terms for fulfilling the U.S. laws. Hopefully EAPs,
rather than punitive measures, will follow.
The Islands of the Caribbean have individually struggled with EAP development over the past 15 years. With recent laws requiring public programs to have
EAPs, the future is bright for EAPs in Puerto Rico. However, managed care will be
a critical factor in the delivery of services since alcoholism is so prevalent in Puerto
Rico and treatment is limited. As the possibility of statehood becomes more real,
further growth ofEAPs will be assured. U.S. companies and federal agencies in Puerto
Rico have also helped EAP development. Training, however, will be necessary and
hopefully one of the universities will identify this and meet the need. It would be
beneficial if the knowledge and expertise in Puerto Rico could be brought to their
neighboring territories such as the Virgin Islands, which have really floundered in
trying to form EAPs. I envision a Caribbean consortium encompassing all of the
islands into an EAP effort. Rather than each going at it independently, a mutual
endeavor could be helpful and cost-saving. Puerto Rico and Trinidad are natural
leaders for such an effort.
Trinidad, of all the islands, stands out clearly as the leader in EAP development.
The Caribbean School of Alcohol and Drugs (CARIAD) has been held annually for
over 20 years for M.D.s, nurses, social workers, teachers, and others. I have been
privileged to be part of its visiting faculty since 1985 and have lectured on EAPs, as
well as delivered a number of workshops. This has led to interest in forming similar
programs in Barbados and Jamaica. Barbados has few programs at this point. Jamaica has made more sporadic attempts, although the presence of gangha (marijuana)
presents unique problems.
In SouthAmerica, Brazil leads the way in EAP development. The country proudly
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has an EAPA chapter and we are grateful to its president for contributing material for
this book. Although the chapter's author could not find any EAP developments in
Argentina, high workers' compensation costs may initiate an interest among Argentinian employers. The tradition of psychoanalysis and long-term therapy, as the author states, will become thwarted by managed care. As managed care continues to
find cost-savings approaches, it may also bring EAPs intoArgentina. What is important, however, is the larger picture of the lack of EAPs in SouthAmerica. Presently,
this continent remains almost void of workplace counseling, be it social work, psychology, or EAPs. These countries do not have such programs and it may well be
decades before such structures are developed.
Other
The final section of the book deals with U.S. companies and military programs
overseas, as well as foreign company programs in the U.S. I have been privileged to
have Toyota USA as a client for a number of years, and their EAP has a long history
and shows real commitment on Toyota's part. As in the other chapters, there is rich
material that readers from other countries will find beneficial.
The outstanding characteristics of the U.S. military overseas program is the
extensive array of services for family members, including teens and children with
special needs. This has not been characteristic of the multinational programs that
concentrate on the employee. There is much to be learned from the military-sponsored programs.
Observations
After reading the material that follows, one perceives clear trends as well as
issues which bear highlighting. One is the confusion between occupational social
work (OSW) and employee assistance, which will increase unless a better classification of the two systems is established. The former, as the chapters reveal, is a much
older service and is clearly institutionalized in a number of countries, particularly in
Europe and India. Some of these programs are required by law and some are external, but all are staffed by social workers. Occupational social work is virtually nonexistent in other areas. The European Network of Occupational Social Workers (ENOS)
represents European countries with occupational social workers and conducts a European conference every 18 months. EAPs, on the other hand, are relatively new and
define themselves with the uniqueness of special knowledge in addiction and
multidisciplinary staffing. One major difference between the two is that professional
degrees and credentialing are essential to OSW; programs staffed by nondegree personnel are not acceptable.
With an eye toward cross-pollinating the two disciplines, and aware of the size
of the occupational social work effort, I approached Tom Johannesen, secretarygeneral of the International Federation of Social Workers (IFSW), which represents
over 400,000 social workers worldwide in 62 countries, and Carl Tisone of PPCI
with a proposal to train occupational social workers in the EAP approach. We would
then, hopefully, avoid a collision course between the two efforts, as well as have a
resource for a network of EAPs. This collaboration was reached and received the
support of the IFSW board. Training occurred in Copenhagen in August 1995. IFSW
president Elis Envall, ENOS president Verena Hufschmid, and EC representative
Liliane Cocozza participated as students. A similar Asian effort is currently being
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contemplated.
In my opinion, occupational social work is not the same as employee assistance.
This book is about EAPs with their unique characteristics of expertise in addiction,
overcoming denial, management consultation, Critical Incident Stress Debriefing
(CISD), the use of supervisory referral, brief treatment, downsizing, workplace violence, aggressive outreach, and benefit consultation, to name a few. Occupational
social work is a much more traditional service, extremely valuable, but not necessarily
as aggressive and comprehensive. Sadly, there has been an avoidance of the importance of addiction and the need to address it throughout the global social work community. It is essential, however, that all those involved in both programs, especially in
certain countries, collaborate and cooperate. They have much to learn from each
other and rather than competing, they can better serve the workplace jointly.
The second trend which emerged from the research is the almost universal concern voiced by professionals and managers over alcoholism and the extent of its effects. I was surprised by this, thinking that denial would be more prevalent. Instead,
the subject kept surfacing. This trend points to the role of the EAP and its traditional
expertise in this area. Too often, EAPs shy away from mentioning addiction when
presenting problems to management in countries other than the U.S. The material in
this book bears out the view that management is more aware and concerned about
alcoholism than previously thought.
Rising health care costs is another trend that materialized as an issue for many
countries. The traditional, all-encompassing, socialized model of health care is deteriorating and many countries are experiencing a two-tiered system in which the people
who can afford to do so are purchasing services that are better and more readily available than those provided by the government. This may also indicate the onset of a
managed care system.
Lastly, in many countries, unions have a very powerful role and some countries
have over 50% of the total workforce as union members. Unions will have to be
partners in any EAP growth. Attempts were made to develop contacts with the
International Labor Organization for their comments. As we went to press, we had
not yet heard from them but we will address this in the next edition.
Join us then on this whirlwind tour ofEAPs worldwide. Bon voyage, arrivederci,
adieu, adios, and sayonara!
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AFRICA

Chapter 2
SOUTH AFRICA
Una Joubert, Group Manager, Social Services, Alpha LTD., Sancton,
South Africa and Kim Goldfarb
I.

Introduction

South Africa's population totaled over 40 million in 1994, distributed among
76.1 % black, 12.8% white, 2.6% Asian, and 8.5% mixed origin. South Africa is a
Constitutional republic-a Government of National Unity (GNU), including an ExecutiveAuthority, a LegislativeAuthority, and a Judicial Authority. The SouthAfrican National Assembly has 200 members from the national representatives list and
200 from the regional representatives list of the different political parties. Members
are elected on proportional representation.
The Political Climate
Organized political activity among Africans began with the establishment of
the African National Congress (ANC) in 1912. Restrictions were gradually placed
on Africans and Indians; they were prohibited from acquiring land and from voting.
The Afrikaner Nationalist Movement grew steadily on a foundation of sectarian preference. Following violent confrontations between government andAfrican nationalists' movements, nearly all black political organizations were banned. In 1963, Nelson
Mandela, along with others, was convicted of treason and sentenced to prison.
Mandela was released from prison on February 11, 1990, and became president following the democratic presidential election in 1994.
The multiparty democratic elections of 1994 introduced a new political order
in South Africa and brought an end to many years of isolation. The opening up of
international markets together with access to communication networks and information exchange, resulted in this country having become part of the global village
virtually overnight.
Issues in the South African Workplace
Not only does South Africa now compete in the global economy, but issues
and challenges facing business and industry in other parts of tohe world have now
also become part of the South African workplace. The situation differs from most
developed countries by the process which introduced change at a rate never equaled
before in the history of the country, and the national legacy of oppression, racial
imbalance, and an unequal distribution of wealth. The latter created a socioeconomic environment with very distinct, yet opposing, first and third-world characteristics and challenges.
Among the socioeconomic and political issues that have a profound effect on the
SouthAfrican workplace are:
•
Extreme poverty and unemployment, especially among nonwhites.
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Rapid urbanization resulting in homelessness and settlements with inadequate
infrastructures.
Very high crime levels and political violence in certain parts of the country.
Increases in substance abuse, especially among young people, as well as in HIV
and AIDS cases.
Escalation of health care costs and a move toward managed health care.
Movement away from sophisticated first world health care by the public health
sector toward only providing basic primary health care.
Lack of state social security, especially with regard to elderly pensioners.
Down~izing leading to massive unemployment andjob insecurity.
Affirmative action often resulting in inexperienced black employees and women
promoted to management positions, and job insecurity among white male managers.
Ill-equipped and unskilled workers entering the job market from inferior education systems.
Stress brought about by the political transformation and change.
Increased industrial action and strikes.
Disillusionment with the government's Reconstruction and Development Program, which does not deliver as expected.
Introduction of new labor legislation that enforces nondiscriminatory practices
and encourages more participative approaches to employee management.
Introduction of new health and safety legislation that highlights employers' responsibility to manage health and safety and puts risk management in the center
of the work arena.

These diverse challenges of the "new" South Africa force companies and especially Human Resource Departments to think and plan more strategically. They
also challenge EAPs to become more dynamic and to focus on entire systemsemployees, the organization, and the communities in which they operate-to be
more effective in managing and addressing issues of the day.
II.

Occupational Social Work (OSW)

OSW is a relatively new phenomenon in South Africa. Although training for
practice in theAfrican community by Africans was established in 1946 at the College
of Social Work for Natives (no longer in existence), applying such practices to the
workplace continues to be an unfamiliar concept to a great majority of SouthAfrican
citizens. Social work service began to emerge in the late 1950s and 1960s with the
Iron and Steel Corporation of South Africa (ISCOR). SASOL, an oil manufacturing
company, initiated a social work service following an investigation into the conduct of
national service men, permanent force members, and the impact of family life on job
performance (Terblanche, 1992). OSW also stems from the growing concern in the
country for the safety and well-being of South African miners. Sello Mkalipe conducted a survey of twenty schools of social work in 1988. Nineteen responded, and
the percentage of South African social workers specializing in OSW was found to be
small, averaging only 6% of all registrations.
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Contrary to what has happened in other countries, there is no history of occupational alcohol programs in South Africa. Alcohol abuse is recognized as just one of a
range of individual and psychosocial problems that affect the ability and capacity of
organizations and individuals to function at optimum capacity.
III. EAPs
History
The start of EAPs within an industrial setting was first noted by the Chamber
of Mines of South Africa (COM). Still in existence today, COM was the coordinating body for mining houses. At the time, COM was predominantly concerned with
returning World War II soldiers in the mid-1940s. Most soldiers had few choices
and were forced to work in mines that had unhealthy and unsafe working conditions.
A hospital, Springkell Sanitarium, was built to provide health care services, including
alcohol and drug-related services and mental health care to miners. A social worker
was appointed to oversee the treatment of miners. In the 1980s, the COM hired a
consultant to research the feasibility of EAPs for the mining industry. In 1986, the
concept was accepted and introduced into two of the main mining areas by COM.
Today, COM continues to provide EAP services to its miners, with programs in
Johannesburg, Klerksderp, Rustenburg, and Wetback.
Since the early 1980s, many South African companies have recognized the EAP's
potential in improving employees' performance by improving their health, mental
health, and life management knowledge and skills. Many companies, however, implemented programs as a means of internal social responsibility, especially in respect to
disadvantaged employees whose community psychosocial resources were virtually
nonexistent. A group of EAPs, created in 1983 under the observation of the University of South Africa (UNISA), was later incorporated into the membership of the
Institute for Personnel Management of SouthernAfrica. Now known as the National
EAP Committee, it represents some of the main industries, two universities, and a
social service agency.
Occupational health practitioners (nurses) have played a key role in introducing
EAPs in many companies. This reflects the tendency of South African industries to
identify more readily with health-related issues rather than with psychosocial and
welfare determinants of productivity. The factory clinic tends to become the safe
place to discuss personal problems, some of which are exhibited as psychosocial complaints. This tendency to position EAPs within the company eli nic limits of the range
of EAP services. It may also limit the influence employee assistance practitioners
have on key human resource decisions because of the low status accorded occupational health nurses in corporations. This makes it difficult to introduce meaningful
and often necessary mental health and biopsychosocial and EAP service in the workplace.
The success of EAPs has consequently been varied in South Africa. Recent
research on the incidence and nature of EAPs in the top 100 public companies in the
country (Harper, 1996) reveals that an EAP is still not perceived by most company
decision makers as an integral and essential part of human resource management.
These programs are not seen as an ideal vehicle for an integrated approach to managing the impact of social and workplace problems on employee functioning and the
pursuit of business objectives. Priority is also not given to biopsychosocial health and
psychosocial determinants of producti vity. These determinants are often viewed with
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suspicion or perceived in a moralistic and stigmatized manner. This in turn is reinforced by societal perceptions of counseling and psychosocial services as meant only
for fringe elements and not for the integrated and solid citizens. EAPs are still positioned on the periphery of human resources and business management. As such, they
cannot easily influence decisions and processes relating to employee and organizational development and the achievement of business objectives.
In a research survey conducted by Dr. Laurens Terblanche (Maiden, 1992, p.
19), it was found that 69% of respondents offered assistance to their employees. Fiftyeight percent offered assistance following a structured program within an organization while the balance offered unstructured services that could not be considered an
EAP.
EAPs in South Africa provide advocacy and act as arbitrator for employees.
Where labor unions continue to be powerful in the society, they chiefly advocate for
logistical issues concerning working conditions, leave, and pay. EAPs receive and
investigate complaints made by employees and try to achieve equitable settlements,
often resembling ombudsmen.
EAP Professionals
EAP professionals incorporate social workers, psychologists, nurses, medical
officers, and labor relations personnel. Unlike American EAPs, which evolved from
occupational alcoholism programs, South African EAPs essentially evolved from
changing social conditions within the work environment. Hence few, if any, EAP
professionals are recovering alcoholics or substance abusers.
Roles and functions of practitioners differ depending on the initial purpose of
the EAP, whether unions employ social workers for the benefit of their members,
and management's perception of the problems in the workplace. EAP counselors
aid in education for businesses and their employees. One of the major educational
efforts has been in the area of HIV/AIDS. EAPs offer employee counseling and
referral, as well as consultation to supervisors, managers, and union officials.
Models of Service Delivery
The in-house and outsourcing models of service delivery are favored by most
companies. Many also use the coordinator design in which EAP coordinators are
trained as first-line assessors and referral managers, and counseling and assistance are
provided by community resources. This design poses a problem in rural areas where
mental health practitioners and other resources are lacking.
Although there is a move toward outsourcing (which would result in a growth of
EAP vendors in the market), it is still a fairly new concept in South Africa. For this
reason, no guidelines as yet exist to assist purchasers of services to assess potential
vendors and their products. Similarly, guidelines and standards concerning the implementation ofEAPs, their effectiveness, and their service delivery are nonexistent. The
EAP committee ofthe National Institute of Personnel Management, which represents
the EAP field at a national level, is presently working with the International EmployeeAssistance Professionals Association (EAPA) to address this.
Services Performed
Angela du Plessis (1991), director of the Industrial Social Work Program at the
University of Witwatersrand in Johannesburg, finds that EAPs in South Africa follow
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more of a macro approach, differing from the U.S. micro model. Research also indicates that most EAPs favor a comprehensive approach as opposed to an individual
approach. They focus on supporting and developing the present and potential capacity of employees, their families, and communities for healthier and more productive
lives. Organizations have also begun to consult with EAP professionals on developments and events that impact the well-being of employees. Occupational social workers
with knowledge and appropriate skill training are playing a greater role in this area.
Many EAPs are also involved in employee development, mental and biopsychosocial
health promotion, and lifestyle management.
An analysis of personal problems addressed through EAP interventions indicated five core problems: substance abuse, financial difficulties, HIV and AIDS,
trauma resulting from violence, and marital/relationship difficulties. Key workplace issues being addressed include: the psychosocial consequences of downsizing,
work stress resulting from work overload and managing the changing workplace environment, and stress relating to affirmative action.
Most companies use both reactive and proactive approaches when addressing
intervention and problem solving. This reflects their recognition of the need for a
balanced focus on issue, cause and effect, and prevention and treatment interventions. Furthermore, despite the low coverage and high cost factor associated with
curative and residual interventions, South Africa lacks sufficient resources for the
treatment of mental, psychosocial, and biopsychosocial problems. This prevents
effective service delivery in this area. Hence many EAPs in South Africa at their
inception utilize reactive and proactive strategies in order to service a greater proportion of the workforce. There is also growing awareness that effective problem
solving requires attention to the social and economic uplifting of people and communities.
Many companies are presently reviewing their EAPs in an effort to align them
with the broader Human Resources function. Business objectives of the company
are acknowledging the fact that productivity can be enhanced and costs contained
through the improvement and maintenance of employee well-being and health.
Case Study: Alpha Ltd.
Background
Alpha Ltd. (formally known as Anglo-Alpha) is a leading industrial company in
South Africa, whose core business is the production and distribution of concrete and
related materials. Its 81 operating units are situated throughout southemAfrica, some
in very remote rural areas, and it employs 4,200 people, 55% of whom are in blue
collar positions. Alpha has always played a leadership role in human resource management in the country and has been known for its enlightened workplace practices.
These practices are based on the company's social policy, which dates back almost 30
years.
Services Performed
Contrary to the peripheral positioning of EAPs in other companies, the EAP
and related programs in Alpha are administered and coordinated by the Group Social Services Department which forms an integral part ofthe Group Human Resources
Division. The programs coordinated by the department include Occupational Health
(OHP); Pensioner Assistance (PAP); Corporate Social Environment (CSI); EAP; and
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Retirement Preparation (RPP).
Implementation of these programs takes place at the plant or operational level
where they are managed by a Human Resources Manager. Employee counseling is
done in-house by HR practitioners, occupational health practitioners, or social workers trained in EA counseling. If specialized counseling is required, employees are
referred to community resources.
Following an integrated approach to service delivery by creating and maintaining synergy among the different HR functions is part of the mission of the Group
Human Resources Department.
The EAP in Alpha has often set an example for other companies. Not only was
the company instrumental in setting up a networking group for EA practitioners in the
early 1980s, it was also one of the first companies to introduce an EAP policy and
related policies onAIDS, harassment, and medical surveillance of employees.
A reactive approach is followed in counseling individual employees on matters
such as financial problems, substance abuse, and marital and family conflict. This is,
however, counterbalanced by a proactive approach through which employees are
educated on a variety of topics such as family communication, recognizing and avoiding drug abuse among teenagers, financial management, dealing with mid-life crises,
personal safety, lifestyle diseases, and balancing work and family life.
The EAP at Alpha is also responsible for presenting educational programs to
employees on political change, training first-line critical incident debriefers, debriefing and counseling of victims of violence, introducing workplace practices such as
flextime and overnight accommodation during peak periods of violence to ensure
safety employee, and mediating between conflicting factions in communities through
peace structures and as peace monitors.
Financing
The private sector is currently playing a major role in financing community projects
as well as providing employee assistance within their organizations. The role of government in this area has yet to be determined.
Corporations such as Gencor, South Africa's largest mining house, and currently
the country's largest corporate investor, is also one of the largest social investors. Gencor
supports programs to improve the quality of education. Within the workforce, Gencor
operates one of the largest, full-time adult education programs in the industry.
Nissan has also made great inroads on social issues. The company embarked on
a program to improve literacy and math skills among its workers, and later extended
its program to neighboring communities. Nissan is currently training black South
African dealers to run their own businesses.
Samancor, a business that produces chrome, has been committed to affirmative
action efforts to ensure that all levels of employment reflect the demographics of the
country. They also provide for employees who wish to build or acquire a house.
Substance Abuse
In 1956, the information office on alcohol and drug dependence was opened in
Johannesburg following a visit by Marty Mann of the U.S. This was the first treatment effort for alcohol and drug dependence in SouthAfrica. From the office emerged
the South African National Council on Alcohol Dependence (SANCA, which later
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became SANCAD with the addition of drug dependence) (Wilcocks & Edmonds,
1992).
Inpatient treatment programs are provided for people suffering from either alcoholism or drug addiction. These programs range from 5-day to 28-day treatment
programs for nonstate institutions. State programs allow for longer programs-anywhere from six weeks to six months. Programs for adolescents also tend to be longer.
Most follow up includes aftercare programs of varying structure and intensity.
Outpatient programs are generally urban-based. Most require daily attendance
for the initial three months. During this time, the patient is monitored for withdrawal symptoms and treated with medication to assist the process. Attendance
can then decrease to three times a week and continues to decrease during the following nine months, after which weekly visits begin. Antabuse is offered throughout the
process and is encouraged during the first year. A combination of group and individual therapy is practiced, along with educational groups, following the initial sixmonth treatment. After this, patients may continue to keep contact with their therapist
if they so choose.
Aftercare is provided following discharge from an inpatient treatment program, where on many occasions treatment consists of attendance in an outpatient
treatment facility. Both AA and NA groups are encouraged during outpatient and
aftercare programs. Although addictions is an area addressed by EAPs in SouthAfrica, it is not treated with the same level of expertise or emphasis as in the U.S. EAPs
in South Africa appear to address substance abuse during the later stages of the disease when the intervention approach is more curati ve rather than preventive (Maiden,
1992).
The approach South African EAPs take is indicative of a society with different
presenting issues at the time of its development. Political issues appear to take
precedence within the working environment due to the implication and complications resulting from a society affected by apartheid.
Education
Another shortcoming of EAP service delivery in South Africa is the fact that
no institution for tertiary education offers a qualification or accreditation in the EAP
field. Some universities only offer an EAP module as part of other specialized training courses, such as occupational social work.
IV. Description of the Healthcare System
Although the standards of medical education are high, the delivery of services
is often fragmented and duplicated. There exists a wide disparity in health and in
access to health care, particularly in rural areas. Preventive and rehabilitative services appear to be insufficient. The system continues to operate with a paternalistic
attitude toward patients and until recently was dismissive oftraditionalAfrican medicme.
Currently, the health care service is a mix between a fee-for-service, managed
health care system and a socialized, nonprofit system. Approximately 50% of health
expenditure is in the private sector. Fifty percent of physicians work in the private
sector where they serve 20% of the population covered by health insurance (Benatar
& Rensberg, 1992). South Africa faces the challenge of transforming the current
health care system into one that offers fair access to services.
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TheANC has a national health plan which advocated unitary health service. Its
functions include the promotion of healthy lifestyles, coordination of all health care
services, and collaboration with other sectors influencing health, e.g., housing, water
supply, service amenities, and sanitation. Other functions include community participation in the planning and delivery of all health care services and an effective referral
system. Environmental health services will be addressed along with administrative
services, which include budget control and human resource development. The plan
incorporates the ideologies of a democratic society in which individual human dignity
is respected and human rights are upheld and universalized. Such a plan will apparently be a strain on the economy if not properly investigated and planned.

v.

Relevant Legislation

With a new government in place, South Africa is in the process of evolving its
Constitution and its health care, human rights, and labor laws. Many committees
and other organizing bodies are working to implement new ideologies under the
current democratic government. These changes are part of a continuing effort toward equality and fairness. New labor laws will include detailed explanations of the
rights and obligations of workers, trade unions, employees, and their organizations.
Trade unions appear to be a very powerful and driving force for the move toward better working conditions. Currently, a team of eight members have drafted a
bill that attempts to complement the interim Constitution and the aims ofthe Reconstruction and Development Programme (RDP) which aims to improve the provision
of education, health services, housing water supply, land, electricity, refuse removal,
roads, and human rights.
The present Labour Relations Act encompasses employees such as domestic
workers, academics, and parliamentary workers who were previously not covered
under any legislation. The bill proposes to include all workers, except members of
the National Defense Force, the police, and intelligence personnel. The bill will
attempt to create a climate in which disputes can be resolved by mediation. The
decision to strike can then be made as a last resort following unresolved discussions
and 30 days of bargaining.
There is a provision for what is termed "workplace forums." These forums,
which can only be initiated by a union, are designed to bring employers and employees together for input on the process of production. The group meets monthly in order
to discuss issues such as the organization of the workplace, training, and health and
safety. Certain aspects of the bill have caused controversy among labor members.
For example, the bill does not preclude employers from using scabs during strikes.
Also, workers are not allowed to strike on issues that have been decided during the
workplace forums between workers and management.
Sexual Harassment
The September 1994 Congress addressed the issue of sexual harassment, and a
Code of Conduct was adopted. The general principles under the code view sexual
harassment as discriminatory. The labor movement appears to be taking active measures toward its elimination. It is defined as: "any unwanted or unwelcome conduct
of a sexual nature or other conduct based on sex which causes discomfort to the
victim. This can include unwelcome physical, verbal or non-verbal conduct"
(Shopsteward,1995).
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This code details procedures for grievances and disciplinary action. There is
also mention of assistance for the victim ifhe/she suffers emotional or physical stress,
whereby the union or federation shall grant an additional paid sick leave for therapy
and ensures that counseling is received. The Congress of SouthAfrican Trade Unions
(COSATU) has asked its affiliates to negotiate a sexual harassment code and procedure with employers to demonstrate its commitment in fighting sexual harassment at
the workplace. The organization advocates legislation, including the Labour Relations Act, that prohibits sexual harassment and violence against women.
Health, Safety, and the Environment
COSATU also advocates for labor laws and union and workers' health rights.
A conference was held in October 1995 to address health, safety, and the environment. The Occupational Health and Safety Act (OSHA), the Mineral Act, Compensation for Occupational Injuries and Diseases Act (COIDA), the HealthAct, the Labour
Relations Act, and the MedicalAidsAct were discussed. Issues related to companyfinanced health care were also addressed. Questions addressed included whether or
not there should be employer occupational and primary health care, and if so, should
workers' dependents be covered as well; and should employer-financed clinics be at
the workplace, in the community, regional, local, or industry-based, and who should
appoint clinic staff.
The policy states that programs must be developed to ensure physical, psychological, and vocational rehabilitation of disabled workers; a national database on occupational health must be developed to reflect the prevalence and incidence of occupational disease among mine workers and ex-workers; compensation pensions should
be linked to inflation; medical facilities and proper medical care should be made available to disabled and diseased ex-mine workers; and a coherent and comprehensive
policy toward HIV/AIDS must be developed by the state (The Mining and Mineral
Policy, 1995).
With these legislative issues in the forefront of the reform plan, a need will
grow to advocate and enforce them. Within this arena, EAPs may become more
significant and develop further. Research for certain studies on these issues has
been conducted by organizations incorporating EAP-based organizations. These include the Institute of Personnel Management, which along with the Institute of Directors, UNISA Center for Women's Studies, the Women's Bureau of South Africa, and
theANC Women's League, conducted research into sexual harassment in the workplace. This study assisted in the move toward establishing legislation addressing the
Issue.
VI. Conclusion
In summary, it can be said that although EAPs are underutilized in many companies and still find themselves on the periphery without strong management infrastructures, such services go beyond addressing the "walking wounded." The unique conditions and circumstances in the country during the apartheid era, and the country's
extreme isolation during this era, forced EAP practitioners to become very entrepreneurial and creative in "designing" intervention strategies and processes to address
priority issues of the day. This has resulted in very dynamic and successful EAPs in
a number of companies.
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Contacts
African Christian Democratic Party
Contact: Mrs. M. Visser
Fax: 011-794-1624

Horizon Clinic
South African National Council on
Alcoholism and Drug Dependence
(SANCA)
17 North Street
P.O. Box 195 South Africa
Tel: 52-7977/8

South African Agency
(The Business Club)
bgraham@lia.co.za
African National Congress (ANC)
anchq@anc.org.za
South African Woman's Party
Fax: 011-452-4746

Contact: Callet Wagner
Seef Wolmarans
Department of Welfare
P.O. Box 72615
0040 Lynnwoodridge
Tel: 27123127770
27 12 323 3733

Contact: Ms. G. Erb
Chamber of Miners (COM)
Employee Assistance Program Services
Johannesburg:
Dr. Renate Volpe
Klarksderp: Dr. Coetzce Badenhorst
Rustenburg: Mr. Ian MacLachlan
Witbank: Mr. Andre un Jaersueld
email: info@bullion.org.za

South African Consulate-General
Fax: 310-657-02215
Ms. Lina Joubert
Alpha LTD
51 Ri vonia Road
Sancton
South Africa
Tel: 011-780-1000
Fax: 011-283-8950

Green Papers-South Africa
email: submit@polity.org.za
The African Research and Information
Alliance
email: AFRIA@legilink.co.za
Worker's List Party (WLP)
Leader Mr. M P Ndlovu
Contact: Mr. P. Chan
Fax: 011 336-8625

References
Benatar, S. & Rensberg
Chamber

V. H. (1992).

The legacy of apartheid

of the Mines of South Africa [on-line].

(1995).

on healtli care.

Submitted

World Wide Web Address:

for publication.

http://www.bullion.org.za.

du Plessis, A. (1991). Study conducted by writer on Occupational Social Work in South Africa. In R.P. Maiden (Ed.)
Employee Assistance Programs in South Africa. New York: Hawthorne Press.
Green,

D. (1995). A commentary
on restructuring
the national health system for universal primary health care:
Report of the committee of inquiry into a national health insurance system. Strategic Health Review [on-line].
World Wide Web Address: http://www.aztec.co.za.

Harper,

T. (1996). Employee assistance programming
and professional
within the international market. (Provided by Lina Joubert)

HIV/AlDS employment code of good practice
http://www.azlec.co.za.
Labour Relations

Bill [on-line].

(1995).

[on-line].

(1995).

Strategic

World Wide Web Address:

developments

in South

Africa

1995/6 and

Health Review. World Wide Web Address:

http://www.tmn.com/safricalindex.

Africa

Lewis,

35

G. (Ed.). (1995). Monthly review of the progress of the South African
programme. RDP Monitor,J(9) [on-line serial]. World Wide Web Address:
Welfare.

Maiden, R. P. (Ed.). (1992).

Employee

assistance

programs

in South Africa.

reconstruction
and development
http:///socialwelfare.htm#Social

New York:

The Haworth

Mkalipe, SJ. (1988). Occupational social work education in South Africa. In R. P. Maiden (Ed.) Employee
programs in South Africa. New York: The Haworth Press.
Race relations survey. (1995). Labour relations
ington, D.C.
Robbins, David. (1995). Reconstruction
report, pp. 73-76.
South African

Communication

Service

and employment.

and development:

[on-line].

(1995).

Received

Press.
assistance

from the South African Embassy,

Too much too little. Building a nation-Forbes:

World Wide Web Address:

Wash-

A special

http://www.polity.org.za.

Mboweni, T. [on-line]. (1995). Statement by the Minister of Labour to the Imago Conference.
South African International
Database: http:www.mg.co.za/mg.html.

World Wide Web

The Shopsteward:
A publication
of Congress
Address:
cosatu@www.anc.org.za.

World Wide Web

of South African

Trade Unions

[on-line].

(1995).

Terblanche, L. S. (1992). The state of the art of EAPs in South Africa: A critical analysis.
Employee assistance programs in South Africa. New York: The Haworth Press.
University

of South Africa Information

University

of Witswatersand

Information

Page [on-line].

(1995).

Page [on-line]. (1995).

World Wide Web

In R. P. Maiden

(Ed.).

Address:

htm@osprey.unisa.ac.za.

World Wide Web Address:

http:www.law.wits.ac.za.

Wiicocks, L. & Edmonds, L. (1992). Alcohol and drug abuse: Treatment alternatives in South Africa. In R.P. Maiden.
(Ed.) Employee assistance programs in South Africa. New York: The Haworth Press.

PART III
ASIA AND THE
PACIFIC RIM

Chapter 3
AUSTRALIA
Dale Rampell
I.

Introduction

Australia is roughly the size of mainland United States, with a population of
18 million people, 70% of whom live in cities. Since World War II, there has been
unprecedented growth in population due to immigration. The result is a multicultural
society originating from 200 countries.
Australia participates internationally on a variety of issues such as trade, arms
control, human rights, democracy, the status of women, the environment and the
development of humanitarian assistance (Australia, 1995).
At the turn of the twentieth century Australia began to emerge as an industrial
society. With this development came a variety of social problems in the workplace,
such as increased stress, accidents, injuries, and alcoholism-all of which resulted
in increased absenteeism, lower productivity, and higher cost to the companies.
II.

EAPs

The industrial revolution was a contributing factor in the increase of alcohol
and substance abuse in the workplace, which produced significant losses in productivity and revenue. To address these problems, the National Alcohol and Drug Dependence Industry Committee (NADDIC) was formed in 1976 by a federal government tripartite initiative to develop and implement Occupational Drug and Alcohol
programs (Buon & Compton, 1990a). The three entities that composed the committee represented unions, employers, and the government. Senior representatives from
the Australian Council of Trade Unions (ACTU), the Confederation of Australian
Industry (CAl), and the Alcohol and Drug Foundation of Australia were selected for
the committee (Buon & Compton, 1990a). Funded by the federal government, agencies were set up in each state/territory to address alcohol and other drug problems in
the workplace (EAP policies, 1992). Occupational program consultants in each state/
territory encouraged employers to implement joint labor/management alcoholism programs (Stolz, 1986). While many policies and procedures to combat drug/alcohol
problems were initiated, these early programs were unsuccessful due to a lack of
services (Buon & Compton, 1990a).
By 1984, NADDIC had changed its name to the EAP Council of Australia.
The EAP was designed to assist "employees where personal or work-related problems are affecting their work" (Buon & Compton, 1994, p. 20). The initial focus on
alcohol and drug abuse programs was expanded to include many other human resource issues including management/supervisor training, stress management, AIDS
education, consulting, etc. (Buon & Compton, 1994). These programs are staffed
by psychologists and social workers qualified to perform a variety of services beyond
basic counseling, training, and referral (EASACT Annual Report).
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Australia has a few EAP providers that operate in both private and public organizations. In 1991, national guidelines that define the purpose and outline essential
requirements of EAPs were established by the EAP Council of Australia. Each state/
territory has EAP "service centres" that have been authorized by the council through
which employers can establish EAPs (National Guidelines, 1991). The Employee
Assistance Service ACT (EASACT) is the endorsed EAP provider in the Australian
Capital Territory. New South Wales has Industrial Program Service (IPS); South
Australia has Occupational Consultancy Assessment Referral Service (OCAR);
Queensland has Interlock; Victoria and Tasmania have Occupational Assistance Service; Western Australia has Indrad Services; and the Northern Territories have NT
Employee Assistance Service. EAPs (on-site or off-site) developed through these
service centers are endorsed by the tripartite committee. There are also private consultants who provide similar services authorized by the council (National Guidelines,
1991).
Unlike the U.S., occupational social work is not used in Australia in conjunction with providing social services in the workplace. Yet many types of social work,
from individual counseling and case management to organizational policy making
and change management, are performed in the workplace by trained personnel, including social workers. Although occupational social work is underdeveloped as a
profession, social services in the workplace have been performed by various people
over the years to ensure the health, welfare, and safety of employees in Australia.
Unions play an important and powerful role in protecting the rights and addressing the needs of Australian workers. By hiring social workers, unions have
been instrumental in developing their own involvement in the workplace (Work,
n.d.).
Social work in the workplace is more widely promoted through institutionalized EAPs (Work, n.d.). The structure is now firmly entrenched in Australia as it
has its own chapter in the Employee Assistance Program Association (EAPA).
When first created, EAPs offered assessment, referral, and counseling services
for workers with substance abuse problems. Many programs were developed and
implemented through personnel departments (Uri, 1988). These services were provided by "qualified personnel," namely psychologists and social workers who were
skilled in counseling (Employee Assistance Service, 1993). Those with organizational training and experience were employed by companies, unions, or contracted
vendors specializing in industrial welfare services. Typically, occupational counseling is performed by social workers in the public sector and by psychologists in the
private sector, since the latter are able to implement a scientific approach that fits
economic reality.
The effectiveness of EAPs became evident in General Motors-Holden's Automotive Ltd. when employee dismissals declined and work performance improved
following the use of EAP services (Ball, 1989). Such success stories contributed to
the growth of EAPs and many more services were added to the offerings as the
programs began to address other problems. National guidelines were adopted and
documented for EAPs in 1991 by the EAP Council. The model EAP is outlined in
the EAP Council guide, which discusses the program rationale, guidelines, training
and education, the supervisor/manager referral process, and preventive services. While
programs vary between companies and states, the common elements that must be
included are given in the guide (National Guidelines, 1991).
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Services are provided for individual employees, company management, and the
company as a whole. The individual assessment, counseling, and referral services are
no longer limited to alcohol and drug problems. They now include marital/family
issues, emotional stress, work-related problems, financial worries, gambling or other
addictions, grief, trauma, and serious illnesses such as AIDS and cancer (National
Guidelines, 1991). EAP personnel train upper management, supervisors and staff on
using the EAP and promoting its use throughout the organization. The EAP staff
provides programs to enhance the health, well-being and personal development of
employees as preventive measures. In some cases, an EAP firm may offer sessions at
a company conference or design a complete training program aimed at "assessing,
identifying and assisting suffering staff' (Day, 1992, p.36). An example of a comprehensive list of services provided by GCAR includes workplace mediation and conflict resolution, training and development, trauma management, employee counseling, stress management programs, alcohol and other drugs in the workplace consulting, change management, and coaching for managers and supervisors. Social workers trained in policy may provide service to assist companies in setting policies and
procedures that are in line with federal and state legislation. They may also serve as
advocates in the community on behalf of employees and attempt to influence laws
and policies that affect the workers.
Case Study: Coopers & Lybrand/EASACT
EASACT is an EAP pro vidor with corporate headquarters in Canberra. It is
staffed by psychologists and social workers.
In a one-of-a-kind liaison, Coopers & Lybrand has set up a joint venture with
EASACT because of the latter's expertise in the area of change management. According to a Coopers & Lybrand newsletter, the combination was "a natural fit with
our human resources consulting practice." EASACT, like GCAR, offers comprehensive services that include consultation on organizational change; individual consultation with managers; career management; psychological testing and vocational
assessment; health management services; and training on stress and violence in the
workplace (Effective Workplaces, n.d.).
Case Study: Davidson Trahaire
Davidson Trahaire is a psychological consulting firm that provides counseling,
consultation, and development services to organizations across Australia, New Zealand,
and SoutheastAsia. Its primary services are EAPs, trauma and violence management
services, psychological assessment for selection and development, management and
executive development, and planning and coaching.
Davidson Trahaire's EAPs are tailored to meet client needs and to reflect the
client's focus and rationale for having an EAP. EAPs are also designed around the
industry, demographic or geographic features of the workforce, or particular pressures or demands within the workforce. Services include assessment, referral, and
short-term counseling programs, with most programs providing short-term counseling. They also provide trauma debriefing and counseling on a large scale throughout
industry. Davidson Trahaire has offices in seven Australian cities and over 100 contracted associate offices across Australia, New Zealand, and Papua New Guinea.
They serve approximately 200,000 employees.
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Davidson Trahaire's clients encompass a broad range of business and industry
with the predominant number of clients being "white-collar" businesses, and a significant number in manufacturing and heavy industry. Many of their clients are from the
banking, insurance, and service industries.
Their staff are either registered psychologists or clinical social workers with a
majority of the former. Program consultants have mental health or EAP counseling
backgrounds, and/or qualifications and experience in management or human resources. (All from personal communication, Paul Flanagan, Summer 1996.)
Case Study: The University of Adelaide EAP
Stress is a major problem in the Australian workplace. The costs are threefold:
First, there is the cost to the workplace in the loss of a staff member; second, the
larger economic cost in the claim for diagnosis and rehabilitation; and finally, the
personal costs to the individual with the loss of self-esteem and the embarrassment
of making the claim. One study showed that stress accounted for 4.6% of all claims
and 18% of all claim costs (Toohey, 1994).
In 1992, the university established a committee to examine the problem. Consisting of staff, union, personnel, rehabilitation, and occupational health/safety personnel, the committee recommended that the university appoint a staff counselor to
provide in-house services to prevent claims. The proposal was rejected due to planned
staff reductions, but the committee was allocated funds to develop and implement a
stress prevention strategy.
Since counseling was the preferred alternative, the use of an EAP was identified as a suitable option because it provided the service without the staff increase.
An EAP was contracted to provide one year of counseling to the university staff of
2,700 persons at four campuses. Commonwealth Rehabilitation Service was selected
as the EAP provider.
The provisions of the contract included a single payment ($20,000) for one year
of service and the availability of a variety of counselors of different gender, location,
and expertise. Staff were provided free and confidential counseling services independent of the institution. Four counselors-two
male and two female-constituted
the
EAP. (All previous from Chung, 1996. Note: The Chung report includes evaluation
comments.)
Case Study: IPS EmployeeAssistance
IPS Employee Assistance is based in Sydney and has a network of over 150
offices throughoutAustralia. They provide counseling and referral services for a range
of personal and work-related issues, training programs, trauma and PTSD services,
and other consultations.
Financing
Initial funding for EAPs was provided by the federal government to deal with
alcohol and drug problems in the workplace. As EAPs expanded to include a multitude of services for the workplace, they became profitable and no longer required
government financing. Public and private employers currently provide funding for
EAPs that serve their organizations, with the exception of the Northern Territories,
which continues to receive funds from government programs.
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Federal and state governments fund some employee benefits and services. Social security is provided to those who earn less than a certain income or who have
disabilities that prevent them from working. Workers' compensation benefits are also
provided for those who cannot work due to a work-related accident, injury, or illness,
and medical services are offered for veterans.
ACTU delivered a formal statement on alcohol and drug dependency to the
1989 Congress in support of using EAPs to offer help and treatment rather than dismissing employees with alcohol or drug dependence (Congress, 1989). They recognized that chemical dependency is treatable and that early intervention and rehabilitation can often bring an employee back as a productive and valued worker. Unions are
influential in pressuring employers to provide EAP services, and many hire social
workers themselves.
III. Description of the Health Care System
The health care system was designed to provide access to quality hospital care
and other medical services for all citizens. Underlying the policies are three principles adopted by the federal and state/territory governments: belief in universal
access, commitment that health services be of the highest quality, and equitable
financing (Health Ministers Forum, 1994).
The current national system-Medicare-was
established in 1984. With it,
every citizen is entitled to free public (state-owned or established for charitable
purposes) hospital accommodation and medical care services from physicians nominated by the hospital. Citizens also may choose private hospitals and physicians, and
may be reimbursed in whole or in part through medical benefits. Medication may be
purchased at reasonable prices by means of the Pharmaceutical Benefits Scheme (PBS),
which subsidizes prescriptions. Medicare does not replace workers' compensation
nor provide services for veterans, both of which are covered separately (Schneider,
1992).
Mental health policy aims to ensure that all Australians have ready access to
appropriate mental health care services (National Mental Health Policy, 1992). Within
the context of the health care system, services provided through the public, private,
and nongovernment sectors include crisis services for individuals/families, assessment and treatment, rehabilitation, and acute care among other services (National
Mental Health Policy, 1992).
While everyone is entitled to care, private insurance is available to supplement
Medicare benefits. Employers typically do not provide health insurance coverage as
a benefit (c. David, personal communication, Fall 1995). Except for those over 65,
the percentage who purchase private insurance is decreasing. Utilization of public
services is rising without an equivalent increase in funding. Many studies and debates
are consequently underway within the health care field and in the government, not
only about the quality and effectiveness of medical services, but about the future of
health care in Australia.
IV. Relevant Legislation
Two levels of government, federal and state, provide legislation in the areas of
occupational health, safety, and welfare, but each state has different laws pertaining to
the workplace. There is no specific legislation requiring EAPs or occupational social
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work programs. Various acts of Parliament passed since the early 1900s address some
ofthe industry-related problems. For example, by 1914, workers' compensation legislation was in place for all the states and the federal government (Skully, 1988).
Australia's concern for the health, welfare, and safety of its workforce is evidenced in
other acts passed in the last 25 years, including the Industrial RelationsAct, the Racial
DiscriminationAct, the Sex DiscriminationAct, the Occupational Health, Safety and
Welfare Act, and the Disability Discrimination Act. Workers' Compensation Acts
protect workers who become ill or are injured on the job. The Occupational Health
and Safety Act (1986) sets forth extensive requirements for employers to provide
good safe working conditions for their employees.
Many organizations provide social services to administer and implement the
various programs developed from legislation. Early on, state governments protected workers by providing compensation for wages and rehabilitation for workrelated accidents, injuries, or illnesses. Since 1920, "welfare activities" in industry
were performed by "untrained welfare staff' (Uri, 1988, p. 22). Through years of
industrial growth, there was a growing concern about alcoholism in the workplace, as
studies reported the high costs to Australian industry. In 1977, social workers first
became involved in workplace alcoholism programs (Uri, 1988). More recently, EAPs
have developed from these drug/alcohol programs and are often staffed with social
workers and psychologists. They have been effective in providing a variety of social
services for companies and their employees.
National policies are being proposed for greater services for families with personal crises, such as grief, loss, troubled relationships, and alcohol and drug abuse.
Because work performance is often impacted by family problems, such laws will
undoubtedly benefit the workplace as well.
V.

Conclusion

EAPs provide a variety of workplace social services to Australian employees
and are growing as their benefits to employers, unions, and government are recognized. They are fast becoming an integral part of the overall delivery of health and
mental health-related services. The strong support of the government, unions, and
industry has been a key factor in the growth of EAPs and will be important in the
future.
Editor's Comments:
In June 1994, the editor was invited by EASACT to provide workshops in
EAPs and workplace violence in Canberra, Australia. The editor also became involved in consulting to the Australian Post and delivered workshops in Sydney and
Brisbane. From this experience, she was able to see firsthand what the author describes. EAPs are growing and developing in Australia. They seem to be following
the U.S. pattern of partial in-house and partial contractual models. The merger with
Coopers & Lybrand could be a forerunner of a fascinating combination of services.
One issue that remains underaddressed is that of alcohol, which will be a continuing
financial drain on employers.
As Australia grows and prospers, so will EAPs. There is tremendous potential
for their development in this country.
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Mrs. Pam Scarr, Executive Director
ACT Chamber of Commerce & Industry
PO. Box 540
2609, Fyshwick, ACT Australia
Tel: (616) 280-5029
Fax: (616) 280-7458
Dr. Tom Puckett
Latrobe University
Department of Social Work
Kingsbury Drive
Bundoora, Melbourne, Australia
Tel: (03) 9479-2742
Mareylene Williams, State Manager
Adelaide Branch
Levell, 300 Flinders Street
5000, Adelaide, S.A. Australia
Tel: (618) 224-0761
Fax: (618) 224-0628
Dr. Edward A. Emmett, CEO
National Occupational Health &
Safety Commission
92 Parramatta Road
Camperdown NSW 2050, Australia
Tel: (02) 565-9555
Fax: (02) 565-9202
Charles Blunt, National Director
American Chamber of Commerce
Suite 4, Gloucester Walk
88 Cumberland Street
Sydney, NSW 2000, Australia
Tel: (612) 241-1907
Fax: (612) 251-5220
Michael Sargeant
Occupational Assistance Service
1-391 St. Kilda Road
Melbourne 3004, Australia
Tel: (03) 867-2366

Don Vogt
Occupational Services Center
Level 2, 341 Queen StreetMelbourne
3004, Australia
Tel: (03) 600-4949
Mr. Ian Spicer, CEO
Australian Chamber of Commerce
PO. Box E14
2600, Queen Victoria Terr.
ACT Australia
Tel: (616) 273-2311
Fax: (616) 273-3286
Paddi Roberts-Jacobson
PRJ. & Associates PIL
21/9 Beach Street Port
Melbourne Victoria 3207, Australia
Tel: (03) 9646-5620
Alison McClelland, Director
Brotherhood of St. Laurence
67 Brunswick Street
Fitzroy, Victoria 3065, Australia
Tel: (03) 9419-7055
Fax: (03) 9417-2691
Helga Zimmerman, EAP Coordinator
Public Sector Management Commission
Human Resource Management
3rd Floor, Executive Annexe,
102 George Street
Brisbane, Qld 4000, Australia
W.S. Cummings, Secretary
Cairns Chamber of Commerce
75 Abbott Street
PO. Box 2336
4870, Cairns, Qld, Australia
Tel: (617) 031-2888
Fax: (617) 031-11 08

Mr. Clive Bubb, General Manager
Queensland Chamber of Commerce
Pamela Gallimore
Australian Association of Social Workers and Industry
375 Wickham Tce
PO. Box 84
Brisbane Qld 4000, Australia
Hawker A.c.T. 2614, Australia
Tel: (617) 831-1699
Tel: (616) 255-1626
Fax: (617) 832-3195
Fax: (616) 255-2225
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Toni Steinbrecher, Executive Director
Committee for Economic Development
of Australia
CEDA House
123 Lonsdale Street
Melbourne 3000, Australia
Tel: (03) 662-3544
Fax: (03) 663-7271
Raymond John Dorling
Raymond Dorling and Associates
PO. Box 289
55 Lindsay Street
Hamilton 2303, Australia
Tel: (04) 961-6800
Mr. Lyndon Rowe, Executive Director
Chamber of Commerce & Industry
of W. Australia
190 Hay Street
PO. Box 6209
6892, East Perth, W. Australia
Tel: (619) 421-7555
Fax: (619) 481-0980
Diane McDonald
Resolutions
9 Level 9, 11 Queens Road
Melbourne 3002, Australia
Tel: (03) 883-5005
Russell Kindervater, Reference Librarian
Commonwealth Department of Human
Services and Health
GPO Box 9848
Canberra ACT 2601, Australia
Tel: (06) 289-7398
Fax: (06) 289-7102'
Roger Frank Peters
RF Peters & Associates
PO. Box 148
New Castle 2300, Australia
Tel: (04) 926-4779
Christina David
Commonwealth Rehabilitation
2 Lonsdale Street, Level 5
Melbourne 3001, Australia
Tel: (03) 285-8493

Service

Richard Kasperczyk
RTK Corporate Human Resources
Suite 2, 1st Floor
368 Hawthorn Road
Caulfield South 3162, Australia
Tel: (039) 532-8599
Ian Mackintosh
Coopers & Lybrand
53 Blackall Street
Barton ACT 2601, Australia
Tel: (06) 273-5544
Fax: (06) 273-5588
Mr. Lindsay M. Thompson, CEO
South Australian Employers Chamber of
Commerce
136 Greenhill Road
5061, Unley, S. Australia
Tel: (618) 373-1422
Fax: (618) 272-9662
Grant Phillip Brecht
CORPsych Pty. Ltd.
Level 2, 44 Market Streetr
Sydney 2000, Australia
Tel: (02) 299-7199
David Taylor, CEO
State Chamber of Commerce & Industry
GPO Box 4280
Sydney, N.S.W. 2000, Australia
Tel: (612) 350-8100
Fax: (612) 350-8199
Paul Flanagan, Director
Davidson Trahaire
Level 8, 222 Clarence Street
Sydney NSW 2000, Australia
Tel: (02) 283-2266
Fax: (02) 264-1655
Kenneth Wallace Neilson
The Finance Sector Union of Australia
Lot 4/Jura Court
Park Orchards 3114, Australia
Tel: (03) 876-3500
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Dr. Maura O'Brien Pierlot
Health Communications Network
8 Barrett Street
MacGregor ACT 2615, Australia
Tel: (06) 255-2296

Jenny Brosnan
Employee Assistance Services
ACT Ltd.
David Temple House
2 Napier Close
Deakin ACT 2600, Australia
Tel: (06) 285-2100
Fax: (06) 285-2942

Ms. Mandy Rossetto
Workplace Health & Safety
A.C.T.U.
393 Swanston Street
Melbourne, Victoria 3000, Australia
Fax: (61-3) 9663-4051

Treena Mossop
Treena Mossop & Associates
Druids House 407-409
Swanston Street
Melbourne 3000, Australia
Tel: (03) 639-1449
Claire Desmond
HDA Medical Group
5 / 200 Sydney Road
Brunswick Melbourne
Australia
Tel: (03) 387-4588

Joy Adcock
Hendersons Industries Pty Ltd.
P.O. Box 1302
South Melbourne 3205, Australia
Tel: (03) 684-7533
Dr. John Toohey, Director
Worksafe Australia
National Occupational Health & Safety
Commission
92 Parramatta Road, Camperdown NSW
2050, Australia
Tel: (02) 565-9569
Fax: (02) 565-9209
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Trish Ritman
Trish Ritman & Associates
198 Barkers Road
Hawthorn Melbourne 3122
Australia
Tel: (03) 9634-4345
Fax: (03) 9632-3268

IPS Employee Assistance
Level 3, 85 Castlereagh Street
Syndey, NSW 2000, AUSTRALIA
Tel: 02-9221-1166
Fax: 02-9232-5060
Website: http://ourworld.compuserve.com/homepages/IPS/
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Chapter 4
HONG KONG
William Jackson
I.

Introduction

Hong Kong is a crown colony of the United Kingdom. It is scheduled to revert
to China on July 1, 1997. It borders China and has a population of 6 million and a
labor force of about 3 million, all living and working in an area of 1,040 square
kilometers.
Hong Kong has a free-trade economy with few tariffs or trade barriers. The
largest employers are in manufacturing (28.5%), wholesale and retail trade, restaurants and hotels (27.9%), services (17.9%), and financing, insurance and real estate
(9.2%).
Hong Kong was created by expatriates, who quickly established a lucrative
and comfortable niche in the upper reaches oflocal society. Localization is a plan to
gradually turn leadership over to the natives. As it continues, expatriates must compete on more equal terms with the Chinese. There is controversy over whether
Chinese have been promoted within the workplace as proof of commitment to the
localization plan. On the other hand, expatriates believe the policy has placed them
on an uneven footing with their local counterparts over promotions and job security
(Wai-Kong, 1995).
Rising unemployment, increasing numbers on welfare, and an inflation rate of
more than 9% make life difficult for the working poor. Recent government figures
show the unemployment rate at an l l-year high of 3.5 percent or 110,900 people (still
relatively low compared to most other countries). Unemployment in the trade, catering, and transportation sectors had eased but was offset by a 4% jobless rate in the
construction sector (This Week, 1995).
Values have gradually changed. The people no longer prize self-sufficiency or
suffer hardships in silence, having come to see government assistance as their right
(Nadel, 1995), but assistance is not always available. There is no unemployment
insurance for those temporarily out of work, and welfare assistance is inadequate.
The average monthly income is about HK$14,170 per month (HK$7.75 = 1 USD),
but government welfare benefits are HK$I,81O per month for a person over 65,
HK$2,260 for a disabled person, and HK$1 ,210 for all other welfare recipients (Nadel,
1995).
Tam Chun-yin, executive secretary of the Hong Kong Confederation of Trade
Unions, expressed concern at the widening gap between rich and poor. He noted that
salaries for managers and professional employees have been rising at double-digit
rates, while those for general workers have risen only one to two percent annually.
Mr. Tam argues that pay raises for general workers should be at the same level as for
managers and professional workers (Lee, 1995).
As the 1997 turnover date approaches, ethics is becoming the topic of debate.
"Issues concerning ethics, particularly corruption, are more pertinent now because
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of Hong Kong's historic economic growth, but also because of the territory's pivotal
position in regional business activities-especially
cross-border trade with China ...
There is a drive to raise ethical standards throughout Hong Kong's social and business
communities as an aid to the fight against corruption" (Colclough, 1995a).
II.

Employee Assistance Programs

The concept of EAPs is a new idea to Hong Kong employers. EAPs were
completely foreign until the end of the 1980s. Prior to that, a few social service
agencies had started "industrial social work" services in the Kwai Chung and Kwun
Tong districts. These were short-lived for a lack of funding and long-term commitment on the part of agencies and companies.
A turning point was reached when the Hong Kong Council of Social Service
organized a study tour to the U.S. specifically to learn aboutAmerican EAPs. Members of this group returned with new information which they used to launch new
EAPs. In 1990, the Hong Kong Christian Service introduced its Employee Development Scheme (EDS), a professionally staffed, nonprofit EAP service. Another
program is Yang Memorial Methodist Social Service's Employee Enrichment
Programme (EEP), which was launched in 1991. The first company in the private
sector to start an EAP was PEAK Corporation, owned by Dr. Rose Ong, who in
1992 initiated a program based on the U.S. model. Human Dynamic Consultants
was established in 1993, and is a small, private, for-profit EAP.
Most of the major employers in the public utilities, banking, financial, and telecommunication industries have used EAPs. With the increasing stress level of the
workforce, growing competition in markets, high turnover, expensive medical costs,
and shortage of skilled labor and professionals, companies have found that EAPs are
an integral part of their corporate stress management procedures.
Case Study: The Business Practice
Dr. Barry Connell, a British psychiatrist, is managing director of The Business
Practice and Christine French is business manager. They provided the following
information about their own services in particular, as well as some general observations about EAPs in Hong Kong.
The Business Practice provides EAP services to the expatriate and local population in Hong Kong, as well as to expatriates residing in Shekou and Shenzen in the
People's Republic of China (PRC). They anticipate an expansion of their EAP
services to PRC national employees residing in Shekou, as well as to organizations
in Beijing in the near future. They do not know of any company in Hong Kong or
China that has an internal EAP. The editor met with Dr. Connell while visiting
Hong Kong in July 1996, and Dr. Connell explained that he literally runs the only
mental health clinic for expatriates in Hong Kong. He is also beginning to do a fair
amount of work with China.
The standard contract offered by The Business Practice includes four sessions
for each employee/problem/year, on-site orientation to EAP services with all members of staff (managerial and supervisors/general), a newsletter, quarterly utilization reports, and regular liaison and quarterly meetings with HR staff. Optional services can be contracted and include corporate health seminars, supervisory training
courses, and a broad range of training workshops that cover conflict resolution, communication, cross-cultural issues, and Critical Incident Stress Debriefing. In some
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instances, adjustment problems are linked to cultural differences. The team spends a
considerable amount of time educating expatriates in Hong Kong's social norms.
Utilization reports need to protect the confidentiality of the employees, especially where there is a small number of expatriate staff. The confidential nature of all
programs is emphasized to employers. Employers pay for additional sessions over
and above the standard coverage.
EAPs are new in Hong Kong, and a model with appropriate cultural characteristics is needed for the future. Simply importing a model designed in the U.S. is not
suitable. In the Chinese culture, there is a great deal of shame attached to being
unable to cope with problems, particularly with mental health issues. EAP providers
know that education is a major part of the program if it is to be successful. Personnel
spend a lot of time with small groups when starting a new program to stress the normality ofEAP presenting problems.
The Business Practice believes that workplace-driven EAP services, a necessity
in the effort to achieve optimum productivity, may promote the acceptance of mental
health services that will "lead the way forward" in Asia.
Case Study: Hong Kong Christian Service
Founded in 1951, Hong Kong Christian Service has as its mission the promotion
of "holistic growth and development" among the people of Hong Kong. To accomplish this, the Service provides a variety of social services to people of all ages. The
service employs more than 500 professional and support staff who plan and implement services offered in 40 units located throughout Hong Kong. It is by far one of
the largest local social service agencies in the territory (Fong, all citations from personal communication, Fall 1995).
Government subsidies make it possible for Hong Kong Christian Service to offer inexpensive, quality services to low-income people, in addition to providing services to those who can pay. Their Employee Development Scheme (EDS) program
was launched a few years ago. Fong defines the EDS as "a kind of employee welfare
offered to employees by the company ... composed of a variety of basic social services
which cater to the needs of the employees, their families, and the company as a whole.
The EDS, in the form of a comprehensive social service package, will help employees and [the] company to grow and develop." EDS staff are professionals with backgrounds in social work and related disciplines. They have been trained in American
EAP methodology and offer a full range of services, including:
•
Personal counseling for work-related problems.
•
Family counseling, family life education, medical and health services.
•
Critical incident stress debriefing; supervisory and management training, and
staff development programs.
•
Home care services, services for senior citizens and retiring employees.
•
Seminars and workshops on relaxation, recreational programs, human relations, and day care centers for employees' children.
Hong Kong Christian Service offers a core program, which is a basic package
suitable for most companies. Following are the key components:
•
Twenty hours of counseling services for employees referred by the company.
•
Two half-day educational seminars conducted by professionals on topics se-
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lected by the company.
•
Four issues of the EDS newsletter with useful staff development tips and information.
•
Discounts for medical consultations in the Hong Kong Christian Service polyclinic, new employee physicals, and home care services.
Services or requirements beyond the core program are customized to meet the
needs and budget of the company.
After more than five years of marketing and education activities by EAP providers, employers in Hong Kong have become aware of and are beginning to use
EAP services. Some American companies, which have established EAP policies in
the U.S., have applied these policies in Hong Kong. Others who are not familiar
with the EAP concept have used these services on a trial basis. When budgets are
constrained, however, the EAP becomes a very vulnerable service as many companies still regard an EAP as a "welfare benefit."
Financing
Information about the financing of EAPs came primarily from information
provided by the EAP providers whose business and service were described in the
preceding section. They report that EAPs and the health care system are separate.
Since health care is mainly provided by the Hospital Authority, costs are still very
inexpensive when compared to Western countries.
Most companies have their own medical benefits plans, delivered by medical
or general insurance carriers. EAPs are not typically covered by medical insurance.
Instead, those companies that provide EAP benefits contract separately with an EAP
provider for specific services.
Editor's Insert
As mentioned in Chapter I, the editor visited Hong Kong in July 1996. She
participated in a number of insightful meetings in which it became clear that there
were a number of different client populations in the area that need services: expatriates, both American and other non-Chinese; Hong Kong businesses; companies in
China with both expatriate and national employees; and other Asian countries. A
needs assessment should probably be conducted by American companies in Hong
Kong to identify their Asian populations, as well as what these companies anticipate
in China.
The editor met with Ng Shui Lai, Doris Fong, and Betty Woo of Hong Kong
Christian Service. Fong had recently returned from receiving an M.B.A. in England. She now works full-time with Hong Kong Christian Service's EDS. They
receive a number of calls from companies for Critical Incident Stress Debriefing services, as well as for workshops on reducing stress. They expressed a need for developing staff and training for potential EAP people. They feel the need far exceeds
available staff.
Mr. Ng is of the opinion that EAPs will develop in Asian countries, including
Taiwan, Singapore, and most importantly, China. They were most interested in an
all-Asian EAP conference. Such a conference might address the need for training.
Mr. Ng also noted that training for two populations is necessary-potential
counselors (done in Copenhagen by IFSW, PPCI, and the editor) and companies. The editor

Asia and the Pacific Rim

53

also met with Tom Johannesen, executive director of the International Federation of
Social Workers, and Hong Kong Christian Service representatives. IFSW, Hong
Kong Christian Service, and PPCI are currently exploring the possibility of conferences and training. The IFSW board has already given official approval for support
and cooperation in this venture.
Another meeting was conducted with Helen Chan, human resource director of
Motorola, who is currently contracting with the Hong Kong Christian Service for
EAP services. Among Motorola's population are 2,000 Americans in Hong Kong
and 4,000Americans in China. In Chan's opinion, China is the market with the most
need, particularly for expatriates. In her experience, China follows the activity of
Hong Kong companies and likes to emulate them in whatever they do. Chan thinks
this will also apply to EAPs. In her opinion, the EAP field needs to be ready to deal
with China and the American companies there.
Kerrie Au, human resource director of the Hong Kong Bank, stated that she
thinks EAPs should be more aggressive in outreach to employees. Au is a Britishtrained social worker with a master's degree and is presently a Ph.D. student at the
University of Liverpool.
Dr. Wayne Julian, a psychiatrist with the U.S. State Department, also met with
the editor. He is responsible for the treatment of U.S. government employees in the
Far East. He was most open in sharing information, and the editor obtained information regarding an annual conference held for mental health professionals serving expatriates inAsian countries. The conference was held in Taipei on November 13-15,
1996. Dr. Julian pointed out that there were 30,000 U.S. citizens in Hong Kong
alone. There are many citizens in other areas of Southeast Asia as well, although
there are only a few in Japan. Dr. Julian feels that the expatriate group needs attention
and was most supportive of the idea of a needs assessment among American companies with employees in SoutheastAsia and China.
The editor also met with James Chin, Chairman of the Board of SARDA, an
agency that specializes in treating drug and alcohol addiction. The editor had met
with Chin during her first visit to Hong Kong in the late 1970s. Chin received his
M.S.W. training at Case Western Reserve in the U.S., and is also an Episcopal minister. He is highly regarded in the Hong Kong community, according toAu.
Chin was most helpful in explaining addiction treatment in China. He explained
that theAAmodel does not work because of its anonymity. The abstinence model is
clearly followed for alcohol and drugs, but people do not hide their recovery and are
instead commended for their abstinence. He said that to hide this, asAAdoes, contradicts the Chinese concept of shame, which holds that if one hides something (such as
the fact that one is recovering, or has had a problem), then it must be something to be
ashamed of. This concept also holds true for the Japanese (Japan's programs are for
alcohol treatment only). At meetings, full names and addresses are given out. Awards
for years of sobriety are given publicly. The editor has always been interested in
SARDA's philosophical approach as she believes it has much to offer. The program
requires the participants to do volunteer work within the community in addiction prevention. SARDA is now trying to form an EAP.
Survey of Selected Hong Kong Businesses
In an effort to gather further information about the status of EAPs in Hong Kong,

54

International EmployeeAssistanceAnthology

a telefax survey was conducted by the author with a select number of businesses.
Sample and Format
The survey sample was derived from the following sources: contacts provided
by the editor; the library at the Hong Kong Economic DevelopmentAgency in Washington, D.C.; and the Internet. A group of 117 businesses were randomly selected to
recei ve the survey.
The survey questionnaire was brief so as to encourage a high response rate. Six
questions and one open-ended request for comments were used as the data gathering
instrument.
Results
A total of 40 surveys were returned, for a 34.1 % response rate. Among the 40
were Arthur Anderson & Co., Barclay's Bank, Cathay Pacific, Hong Kong Bank,
IBM China/Hong Kong, r.w Marriott Hong Kong, Mobil Oil Hong Kong, Proctor
and Gamble, Revlon, and W. R. Grace.
Eighteen (45%) respondents were human resources managers or personnel managers. Others were CEOs, general managers, training managers, occupational health
managers, safety managers, and administrators.
The first question asked about payers for health care services. Twenty-two (55%)
respondents said the employer paid for all employees' health care services. Seven
(17.5%) indicated that health care costs were shared by the employer and employee,
and six (15.0%) said that the costs were shared by employer, employee, and the government. A total of 35 employers (87.5%) reported that they contributed all or some
of the employees' health care coverage.
The majority of respondents (87.5%) employ a culturally diverse workforce, the
survey's second item. One respondent regarded the item about diversity as "a redundant question in an Asian city workplace. We don't do it consciously as part of a
programme, it just happens."
The third item in the survey provided a list of possible workplace issues. Respondents were to select those that applied. Several respondents replied that they
were unsure of the question. One respondent commented, "None of the headings
given by you are issues as such. Due to competition and our need for a low turnover
workforce, not because of legislation, we as an employer provide adequate levels of
assistance to our staff. If they are happy, they stay. If not, they leave."
Another respondent offered this revealing statement: "If I have a comment on
your questionnaire, ... here most, if not all, of the issues you raise are taken care of by
interaction with family, friends, and normal employer/employee activity. 'Programmes'
are neither required nor expected."
The following chart depicts responses to this item. Sick leave, work environment, transportation to work, health care, and retirement were the most frequently
checked concerns.
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# of Responses

Percent

Sick leave

18

45.0

Health care

15

37.5

Retirement

15

37.5

Transportation (to work)

14

35.0

Vacations

12

30.0

Relocation assistance

9

22.5

Child care

3

7.5

Elder care

0

0.0

No answer

8

20.0

Service

The fourth item, regarding workplace training, revealed that employers offer a
wide range of educational programs. Twenty-six respondents (65.0%) offer training on workplace safety, fomteen (35.0%) offer health education, and seven (17.5%)
provide stress management training. Other training programs provided to employees include staff development courses in tertiary institutions, supervisory skills,
computer skills, English language skills, environmental training, job skills, and training to assist graduates to achieve certification in their chosen professions.
The fifth question asked if the respondent's organization provided training for
supervisors to recognize employees with personal problems. Fifteen (37.5%) respondents indicated that their companies do provide such training. The majority (55%)
shared the concern about recognizing workers with problems, but reported that their
organization does not officially assign this responsibility to supervisors or offer formal
training in counseling.
Forty-five percent of respondents reported that their organization has an individual in Human Resources who provides counseling services for employees with
personal problems, with 32.5% of respondents indicating that these counselors had
been appropriately trained to provide such services. Some (12.5%) had on-the-job
training, six (15.0%) had less than one year of formal training, seven (17.5%) had
more than one year of formal training, and fi ve (12.5 %) had more than two years of
formal training.
Respondents were generally aware of employee problems and how to deal with
them. One wrote, "There is not a dedicated person [to provide counseling] but the
employees are encouraged to discuss any problems they may have with the Human
Resources Department."
Another replied, "If staff appear, due to poor performance or some other sign, [to
be] in difficulties or having personal problems, they are offered counseling. This is
done by the Head of Administration and a member of senior management." In an
Internet dialogue, one Hong Kong worker noted that the Chinese prefer not to discuss
problems with people they do not know well. They are more likely to turn to family
or friends with problems than to a workplace counselor.
III. Description of the Health Care System
Preventive health care services and those that promote health are generally free.
Hong Kong has a policy that no one should be denied adequate medical treatment
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because of lack of means. Other medical services, especially for hospital care, are
heavily subsidized. Maternal and child health centers, tuberculosis and chest clinics,
social hygiene clinics, and accident and emergency departments offer free medical
services. The Social Welfare Department provides medical social service in public
hospitals and clinics to help patients and their families cope with personal and family
problems that result from illness or disability (Daryanani, 1994).
Hong Kong is beginning to experience some of the same health care issues with
which the U.S. is struggling. In a letter to the editor, Stephen Ha of Pacific Health
Care said Hong Kong must bring its health care system into alignment with world
trends. He noted specifically that there is a growing trend toward home health care,
which he feels Hong Kong should join. Ha argued that home health care can save
money and provide a better, safer service for appropriate patients (Ha, 1995).
IV. Relevant Legislation
Some social issues are already addressed through several legislative initiatives.
Employee Benefits
Hong Kong has an employment ordinance stipulating that employee benefits
and entitlements must include statutory holidays, annual leave, rest days, maternity
leave, sickness allowance, severance payment, and long-service payment to employees. Some employers provide additional benefits such as subsidized meals or food
allowances, good attendance bonuses, free or subsidized medical treatment, and transport to and from work. Many employees also have employment contracts under which
they receive an annual bonus of one month's payor more (Daryanani, 1994).
Employee Retraining Scheme
The employee retraining scheme is a government program designed to train
displaced workers seeking alternative employment, homemakers re-entering the work
force, the elderly, the disabled, and victims of industrial accidents. The program, for
employees aged 30 and older, comprises four main training categories: job search
skills, job specific skills, general skills, and skills upgrading. Apart from skills upgrading, all courses are free of charge. Retrainees receive an allowance ofHK$3,800
per month ifthey are full-time students; part-time students receive HK$40/session for
half-day classes and HK$33/session for evening courses. Although the government
made a capital investment in the program, it derives its revenue from a HK$400/
month/worker tax on employers of foreign workers (Daryanani, 1994).
V.

Conclusion

Hong Kong faces many of the same social and workforce issues as the U.S.
with some significant differences. Government-provided social programs and health
care benefits are well-established and provide considerable services citizens. The
transition associated with the move to Chinese control is likely to create new and
unforeseen problems for the government and the business community.
Cultural values in Hong Kong differ from those in the U.S. TheAsian value of
self-sufficiency, coupled with extensive government support, will have to be considered as EAPs are designed.
The EAPs existing at the present time are typically provided to businesses through
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contracts with consulting organizations specifically established as EAP providers.
These businesses are few in number, but well known and apparently effective. It is
possible that employer-based EAPs will have growing importance through the next
decade. If so, such training programs should be established further by the schools of
social work in Hong Kong institutions of higher education.
Contacts
Ana Bernadette Fashion Ltd.
Ms. Ana Bernadette Fung, CEO
Fax: 2360-5837
Hotel Nikko Hong Kong
Mr. Jean-Marie Leclercq,
General Manager
Personnel and Training Officer
Arthur Andersen & Co.
Ms. Hermes Cheng, Human
Resource Manager
Mr. Meocre Li, CEO
Fax: 2815-0548
Huang Kwan & Associates Ltd.
Ms. Lucy Kwan, Managing Partner
Fax: 852-2811-8103
Asia Television Ltd.
Mr. Todd Lam, Asst. Controller General
Fax: 2338-0438
Hyatt Regency Hong Kong
Ms. Angelina Lee, Director of Personnel
Mr. Jergen Wolter, Manager
Fax: 852-2739-8701
Atkins Haswell
Mr. Rod Collins, CEO
Ms. Peggy Weng, Office Manager
Fax: 2890-6343
IBM China Hong Kong
Mr. R. M. Savage, CEO
Mr. Ricky Lee, Human Resources
Department
Fax: 852-2845-0860
Azad International (H.K.) Ltd.
Capt. A. S. Bali, Manager
Fax: 2730-6915

Jardine Securicor Ltd.
Mr. David C. M. Ng, Group Personnel
& Administration
Manager
Fax: 852-2785-8369
Barclays Bank
Mr. Andy Simmonds, CEO
Mr. Richard Rutledge, Regional HR
Director
Fax: 2520-2953
1. W. Marriott Hong Kong

Mr. Kent Maury, CEO
Mr. Fung, HR Manager
Fax: 852-2841-3077
Cafe de Coral Holdings Ltd.
Mr. Michael Y. K. Chan, CEO
Mr. Kyron Kong, Senior Manager
(Human Resources)
Fax: 2609-4532
Kowloon Canton Railway Corp.
Mr. Anthony Lai, Occupational Health
& Safety Manager
Fax: 852-2603-0544
CFS Warehouse & Transportation
Ms. Eva Jim, Adm. Manager
Fax: 2480-1041
Lombard General Insurance
Ms. Agnes Koen, Deputy General
Manager
Fax: 852-2529-9499
Cathay Pacific
Mr. Anthony Wong, CEO
G. Wright, General Manager, Personnel
Fax: 852-2764-0024
WINDOW
Betsy May Velor, Reporter
Fax: 852-2889-4144
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Cathay Pacific Catering Services
(Hong Kong) Ltd.
Hong Kong Electric Co., Ltd.
Miss Wendy Chang, Personnel Services
Manager
Fax: 852-2840-1441

Barry Connell, M.D.
Managing Director
The Business Practice
Suite 1404, Lyndhurst Tower
No.1 Lyndhurst Terrace
Central, Hong Kong
Tel: 852-2530-4737
Fax: 852-2526-8076

W.R. Grace (Hong Kong) Ltd.
Ms. Maria Chan, Human Resource
Manager, North Asia
Fax: 852-2856-0698

Doris Fong & Ng Shui Lai
Hong Kong Christian Service
33 Granville Road
Kowloon, Hong Kong
Tel: 2731-6351
Fax: 2311-0275

The Chinese University of Hong Kong
Department of Social Work
Shatin, New Territories, Hong Kong
Zida Technologies
Fax: 852-2456-0717

KerrieAu
Human Resources Department
Hong Kong and Shanghai Bnking Corp
21/F Tower 1 The Gateway
25 Canton Road
Tsimshatsui, Kowloon, Hong Kong
Tel: 2629-7423
Fax: 2377-9119

Hong Kong Bank
Lesley Carey, Manager Personnel
Benefits & Services
Fax: 852-2877-2062
James Chin
Chairman of the Board
SARDA
Tel: 2511-6300
Home: 2550 6158

Helen Chan
Occupational Health Specialist
Motorola-Hong Kong
Silicon Harbor Center
2 Dai King Street
Taipo Industrial Estate, Hong Kong
Tel: 2666-8333
Fax: 2661-6509

References
Colclough,

N. (1995a, October 29).

Colclough,

N. (1995b, October

Daryanani,

R. (1994).

Ha, S. (1995, October

The business of ethics.

12). Protecting

Hong Kong 1995.
12).

Window, pp. 6-8.

the innocents.

Hong Kong: Government

No place like home.
24).

Providing

Holcombe,

12)

The new face of the expat.

Lee, N. (1995, November

25).

Managers'

Losing the rice bowl. (1995, August).

for single parents.

pay jumps

9). State expectations.

This Week. (1995, October

26). Window, p. 3.

Wai-Kong,

F. (1995, November

Window, p. 10.
Window, p. 12.

News,

Far Eastern

struggle

Post, p.l.

pp. 30-31.
Economic

4). Change of law led to racial friction.

Yeung, Linda (1995, October 21). Women's
II.

Office.

13.9pc. South China Morning

China Commercial

Nadel, A. (1995, November

Printing

Window, p. 5.

Hamlett, T. (1995, November
K. (1995, October

Window, p. 10.

Review,

pp. 36-38.

The South China Morning

for place in the priesthood.

Post, p. 2.

The South China Morning

Post, p.

ChapterS
INDIA
Jennie Mastrofini
I.

Introduction

India is the seventh largest country in the world, and the second largest inAsia,
with a population of over 878 million. Its highly competitive private sector accounts for over 75% ofthe gross domestic product. With a 1995 growth rate of 5.3%,
India has the fifth largest economy in the world and the second largest among developing economies. Planned expenditure on employment and antipoverty programs
increased sharply in the last two budget cycles. Allocations for adult education increased by 78% and allocations for health increased by 91 %. The expanding economy
has significant implications for EAPs.
II.

Occupational Social Work (OSW)

In India, OSW is referred to as Labor Welfare, and an occupational social worker
is known as a Labor Welfare Worker or Officer. Labor Welfare has been in India
since the late 1940s (Varghese, all citations from personal communication, October
1995). According to Saini (1971), industrialization developed rapidly after independence. There was a great influx of people from rural areas moving into the cities. The
industries stepped forward to provide affordable housing, medical facilities, education, and other welfare measures. With rapid industrialization, the government and
industrial organizations felt the need for specialized social work training in labor welfare (Desai, 1991). The Indian Factories Act of 1948 required factories or industrial
establishments employing 200 or more workers to hire and pay for Labor Welfare
Officers (Desai, 1991; Nagpaul, 1993).
Services Performed
Social workers were hired in industries to administer social welfare services to
employees and the community. This was the beginning of OSW in the Indian labor
force. Labor Welfare Workers help to problem-solve or mobilize strengths among
indi vidual employees or groups of employees. Their roles in the industrial setting also
include human resource functions, mental health counseling, and crisis intervention.
Mohanasundaram (1970) explained that the scope of OSW also dealt with internal
working conditions, workers' grievances, industrial harmony, job stability, and security, and adequate wages. In addition, Labor Welfare Workers help employees secure
decent housing, adequate sanitation, medical care, education, and recreation. Saini
(1971) describes their services as a methodical approach to assisting clients in adapting to their work environment. Some of the responsibilities seem to parallel Human
Resource services in U.S. companies.
Some Indian companies have "Welfare Officers Rules" which state that the Labor Welfare Officer be treated on the same level as other department heads. Labor
Welfare Officers are intended to maintain harmonious relationships between manage59
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ment and the workers. They serve as liaisons in regards to grievances and complaints.
The Labor Welfare Worker may also be a part of the channel of communication in a
company (Mohanasundaram, 1970).
Similar to American EAP services, a Labor Welfare Worker also performs assessments and short-term problem solving, makes referrals, and/or conducts crisis
interventions. They also engage in prevention and training programs for supervisory
staff and employees. Some EAPs in India may include training seminars for employees and their family members such as wellness, family life education, nutrition education, and others.
The services performed by Labor Welfare Workers are very beneficial to the
companies and the employees that they serve. Even companies that are not legally
required to hire Labor Welfare Workers have become aware of their great value. Companies realize an employee is not an isolated individual, but part of a larger system,
e.g., family, community, etc. According to Mohanasundaram (1970), if companies
want acceptable work, high productivity, industrial harmony, and a stable workforce,
they must recognize and work with the human element. This is accomplished through
the efforts and services of the Labor Welfare Worker. Saini (1971) stated that the
services provided by a Labor Welfare Worker are vital for a better employer-employee relationship and a more productive employee.
Education
Desai (1991) cited how government policies (The Factory Act, 1948) and programs, as well as the influence of American social work, led to the development of
specializations. Mandai (1989) noted that the first institution for professional social
work education was established in Bombay by the Sir Dorjabji Tata Trust in 1936,
later named the Tata Institute of Social Sciences. Industrial concerns and government
departments pressed the Tata Institute to train social workers in the area of industrial
relations and labor welfare. As a result, a Tata Institute faculty member was sent to
America for specialized training and field observation, and the new Labor Welfare
specialization was established. The Tata Institute has also served as the model for
other social work schools in India. There seems to be a higher percentage of schools
of social work in India that offer an OSW specialization than comparable schools of
social work in the U.S.
The Labor Welfare Worker is a Master's level social worker who specialized in
Labor Welfare. The M.S.W. program is a two-year graduate program where students take classes, conduct research, and are placed in a field assignment consistent
with the specialization. Nagpaul (1993), explained that the Labor Welfare specialization continues to remain the most dominant field of study in terms of enrollment,
prestige, and job opportunities. He also states that some institutions have begun to
offer a separate diploma or degree. A survey of 27 schools of social work found that
the Labor Welfare specialization was the most popular (Desai, 1991). Nineteen schools
listed it as a social work specialization; several institutions taught only the Labor Welfare specialization and one other at best (Desai, 1991). The reason-the Labor Welfare field carries excellent salaries and benefits.
According to Saini (1971), industrial social work has found its place in the
social work curricul um as the number of requests received from employers for social
workers has increased. He states that this is a vital service as it produces a higher
producti vity rate and healthier employer-employee relations.
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III. Employee Assistance Programs (EAPs)
In one form or another, EAPs have been in place in India since the Factory Act
of 1948. Nandy (1970), in describing EAP efforts, stated that an organization trying
to buy efficiency at the cost of human happiness soon learns that effective operation is
impossible without the willing effort of contented employees. Shetty (1970) discussed how Indian companies spend more resources than American companies in
fringe benefits and welfare measures for their employees.
The EAP is neither pro-company nor pro-union, but rather pro-patient. Management and the union share responsibility in developing the policy. The EAP has
greatly benefited industries abroad and is highly suitable to Indian industrial settings.
Case Study: TTK Hospital/T.T. Ranganathlan Clinical Research Foundation
The TTK hospital in Madras runs a nonprofit, voluntary EAP that focuses on
substance abuse and provides treatment for alcoholics and drug addicts. In addition, the hospital offers a number of educational and prevention programs and seminars for various work groups. Its half-day seminar on EAPs is aimed at management
and union members and covers information on alcoholism as a disease and the need to
develop policies dealing with such issues. TTK offers supervisory training programs
that include information on alcoholism, early identification of alcoholic employees,
and guidelines for supervisors. Several hospital pamphlets describe the warning signs
and behaviors to watch for in substance-abusing employees. TTK Hospital also distributes a brochure describing the need for developing an EAP, citing it as a costeffective, confidential, and early intervention system.
IV. Description of the Health Care System
According to Varghese, many Indian hospitals are directed by religious organizations and offer a sliding scale method for payment. Varghese noted that those who
can afford it go through the privately run health care systems. Those who cannot use
government-operated systems. In addition, some employers (usually the larger factories) have in-house, full-service clinics with staff physicians and nurses.
Srinivas Rangaraj (Personal communication, October 1995) related that health
care is provided for everyone at a nominal fee. There are a number of government
hospitals where anyone can walk in, register, and receive almost any kind of treatment for a reasonable price. However, the standard of treatment is low as compared
to Western standards. There are private clinics and hospitals where people can go if
they are willing to pay higher prices as well as costly ultramodern hospitals staffed
by Indians who obtained their medical degrees and training in the West.
As part of the private health care system, the Red Cross will provide a visiting
nurse to the elderly for a fee. These nurses rotate periodically and actually live with
the elderly person. The nurse monitors vital signs and medication, and provides other
services. The nurse also may do some cooking and light cleaning. Of course, not
everyone can afford this.
According to the India News (Internet WWW, February 1, 1995), the Indian
government runs the largest primary health care and child development program in
the world.
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V.

Relevant Legislation

To the writer, India seems to be further advanced in OSW than the U.S. The
U.S. has no laws comparable to India's Factory Act of 1948 that require companies
to hire occupational social workers. The act speaks well for the field of OSW, as
well as the impact the profession can have on industry.
Another piece of relevant social legislation in India concerns maternity benefits. The government passed the Maternity Benefit Act in 1926 (Sarma 1991). In
1948, it passed the Maternity Benefits under the Employees' State Insurance Act.
Earlier, in 1941, the Parliament passed the Mines Maternity Act. This act provides
that women mine workers be paid for up to four weeks before and four weeks after
the delivery of a baby. The cost of the benefit is shared by the state, the employers,
and the workers. Benefits under the other maternity acts, according to Sarma (1991),
entitled a worker to almost full wages for a period of 12 weeks. In addition, benefits
are given in the case of a miscarriage for a period of 6 weeks immediately following
the miscarriage. If a women dies during her confinement and/or delivery her maternity benefits are paid to the child; if the child dies, the benefit goes to a person the
woman has designated.
According to Varghese, there are laws requiring a company that employs at
least 20 women to provide a day care center. Sarma (1991) discussed other laws that
concern working women: a woman resuming duties after childbirth is to be given
two nursing breaks, in addition to her regular rest intervals, until the baby is 15 months
old. Furthermore, an employer cannot reduce her salary for the light work assigned to
her, or for her nursing breaks. She cannot be fired on the grounds of absence due to
pregnancy, miscarriage, delivery, or premature birth; neither can her service conditions be changed in a negative way that places her at a disadvantage during this period.
These maternity benefits were enacted to promote the welfare of working
women. This thinking and social legislation is quite advanced compared to maternity benefits in other countries. Other countries might do well to consider India's
maternity benefits, which all working women in India are eligible to receive.
VI. Conclusion
OSW in India appears to have made great strides. This is evidenced through
the Factory Act of 1948 and the popularity of the Labor Welfare specialization in
graduate social work programs.
Perhaps because there is so much poverty in India, the life problems of employees, such as lack of adequate housing, sanitation, etc., had to be addressed to
move into and maintain the rapid industrialization India was experiencing. Both
government and Industry had the foresight to enact the Factory Act of 1948 to ensure that these needs were looked into. It is the writer's opinion that India demonstrates how occupational social work can greatly benefit both employees and employers.
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Chapter 6
NEW ZEALAND
Gerald A. Bunn, Executive Director, Queen Mary Centre
& Director, HASAP, New Zealand, Ltd. and Kelly Corliss
I.

Introduction

New Zealand is a parliamentary state with a Prime Minister as head of government. Its chief of state is a Governor-General appointed by the Queen of England.
Its largest industry is food products, which includes agriculture and fishing. Cattle
and sheep are the primary livestock, and barley, fruit, and wheat the major crops.
New Zealand also has a large timber industry and exports its wood all over the world.
II.

EAPs

New Zealand has both internal and external EAPs: The two major external
providers are EAP Services Ltd. and Health and Safety Action Programme, New
Zealand (HASAP-NZ), Ltd. Major internal efforts exist in organizations such asAir
New Zealand, New Zealand Rails, a number of local governmental administrations,
and health care organizations. Variations such as Member Assistance Programs (MAP)
or Students Assistance Programs (SAP) are not present.
EAPs were first introduced into New Zealand in the early 1980s with the industry division of the Alcohol Liquor Advisory Council (ALAC) of NZ. ALAC received
the majority of its funding for development of a variety of areas specific to alcohol
abuse and alcoholism from the government. The focus of this particular division of
ALAC was to be an advisory group to encourage the business world to develop their
own programs by sharing information and providing training. This process continued
until 1990 when the division was separated from ALAC and formed into EAP Services Ltd .. The primary focus changed from giving advice to providing an actual
service as an external referral agency.
A number of companies, some with the support ofALAC, created internal programs that now operate independently of EAP Services. The New Zealand Parliament has its own EAP serving its civil service sector.
Even though many earlier programs had their beginnings throughALAC, EAP
activities within New Zealand did not have the benefit of several decades of experience common in the U.S. The broad-brush approaches, which are the mainstream of
EAP in both New Zealand and Australia, gradually began to shift away from an
alcohol abuse baseline into a greater emphasis on issues identified as health promotion in the U.S. Drugs other than alcohol have not been an issue until recently. The
core technology, as expressed by the writing of Roman and Blum, is absent. This
situation was best described in an article in the International Journal of Sociology and
Policy written in 1986 by Drs. Paul Roman and Terry Blum.
The authors state that this article "offers a descriptive analysis of the
emergence of EAPs in the United States, the attempt by Australians to
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transfer this technology of occupational health to their nations, the
structure of that effort, and the apparent reasons for its eventual stagnation." The article is an analysis of this technology transfer. It stresses the
importance of considering differences between U.S. and Australian
governments, program specialists and treatment delivery agencies. There
are differences in organizational dynamics that the authors believe lead
to early stagnation of EAPs in Australia (Smith, 1991, p. 13).

From 1985 to 1986, government departments were mandated to provide EAPs
to their employees. In 1989, the stock market crashed and the specific emphasis of
EAPs switched to crisis debriefing. Currently, EAPs focus on early recognition of
impaired job performance. Their objectives are to restore the employee to full effectiveness and provide accessible and prompt counseling for employees (Tucker, personal communication, Fall 1995).
Much of the EAP technology transfer to Australia had application in New
Zealand. However, there are major differences between the two cultures. One factor
that may have affected the process was "timing." In the case of New Zealand, the
process is evolutionary rather than revolutionary. This certainly appears to be the case
with the interest that now emanates from the business sector. "Now" appears to be the
time. Other influences relate to the differing philosophies inherent within the employment and drug and alcohol fields of New Zealand and the U.S.
Employment
Until the early 1990s, everyone belonged to a union and the split between the
unions and employers was distinct and adversarial. Consequently, the use of "constructive confrontation" was not looked upon favorably. Much of the prevailing employee/employer attitudes were products of the old British system. The early EAP
effort attempted to keep itself clearly in the camp of the employee, disdaining much
employer involvement including the development of accountability reports.
This factor has changed with recent development in laws governing employment contracts. Under the Employment Contract Act, employers have more power
and the unions less. Employers can now choose bargaining agents to negotiate and
represent the company in legal matters. While this has changed, many other procedures concerning employee relations are still undergoing revision, including EAP
accountability.
Drugs and Alcohol
A number of issues that differentiate the U.S. from New Zealand concern prevailing attitudes toward the "disease" concept. Both New Zealand andAustralia have
national strategies that do not reference this approach. In fact, theDSM IV distinction
between "abuse" and "dependency" is rarely mentioned. The Ministry of Health
recently released the National Policy on Tobacco and Alcohol. In this document, the
terms "dependency" and "disease" are not mentioned. All emphasis is placed on
harm reduction or minimization. This policy has stated goals for alcohol and tobacco
in particular. For tobacco, the focus is on reducing the number of people who smoke
or are exposed to tobacco smoke. For alcohol, the approach is to reduce excessive
and hazardous drinking.
While other influences certainly separate the cultures of the U.S. and New
Zealand, other major differences are in the areas of health care and the inclusion of
drugs in the workplace.
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Drugs in the Workplace
The phenomenon of "timing" is seen when ideas born before their time are
discarded, only to be rediscovered when conditions are more propitious. Because of
the early beginnings ofthe New Zealand EAP from theALAC system, little attention
was paid to drugs. Not only that, the primary drug of choice was cannabis, which
was considered benign. Up until 1996, the major attitude outside of some treatment
agencies was that cannabis was a "soft" drug and not worthy of concern. At the first
and only national EAP conference in 1994, an EAP speaker from Australia claimed
cannabis was not a problem and its use was temporary as most people "outgrew" the
drug. The official position within New Zealand until 1996 was that the problem was
with the individual, not the drug. This position has undergone a major shift. However, it will take some time before it reaches everyone, including some EAP practitioners.
The current changes with regard to employment contracts, recognition of the
effects of drugs other than alcohol on performance and profits, and the changes
from reliance on public health care, have resulted in a growing demand for EAP
services. This refocus has also been influenced by a recent surge of interest in drug
testing. As businesses became aware ofthe impact other drugs were having, it created
an initial demand for an effective approach to deal with the issue. However, the
existing EAP focus on "health promotion" did not effectively respond to this need. In
summary, whileALAC-sponsored efforts led to making the business world mindful
of alcohol in the workplace, this awareness was either lost or minimized until recently.
As an example, a major Otago University study was funded by the Accident
Compensation Commission (ACC) to investigate the high incidence of work-related injuries and fatalities in the forestry industry. TheACC is a government agency
created to handle compensation benefits and the lengthy and expensive legal proceedings common in the U.S. Each organization, both public and private, pays a certain
amount into a general fund for the purpose of compensating those who suffer injury
accidents. The amount paid is determined by industry safety records. Forestry was
paying one ofthe highest rates-17.5% of payroll. When the Otago University report
was released, even though every other contributing factor including psychological
was examined, not a single word was written on the issue of alcohol or other drugs.
When the report's authors were queried on this, their reply was, "We were restricted to
analyzing accidents using official injury report forms, none of which referenced alcohol or other drugs." None ofthe medical examinations included toxicology information of any sort.
New Zealand industry was faced with an even a greater dilemma when drug
testing was offered. Itran into problems with the pri vacy commissioner, who claimed
that drug testing might be acceptable under certain conditions, among them the use of
an EAP as the first option. However, EAP responses had not satisfactorily addressed
the issue.
This led to the development ofHASAP-NZ Ltd. in early 1994 with its primary
focus being EAP and wellness efforts. Established as an external resource for developing internal programs, its services included organizational assessment, program
development, EAP personnel selection and training, installation of case/resource management software, company-wide training, networking activities (health fairs) with
community agencies, and continuing program audits. This has also led organizations
with existing EAPs to reexamine current practices in light of the aforementioned needs.
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A new international chapter for the Employee Assistance ProfessionalsAssociation (EAPA) is currently being formed. The only other professional association for
those working in the field is an Australian based group called Network of Employee
Assistance Providers of Australasia (NEAPA), which has limited visibility in New
Zealand. EAP-focused training is currently being offered only through the Queen
Mary Centre, Hanmer Springs, New Zealand, as part of its Professionals in Residency Program.
Case Study: Industrial Chaplaincy Services
The following information was sent by Brian Ridgway of Industrial Chaplaincy
Services (ICS) and is really quite unique because chaplains are providing what would
be a workplace service.
The overall aim ofICS's Workplace Support Program (WSP) is to keep people
at work and productive in a healthy way. This aim is met by providing a system of
care that can address those personal and work-based issues which impact performance. Three key elements ofthe WSP are peer support and self-referral, supervisor/
team leader intervention, and the workplace support program coordinator.
The ICS model of staff support is based on the concept of preventative early
intervention. ICS is staffed by industrial chaplains whose backgrounds are for the
most part in counseling, social work, human resource management, or pastoral ministry with a strong emphasis on life experience. Their services include regular visits
to the workplace, 24-hour availability, and referral resources.
Case Study: Stratos, Ltd.
Stratos is an external EAP provider that includes among its clients The Accident
Compensation & Rehabilitation Corporation; AMP Society; Kiwi Dairy Co., Ltd.,;
Fletcher Challenge Forestry, Ltd.; Howard Smith Shipping (NZ), Ltd.,; Tasman Express Line; Airways Corporation of New Zealand; Methanex NZ, Ltd.,; and Port
Wellington. Stratos has also assisted other organizations with internal services, including Taranaki Health Care and Wellington City Council. Stratos utilizes master's
level clinical psychologists as well as counselors with polytechnic qualifications, but
the firm does not use social workers. Stratos makes a strong distinction between assistance for personal problems and those that originate in the workplace. It is their contention that any problems that originate in the workplace are workplace issues and not
personal issues as such. Thus, these issues should be resolved by the employer and
the resolution should be funded separately from the EAP, which Stratos defines as
specifically for personal problems. Personal communication, September 3, 1996,
PeterWullems, Stratos (e-mail: peter@central.co.nz)
III. Description of the Health Care System
For the most part, New Zealand has had a "womb to the tomb" public health
care system. Industrial medical benefits paid for by employers are a recent phenomenon. No matter what happened in terms of sickness or accidents, employers experienced no direct financial cost for medical services. This is now changing due to a
major downturn in the New Zealand economy in the last decade. Economic reforms
are permeating the entire system, including health care.
While these reforms have produced significant results, including the largest budget surplus in the world for 1995 (by percentage of GNP), they have come at a price
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in other social and health programs. Waiting lists are growing to over 12 months for
non life-threatening surgeries, including hip replacements and cataract services. Drug
and alcohol initiatives have undergone, and are still undergoing, similar changes and
shortfalls. Meanwhile, the number of New Zealanders who have private insurance is
growing. It is projected that 50% of all New Zealanders will be covered by private
insurance by the year 2000. One of the major obstacles that must be overcome is the
lack of coverage for mental health services in general, and drugs/alcohol in particular.
The prevailing attitude among the current carriers is that these services are not high on
the list of needs among purchasers and can be obtained through the public sector.
However, changes will be made as the result of pressures being placed by the corporations that pay the premiums. Efforts are currently being mounted by HASAP-NZ
to influence this change along lines experienced in the U.S.
An example of the need for occupational safety was demonstrated in forestry
work. As stated by Marshall et al. (1994), "During the period 1975-88, there were 81
work-related fatalities among loggers. This reveals the need for safety features in this
work place."
There are two major organizational structures responsible for health and safety
in the workplace environment. They are known as the Occupational Safety and Health
Service (OSHS) of the Department of Labor, and the Accident Rehabilitation and
Compensation Insurance Corporation. OSHS serves a monitoring function. It is
responsible for enforcing health and safety in the Employment Act. This is accomplished through inspections in order to ensure the maintenance of a high safety standard. Approximately 60% of its activity is geared toward enforcement, while the
remaining 40% consists of promotional and nonenforcement activity. OSHS programs also monitor safety in the workplace. OSHS inspectors work with management to promote safety and health awareness. Their function is similar to the wellness
seminars promoted by EAPs.
IV. Relevant Legislation
In 1992, parliament passed the Health and Safety and Employment Act, which
authorized organizations to design systems that provide safety and health in the work
environment. This law made EAPs more popular to companies looking for ways to
implement the legislation.
In 1972, the Accident Compensation Act was passed. It has subsequently been
revised many times. The fundamental tenet of the act is that all accidents are the same.
Management, however, has been shown to respond better toward reemployment when
the source of the accident is work-related rather than not. Compensation is directly
related to the nature of the injury, not its source. Woods (1983) noted that as incapacity was reduced, so was compensation. The authority for that incapacity to work is
the physician (Adams and Tucker, personal communication, Fall 1995).
Although well-intentioned, the act has some problems, the worst being that it
provides a favorable financial package to the claimant, but no incentive to return to
work. The process also suffers from the long waiting times for medical service (Woods,
1983).
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Conclusion

There is little doubt that the New Zealand EAP field is entering into a new and
exciting time of challenge. Changes in the economic picture, health funding shifts to
private insurance, and a better understanding of the nature and impact of personal
problems, especially alcohol and drugs on the workforce, could all produce the most
significant growth period for the field in its short history. As one executive of a large
New Zealand industry stated, "[T]he future opportunities for good workplace programs dealing with personal issues, especially alcohol and other drugs, could not be
better. As we work towards more team approaches and quality leadership principles,
the need to take care of our people grows also." What appeared not to be workable 10
years ago is right for today.
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Chapter 7
PHILIPPINES
Peverley Jo Reyes, Senior Associate, Masi Research Consultants, Inc.
and Stephanie C. Dominic
I.

Introduction

This archipelago nation of more than 7,100 islands was discovered by Ferdinand
Magellan in 1521. Formally colonized by Spain in 1565, the Philippines remained
under Spanish rule until the end of the nineteenth century. The American victory in
the Spanish-American War turned control of this country over to the United States.
The Philippines finally achieved its independence after World War II in 1946.
There is a broad base of education, which utilizes the Philippine language and
English, both officia11anguages. Today, the Philippines holds one of the highest
literacy rates in the world, with nearly 90% of Filipinos literate in 1990 (Dolan,
1993).
The Philippines is struggling under heavy foreign debt, internal problems, high
unemployment, underemployment, and chronic energy problems. Due to the nation's
inability to sustain steady economic growth, not enough jobs are generated to absorb
the thousands of graduates produced every year. Dolan (1993) notes that this group
has difficulty in findingjobs "commensurate with their educational skill. If properly
utilized, these trained personnel could facilitate economic development, but when left
idle or forced to take jobs beneath their qualifications, the group could be a major
source of discontent" (p. 112). About 50% of the population is below the poverty
line, with most from rural and agricultural areas (Dolan, 1993).
Braving the uncertainties of life in a foreign country, many Filipino workers and
professionals leave home and family in search of a more stable future overseas. There
are 1.5 million in Saudi Arabia, mainly in construction. There are 130,000 Filipino
maids in Hong Kong. Those who migrate to the United States are mainly professionals. In total, the number of Filipino workers overseas is conservatively estimated at
more than 4 million, including contract domestic workers, "construction workers,
merchant seamen, entertainers and the nurses who staff many American big-city hospitals" (Richburg, 1995, pA3l). Richburg (1995) further notes that this mass migration has been blamed for the breakdown of traditional social norms of family and
community, leading to such problems as drug abuse. However, these same workers
have sent back US$2.94 billion to the country, providing a much needed boost for the
economy (Richburg, 1995).
In 1990, industry represented about 33% of the country's GNP and about 15%
of the workforce. Some of the major industries are in pharmaceuticals, chemicals,
wood products, and electronics equipment assembly. Services represents 44% of
the GNP and about 40% of the workforce. The service sector has increased the
number of its workforce, but much of this was in small-scale businesses or selfemployment. Dolan (1993) notes that these types of businesses are often referred to
as the "informal" sector because of "relative freedom from government regulation,
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monitoring, or reporting" (p.167). Agriculture, forestry, and fishing represent the rest
of the GNP and the workforce.
Organized labor in the Philippines is not very strong and suffered from repression during the martial law period from 1972-81. There were only an estimated 2.2
million members of the union movement in 1986, reflecting 20% of the wage/salary
workers and 10% of the total labor force. Only 350,000 workers were covered by
collective bargaining agreements in 1987 (Dolan, 1993).
II.

EAPs
Over the past few years, companies have begun to acknowledge the unfavorable effects of drug use on the workplace. With this recognition, they have begun to
establish workplace drug prevention and assistance programs. Companies such as
Philippine Airlines (PAL), San Miguel Corporation (a brewery), and the Philippines
Appliance Corporation (Philacor) lead the way in this development (Day, 1991).
These companies, in cooperation with the Dangerous Drugs Board, have implemented educational programs and developed company policies on drug use. Peer
counseling is available in some companies, while others have created task forces
for research and policy development. Day (1991) notes that "by far the most advanced, comprehensive, and innovative program in the Philippines, and perhaps the
world, is found at Philacor" (p. 4). Dr. Harry Day was the project director for a
USAID grant to work in Asia in the drug prevention arena. The following is an
excerpt from Day's 1991 article:
A cornerstone of the Philacor drug prevention effort, developed in
collaboration with the union and other employee groups, are clearly
written and comprehensive company policies and procedures, including
stringent rules for implementation and enforcement. Uniquely for the
Philippines, Philacor's program includes the establishment this year of an
employee assistance program (EAP) in the Human Resources Management Department. The EAP administers the program in coordination
with the union officials and the corporation's Social Services, Medical
Services, Legal Services, Personnel Administration, Human Relations
Department, and the national Dangerous Drugs Board (DDB). The DDB
provides drug testing and referral to outside rehabilitation programs, as
requested. However, to date the seven employees identified and confirmed with drug problems ... have been dealt with through supervisor
and EAP counseling while staying on the job, with the exception of one
person who refused help and who has been terminated from employment at Philacor.
According to Jesus (Jess) Calixto, Chairman Family Welfare/EAP
Council and Manager of Employee Services, the Philacor drug prevention program and the establishment of an EAP at his company of about
2,400 employees are the natural outgrowths of the extensive family
welfare programs Philacor has established over the years (p. 4).

Philacor's substance abuse programs include promotional activities, mobilization (e.g., training in detection of drug use), providing alternatives to drug use (e.g.,
stress management seminars), rehabilitation, and relapse prevention. Those drugaddicted employees who cannot be helped by counseling are referred (with the
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employee's consent) to the DDB for further treatment and rehabilitation.
The
employee's position within the company is protected for his/her return; however, the
employee may be monitored for relapse. Such acti vities may include home visitation
and periodic physical exams.
Day (1991) notes that the drug abuse program is only one facet of Philacor's
EAP. Like programs in the U.S., this company's EAP also assists employees and
their families with issues that affect their job performance and overall well-being.
This includes emotional, medical, legal, and spiritual problems. Day (1991) quotes
Philacor's CEO, Dante Santos, as saying "the most important asset of Phi lac or is its
people and that we believe in the dignity of every employee . . . " and that "the
dignity of the human being can best be recognized if we help them help themselves"
(p.5).
Drugs
Official government statistics for 1989 report only 1,733 addicts, but the number
is widely believed to be anywhere from ten to a hundred times greater (Dolan, 1993).
Drug use, trafficking, and cultivation (especially of marijuana) were an increasing
problem in the 1980s. There are government-instituted programs for education and
treatment, but their effectiveness is unknown at this point.
AIDS
As of the early 1990s, relatively few Filipinos had contracted AIDS. Only
three had died from the disease by April 1979; two were Filipinos visiting from
overseas and one was an American civilian who contracted the disease elsewhere
(Dolan, 1993). Officials have become increasingly aware of this issue and have
instituted several programs, including the testing of "hospitality girls," 21 of whom
were found to be HIV carriers. A 1990 study by the Philippine government reported
the growth rate at 4 cases per month with 20 deaths. A 1991 report by the Department
of Health cited 240 Filipinos infected with HIV (Dolan, 1993).
III. Description of the Health Care System
The average life expectancy in 1990 was 69 years for women and 63 years for
men. In 1989, the infant mortality rate was at 51.6 deaths per 1,000 births. Also in
1989, the ratio of physicians and hospitals to the population was comparable to a
number of the Philippines' SoutheastAsian neighbors, but significantly below ratios
in Europe and America (Dolan, 1993). Health conditions lag considerably behind
those in the West. Problems range from nonfunctioning equipment to difficulty in
outreach to those in rural areas.
That the role of health in socioeconomic development is not given the importance it deserves is evident in the budgetary allocation for the government's health
program. Almost half of government expenditures in 1989, for example, went to
the debt-service fund, while only 19.2% went to social services (which includes
education, health, and social security, among others) (Dolan, 1993).
There is a social security system that includes medicare, which provides coverage for the regularly employed urban workers. It is limited, however, by low levels of
income and the exclusion of agricultural workers. "In April 1989, out of more than 22
million employed individuals, a little more than 10.5 million were covered by social
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security. In health care and social security, as with other services, the Philippines
entered the 1990s as a modernizing society struggling with limited success against
heavy odds to apply scarce financial resources to provide its people with a better life"
(Dolan, 1993, p. 115).
In the Phillipines, a profession known as medical social work has developed.
The medical social worker assists physicians in dealing with the social aspects of
illness.
IV. Relevant Legislation
While planning for better living in the Philippines, the last decade was devoted
to providing the basic needs in the fields of health, education, and social welfare.
The present preoccupation is to adopt and implement policies and strategies that foster
self-reliance, strengthen and integrate the deli very mechanism, increase access to and
effective use of social services in order to meet basic needs, enhance community
involvement, expand private sector participation, and improve and strengthen existing
programs, widening their coverage so as to reach as many citizens as possible.
The 1959 Reorganization of Social Welfare
The Philippine Constitution of 1935, as amended in 1973, provides for the
establishment and maintenance of adequate social services-health, education, welfare, and social security-for all.
In 1959, a reorganization, known as Plan SO,took place within the Social Welfare Administration of the Philippines. Some of the provisions made by this plan
can be found in American counterparts. Plan SOprovides for a Social Welfare administrator with authority over all entities of the Social Welfare Administration (SWA)
(Social Welfare, 1962).

1.
2.

3.
4.
5.
6.
7.
8.

Functions, Powers, Duties and Responsibilities of SWA
To provide maternal aid to the indigent, the physically handicapped, and the
unemployed.
To assist in establishing self-help projects, provided that their establishment will
reduce the need for public assistance substantially. (Manila: Social Welfare Administration Library, Statistical Research Division, 1962, pp. 30-40).
To provide social work counseling and services to adults and children so as to
assist them in the adjustment of their economic and social problems.
To provide guidance through the courts in working with those youths who are
placed on probation or parole.
To provide a training program for the physically handicapped to enable them
to become self-supporting and adjusted to economic and social problems.
To provide for institutional care and supervision for children and adults where
care in their own homes is not practicable or possible.
To supervise and license private homes and institutions and local charitable solicitations.
To provide guidance and education in the preparation oflow-cost meals, through
community kitchen and demonstration centers (Social Welfare, 1962).
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v.

Conclusion

The further development of EAPs in the Philippines will likely hinge on cultural
and financial resources. The country's current struggles to maintain a stable economy
may hinder EAP growth. One possibility is to build on existing programs, such as the
drug education/awareness programs established in several companies. As Day (1991)
points out, awareness has already been raised about the effects of drug use in the
workplace, and companies have begun to respond. Drug abuse programs would be a
natural stepping stone for the development of EAPs, as the Phi1acor example illustrates. With further encouragement from the government-such as the national seminar jointly sponsored by the International Labor Organization and the Philippine Department of Labor and Employment on November 7-9, 1990, in Manila on workplace
assistance programs for alcohol and other drugs-other companies in the Philippines
will establish assistance programs.
Contacts
Mr. Manuel G. Imson (Labor Attache)
Philippine Embassy
1600 Massachusetts Avenue, N.W.
Washington, DC 200036
Tel: (202) 467-9425
Fax: (202) 887-5830
David J. Powell, Ph.D.
Education and Training Programs, Inc.
Corporate Place
PO. Box 7155
Bloomfield, CT 06002
Tel: (203) 242-7751
Department of Social Work and
Development (DSWD)
Batasang Pambansa Complex
Constitution Hill,
Quezon City, Philippines
Attn: Assistant Secretary
Gloria Mallari
Tel: 00639319135
Fax: 00 63 9318191

Janet Cooper
Interlibrary Loans
British Library for Development
Studies
Institute of Development Studies
Falmer Brighton BN1 9RE EK
Tel: 44 (0) 1273 606261
Fax: 44 (0) 1273 621202/691647
Telex: 877997 IDSBTN G
email: j.m.copper@sussex.ac.uk
American Chamber of Commerce
of the Philippines
PO. Box 1578
MCC, Philippines
Attn: Mr. Robert Sears
Tel: (63) 2 818-7911
Fax: (63) 2 816-6359

References
Baldoria, P. (1954). Readings: Documents and literature
City: The University of the Philippines.
Buss, C.(1958).

Southeast

on Philippine

government

Asia and The world Today. New York: D. Van Nostrand

Carlton, T. An introduction To The history of social welfare in The Philippines
Philadelphia: The Asian American Council of Greater Philadelphia.
Day, H. (1991, Fall). Philippines:
4-5.

Drugs in the workplace.

and foreign

Company,

Quezon

Experience

Series).

Inc.

(The Asian American

In The lnternational

relations.

Drug Prevention

Quarterly;

1(1), pp.

International EmployeeAssistanceAnthology

78

Dixon, J., & Kim, H. (1985).
Dolan, R. (1993).

Philippines:

Social welfare in Asia. Kent, England:
A country study. Washington,

D.C.: Library

Gokhale, S.D. & Chadra, D. Quest in social welfare in Southeast
United Asia Publications.
Hunt and Associates.
Richburg,
Sonneborn,

(1954). Sociology

K. (1995, November
L. (1988).

3). Filipino

The Philippines.

The social welfare administration:
Welfare Admistration.
Tope, L.

in the Philippine
diaspora

led by its maids.

Cultures of the world: Philippines.

background

of Congress.

Asia and Western Pacific region. Bombay, India:

setting. Manila:

New York: Chelsea

Its historical

Croom Helm Ltd.

University

The Washington

of the Philippines.
Post, pp. AI, A31.

House.
and reorganization

New York: Marshall

Cavendish.

Plan 50. (1962).

Manila:

Social

Chapter 8
TAIWAN
Brian Elliott
I.

Introduction

The Republic of China (ROC) was founded on January 1, 1912, as the first
constitutional republic in Asia and included both Taiwan and mainland China. In
1950, at the end of Communist rebellion on the mainland, Taiwan became an independent nation. Its major city, Taipei, has been the provisional capital since 1949.
Taiwan has since emerged as the world's second most densely populated area, with
a population of over 20 million. Fifty percent of Taiwan's population live in the
island's four major cities-Taipei, Taichung, Tainan, and Kaohsiung.
Work in Taiwan
Taiwan has a unique labor problem-too many jobs. Taiwan's dynamic economy
boasts a GDP of 7% per annum and an 1.6% unemployment rate. Although these
figures have transformed Taiwan into a world economic power, the island suffers
from high employee turnover. With a wide range of employment opportunities, employers scramble to replace a staff which continuously migrates to better offers. Younger
professionals change jobs with alarming frequency, while experienced managers migrate to more lucrative positions in mainland China. Since the number of projects in
China easily surpass the available supply of managers with experience, headhunters
target Taiwan to fulfill their managerial needs. Taiwan has the third highest turnover
rate in EastAsia, a remarkable 10% among the eight major industries between 199495. A recent study by the Directorate General of Budget, Accounting and Statistics
revealed that 89% of employees who have changed jobs in the last five years did so
every year (Duff, 1995). According to Duff (1995), human resource professionals are
troubled by the trend of "the transient work force having a mercenary mentality, devoid of loyalty, prepared to switch jobs at a moment's notice" (p. 24). They are
brainstorming for creative solutions to help abate this trend. One company has developed a system called the Ranking and Development Program to assess employee
performance and screen for potential managers (Duff, 1995). Managers rank employees based on their current contributions and compute compensation based on that
contribution. Those employees who receive top rankings are selected for management training positions. In addition, these employees play an active role in the construction of their career development plan. Employees who receive low rankings do
not return (Duff, 1995). In their efforts to retain personnel, many employees are now
trained to customize their career development plans.
II.

EAPs

Taiwan's Council of Labor Affairs (CLA) has encouraged companies to establish full-time counseling positions since 1981. EAPs have been used since 1993 by
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a limited number of large Taiwan companies. Ninety percent of Taiwan companies
have less than 100 employees. Some of the largest companies (500-1,000 employees) have a Personal Assistance Department, which sometimes includes a psychologist who can be consulted at no cost to the employee. The I & R Telephone Counseling Service offered by the Labor Welfare Department could be the forerunner of an
EAP. The following information written by Lisa Lin (1996), consultant to Human
DynamicAsia Pacific Ltd., is relevant.
In Taiwan, both government and industry are gradually paying more
attention to the need for employee assistance. Many major companies
are hiring full- or part-time officers to provide services, usually covering
the areas of counseling, education, recreation, complaints, and consultation. There are also some foreign investment companies contracting
their EAP service to local counseling organizations.
In 1995, Human Dynamic Asia Pacific Ltd. was appointed by National
Semiconductor to provide EAP services in the Asia Pacific Region. In
1996, we began serving Northern Telecom and Polaroid employees in
Taiwan, as well. To accomplish this service, we have affiliated with the
Center for Human Development, the first professional counseling organization in Taiwan. The Center has a team of clinical psychologists and
professional counselors to provide counseling, psychological testing,
training, and workshops in various areas (p. 30).

While in Hong Kong, the editor met with Dr. Wayne Julian, who provides
services for U.S. government employees in the Far East (see Hong Kong chapter).
Dr. Julian stated that the Community Services Center in Taipei (Don Belton is the
contact person) provides mental health services for expatriates. In addition, an annual conference for mental health professionals serving expatriates inAsia was held
in Taipei on November 13-15,1996.
Services Performed
Labor Welfare Department
The Labor Welfare Department functions as an informational resource for
employees. Until 1993, one service center provided this information and referral
service (Monthly Bulletin of Labor Statistics, 1995). Dramatic increases in utilization
have since spawned 63 service centers in all parts of Taiwan. In 1987, 1,441 persons
used the labor service hotline. This level remained consistent until 1992, when usage
exploded to 11,723 cases, and again increased in 1993 to 20,045 cases. In 1994, the
number more than doubled to 46,806. Through the first 4 months of 1995, 15,620
people have used this service. Over 12 months, this pace would translate to nearly
47,000 cases (Monthly Bulletin of Labor Statistics, 1995).
The department has a free information hotline, and many services are provided
via telephone. Employees use the centers to help interpret laws and regulations, to
report grievances, and to ask for general employment-related advice. The most
commonly asked questions are those concerning wages, working hours, employment management, protection and labor welfare, labor insurance, foreign labor issues, and specific career planning/counseling (Monthly Bulletin of Labor Statistics,
1995).
Referrals are made to "foundations" or private agencies, which include drug/
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alcohol treatment facilities, smoking cessation programs, environmental protection
facilities, and safe driving programs. Companies and individuals sponsor the foundations, receiving tax breaks in return (S.Q. Lin, all citations from personal communication, Fa111995). In addition, the service center is a referral agency for labor education
services, providing links to career training courses. In the editor's opinion, the Labor
Welfare Department's service centers could be the forerunner ofEAPs.
Substance Abuse
Drinking is a socially acceptable activity, even among employees and their superiors. It is not uncommon for employees and their bosses to become inebriated together. If alcohol begins to affect work performance, employees are referred to government-funded treatment facilities or private foundations. When employees seek
alcohol treatment, their job is held until they return.
Drug use in Taiwan is considered a taboo topic. Some companies with safetysensitive machinery utilize preemployment testing, but drug testing remains uncommon among most companies (S.Q. Lin).
III. Description of the Health Care System
Until 1995, 13 health insurance programs existed under three major insurance
systems-the Labor Insurance, the Government Workers Insurance, and the Farmers Insurance. These 13 programs covered most workers, retirees, and some parents
and spouses. Most Taiwan workers were insured under the Labor Insurance, established by the Labor Insurance Act of 1950.
Labor Insurance was mandatory for all persons aged 15-60 who were either
union members or hired by businesses with five or more employees. It covered
general and occupational injuries. General insurance provided benefits for maternity, injury and sickness, medical care, disability, unemployment, old age, and death.
Under this construct, employers paid 80% of the premium, and employees paid the
rest. For workers in craft unions without definite employers, 40% of the premium
was paid by the employer and 60% by the government. The occupational injury
insurance was paid entirely by employers and provided coverage against medical
expenses, disability, injury or sickness, and death (Council of Labor Affairs, 1993).
National Health Insurance
In December 1993, 58.3% of people in Taiwan had health insurance. However,
Taiwan's economic prosperity has resulted in improved access to many health care
resources. As a result, the government recently unveiled a nationalized, universal
health care system. On March 1, 1995, Taiwan promulgated the National Health
Insurance program (NHI) (Lin, 1995). All individuals in Taiwan are covered, except
for servicemen who receive free government medical care. Under the new insurance
scheme, employees pay 30% ofthe insurance premium, employers pay 60%, and the
government pays 10%. An average Taiwan worker, earning US$800, with a spouse
and two children, pays US$42 the first year. The law mandates a first-year premium
of 4.25% of the employee's monthly wage, with a maximum of 6%.
The CLA also mandates that companies with more than 49 employees must
establish an Employee Welfare Fund. Companies must earmark 5% of their total
capital, 0.05% to 0.15% of their entire monthly income, and 20-40% offunds gained
from sale of wastes for the Welfare Fund. Employees must contribute 0.5 % of their
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monthly salary or wage. Each company has a welfare committee charged with the
responsibility of allocating the funds (Council of LaborAffairs, 1993).
Child Care
The government subsidizes day care centers. Forty percent of Taiwan's 9 million person workforce are women, I million of whom care for children under age 12.
In 1993, the CLA gave four businesses $35,800 each to establish a nursery. In addition, the CLA provided $8,500 to 35 companies with existing on-site day care centers. For businesses with off-site day care centers, the CLA provides $1,000.
IV. Relevant Legislation
Legislation protecting worker's welfare is fundamentally evident in the ROC
Constitution, drafted in 1946. Article 153 of the Constitution states, "The State, in
order to improve the livelihood of laborers and farmers and to improve their production skills, should enact laws and carry out policies for their protection."
The 1984 Labor Standards Law is the most crucial piece of legislation for the
workplace in Taiwan. The law establishes minimum standards for working conditions, delineating the rights and responsibilities of workers and employers (Council of
Labor Affairs, 1993). The law covers eight categories of workers involved in agriculture, forestry and fishing, quarrying and mining, construction, manufacturing,
public utilities, transportation and storage, mass communications, and other occupations designated by the ROC government. Since workers in these eight categories
represent just 39% of Taiwan's workforce, the government is now extending the law's
coverage to include workers in department stores, restaurants, financial and banking
organizations, insurance companies, law firms, and information service companies.
Another important piece of legislation is the 1992 Employment Services Act.
This act legalizes the employment of foreign workers in the ROC. It acts as a
safeguard for foreign workers, ensuring that their due rights are protected and that
they are paid at least the national minimum wage (Council of Labor Affairs, 1993).
The CLA works in tandem with the Ministry of Economic Affairs (MOEA) to address Taiwan's overall labor supply. In the mid-1980s, the MOEA predicted an imminent labor shortage crisis. In response, the CLA developed a guest-worker program
involving 180,000 foreign workers-72% from Thailand, 20% from the Philippines,
and the remaining from various Southeast Asian countries. However, limitations
are in place-foreign workers cannot represent more than 35% of the total workforce.
Amid pressure to raise the limit, the CLA is wary that industries may become dependent on them and resist restructuring. Dependence upon foreign labor-intensive
workers could entrench the economy and jeopardize the creation of higher paying
jobs for domestic workers (Ruhr, 1995).
The guest-worker program is part of Taiwan's aspirations to become a major
operations center by the year 2000. The government launched the Regional Operations Center plan in January 1995. The plan hopes to create additional opportunities
for domestic companies, as well as lure multinationals operating in the region. The
ultimate goal of the plan is to make Taiwan an operations center for manufacturing,
sea and air transportation, financial services, telecommunications, and the media
(Internet). Pursuant to this goal, Taiwan must satisfy its demand for manufacturing
and construction laborers. Management and technical specialists are also in demand and are earmarked as major participants in the Regional Operations Plan. The
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CLA must delicately balance the demand for new capital, goods, information, and
employees without abrogating their responsibility to domestic workers (Ruhr, 1995).
The CLA is analogous to the U.S. Department of Labor and is the preeminent
government agency affecting workplace welfare. Its overriding mission is to ensure the health, safety, and welfare of workers (Ruhr, 1995), and it plays an instrumental role in the Taiwan business world. The CLA encompasses the Labor-Management Relations Department, the Working Conditions Department, the Labor Insurance Department, the Labor Safety and Health Department, the Labor Inspection
Department, and the Labor Welfare Department. Various divisions and departments
of these agencies act at the city and county level (Council of Labor Affairs, 1993).
The CLA oversees all regional departments and bureaus. The CLA is empowered to
regulate and modify all labor legislation.
Legislation is pending that could provide the impetus for EAPs. The CLA is
presently drafting guidelines for implementing counseling and assistance for workers
who lose employment because of plant closings or corporate bankruptcy.

v.

Conclusion

The island of Taiwan has established itself among the world's economic powers. However, unlike many competitive industrialized nations, Taiwan does not
support a formal EAP system. The monetary aid of the seemingly omnipresent Council of LaborAffairs, coupled with the many institutionalized benefits, gives Taiwan an
attractive working environment. Yet the labor demand continues to outweigh the
labor supply. Moreover, Taiwan's stifflabor regulations are facilitating the migration
of high level executives to more lucrative and liberal labor environments.
As a result of Taiwan's dynamic, labor intensive workplace, the island is a fertile
field onto which employee assistance programs can prosper.
Contacts
Don Belton
Community Services Center
Taipei, Taiwan
Rep. of China
Tel: 8862836-8134
Fax: 8862 835-2530
Tony Hsu
Dean, International Trade Institute
China External Trade
Development Council
333 Keelung Road, Sec. 1, Taipei 110
Taiwan,
Rep. of China
Tel: (886-2)-725-5200
Fax: (886-2)-757-6653

Daisy Chang
Secretary,
American Chamber of Commerce,
Kaohsiung
IF, #123-7, TaPei Road, Niaosung
Kaohsiung, Taiwan
Rep. of China
Duke D.C. Lee
Director
Public Service Center
Tamkang University
18 Li-shui Street 10606
Taipei, Taiwan,
Rep. of China
Tel: (02) 321-6320
Fax: (02) 391-3352

International EmployeeAssistanceAnthology

84

San-Quei Lin
Senior Labor Officer
Taipei Economic and Cultural Representati ve office
4301 Connecticut Ave., N.W. Suite 420
Washington, DC 20008
Tel:
(202) 686-6400

Hung-Chun Hsieh
Specialist, Labor Welfare Department, CLA
Council of Labor Affairs
Executive Yuan
6th Floor, 132 Min Sheng E. Rd.
Sec. 3, Taipei, Taiwan
Rep. of China
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Chapter 9
BELGIUM
Elyse Sharpe
I.

Introduction

Belgium is a highly developed and densely populated country of nearly 10
million people. Since its founding in 1830, it has been a hereditary, representative,
and constitutional monarchy. Culturally and geographically, Belgium is heterogeneous, divided between the Flemish, who speak a unique language related to Dutch,
and the Walloons who speak French. The crime rate in Belgium is one of the lowest
in Europe, and life is characterized by a generally peaceful atmosphere. In international polls, Belgians are among those most satisfied with their life and least inclined to emigrate.
Belgium's highly productive economy has kept inflation low and has helped
maintain one of the highest standards of living in the world. Its central location
gives it a significant trading advantage. Brussels, the capital, houses the headquarters
for both the North Atlantic Treaty Organization and the European Community. Belgium has many valuable economic resources, including a very skilled workforce with
a proven penchant for hard work. The country's industrial productivity (measured as
amount of goods produced per worker) is 20% higher than that of neighboring Holland, the next most productive country in Europe (Heylighten, 1995). This is due to
widespread automation, highly skilled labor, shift work that minimizes idle time, and
low absenteeism.
Although workers have vacation time, free time, and can easily take time off
for illness without risk of losing their jobs, few work days are actually lost. This
may be due to the excellent system of low cost medicine and the tradition of resolving industrial conflicts by negotiation.
Role of Unions
The Belgian economy is based on free trade and private enterprise, although
since the end of World War II, the state has been gradually redefining its liberal,
noninterventionist approach to economic affairs (Wickman, 1984). Belgium is one
of the most highly unionized countries in the world. Estimates of union membership range from 60 to 70% of the working population, 80% of blue-collar workers to
37% of white-collar workers. The industrial relations system shows a clear preference for autonomous rule-making on pay scales and work hours through the collective bargaining process. The government has generally played a supplementary role
since it relinquished its position as wage regulator in 1956. Collective bargaining
takes place at four levels: national interindustry, national industry, regional industry,
and individual enterprise. High-level bargaining sets only minimum standards for
wages and labor conditions, which can then be improved upon at lower levels.
The largest trade unions are not organized by profession or craft, but by industrial branch. The degree of unionization is partly due to links between the trade unions
and the political parties. The political pressure exerted by trade unions has profoundly
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influenced labor legislation, which is extensive and covers practically all working
conditions, social security regulations, and other social benefits (Heylighten, 1995).
Only when unions and employers cannot reach consensus will the government intervene by proposing compromises (Wickman, 1984).
II.

Occupational Social Work

Occupational social workers' tasks cover a wide range of administrative and
management support such as group animation, social inquiry, visiting sick employees, activities for pensioned workers, attending funerals, helping widows, information activities, board meetings, and secretaryship. In addition, their function includes assisting individual employees, conducting interventions, promoting teamwork and groupwork, dealing with new organizational structures and new visions
on management, administering social benefits, and recreational and sporting activities
and events (Fletcher, 1985). The role ofthe occupational social worker has grown to
reflect management's interest in increased productivity and in the reduction of employee problems that affect productivity. Occupational social work was established
to enhance the company's compliance with laws on hiring special groups of employees and integrating them into the company, e.g., Islamic immigrants who have found
assimilation into Western culture and system difficult. Most importantly, the role of
occupational social worker, social counselor, and/or social assistant has been to develop a work environment in which the self-fulfillment of employees, as well as their
career needs, is accommodated.
OSW began during and immediately after World Wars I and II as the devastation of war gave way to reconstruction. It evolved from the humanitarian concerns
of paternalistic employers, as employee need for housing and living arrangements
prompted many companies to hire social workers to help. A second need arose from
the virtual absence of social workers within labor unions. There is no evidence of any
social workers directly employed by or working for unions at this time. Ahigh degree
of interaction had occurred between social workers and unions through various work
councils throughout Western Europe, but no autonomous practice has been observed
(Googins, Reisner & Milton, 1986).
Industrial social work exhibited a definite set of developmental stages through
which the practice grew. The focus of social work began with attention to the individual employee needs and later evolved into a systems orientation. The actual development was directly related to the degree of social work integration in the corporation, moving from a mostly peripheral and extraneous function to an internal and
highly integrated one (Kurzman &Akabas, 1993).
After World War I, Belgian companies assisted the families of workers in an
approach borrowed from the English welfare model, which provided direct service to
workers who had injuries, minor ailments, and welfare needs. The effort was oriented toward giving aid to individuals and families in need. A change in ideology
emerged in the mid-1930s from social welfare provider to social advisor. The focus
of the occupational social worker consequently shifted from providing welfare in
times of hardship to building a better relationship between the worker and the organization. Over time, the focus of social work intervention shifted to include a greater
emphasis on work-related problems (Ozawa, 1980).
During the 1950s the industrial social worker came to have both internal and
external responsibilities, with the internal function taking greater precedence. Ex-
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ternal work was characterized by its emphasis on housing, family, and financial
problems. Internal activities included psychosocial assistance for individuals or groups
of employees, work with vulnerable populations in the workplace, management consultation, influencing personnel policies, and counseling employees affected by reorganization. Management supported the shift to an internal focus because the emphasis was believed to have greater value and was less paternalistic.
By the 1960s the role of OSW had become more widely accepted in providing
social function to the organization and support for the employees. One characteristic of industrialization was that it subjected the social system and family life to its
own unique pressures. This did not occur without strong resistance from the
workforce whose opposition led to such developments as trade unionism.
The 1970s were characterized by a rise in the standard of living, training levels,
and the aspiration for sexual equality. This led to new demands concerning the quality of life, first from outside, but eventually from within the workplace. In addition,
the 1970s showed an increased rate of gain in union membership, with most of the
labor force belonging to unions.
In the 1980s, personnel policies of organizations such as Renault expanded the
function of occupational social workers to include a wider range of tasks to assist
individual employees, teams, work groups, and new organizational structures. Emphasis on intervention techniques was also encouraged.
The mid- to late-1980s brought the introduction of employee assistance programs to Belgium due to the overall concern for employee well-being and productivity. The occupational social workers' role changed once again to accommodate a
differing degree of formality and type of service offered to employees in reaction to
one of the most prevalent health and productivity problems affecting their country at
the time: alcoholism (Uri, 1987).
Education
Higher education for social work includes short- and long-term programs offered by nonuniversity institutions. Programs in social counseling offer students general training in personnel management and business and public administration services. Course work is supplemented with visits to businesses and institutions, practical training, and computer instruction. Formal courses include management, law,
economics, social security, social work, psychology, and the like. Students must also
write a graduation thesis. Graduates ofthese programs may obtain licensing in related
fields such as work science, economics, and applied social science. Admission to
programs in social work counseling requires a certificate of higher secondary education and the successful completion of an entrance exam. Although individual programs vary, each school must offer a minimum of 28 hours per week of course work
in the first year, including 24 hours of required courses. During the second and third
years, there are 30-32 hours per week of course work. In the third year, 20 hours are
devoted to practical training and special methodology. The special methodology portion can be in industrial or occupational social work.
III. EAPs
There has been steady growth in the number of occupational alcoholism programs in Western Europe over the past few years. Because of Belgium's long-stand-
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ing tradition of both occupational social welfare and occupational alcoholism programs, EAPs have been quite successful in blending both models (Yandrick, 1986).
The World Health Organization (WHO) recently completed the first European
AlcoholAction Plan and found that Europe ranks highest among the world in alcohol
production, export trade, and consumption (Lipscomb, 1994). At 10 liters per capita
consumed in 1990, Belgium ranked ninth out of 27 countries, including all of Western
and Eastern Europe, Iceland, Turkey, and the Republics of the former Soviet Union.
The Flemish Association for Alcohol and Other Drug Problems (VAD) cites that 510% of chronic and occasional drinkers may cause problems at work. The association acknowledges, however, that no reliable data currently exists on the problem.
Over the past 10 years, VAD has provided alcohol and drug policy consultation and
related management/supervisory training to several hundred Belgian companies. This
nonprofit group teaches that it is not only the chronic drinker who can cause problems, but often the occasional drinker gets out of hand. As a result, European corporations are beginning to consider the cost benefit of rehabilitating rather than firing
alcohol-abusing employees.
Konstantin von Vietinghoff-Scheel is a clinical psychologist and managing director of Corporate Caring Systems, a European consulting firm providing preventive
occupational health care systems in Europe. Since 1987, he has been co-chair of the
Business and Industry Section of the International Congress on Alcohol and Addictions. He has also worked to promote and develop EAPs in the European market.
Corporate Caring Systems, headquartered in Brussels, has expanded over time to
extend EAP services to other countries. Von Vietinghoff-Scheel believes it is absolutely crucial to be sensitive to and aware of cultural differences and traditions to be
successful in the application of the EAP concept to Belgian industries (von VietinghoffScheel,1990).
Barbara Sumner (1995), anAmerican expatriate for nearly 22 years, resides near
Brussels and has been a consultant with the Institute forTraining in Intercultural Management based in the Netherlands. She also acknowledges the power of cultural
differences. It is her belief that when a new EAP market beckons, there is typically a
rush to meet demand. In many cases, overnight business consultants refashion themselves into cultural experts. Like von Vietinghoff-Scheel, Sumner believes it is crucial for companies to develop an understanding of the implications involved in a
multicultural environment (Sumner, 1995).
Sally Lipscomb (1994) provides consulting services to European-based corporations and also serves as EAPA's regional director. Lipscomb believes Belgium
offers fertile ground for newly developed programs and EAP core services in alcoholism. She notes that EAP successes include managers who recognize alcohol and
other drug problems and take steps to intervene. Managers also are taking an active
role helping troubled employees and seeking expert assistance to develop programs.
Lipscomb observes that the current European economy leaves little room for employee illness, accidents, or absenteeism-all of which are phenomena EAPs are proven
to reduce. Pressed by local unemployment payout requirements to retain trained workers, business leaders in Belgium are more receptive to EAP assistance. Lipscomb
believes it does not matter whether the EAP is provided internally by the corporation
or by foreign or local contractors. What she finds crucial is that the program be
carefully tailored to the needs and culture of its host organization and carry its own
uniquely Belgian stamp of quality and individuality. EAPs should succeed because
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of their heavy utilization of trained professionals who are skilled and knowledgeable
about addictions, mental health, and the specific corporate culture.
Many American companies located in Belgium have developed a range of assistance programs. These include Delacre Biscuit, DuPont, Exxon Chemical International, Levi-Strauss Europe, and Proctor & Gamble. While their corporate programs
differ in degrees of formality and types of service offered to employees, they are
united in addressing the prevailing alcoholism problem. No other function within the
EAP core is more heavily utilized.
Case Study: Delacre Biscuit
Daniel Willems, human resource director of Delacre Biscuit, a subsidiary of
Campbell Foods in Lambermont, states that his goals for the EAP are to reduce
absenteeism and to have people come to work happy, thereby improving the social
atmosphere and productivity. Eighty percent of the bakery's 500 employees are
women and 60% are divorced or separated. Last year's program statistics showed
that 34% of EAP users sought help for problems with relationships, 20% for emotional issues, and 20% for family problems (Lipscomb, 1994).
Case Study: DuPont
Dr. Rozemarijn Laureyssesn (Lipscomb, 1994), European medical director at
DuPont in Mechelen, directs the company's program, which is available to 1,000
employees and their families. She regards the program as a huge success as it has
helped many employees and family members, which in tum has resulted in higher
productivity. According to Laureyssesn, the EAP has assisted over 30 serious cases
who sought treatment and rehabilitation in the past four years.
Dr. Laureyssesn believes that a corporation needs to expand an alcohol program to one serving a multitude of human problems. She states, "[W]hen you treat
an individual's alcohol problems, you may find he or she has other equally serious
problems to be resolved. Often family members look to you for help with their
problems as well." Experience with depression, marital, family, and financial issues motivated DuPont's European headquarters in Geneva to expand its alcohol
program to a full-service EAP in September of 1994. All other European locations
have the objective of introducing the same service in the coming months.
Case Study: Exxon
Exxon Chemical's Brussels headquarters for operations in Europe, Asia, the
Middle East, and Africa started its full-service EAP in 1986. Medical Advisor Dr.
Guy Binst (von Vietinghoff-Scheel, personal communication, Fall 1995) stated that
the company's goal was to give employees and family members access to external
professional assistance. Provided contractually by Corporate Caring Systems, the
program provides a confidential, 24-hour telephone line to employees, families, and
management. Callers may see EAP professional up to eight times per year, with the
company covering the costs. If the employee needs additional services, these are
selected and coordinated by the EAP. Dr. Binst states that last year's 4.5% penetration
rate proves that employees are using the service. The most frequently reported issues
are marital conflicts followed by problems related to children.
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Case Study: Levi-Strauss
Levi-Strauss Europe introduced its full-service EAP to the 280 employees in its
Brussels headquarters in April 1994. Human Resources Manager Alison de Maret
(Lipscomb, 1994) noted that management considered implementing an EAP for several years. Management was concerned that employees would not use the program,
but de Maret's research has demonstrated the contrary. Apparently Levi's huge success in Europe added stress in the personal lives of employees, and they use the program to organize and balance their family and work lives.
Case Study: Proctor & Gamble
Dr. Jan De Saedeleer, Proctor & Gamble's medical director of Occupational
Health Services for Europe, Africa, and the Middle East, is one of several corporate
executives collecting data on the problem of alcoholism. He states, "When you compare a drinking employee with a non-drinking employee, the drinker misses up to 16
extra days of work" (Lipscomb, 1994).
IV. Description of the Health Care System
Due to a constitutional revision in 1980, the Flemish and Walloon communities
each have legislative council and administrative government responsibilities, which
include health care. Also, the nine Belgian provinces are divided into administrative
districts and communities, and each is under the authority of a governor with some
legislative power exercised by a provincial council. The central and regional authorities have only financial and supervisory responsibilities in health care. Actual health
services are typically provided by municipal and private initiatives.
The compulsory social security system encompasses six areas: pensions, unemployment, family allowances, annual holidays for workers, health sickness, and involuntary insurance. The government manages and distributes the benefits to the appropriate bodies. Within the health care sector, the distribution of benefits is done through
"mutualities." As in most Western European countries, the role of private insurers is
minimal. Instead, mutuali ties take care of the reimbursement and coverage of medical
costs. Mutualities is an accepted term in most continental European countries; however, some use the term "sickness funds" or Krandendassen.
A citizen in need of health care either calls or goes to a physician's office.
Emergency care can be received immediately with a single telephone number (900)
established for summoning an ambulance, the police, the fire brigade, or other forms
of emergency service. Access to hospital care is closely related to the health insurance
system. To gain admission to a hospital, prior authorization from the health insurance
physician is required except in emergencies. In private practice, this is given automatically (Groenewegen, 1988).
Funding
Benefits are financed by contributions from employees and employers and by
state subsidies. The task of collecting contributions is centralized within the National Office for Social Security (ONSS). The ONSS in turn redistributes funds among
the various public institutions. As the easiest way to contain costs (or to increase
income) and to have the insured contribute to the cost of medical care, the principle of
free hospital care has been abandoned. The government has decided that patients
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must pay part of the fee from the very first day of hospitalization. Patients must also
contribute to the costs of drugs and dental and medical care, both inside and outside of
the hospital. Most experts believe that health care co-pays will lead to a decrease in
the consumption of care, particularly among less-privileged groups but this has yet to
be realized. This mechanism has therefore been used carefully for it can easily lead to
serious problems for the poor.
Benefit plans are executed by exclusively public bodies, as in the pensions sector, by social welfare organizations (mutualities, trade unions, etc.) and public institutions, or by employer organizations, as in family allowances. The benefits distributed
for sickness and disability amounted to 6.5% of the GNP in 1991, whereas the total
social benefits amounted to more than 18% of the GNP in 1992.

v.

Conclusion

The roles of occupational social workers and EAPs have evolved in recent decades. Social workers in the occupational field have experienced a wide array of
tasks from providing assistance to individual employees to enhancing an organization's
structure with new visions on management. EAPs have tailored their programs to
incorporate the needs and culture ofthe host organization. The 1990s have isolated
alcoholism as one of the most prevalent health and productivity problems affecting
Belgium. This is a natural entry point for EAPs. Belgium appears to be fertile ground
for providing EAP core skills in alcoholism and addressing the challenging threats of
corporate productivity. How the traditional occupational social workers and newer
EAP professionals work together will bear scrutiny. Hopefully, it will be cooperative
for the sake of employers and employees.
Contacts
Ms. JoAnn Brager
General Manager
American Chamber of Commerce
in Belgium
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Boite 5, b-1040, M 1,000
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Konstantin von Vietinghoff-Scheel
Managing Director
Corporate Caring Systems
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Sally Lipscomb, CEAP
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Chapter 10
DENMARK
Lindsay Fossi
I.

Introduction

Denmark is a small constitutional monarchy with a population of 5.2 million.
Historically and politically it is part of Scandinavia, but geographically it is an extension of Germany, with which it shares a 42-mile border. The living standard is
among the highest in the world; poverty and slums are rare. Social mobility is reportedly quite high and moral attitudes are known to be very tolerant.
II.

Employee Assistance Programs

Mr. Kim Sosted, social worker for Dansk Mentalhygiejne Center (DMC), stated
that this five-year-old company is the only external EAP provider in the country (all
citations from personal communication). The author was unable to locate any others.
(Note: The editor communicated with Sally Lipscomb, EAPA's international chairman, who verified this finding.)
DMC is headquartered in Copenhagen and has branch offices throughout the
country. Sosted reports that some large companies in Denmark have their own inhouse EAPs, which also employ social workers. Research found that companies
with such programs were scarce. Among those organizations that have in-house EAPs
are the Danish National Railway Company (DSB) and the Danish National Defence
Forces (DDF) (personal communication, Summer 1996). DSB employs a group of
psychologists and social workers who assist with accidents and other crises and provide employee counseling services. DDF employs advisors at all barracks, as well as
a team of psychologists who treat post -traumatic stress.
According to Sosted, DMC holds contracts with over 60 companies throughout
Denmark and offers services to over 110,000 employees. DMC is a privately owned
business comprised of 82 consultants who are psychologists, psychiatrists, physicians,
attorneys, accountants, and social workers. As in the U.S., services offered by DMC
emphasize counseling assistance to individual employees with a range of needs, including stress, marital or family difficulties, drug and alcohol abuse, depression, chronic
illness, and divorce. DMC also provides help for legal and financial problems. Assistance is provided when the problem seems likely to negatively impact an employee's
job performance. DMC also provides group and individual assistance to retired employees.
DMC's services are confidential. DMC finds this is best executed by providing
off-site services and by not invoicing the employee. It is a DMC policy to respond to
an employee within 24-hours of the initial phone call.
The United Nations Children's Fund's (UNICEF) supply division in Copenhagen
is one ofDMC's many clients. UNICEF's program is known as the Staff Advisory &
Counseling Service (SACS), and brochures are distributed to employees detailing the
EAP services. Services are offered to all staff members, eligible dependents, and
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other persons in long-term residence with the employee. Up to 12 visits are offered to
employees and are paid for by UNICEF.
Financing
DMC is financed through contracts with their company clients. Contracts are
capitated with the per employee price based on the need for services, which is planned
in consultation with the company's management and employee representatives when
possible.
III. Description of the Health Care System
Denmark considers health care to be a public responsibility. Virtually all health
care services are financed, planned, and operated by public authorities. Financing
comes primarily from general taxation. A legal resident of Denmark is entitled to free
and equal access to almost all health care services regardless of employment, financial
status, or social position.
Denmark, Sweden, and Norway all follow the "Scandinavian Welfare Model."
The basic principle of this model is that the public sector accepts responsibility for
the provision of health and social services. Services are to be on a certain scale and
nature as to alleviate the problems of all the country's citizens.
Because most health care services are free of charge, about 85% of health care
costs are public expenditures. There are user payments or co-payments outside hospitals, particularly for drugs, dental care, and physiotherapy. Danish health care costs
have been close to constant over the past decade, according to the Ministry of Health.
The average annual growth rate has been reported as 0.5% or less.
Primary health care is the backbone of the system. Over the past decade, much
has been done in order to redistribute services from the hospital sector to the primary health sector. Primary health care services are comprised of general practitioners and practicing specialists: dentists, physiotherapists, and home nurses employed by municipalities (Health Care, 1993).
The general practitioner in Denmark acts as "gatekeeper." An individual with
a health problem contacts a general practitioner who then refers the patient for further examination or treatment to a practicing specialist or to a hospital. The doctor
also may call on the services of health visitors, community social services, and home
nurses.
As of January 1, 1993, Danish citizens who need hospital treatment may choose
between all public hospitals and a number of private clinics that cooperate with the
public hospital service. After being referred by the general practitioner, the patient
may select the hospital of hislher choice, regardless of geographic location. The county
of residence is under obligation for treatment payment.
IV. Relevant Legislation
The 1976 Social Assistance Act provides free social services for all Danes. Services are financed through taxation by the central government and by county and
local authorities. The author interviewed a native of Denmark who reported that her
85-year-old, unwell, newly widowed mother lived alone. The family decided that the
mother should move from her current apartment into an assisted-living apartment where
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the rent was the same. When her mother finally moves, she will have access to care
24 hours a day. There will be a team of nurses on duty to provide care in addition to
someone who will clean the apartment, go to the store, and provide other necessary
services. All of these services are provided free (Anonymous personal communication, Fall 1995).
The 1993 Local Government Reemployment Act combined various local job
training programs. Under this act, local authorities must now provide training for
people over the age of 25, including those with personal or social problems that may
have resulted from being unemployed for many years.
V.

Conclusion

The need for employee assistance programs is growing throughout the world,
and Denmark is no exception. The training workshop referred to in Chapter 1, although delivered in Copenhagen, had many countries represented, but no one from
Denmark. The country still has a way to go in developing EAPs.
Contacts
Denmark Chamber of Commerce
Borsen 1217
Denmark
Tel: (45) 33 91 23 23
Fax: (45) 33 32 52 16
Ms. Helle Strauss
Danish Social Worker
Parkveg 30, DK 2791
Droeder,
Denmark
Tel: (45) 32 53 99 87
Kvindeligt Selskab
Contact: Annette Nielson, KV
KV INFO
Nyhavn 22
]051 Copenhagen K
Denmark
Tel: (45) 33 13 50 88
Fax: (45) 33 14 II 56

Anne Worning
Danish Association of Social Workers
POB 69
DK-1003
Copenhagen K,
Denmark
Tel: (45) 33 91 30 33
Fax: (45) 33 91 30 69
Mr. Kim Sosted
Ms. Helle Strauss
Dansk Mentalhygiejne Center APS
Vaernedamsvej 12, 2
16]9 Copenhagen V,
Denmark
Tel: (45) 3] 21 4091
Fax: (45) 3] 21 54 78
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Chapter II

FRANCE
Molly S. Marlatt
I.

Introduction
France is a democratic nation of some 213,000 square miles and a population
of 57 million. Its government consists of a President (head of state), a Prime Minister (head of government), and a Parliament. Despite its democratic structure, France
often exhibits a socialist influence. It has a mixed economy that has gradually changed
from an industrial to a service orientation. Mineral and energy resources are poor
and sometimes difficult to extract. Agriculturally, France produces grains, fruit, dairy,
livestock, and wine. Since World Wars I and II, industry in France has increased its
output of vehicles, chemicals, pharmaceuticals, metallurgical products, mechanical
and electrical engineering services, electronics, food and beverages, and textiles and
clothing. Tourism is one of France's largest industries and has been growing since the
1960s.
II.

Occupational Social Work/Employee Assistance Programs
(OSW/EAPs)
Note to the reader: There are a number of closely related terms referring to
the social worker in the French workplace. The term surintendantes, or

superintendents, was used in the early history of OSW in France, beginning around 1917. The term assistante sociale, or social assistant, came
into use in the 1930s. The post-World War II era brought the term
"work advisor." Finally, the terms "industrial social worker" and "occupational social worker" came into use. All terms refer to social workers
in the workplace. What are known as Employee Assistance Programs
(EAPs) in the United States is occupational social work in France, or
social work of l'enterprise.
Occupational social work, as with EAPs, addresses all problems that may
affect a person's job performance. The social assistants, or work advisors, are hired
by employers. Their job is to help employees work to their full potential. OSWs in
France have not limited themselves by the title of "employee assistants," and therefore
have the potential for a broader array of functions.
The lack of program designation (such as EAP) serves to open the role
of Industrial Social Workers to view their actions more ecologically,
relating micro issues to macro policy concerns more readily. The ability
to problem solve in this manner is closely related to gaining influence
within the organization (Googins, Reisner & Milton, 1986, p. 19).
Modern French social services evolved from the philanthropic and religious organizations of the nineteenth century. These were not recognized by the state, and
workers were not unionized. The idea that workers had specific rights did not exist.
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Edouard Vaillant, a socialist revolutionary, believed the state had an obligation to the
workers. F. Leplay andA. de Mun were part of the Catholic movement that opposed
this liberal movement and would have preferred to leave the workers to the inhumane
conditions existing in industry (Treuil, 1992, p. 2).
Pope Leo XIII wrote the encyclical Humanae Vita that defended an individual's
rights for justice and peace. He encouraged the creation of associations for employees. The encyclical said employers should not allow dreadful conditions in the
workplace, and it discussed the importance of family and work. This led to the
"Paternalistic" movement where employers took a fatherly interest in their employees. Leon Bourgeois, a solidarity movement figure, proposed an alternative halfway between socialism and paternalism. He believed that the State should serve the
interests of both workers and employers. Together, these movements led to new
concepts for industrial social workers and enterprises in the twentieth century (Treuil,
1992).
OSW in France can be traced to the national upheaval surrounding World War
I. As men went to war, women filled factory jobs. The war brought 420,000 women
into the factories, yet they were as ill-prepared to enter the workplace as the workplace was to receive them (Bouquet & Treuil, 1995). Lengthy work days, terrible
conditions, and long commutes made life extremely difficult for women. In 1916, a
lengthy strike by women workers began to affect the war effort. Health was one of
the biggest concerns-life-threatening
diseases such as tuberculosis and syphilis existed in epidemic proportions at this time. There was a need for a system to assist
women in the workforce.
Albert Thomas, undersecretary to the State Army and later president of the
International Work Office, took an interest in educating women. Concurrently, he
became interested in the burdens of the workplace. He was a motivating force in the
development of social assistant and superintendent professions (Treuil, 1992).
In 1917, five women-Marie Diemer, Renee Montmort, Marie Routier, Cecile
Brunschvieg, and Henriette Viollet-founded the School of Superintendents, Ecole
des Surintendantes or Ecole Superieure de Travail Social, to help women in the
workplace (Bouquet & Treuil, 1995). This was the birth of OSW in France. The
school was created to train women as superintendents of the female workforce
(ANAS, 1974).
The period between the wars brought "development and consolidation offunction" to the role of the social worker (Bouquet & Treui1, 1995, pp. 64-65). Social
assistants expanded into other forms of industry such as electricity and textiles. The
role also expanded to include male employees, but there was still no legal obligation for businesses to recruit superintendents or social assistants.
There were two models of social advising in effect at this time. One was more of
an ecological or systems approach, the other a medical model (Treuil, 1992). In 1932,
a diploma for "social assistant" was first offered. Superintendents remained more in
the role of working with the collective, while social assistants worked predominantly
with individuals and families (Bouquet & Treuil, 1995).
From 1939 to 1945, the basic texts and laws were written regarding social
workers in the workplace. During World War II, the School of Superintendents received a request from the minister of armaments for superintendents to fill positions in
the workplace. The minister of work recommended that businesses have the superintendents work with the medical services. The school continued to grow during these
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years (Treuil, 1992).
From 1945 to 1975 there was an overlap of the roles of the superintendent and
the newly created "work advisor." Laws enacted during this period were complex.
The concept of workers participating more in decision making began to evolve.
Committees were formed that represented the needs and problems of employees to
the employers. There was a change from the laws of 1942. After 1945, only persons with the status of "cadre" and a specific education such as a social assistant
could be hired as a work advisor (Treuil, 1992). The Sorbonne University in Paris
created the Institute of the Social Sciences of Work in 1952. This helped the social
work and advising professions to grow, as there was a state education as well as
private education available for the field. In 1965, the School of Superintendents added
"WorkAdvisor" to its title.
France followed the American model of management in the 1950s. In the
1960s, the German model was popular. The 1970s saw the rise of the Scandinavian
model, which focused on change and improvement of individual work activities. The
Japanese model, which emphasized total quality, dominated the 1980s. The 1990s
have shown an upsurge of businesses hiring experts to improve all aspects of the
business. The social assistant, or work advisor, focuses on the business culture, defined as the traditions, rules, values, and management style. Each business uses a
different model that reflects its culture. Today, French occupational social workers
must work within these models and traditions. The focus is now on the fit between
the worker and the business culture. The worker should be flexible and adapt to
various situations. "Expression" groups have been created to allow employees to
voice their opinions to employers (Treuil, 1992).
OSW in France acts as a liaison between employees and management. The
social worker helps employees see the direction of the business and aids management
to see how employees feel about management. The OSW acts as an early warning
system of the social climate in the enterprises it serves (Treuil, 1987; F. Limoujoux,
personal communication, Fall 1995).
Googins, Reisner, and Milton (1986) observe that "integration can best be defined as the linking of the occupational social work function with the needs, goals
and values of the work organization" (p. 17). Also noted is how "the focus of ISW
(Industrial Social Work) has ... evolved, shifting from primarily providing material
assistance to aid workers and their families, to a larger and more professionalized
focus on organizational/societal concerns, and the 'fit' between the worker and the
enterprise" (p. 9). The focus of OSW in France is on improving conditions for
employees both as a collective group and as individuals.
As unemployment rises, employee retention has become a concern for French
employers. In the present climate, restructuring and changing corporate systems is
a complex problem OSWs must address. They are helping employees adapt to change
and helping employers create the most positive work environment for the employees.
Many changes have taken place within the French social work system since
1918. There has been a move from the paternalistic influence to more of an emphasis on the individual. However, OSWs are not just working with an individual's
psychosocial issues. They help employees and management find the middle ground.
It is an area where social service is crucial: "between two realities" (Treuil, 1992, p.9)
of employee and economics, and the political and social goals ofthe employer. OSWs
in France are no longer peripherally involved. They are immersed in all facets of the
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business and have a great deal of expertise.
Services Performed
Googins et al. (1986), studied four French companies and their practices to
learn their approaches to OSW. Two of these companies were Total, a multinational
petroleum company headquartered in France, and the Citreon Automobile Company.
At Total, they found that industrial social workers were managing
reclassification of the person-to-job in the case of accidents, work conditions,
and health promotion (including alcohol awareness campaigns), financial and
budgeting problems among employees, housing problems, family vacations,
relocation ... career and job counseling, employee relations ... psychiatric
opinions in the case of medical disability, psychiatric referrals, retirement
counseling, and orientation among new employees (Googins et al., 1986, p. 10).

In addition to these services, OSW s were found to have a relationship to the
syndicat, or union. The industrial social worker has an ongoing relationship with
both the syndicat and the "Comite, a body elected by workers from various unions/
syndicats" (p. 10). Industrial social workers at Total meet biannually with the Comite
to discuss organizational and safety issues. The industrial social work service wants
to remain on good terms with Comite and syndicat representatives.
Citreon presented a slightly different picture. The company's history with
OSW dates back to 1917. Hugues Citreon was among the industrialists interested
in the Ecole des Surintendantes from its inception (Bouquet & Treuil, 1995). He
supported the concept of formal training for women who would oversee female workers
in industry. He also suggested that students complete an internship within the workplace to gain practical experience. A IS-day internship was thus added to the curriculum (Bouquet & Treuil, 1995).
According to Googins et al. (1986), Citreon provides many of the same services as Total. One major difference lies in a closer link between the medical department and the industrial social worker, particularly in the area of working conditions.
"A team consisting of the Industrial Social Worker, an engineer, the physician, and
[the] personnel representative ... work together to discuss all aspects of the relationship between the person and the technology" (p. 11). Googins gave as an example
the need for specialized machinery for disabled persons to perform their jobs.
Citreon's social workers emphasized their need to be knowledgeable about employees and the company's daily operations. They described their main task as the
"treatment and management of individual problems existing between workers and
management" (Googins et aI., 1986, p. 11). Citreon social workers do not regularly
advise management on broad policy issues, as in some companies.
Education
Albert Thomas was instrumental in enacting a law requiring businesses with
more than 100 women to have a female superintendent supervising women. With the
1917 founding of the Ecole des Surintendentes, women were trained to address problems in the workplace such as working conditions, hygiene, child care, and health.
As noted, the school was founded by five women. Marie Diemer and Renee Montmort
were in charge of finding a location for the school and developing its administrative
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structure; Marie Routier was responsible for relations between the school, workers,
and industry; Cecile Brunschvieg was its secretary; and Henriette Viollet, also involved in Industry relations, served as treasurer. Out of 600 candidates, 20 were
chosen for the first class. They were expected to have good character and to be
morally and physically strong. Students worked 15 days at Citreon. They received
an education in theory, law, business relations, collectivism, and methods of teaching
adults. They then had a second internship. They had to pass written and oral exams
administered by a jury, which included the mayor of Paris. Upon completion of the
program, the women received diplomas and were given job placements (1. LeRiche,
personal communication, December 5,1995; Bouquet & Treuil, 1995).
After World War I, graduates from the school were still sought by large businesses such as Michelin, Peugeot, Thomson, the railroads, and large bakeries. Their
position took on a motherly role, as superintendents began looking at aspects of the
worker's lives outside the workplace (Bouquet & Treuil, 1995). Students received
instruction in general aspects of civil law, work law, capital, education, industrial
work, production problems, scheduling, and work methods. A preparatory year in
nursing or another discipline became an entrance requirement. After two years of
professional work, students were awarded diplomas. During this period, the school
was recognized by the government as providing an important service to the workforce
and the titleAssistante Sociale was created.
Two options emerged in social work education. These were the surintendantes,
who directed the group aspects of an organization's employees, and the social assistants, who worked more closely with individuals. The syllabus was lengthened to
three years, and the student population continued to increase. The schools introduced
psychological techniques as people began to "rationalize work" (Bouquet & Treuil,
1995, p. 68).
Current Trends
The curriculum suggested by the Ministry of Work and Employment for industrial social workers recognizes the necessity for a "complementary" education. This
encompasses economic phenomena, different interrelated groups, the business world,
negotiations, and a solid knowledge of the various aspects of industry. Paris'
Sorbonne University and Aix-Marseille have developed a degree program in Social
Science and Human Sciences. The School of Superintendents is working to integrate new aspects and models in its curriculum while maintaining its history (Treuil,
1990). The apprenticeship or internship is necessary to acquire experience and
skills for work situations students may encounter. The current length of education
is three years-two in course work and internships and one to write a thesis. It is
clear from the literature and interviews conducted that there is a need for more occupational social workers or work counselors. There are many positions open in the
field of industrial social work (Treuil, 1990; LeRiche, personal communication, Fall
1995).
Financing
Financing of OSW programs is provided through the businesses that employ the
OSWs. A 1973 law states that all employers with 250 employees or more must address employee problems in the workplace and are required to employ a social assis-
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tant on staff. Otherwise, they will be found in violation and fined (ANAS, 1975;
Limoujoux, personal communication, Fall 1995).
III. Description of the Health Care System
Securite Sociale, or the French Social Security system, celebrated its 50th anniversary in October 1995. It currently operates at a deficit of over $11.9 billion. The
"Secu," as the French call it, evolved from a variety of individual programs that were
in existence in the 1930s.
In 1944, Pierre Laroque, Conseiller d'Etat, was given the task of creating a
universal system that would tie together all state programs under one umbrella. He set
three principles as the foundation ofthis new system: Creating an all-encompassing
national organization to oversee Social Security; financing this organization with revenues generated from obligatory contributions of workers and their employers; and
turning the management of these funds over to "social partners" where the insured
workers would be in the majority in the administrative council (Half a Century, p. 4).
These principles were fully implemented by laws enacted in 1967 and 1975. In 1992,
the Secu budget of $184 billion included funds for health care, pensions, workers'
compensation, and family benefits. Participation in the Secu is mandatory for all
citizens.
France has one of the most comprehensive health care systems in the world
with 99.8% of the population having access to the plan. Eighty percent of the population, however, chooses to supplement this coverage with private insurance. The
fund is financed by monthly contributions, and the system covers everything from
comprehensive maternity care to hospice and home care for the elderly. Coverage
includes outpatient and inpatient services; cash benefits during pregnancy, as well as
a 16-week, partially paid maternity leave; immunizations and a preventive exam every five years; dental care, dentures, and eyeglasses; long-term care, including home
care and day care; prescriptions; and cash benefits for time off from work due to
illnesses such as cancer. The objectives
are to provide care to all-regardless
of income, health risk or other factorsand to allow each patient the choice of doctor, hospital, or other facility.
There is no illness-from high blood pressure to AIDS-that is not covered
and at least partially reimbursed by Securite Sociale (Waxman, 1992, p.12).

The French can choose between public and private facilities for their care. Private facilities tend to have the latest equipment, but there may be a longer waiting list
for a procedure than at a public facility.
France is experiencing health care expenditures spiraling out of control. Richard Zalmanski, a Ministry of Health spokesman, stated: "The principles of the
system are not being called into question. What we want to do now is to control it
better" (Waxman, 1992, 12). He says the system suffers from "dysfunction." France's
health care expenditures account for nine percent of its Gross Domestic Product.
Experts say that part of the problem is that the system "seems to foster the hypochondriac in everyone" (Waxman, 1992, p. 13). The French see multiple doctors for
opinions because they know each visit will be covered and they expect to leave with
prescriptions. In 1992, the Committee on Health Education, the Ministry of Health,
and the Secu started a campaign to change the French mentality behind this practice.
The government is also trying budget controls to reduce health care costs in hospitals.
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Whatever the French decide to do, it is clear that universal access to health care is
integral to their system. According to Dr. Pascal Chevit, former counselor for social
affairs at the French Embassy in Washington D.C., in France, "health care is not
considered a fringe benefit; it's a basic right" (Taylor, 1992, p. 14).
IV. Relevant Legislation
The Vichy government during WWII laid the beginnings for what is known
today as "service social." In July 1942, a law was enacted requiring businesses to hire
medical and social service workers. The law stated that each professional group, or
"family," employing over 250 employees must deal with problems in the workplace.
In 1943, a decree was published stating that the leather curing, ceramics, and metal
transformation industries that employ over 500 workers must have a social worker
(ANAS, 1974; Treuil, 1990).
Between 1918 and 1973, 18 official texts on industrial social work were written. There were difficulties regarding interpretation of the law concerning the professional family up until the 1970s. There were also questions as to whether the law
applied to industries other than leather, ceramics, and metal (Bouquet & Treuil,
1995). On November 15, 1973, a law was enacted that cleared some of this confusion. This law stated that all establishments with 250 or more employees must have
an industrial social worker. The law also required all industrial social workers to
have a diploma, either as a counselor or a work advisor from government programs
recognized by the Ministry of Labor. Penalties were established for industries that
failed to observe this law CANAS, 1974; Limoujoux, personal communication, Fall
1995).
V.

Conclusion

The economic and cultural changes taking place in France are sometimes referred to as "the third industrial revolution" (Treuil, 1987, p. 1). New relationships
are being developed between people and their work and business and industry are
mobilizing their energies and reconciling the means and needs of production with that
of the workforce. Companies are recognizing that the problems, difficulties, and concerns of the employee outside of the workplace affect his/her work and productivity.
They understand that complex changes occurring within an organization necessitate
an occupational social worker.
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Chapter 12
GERMANY
Elizabeth Jackson
I.

Introduction

For over four decades, Germany was a divided country consisting of West and
East Germany. The former West Germany was more than twice as large as East
Germany and had about four times as many people. West Germany was a democratic republic and a member of NATO. East Germany had a Communist government and was a member of the Warsaw Pact. With the fall of the Berlin Wall,
Germany reunited and is working to integrate constitutions, governments, and political parties, as well as their cultures and societies.
Social and CulturalAttitudes TowardAlcohol and Drugs in Germany
Due to the prevalence of substance abuse, particularly alcohol, there is a significant focus in the literature on its relationship in the workplace. Out of 12 European communities, Germany takes a leadership role in the industrial alcoholism
movement. With the possible exception of Holland, there is no other country where
companies have invested so much to assist employees with alcohol problems.
More beer is drunk in Germany than in any other country in the world. Germans refer to beer as "liquid bread" and in Bavaria, it is listed in the official regional
health guide as a "food stuff' (Bilik, 1986). Drinking in Germany accompanies just
about any post-breakfast activity. To imply that someone cannot drink a few beers at
lunch and go back to work at his/her full capacity is a powerful insult.
According to a 1983 study conducted by Germany's Federal Ministry of Health
Education, an estimated 13 million Germans (52% ofthe working population) drink
at least occasionally while on the job (Bilik, 1986). An additional 3 million (11% of
the workforce) drink every day while on the job. Since 1950, alcohol consumption in
Germany quadrupled from 3.3 liters per capita annually to 12.7 liters in 1982. Germans spend $17 billion annually on alcoholic beverages, about 4.3% of their $400
billion Gross National Product. This is about twice the amount Americans spend on
alcohol. German experts estimate that the annual cost of alcoholism to society is
about $4 billion. Most industrial social workers say that less than 5% of the employees they counsel concerning alcoholism are at the executive level or female.
There are approximately 3,600 alcoholism self-help groups functioning today in
Germany. Of these, 1,380 are estimated to beAA-based with approximately 23,000
members. The predominantly inpatient modality of substance abuse treatment in
Germany includes an average of six to nine months of inpatient therapy. Given the
broken state in which most persons arrive at the clinic, this is not as outrageous as it
might sound toAmericans.
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EAPS and Occupational Alcoholism

In Germany there is no equivalent term for EAPs. Most of what the Germans
refer to as EAPs are industrial alcoholism programs (Bilik, 1986). Visions of broadbrush programs, full-services EAPs, corporate wellness and executive intervention
programs, and the like are considered at best grandiose in Germany, or simply inappropriate to the conservative German corporate culture.
In a 1984 lecture, social worker Sara Bilik spoke of her first experience in outlining an EAP concept to a group of German human service professionals. She discussed an ideal program using the Association of Labor-ManagementAdministration
of Consultants on Alcoholism (ALMACA, presently EAPA) guidelines for direction.
A human service industrial psychologist reacted by commenting that the program
Bilik described was an attack on personal freedom, and this was before she even
mentioned drug testing. The contributing factor to the psychologist's indignation was
Bilik's assumption throughout her talk that work and alcohol were not an ideal mix.
By the early 1980s, several German companies observed that they had a major
alcoholism problem within their workforce. They each dealt with the problem in
different ways-some asked their industrial social work departments to research the
issue and others contacted the German National Council onAlcoholism for assistance
or information. In one instance, Gisela Langensee of the Voith Corporation contacted
U.S. EAP directors, requesting assistance in the form of program outlines, etc. Companies such as Boyer, Schering, Voith, and the FrankfurtAirport, among others, have
become legends for their pioneering, humane efforts in the field. The movement they
initiated in Germany was recognized by the German National Council on Alcoholism
in 1978. Present at the first German Conference on Alcoholism in the Workplace
were representatives from industry, government, and health care, all of whom pledged
their support to assist in advancing the movement.
Some experts estimate that 500 companies have now adopted at least some measure to address the drinking beha vior of their employees during working hours. These
include policy statements approved jointly by management and union representatives,
supervisory training to raise awareness and confrontational competence, regional committees to allow professional support, and much more.
The editor spoke with Uli Zbrzezny (personal comrnunication,August 21, 1996)
regarding EAPs in Germany. Peter Friedlander describes Zbrzezny as "Mr. EAP"
in Germany. Zbrzezny had provided services for 15 years to approximately 14,000
individuals at the Frankfurt Air Base, but is currently retired from government service. He is now in private practice and referrals are directed to him for assessment
and consultation.
Zbrzezny is of the opinion that EAPs are growing in Germany, and the programs are getting more into what Americans understand as EAPs. These programs
are now beginning to address employee wellness or, as Zbrzezny terms it, "improvement of health." Occupational Alcoholism Programs are more prevalent, but only
address substance abuse in general. Zbrzezny also noted that alcohol is the number
one drug in Germany. AA programs are one of the most utilized resources for alcoholism. Patients are sent to rehabilitation centers after detoxification and stay anywhere from 6 to 12 weeks. There is a low incidence of and access to drugs, such as
cocaine and amphetamines, although this is slowly increasing.
EAPs in Germany are mostly provided by American or British companies, such
as PPCI, and Zbrzezny receives calls from such providers for referrals. He does not
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know specifically of any other external providers. Zbrzezny was aware of several
organizations in Frankfurt with internal programs, namely the city of Frankfurt,
LufthansaAirlines, and HRH Hessen Rufunk, a radio station. He also indicated that
the insurance company R and Faust in Wiesbaden had an EAP. In Cologne, Kloepkner,
a large corporation that specializes in ship engines, has an EAP that is connected with
an internal managed care program.
Services Performed
In Germany, there are four groups operating in industrial alcoholism programs.
The first are physicians who direct the vast majority of industrial alcohol programs
through a company's medical department. With the exception of a few highly motivated physicians, they tend to view dealing with corporate alcoholism as the last and
least attractive of their functions (Bilik, 1986). This has naturally hindered progress
and frustrated many social workers and counselors tasked with program implementation.
In the second, counselors in Germany must be competent enough to organize
the program and to assist the troubled employee (Katzenstein, 1989). Official estimates find about 500 industrial social workers employed in German corporations
with the vast majority working in larger companies. A few counselors have set up
independent businesses, but the majority of small- and medium-sized organizations
have little hope of receiving any form ofEAP services from a counselor. The status
of company counselors is very low, making it difficult for them to achieve the influence they need to affect significant change. Over the last several years, company
social workers and alcohol counselors have begun meeting in regional committees to
discuss these issues and any changes that can be made.
Third are the regional committees, founded in most major German cities to allow
coordinators to pool their knowledge and resources toward enhancing the field. Their
members, mostly company counselors, do not view themselves as change agents because they are, or believe they are, powerless to influence the culture at their individual companies. They find it difficult, therefore, to shift to a strategic mode of
thinking. This results in meetings that often degenerate into gripe or brag sessions,
and work that might forward the field within their region are lost.
Fourth is the National Council on Alcoholism (NCA), which has made enormous strides in assisting company coordinators. Under its executive director, Herbert
Ziegler, the NCAhas published several educational booklets, and studies and articles
on industrial alcoholism-both
for the general business public and for counselors.
This has motivated national television and other media to take an active, positive
stance regarding educating the general public about industrial alcoholism. The NCA
has conducted in-service supervisory and professional training free at countless companies and mental health centers and assisted regional committees during their formative stages.
III. Description of the Health Care System
Health care in Germany is a decentralized, pluralist, and self-governing system.
Although health care is basically an individual's responsibility, it is also the concern of
society as a whole. All Germans, regardless of their financial or social situation, have
the same chance to maintain or restore their health.
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Ninety percent of the German population is protected by 1,200 statutory health
insurance companies. The duty of these insurers is to maintain the health of the insured, to provide necessary medical assistance in case of sickness, and to support
them financially in case oflong-term occupational injury. Statutory health insurance
operates according to the motto "one for all, all for one." The policies by which it
finances itself depend on the amount of income (and not on age, sex, or health risks)
of the insured, whereas the benefits are the same for all the members. Family members are insured without extra contribution.
Recipients can claim benefits from their insurance institutes for health promotion, prevention, early diagnosis, treatment of disease, and, in cases of pregnancy,
maternity and nursing care needs. They are not, however, relieved of their responsibility toward their own health.
When a German citizen is ill, he/she is treated at no charge by a physician in a
hospital. This is possible because of contracts between the health insurance institutes,
which bear all charges, and doctor's associations, hospitals, pharma-associations, etc.
Statutory and compulsory health insurance has been introduced for the vast majority of Germans. Members are workers, employees within certain income limits, jobless, trainees, farmers, freelance artists and journalists, severely handicapped
individuals, students, and pensioners. For some groups, it is also possible to become voluntary members of an insurance institute. Family members are integrated
into the insurance system through family insurance schemes.
Statutory health insurance is classified by regional, occupational, and tradespecific factors into eight groups of health insurance institutes and many individual
health insurance companies. Insurance has become a social policy problem in the
last 20 years as massive increases in expenditures have overwhelmed the institutes.
This has led to a growing burden for policy payers who are not offered further adequate medical benefits. Cost-saving measures meant to stop this were effective only
for a brief period as the behavior and practices which caused the spiraling costs of
health care remained largely unmodified. However, by means oflegislation that took
effect in 1993, fundamental changes have been introduced to keep the system of
statutory health insurance functioning well in the long run.
IV. Relevant Legislation
More than one third of the population in Germany is employed, and employment is governed by a body of labor laws based on public and private law principles
(Walter, 1993). Present labor law is not set out in a single legal code. Its sources are
acts of Parliament and traditional regulations contained in the Civil Code, contracts of
services, or the Industrial Code. Numerous regulations have been introduced to govern sick pay, working hours, grounds for dismissal, collective agreements, co-determination in companies, procedural rules for labor courts, and many other aspects of
employment.
As in the U.S., German labor law makes a distinction between Angestellte and
Arbeiter. The former are salaried employees who receive a fixed monthly salary,
whereas the latter are wage-earners who are paid by hours worked or the amount of
work they perform. Angestellte also includes executives with special status. Salaried
employees are covered by labor laws, but because of their position are considered less
in need of protection, so various statutes apply to a limited degree.
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Labor Protection Law
The rules of labor protection make it an employer's public duty to protect
employees. Performance of that duty is monitored by official agencies such as the
trade inspection office or trade associations. Labor protection law is designed to
accommodate two areas of concern: industrial safety and social safeguards. A
distinction is also made between general protection for all employees and special
protection for specific individuals or occupational groups.
Industrial safety law comprises all regulations aimed at protecting employees
against hazards to life and health at the workplace. Social safeguards include, in
particular, the Working Hours Order and Shop Closing Time Act, which set maximum limits on permissible working and shop opening hours. Employers are prohibited from demanding that employees work on Sunday or public holidays, although
exceptions are made for some professions and in emergency situations. There are no
legal impediments to working on Saturdays, but it is frequently restricted by collective
agreements.
Regulations governing working hours contain no stipulations on the time of
day at which work should take place. This gives rise to the controversy over shift
work. Around 16-18% of all employees in Germany regularly work in a two- or
three-shift system or are permanently assigned to a night shift. Although shift work
increases the considerable physical and psychological stress, the trend is increasing.
Certain groups of employees (e.g. women, young people, the handicapped) are
covered by special legislation. Women, for example, enjoy special protection in connection with pregnancy. This is based on the Maternity Protection Act, which applies
to all employed women regardless of marital status or nationality. The aim of the act,
which contains special regulations on workplace conditions and certain types of work,
is to eliminate or mitigate health hazards to mother or child. Pregnant and nursing
mothers are not allowed to perform heavy physical work. Night work and piecework
are also prohibited. In her last six weeks of pregnancy, a woman does not need to
work at all, although she can if she chooses. During the first eight weeks after delivery, however, work is absolutely prohibited. The woman is guaranteed the right to
return to her job when her maternity leave is over.
The Maternity Protection Act ensures that women suffer no financial disadvantages as a result of becoming mothers. When a woman has to work less or stop
working altogether under maternity protection rules, her employer must continue to
maintain her previous average earnings at a minimum. During the statutory periods of
protection, i.e., six weeks before and eight weeks after delivery, women within the
statutory health insurance system receive up to DM 25 a day in maternity benefits
(Walter, 1993). The employer then pays a maternity benefit supplement to raise the
woman's income to the level of her previous net wage or salary. Maternity assistance
also covers medical care (prenatal examinations) and hospital bills. During pregnancy and for four months after delivery, working women enjoy special job protection-they cannot be served a notice of dismissal. The women themselves, however,
still have the right to give notice. In fact, the law makes it even easier for them to
resign. During pregnancy and eight weeks after delivery, they can terminate their
employment at the end of their maternity leave without observing the normal period
of notice.
In early 1986, the Parental Leave and Assistance Act took effect, granting a
parental allowance of DM 600 a month to nonworking or partially employed new
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parents who devote themselves to the care and upbringing of their child. Unlike
maternity benefits, this allowance is paid to all mothers or fathers regardless of
employment record, so it also can be claimed by housewives and the self-employed.
Parental allowance can be claimed for the first 18 months ofthe child's life. From the
seventh month onward, entitlement depends on the family's income. To enable working parents to devote themselves to their child in the initial stage of childhood, parents
working for an employer prior to the child's birth are entitled to take parental leave,
during which they are protected against dismissal.
Collective Labor Law
Trade unions and employer's associations are the collective guardians and champions of industrial rights in Germany. To emphasize their spirit of cooperation, they
are called "social partners." On the labor side, the most important partners are the
individual unions within the trade union federation, DGB, which includes the largest single union in the world, the German metalworkers union. These "industrywide unions" have thus taken the place of the former trade and professional organizations.
The confederation of German employers association, BDA, formed in 1950,
represents 46 national trade associations and 11 regional multi sectoral federations
with members in industry, crafts, agriculture, trade, banking, insurance, transport, and
other sectors. An estimated 80-90% of all employees in these sectors work for BDA
association members. In contrast to the unions, responsibility for collective bargaining normally lies with the trade at the state and regional level. The BDAis a member
of the International Employer's Organization, founded in 1919, and is active at the
European level as a member of the European Union of Industrial and Employer's
Associations.

v.

Conclusion

Germany is a country which pays attention to several important areas in the
workplace. The commitment to industrial alcoholism is significant. A broader base
of programs is necessary, however, to include drug dependency, AIDS, and other
issues that may impact the workplace.
Contacts
Evangelische Fachhochschule fur
Sozialarbeit und Sozialpaedagogik Berlin
1 Berlin 33
Reinerzstrasse 40/41
Federal Republic of Germany
Peter Friedlander
Phoenix Human Affair Group Ltd.
Frankfurt
West Germany
Tel: 49 69 95443006
Fax: 49 69 95443007

Vii Zbrzezny
Kaulbachstr. 14
Frankfurt 70 D-60594
West Germany
Tel: 49 69 618324
Fax: 49 69 5482901
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Chapter 13
GREECE
Dawn Motovidlak
I.

Introduction

Greece is a culturally homogeneous country with a strong sense of national identity. Ninety-eight percent of the population is Greek Orthodox although members of
other religions are free to worship under protection of law.
The total workforce is about 4 million, half of which are salary or wage earners.
This relati vely low figure reflects the strength of traditional employment sectors such
as farming and fishing, and a large number of self-employed professionals and shopkeepers. The labor force increased at a 2% annual rate between 1970 and 1983 due to
the return of Greeks living abroad and the increased number of working women.
Steady economic growth kept the unemployment rate at less than 4% until 1979.
During the 1980s, the economic downturn and a rise in immigration increased unemployment with figures rising to 8.6% in 1991.
Greece is slowly changing from its prewar, underdeveloped existence into a
more modern and industrialized one. It has a mixed capitalist economy with the basic
entrepreneurial system overlaid by a socialist system. Despite government efforts
over the past three years, Greece continues to have major economic problems. Inflation has been persistent since the late 1970s when the rate climbed as high as 25%.
Inflation remains four times that of other European countries. Another consistent
problem is the small public sector. Though enlarged in the 1980s, the deficiency still
remains. The final major concern is the current fragile financial position. In early
1991, the European Community ran out of patience with Greece's failure to put its
financial house in order and provided a secured assistance package under very strict
terms.
Although Greece is an old nation, it is relatively new in moving from a rural
society to a modern Western state. Adopting Western European lifestyles and social
systems has had a significant impact on not only Greek society as a whole, but also on
the family and the workplace. Unfortunately, few provisions were made for dealing
with emerging problems. The government has made several unsuccessful attempts to
organize its social security program, which includes health care. As the government
struggles to meet the demands of society, the individual problems of Greek organizations and the people they employ are seemingly neglected.
II.

Occupational Social Work

In the early 1970s, systematic development of social work in the workplace began. By 1978, a law was passed that recognized the role of social workers in industry
(Coletsos, 1988). Occupational social workers act as advocates and coordinators for
employee problems and as liaisons between employees and employers. There are
between 50 and 65 occupational social workers currently employed by 20 different
companies in both the public and private sectors (Staff, 1995). It would seem appar-
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ent that OSW has not fully developed in Greece, but in light of the very few large
employers, it reflects a higher rate than other nations. The initiative to hire social
workers is driven by the personnel management community (Coletsos, 1988) who are
themselves somewhat lethargic about addressing employee concerns.
Greece is an active participant in ENOS and hosted the 1995 conference in
Athens. As part of the agenda, site visits were arranged to a metal factory, a cement
manufacturing company, and a chocolatier. All had occupational social workers on
stafffor a number ofyears-75
at the chocolate factory.
Personnel Management
Ball estimates there are no more than 300 human resource professionals in all
of Greece. In contrast, Portugal has about 1,800. In 1988, only 130 organizations
had more than 500 employees-462,312
had four or fewer (Ball, 1992). Assuming
that a full-time personnel manager is an unlikely proposition for a company with so
few employees, barely 0.2% of all businesses in Greece qualify. Most companies,
even large ones, are still run by an all-powerful, patriarchal owner. Business culture is
such that employees accept the owner's right to determine the treatment of individuals, whether or not it is consistent or even-handed. Past treatment practices and exploitation have resulted in a struggle for control of employment and the protection of
staff.
Ball (1992) finds that in organizations where there are no personnel professionals, the proprietor looks after staffing matters with the aid of an accountant who concentrates on finances. This responsibility may not extend beyond what is required by
law. Astonishingly, some companies do not maintain individual files, hold job descriptions, or utilize performance appraisals. Virtually anything to do with employment legislation and regulation is complex and not easily defined. Greece's labor
laws have not been codified for several decades and are subject to constant changes
and varying interpretation. "The combination of a fragmented economy and a highly
regulated labour market have focused time and effort on administration and compliance rather than the development of human resources" (Ball, 1992, p. 42).
Social Welfare Advisors
Occupational social workers in Greece are often referred to as Social Welfare
Advisors (SWAs). Although different in title, the responsibilities of both overlap
significantly. A company profile, distributed in May of 1995 at the ENOS meeting,
describes the job responsibilities of their SWAs. These professionals-with
the
cooperation of personnel management-plan,
implement, and enforce social policy
in the working environment. Such policies can differ from company to company,
but they do provide a variety of services and programs to employees. The existence
of such programs has proven effective in improving overall working conditions.
SWAs also serve as consultants to management. They make proposals for establishing or altering programs in order to improve working conditions and make work
more effective. They participate in executive meetings to give opinions on specific
policies and to deliver information on labor and social matters. They also are expected to provide suggestions on problem resolution. The SWA cooperates with the
company doctor and technical supervisor to determine health problems prevalent in
the working environment and how such problems can be solved. Personal or health
problems, as well as family problems, are reported to management by the SWAs. The

119

Europe

possible implications on the performance of the employee are also provided.
SWAs have an additional responsibility: they help employees and their families
solve personal problems by acting as a consultant. SWAs assist employees with special needs related to illnesses or accidents. They organize and facilitate groups on
different subjects. One example is a support group for new mothers or parents that
deals with modern social problems like alcoholism, drug abuse, or smoking. Information is disseminated by discussion and printed material.
The company profile distributed at the conference reported positive results from
the presence of social workers in the company. SWAs are an immediate point-ofcontact for problems that arise in the workplace and assist in confronting the problems
as well as in organizing prevention initiatives. This has helped reduce absences,
increase employee satisfaction, and improve labor relations. These in turn have increased productivity and the overall growth of the company. The idea of employing
an occupational social worker or SWAhas not yet fully taken hold, however. As the
country seeks to meet the demands of modern society, the need for social work in the
workplace will continue to grow.
One of the most intriguing aspects of the previously described chocolate factory tour was the host, who was also the marketing director. He felt the OSW program was an excellent marketing tool as it showed the company cared about its employees, and it boosted productivity by helping employees solve their problems before reaching the point of affecting their jobs.
III. EAPs
Demetrios Julius, M.D. (personal communication, Fall 1995), Chief of Psychiatric Services at the VA Hospital in Richmond, Virginia, believes that Employee
Assistance Programs are primitive in Greece. During the late seventies, Dr. Julius
tried unsuccessfully for three months to start a program in Greece after he had done
so in Iran. He continues to visit Greece yearly to help develop mental health services.
However, despite having appropriate contacts, he failed to generate any interest. Dr.
Julius's efforts support the fact that there are many prerequisite steps necessary before
EAPs can be implemented.
Services Performed
Substance Abuse and Treatment
Although alcohol use is socially accepted, alcohol consumption, as well as the
use of other drugs, has increased considerably in the past 30 years. One of the reasons
for this change is the change in Greek society. Profound social, cultural, and economic changes have made it more diversified and complex. Madianos, GefouMadianou, and Stefanis (1995) state:
Traditional extended family and community ties have been weakened,
unable to act as traditional socio-cultural controls for human behavior.
These societal changes should be considered as "favorable" conditions
for the increase of excessive drinking patterns and alcohol abuse among
vulnerable groups (p. 74).

Despite the high consumption rate of alcohol, the number of treated alcoholics
seems to be remarkably low. Information on alcohol and substance abuse treatment,
especially outpatient services, is scarce. In 1983, the first therapeutic program for
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individuals addicted to drugs began in Greece. The Therapy Center for Dependent
Individuals (KETHEA) was founded on the knowledge that "the problem of drugs
does not exist merely because the specific substances exist; it is a social problem"
(KETHEA, 1983, p. 1). The program requires only voluntary attendance.
KETHEA's strategy in prevention involves developing programs in areas where
individuals live and work. Prevention and education take place in the family, schools,
communities, and workplace. Once one is enrolled in KETHEA's treatment program, medical intervention is limited to six days of detoxification. Therapeutic intervention consists of a team of psychologists, social workers, and occupational therapists. KETHEA's goals include full abstinence and a full, creative, social life for the
rehabilitated. KETHEA adequately prepares its patients to be integrated back into
their families, their workplace, and society as a whole.
Madianos, et al. (1994), found a close association between drug use and excessive drinking. They also found a strong correlation between drug use/alcohol consumption and serious personal and family problems. SWAs are not adequately equipped
to meet the needs of the working populations that have drug or alcohol problems.
Their training in this area is lacking.
Family Therapy
Sociocultural factors and the Greek family institution have not yet allowed
introduction of family counseling. "The Greek adult is too suspicious to let his
problem be known in details by others, even these who are close relatives" (Dimitriou
and Didangelos, 1987, p. 230). Greeks take passive roles as patients, leaving all the
work to the physicians and medications.
There is not much history on family therapy in Greece as families are reluctant
to take responsibility for the mental well-being of other members. When it comes
to their children, Greek parents typically have a difficult time accepting the fact that
their child may have an emotional disturbance, so they often avoid actively participating in the child's treatment (Dimitriou & Didangelos, 1987).
Knowledge and Attitudes About AIDS
Although there is a lack of data, the number of AIDS cases in Greece appears
significantly lower than in other countries. Chliaoutakis, Socrataki, Darviri,
Gousgounis, and Trakas (1993) offer several explanations for this. Prostitution is
widely practiced, but operates under public health guidelines.
Prostitutes have
regular medical checks and require clients to wear condoms. In addition, disposable
syringes are available without prescription.
A study was conducted to determine the knowledge and attitudes about AIDS
in Greece (Chliaoutakis et al., 1993). The study found a relatively low percentage
of respondents with knowledge of the modes of transmission compared to knowledge
about its signs and symptoms. Respondents expressed a fear ofAIDS as well as a fear
of testing. The study also revealed a great deal of prejudice associated with AIDS.
People with AIDS are seen as outsiders in Greek society and " ... represent an
aggressive threat to the integrity of the family and community, and as such, 'must' be
classified as 'outsiders' and 'strangers' even to their own families" (Chliaoutakis et
al., 1993, p. 82).
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IV. Description of the Health Care System
In 1983, a law was enacted to create a National Health System (NHS). This
has opened up a new era in health care, abolishing the commercialization and inequalities that were present at the time. The state is now responsible for providing
health services equally to all citizens regardless of financial means. All future hospitals will now be public and the establishment of private clinics, or the expansion of
any existing ones, are forbidden. In compliance with the new law, hospitals replace
all existing outpatient services with health centers that function as decentralized hospital units. The law states that one of its objectives is to improve freedom of choice.
The whole Greek population is covered by public health insurance. The new law
entitles patients to visit any physician or hospital and the insurance will cover the
relevant costs (Mossialos, 1992).
Mental Health Care
Despite the abundance of societal problems in Greece, mental health services
are few and in little demand. There are a variety of explanations for the lack of
services, including the stigma attached to adults who seek help for emotional problems. There is also a lack of outpatient services, so early intervention is unavailable.
Another significant deterrent is the location and availability of services. Before the
health care reform in 1983, there were a small number of mental health care workers.
They were trained abroad and worked in two of the major cities in Greece. Their
services were reserved for educated and sophisticated patients who could afford to
pay for private treatment (Lerodiakonou, 1983). There are few rural mental facilities,
and patients must be taken to a large city for hospitalization.
Ninety-eight percent of outpatient mental health services are provided through
national social security. However, Bouhoutsos and Roe (1984) note that the quality
of such services is poor and that patients rely primarily on medication. They state that
while there is a lack of outpatient mental health services, inpatient care is underfunded,
possibly explaining the poor quality of service. Many changes were accelerated by
the establishment of the National Health System, but services are still not comprehensive.
V.

Relevant Legislation and the Role of Unions

Greek law allows and recognizes trade unions; however, it does not protect
membership. Trade unions are structured both by profession and job location. They
negotiate salaries, wages, and working conditions. Settlements are made on a
nationwide basis. Greek workers are reluctant to join trade unions and even more
reluctant to pay the voluntary dues that support the organization. The lack of a strong
labor movement is primarily due to the fragmented, family-oriented nature of economic activity and a general preference for representation and patronage by political
parties (Caldwell, 1980).
In 1988, a law was introduced to establish employee councils improving working conditions. These councils are elected to represent the employees and to speak
with management (Foreign Labor Trends, 1993). Employee councils are mandatory
for a business employing more than 50 people and voluntary for those employing less
than 50. The number of seats on a council depends on the company's size, but cannot
exceed seven. Similar requirements regulate union membership.
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Occupational Health and Safety
Since the industrial revolution, there has been much legislative activity to establish social insurance and protect workers' rights. It took much longer, however,
for any such action on health and safety. It wasn't until after a series of tragic mine
accidents that the government finally passed a law in 1901 that provides compensation to disabled miners and the families of those who died in mine disasters. During
the same decade, occupational diseases were also extremely common among workers
(Valavanidis & Sarafopoulos, 1989).
The number of job-related accidents remains relatively high. Reports indicate
that nearly 6,000 occurred in 1991. "Inadequate inspection, failure to enforce compliancewith regulations, outdated equipment, and poor safety training of employees all
contribute to the high accident rate," according to a 1993 report released by the U.S.
Department of Labor's Bureau ofInternationalAffairs.
Greek workers do not have
the right to remove themselves from situations they believe may endanger their health.
They have a right, however, to file a complaint with the Labor Inspectorate.
In 1985, over one million people worked in the private sector, where health and
safety regulations are practically nonexistent-they
are found predominantly in the
public sector. Health and safety issues are controlled by either the Ministry of Labor
or the IKA. While the Ministry of Labor is primarily responsible for inspection,
training, and research, the IKA covers medical examinations, accident compensation,
and disability benefits.
In the past few years, effective legislation has been developed to deal with
occupational health and safety in Greece. The new Occupational Health and Safety
Act contains provisions for improving working conditions and controlling hazardous
agents in the work environment. Health and safety programs have been initiated
along with safety technicians training. At the same time, it has been difficult to relay
information on health and safety to the self-employed and others in the private sector.
The need for enforcement of the new legislation and the training of occupational
health personnel still exists (Valavanidis & Sarafopoulos, 1989).
VI. Conclusion
There is a great need for services to help the Greek population deal with
emerging problems. Those that have been implemented do not appear to have produced effecti ve change. Mental health and social work services need to adapt to meet
the changing needs of Greek society.
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Contacts
American-Hellenic Chamber of Commerce
Symeon G. Tsomokos, Exec. Director
16 Kanari Street
106 74 Athens Greece
Fax: 30 1 36 101 70
Hellenic Association of Social Workers
19 Tositsa Street
106 83 Athens Greece
Athens Chamber of Commerce & Industry
Mr. A. Kyriazis, EBEA
7 Akadimias Street
106 71 Athens
Greece
Fax: 30 1 36 078 97
Dr. Demetrios Julius (U.S.A.)
Work Tel: (804) 782-7784
Home Tel: (804) 358- 2219
Chamber of Achaia
Evaggelos Floratos President
58 Michalakopoulou Street
PO. Box 1048
26110 Patras Greece
Fax: 30 61 276 519
KETHEA
24 Sorvolou Street
116 36 Athens Greece
Fax: 30 1 924 1986 7
Dr. Micheal Arnerideas (USA)
Work Tel: (803) 777-7294
Home Tel: ( 803) 252 7457
Ministry of Labor
40 Pireaos Street
104 37 Athens Greece
Chamber of Commerce & Ind.
of Thessaloniki
Pantelis Th. Constantantinidis, Pres.
29 Tsimiski Street
54624 Thessaloniki
Greece
Fax: 30 31 230 2372

Ministry of Health, Welfare, and
Social Security
17 Aristotelous Sreet
104 33 Athens Greece
Chamber of Larissa
Andreas Kirykos, Director
PO. Box 1102
412 22 Larissa Greece
Fax: 30 41 257 522
Piraeus Chamber of Commerce &
Industry
44 Papakyriazi Street
Loudovikou 1
Pc. 18531 Piraeus Greece
Fax: 30 1 417 86 80
Dr. Dimitri A. Christidis
Department of Psychology
University of Athens
Panepistimiopolis
Ilissia 157 84
Athens Greece
Dr. Maria Pirounaki-Lioni
Director of Human Relations
Elefsis Shipyards S.A.
Elefsis 192 00 Greece
Fax: 30 1 2591183
Ketti Coletsos
Occupational Social Worker
European Network of Occupational
Social Work
22 A Chalkidos Street.
III 43
Athens Greece
Fax: 30 1 25 91 183
Union of Chamber of Commerce
& Industry of Greece
27 Kaningos Street
Dimitriado 176
10682 Athens Greece
Fax: 30 1 323 76 78
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N. Floudas, M.D.
Charter Medical Advisor
Mobil Oil Hellas A.E.
Petroleum Company
194 Syngrou Ave.
Athens, Greece

Galini Clinic
116 Harilaou Trikoupi Street
Strofyli, Kifissia
Athens, Greece

Volos Chamber of Commerce & Industry
A. Voliotis, Director
P.O. Box 1016
Volos Greece
Fax: 36 1 421 31211
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Chapter 14
IRELAND
Susan Armstrong
I.

Introduction

Like most European countries, Ireland is an industrial nation. Its 1993 population was 3.5 million and growing at an estimated annual rate of 0.6%. By 2025, the
projected population will reach 4.1 million (Ireland, 1993, p. 2). Ireland is primarily Roman Catholic with 93% of the population affiliated with the church. Northern Ireland is not a part of the Republic and is not covered in this chapter.
The economy is small by European standards and very dependent on trade.
Until recently, agriculture was the most important sector, but it has recently been
surpassed by industry. Industry accounts for 37% of the Gross Domestic Product,
80% of exports, and employs 28% of the labor force. The 1991 labor force consisted
of 1.3 million men and women with 57% in services; 26.1 % in manufacturing and
construction; 15% in agriculture, forestry, and fishing; and 1.9% in energy and mining
(Ireland, 1993, p. 7). The unemployment rate, however, was 20.4%. Job creation has
become one of the main focuses of government policy.
II.

Occupational Social Work/Employee Assistance Programs
(OSW/EAPs)

There is significant crossover between OSW and EAPs in Ireland and, as such,
they are presented together.
In the early 1940s, employers began to focus attention on employee welfare.
According to Rosaline Geraghty of the Electricity Supply Board, this has grown
into a strong tradition of "staff welfare." (All citations from personal communication,
Fall 1995.) In 1970, the first social worker was officially appointed to attend to the
welfare of employees and their families (Eurosocial Reports, 1988). According to
Geraghty, Ireland has a long tradition of companies responding on a human level to
employees' personal difficulties. This tradition assisted in the creation of EAPs.
Social workers function as occupational social workers and employee welfare
officers. They are found in such diverse organizations as large banks, the radio and
television industry, and in the branches of the military. The main distinction between occupational social workers and employee welfare officers is that the former
are usually employed on contract and their positions are not as secure. Cathleen
Callanan of the Department of Defence notes that the two types of social workers
provide basically the same kind of services, but occupational social workers tend to
have more status because of their education and training. (All citations from personal
communication, Fall 1995.)
In the 1970s, a "welfare circle" was set up to provide support for those working
in the field of welfare. This evolved into the Association for Welfare and Employee
Assistance Counselors (AWEAC), which currently has over 150 members. Rosaline
Geraghty is the national leader, and she states AWEAC's purposes are to provide
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opportunities for networking and peer support, set professional and ethical standards,
and facilitate opportunities for or other training needs. The organization is recognized
and approved by the Employee Assistance Professionals Association (EAPA) and is
made up of professionals in the field, regardless of background. Within AWEAC
there are different levels of membership based on qualifications and experience.
Services Provided
Employee services provided at the worksite vary greatly. Some companies
provide extensive services while others offer only assessment and referral. According
to Eurosocial Reports (1988), the main objective of such programs is individual counseling of employees and family members on such issues as housing, finance, child
care, health, hygiene, occupational injuries, alcohol abuse, and job performance. These
problems are addressed through individual problem solving, individual counseling,
group work, group discussions, and lectures on pertinent topics.
Services are accessed through self-referrals; referrals from family, colleagues,
physicians, and community social workers; or from a supervisor or manager in cases
of deteriorating job performance. To facilitate self-referrals, the typical social worker
is centrally and conveniently located. Offices are designed as open clinics where the
worker can be approached without formality or appointment. Confidentiality is an
important program component. When a client self-refers, the social worker is under
no obligation to report that the person sought assistance. If a supervisory referral, the
social worker is only obligated to inform the supervisor that the employee came for
assistance; he/she does not need to disclose the nature of the employee's problem
(Eurosocial Reports, 1988). Some social workers also make visits to the home. These
procedures protect client confidentiality and make services very accessible.
In order to provide a better understanding of how the various programs operate,
four separate programs are outlined. These are based on information collected through
telephone interviews with individuals who work directly in the programs.
Case Study: Avonmore Creameries
Avonmore Creameries is located in County Kilkenny and has operated an EAP
since 1985. The program is based on an in-house model, according to Rosaleen
O'Keefe, the occupational health nurse and welfare manager (personal communication, Fall 1995). Her educational background is in health care, and she is a nurse by
profession. She is the only person who provides EAP services to Avonmore employees, utilizing a broad-brush support system approach consisting of assessment and
referral. There is no counseling on-site because the company feels it is not costeffective. If an employee is referred out for physical concerns, treatment is covered
by health insurance. If the problem is related to mental health, the client is responsible
for payment. Two of the main areas O'Keefe addresses regularly are health issues
and alcohol/drug addiction. She often works with managers so employees can be
provided assistance before they lose their jobs. Managers are trained and provided
with a supervisor's booklet. The EAPis a voluntary program that is sustained by the
company itself. The EAP worker is a company employee.
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Case Study: Bausch & Lomb
Bausch & Lomb is located in Waterford. Anne-Marie Fogarty is the company's
occupational health nurse. Her background is in nursing with some experience in
psychiatric nursing. (All citations from personal communication, Fall 1995.) The inhouse EAP has been in operation since 1985 and operates on the assessment and
referral model. Fogarty is responsible for 850 employees at one plant. Employees
can self-refer or be referred by a supervisor. The typical assessment session lasts
about 30 minutes and a referral is made, if necessary. Supervisory training takes one
day; for employees, about half a day.
When referrals are made, health insurance does not cover outpatient treatment.
To assist employees, the company pays the expenses with the provision that employees will reimburse the company once treatment is completed. According to
Fogarty, one of the reasons there is no coverage for mental health treatment is the
belief that a person paying for treatment is more committed to getting well. A
person unable to pay for treatment is sometimes able to contract with a social worker
at the local health board for services.
One of the difficulties Fogarty faces is finding counseling services since resources are very limited. Another is that available services are often not in close
proximity to the client. This can be difficult as public transportation is limited and
there are many people without personal vehicles.
To deal with the lack of insurance for mental health care, self-help groups are
used frequently. There are many AA, NA, and Gamblers' Anonymous groups readily
accessible. Fogarty feels that services are sufficient in the alcohol and drug areas,
with many inpatient and outpatient facilities as well as self-help groups. Treatment
centers are based on the Minnesota Model.
According to Fogarty, under Bausch & Lomb's substance abuse policy, employees who come to work under the influence of drugs and alcohol can be fired
immediately or offered treatment. It is Fogarty's responsibility to arrange the referral
and monitor the aftercare program. The manager monitors the employees at the work
site to ensure that he/she does not show up intoxicated. If this happens, the more
likely outcome is termination.
Case Study: Department of Defence (TheArmy)
One program that operates differently from the others is that of the Department
of Defence. All branches have occupational social workers to assist members with
personal difficulties. The goal of the program is to provide social work and information services in one program. The social workers, who are recruited specifically for
the program, are on contract and periodically reviewed. Cathleen Callanan is an
occupational social worker for the army of Ireland. She has extensive experience as a
social worker and has received formal education in the discipline.
Services are based on a broad-brush approach, which includes short-term counseling for a variety of problems. New employees are informed of services available,
and Callanan promotes the services whenever the opportunity arises through presentations and other means. When an employee's problems cannot be resolved
through short-term counseling, he/she is referred out. Again, this can be a barrier to
treatment because there is often a waiting list for public and private services. Callanan
feels the situation is improving. A few years ago, there were only four private coun-
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selors in Cork, whereas now there are pages of people listed in resource directories.
Another difficulty Callanan has encountered in her work is her large geographical
area of responsibility. Despite this difficulty, she feels it important to make the services accessible to as many as possible.
Case Study: Electricity Supply Board
One of Ireland's first EAPs, and one of the most well-known, is that of the Electricity Supply Board. The program is in-house and based on a broad-brush approach.
The program is funded and staffed by the board and has been in existence since the
1970s. The EAP was brought in by a tri-party agreement between management,
staff, and the union to improve employee conditions. All three groups felt there should
be an autonomous management group looking out for the welfare of employees. The
Electricity Supply Board is recognized for developing an in-house substance abuse
policy statement. In 1990, the EAP was redefined through policy that broadened the
EAP's role and the services it provides.
Currently the EAP is coordinated by Rosaline Geraghty, whose background is
in counseling and who has been in this position for approximately 11 years. The
Electricity Supply Board has about 9,700 employees who can be self-referred or referred by their supervisor or others. Geraghty estimates that about 65% of the cases
are self-referred.
Geraghty assesses whether or not the client will be provided short-term counseling or be referred out. If counseling is provided, there is no specified number of
sessions, and Geraghty can conduct home visits if it is deemed more appropriate to
work with the family. If a client is referred out, Geraghty monitors the treatment and
provides follow-up. To assist with expenses, the company has a voluntary private
medical fund that receives contributions from employees and can be used to pay for
mental health and substance abuse treatment. They also have a credit union that can
assist in financing treatment expenses.
Geraghty views the Electricity Supply Board as a company that is sincerely
concerned about its employees' well-being and with many programs to confirm this.
In addition to following a 14-week, national maternity leave policy, the company
allows an additional 5 weeks without pay and without risk of job loss. Flextime and
job-sharing are also available. The company offers what it calls a "career break" in
which an employee can freeze a position up to three years without pay and return
without consequence.
The goal of the company and EAP is to be proactive. Along with an EAP, the
company subsidizes medical programs such as risk factor screening, pap smears, breast
exams, blood pressure screening, and flu immunizations. The medical department
also provides smoking cessation and health seminars. Unlike the EAP workers discussed earlier, Geraghty is only responsible for mental health needs. There is a separate occupational health nurse to deal with medical concerns.
Overall, the programs discussed provide a variety of services to employees. EAPs
are continuing to change, evidenced by recent attempts to establish educational standards. The variation in the backgrounds of people who administer the programs
appears to dictate the level of services they provide. Today, EAPs are fairly common
in Ireland's large corporations. All programs appear to have management support and
good working relationships (Eurosocial Reports, 1988).
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Education
Social work education in Ireland is similar to that in the U.S. Undergraduate
schooling for a degree in social science takes four years and consists of core courses
in sociology, economics, psychology, social work practice, and social policy. Depending on the type of position sought, social workers are required to complete a
certificate of qualification in social work (CQSW), which is similar to a master's degree in social work.
People who provide services in the workplace have various educational backgrounds. These include nursing, psychology, counseling, or social work. Despite
this, there is no requirement for minimum qualifications in order to provide services in
the workplace. In 1993, individuals within the Permanent Defence Forces approached
the Centre for Adult and Continuing Education with the desire to provide some consistency in the field. "In recent years individuals and groups involved in Employee
Assistance Welfare have become increasingly conscious ofthe need for uniformity of
basic training and accreditation" (Centre forAdult and Continuing Education, 1994,
p. 1). After initial meetings, a group was formed to assess the need and demand for a
program. Representative organizations included the Electricity Supply Board, Telecom
Eireann, Garda Siochana, Coillte, Department of Defence, An Post, Prison Officers,
Foras, Association of Welfare and Employee Counselors, and the Centre for Adult
and Continuing Education. All group members were directly working in the field of
employee assistance, management, or adult education.
The activity of this group led to the development of a new curriculum. The
Centre for Adult and Continuing Education, in association with the University College, Cork, Ireland, developed an EAP diploma program. "This diploma is an acknowledgment of the training needs of the existing practitioners engaged in EmployeeAssistance Welfare, their desire to maintain and develop the highest standard
of practice, and promote formal training in this field" (Centre, 1994, p. 1). The
course work was developed into a two-year format with the first year leading to a
Certificate in Employee Welfare and the second to a Diploma in Employee Welfare.
Its main objecti ves are to develop an understanding of the role, function, and responsibilities of an Employee Welfare Officer and, more importantly, to learn how to access information. The program also seeks to develop overall skills to an acceptable
level of competence; to act as a forum for personal development and foster a network
system for support, recognition, and ongoing development; and to increase access to
third-level education and professional recognition (Centre, 1994).
The program's content is broken into seven core units that are covered over the
two-year period. In an effort to accommodate those who work, individual units are
scheduled into two-day and week-long blocks. The seven units are Employee Welfare Policy and Administration, Organizational Culture, Counseling and Self- Development, Chemical Dependence and Other Addictions, Principles and Practice of Employee Welfare, Employee Problem Identification, and Legal Framework (Centre,
1994). Various topics are covered in each ofthe units. In the Counseling and Development section, for example, subjects such as counseling models, personal awareness, supervision, one-to-one counseling, group counseling, family counseling, and
advocacy/mediation are covered. The goal of this course work is to prepare an individual for entry-level employment within the workplace.
To be considered for the program, an applicant must be employed and functioning as an Employee Welfare Officer, must wish to pursue a career in the field of
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Employee Assistance Welfare, or must otherwise be considered appropriate by the
course organizing team (Centre, 1994). At this time, the diploma in EmployeeAssistance Welfare is not required to work in the field and many do not return to school to
obtain it. Currently, the program averages 20-25 students a year (Centre, 1994).
According to Cathleen Callanan, Department of Defence social worker and organizer
of the diploma course, most experienced social workers do not go through the diploma program because it is perceived as entry-level for the profession.
Despite these developments, there are no standard requirements to work in the
field. In addition, there is no mandatory regulation board to oversee continuity of
care because EAPs are regulated by the individual companies.
Every year, Ireland's EAP Institute holds a series of seminars as well as an
annual conference. The 1996 conference, the Institute's 11th, took place October 23, 1996, in Dublin. Its theme was "Stress at Work-The Price of Change."
Financing
From the information obtained from various workers in the field, all programs
are funded by the companies providing the service. The majority of EAPs are inhouse and EAP workers are employed by the company. Occupational social workers
in the military and other agencies are hired on contract.
III.

Description of the Health Care System

The health care system is maintained by the government under the Ministry of
Health and the Department of Health. All Irish residents are eligible for either
Category 1 or Category 2 health services. Those in Category 1 receive medical care
from the health board once they complete a means test. If a person's income exceeds
the normal guidelines, he/she may be given a card ifthe health board determines he/
she is unable to provide necessary medical care for themsel ves or their family. People
in Category 1 are entitled to general practitioner services; prescribed drugs and medicines; all inpatient public hospital services in public wards; all outpatient public hospital services, dental, ophthalmic and aural services; maternity and infant care services,
which include a family doctor during pregnancy and up to six weeks after birth; and a
maternity cash grant for each child born. If a person does not qualify for a medical
card, they are placed in Category 2, which covers all inpatient and outpatient public
hospital services in public wards, subject to charge; maternity and infant care services;
a refund for expenditures on prescribed drugs; and certain medications for specified
long-term illnesses. For services, there are often waiting lists for public beds. "The
public hospitals have approximately 12,000 beds; the average length of stay is 6.5 to
7 days" (Dept. of Foreign Affairs, 1990, p. 127).
Approximately one-third ofthe population has full eligibility and free access to
the complete range of services. The remainder of the population has limited eligibility, which entitles them to consultant and hospital care at low rates (Dept. of Foreign
Affairs, 1990). Another third of the population opt to take out private health insurance to cover their medical services. Insurance companies are required to operate on
a community-rating basis where everyone pays the same premium regardless of risk.
The remainder of the health care system is funded through general taxation.
An individual's entitlement to health services depends largely on income. Unlike benefits from social services, health services are not connected to contributions.
The health care system is administered at the national level by the Department of
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Health. Their responsibilities include setting the budget for health services, planning
the overall development of services, initiating regulatory and legislative change, and
establishing fees for service. The programs are then carried out at the regional level
by one of eight Health Boards. Voluntary hospitals and agencies, run mainly by
religious orders, make up the remainder of the system and also receive funding from
the Department of Health. "The voluntary sector plays an integral role in the provision of health and personal social services in Ireland which is perhaps unparalleled in
any other country. Their independence enables them to harness community support
and to complement the statutory services in an innovative and flexible manner" (Dept.
of Health, 1990, p.33).
Aside from providing services for physical well-being, it is the responsibility
of the Department of Health to carry out child care and family support services and
other social service programs.
Health Boards are involved, in co-operation with voluntary organizations, in
the provision of an extensive range of child care and family support services.
These services include: social work support for those with a variety of
problems, for example: families in difficulties, women experiencing
violence in the home, single parent families; family resource centers; day
care services for children from disadvantaged backgrounds; and child
guidance, counseling, and advise services. (Dept. of Health, 1991, p.
28)

These services are typically administered through social service agencies in
the U.S.
The Department of Health also administers mental health programs. Their
main objectives are to promote mental health and to allow the mentally ill to live a
life as independently and normally as possible (Dept. of Health, 1990). The focus is
on care and services for the long-term mentally ill.
IV. Relevant Legislation and the Role of the Unions
There is a strong union involvement in Ireland with approximately 50% of the
workforce having membership in a union (Dept. Of Foreign Affairs, 1990). Despite
legislation prohibiting workers from uniting, the first unions emerged in the larger
cities during the eighteenth century. "The first association of trade unions, representing thirty crafts and industries, was formed in 1863 and in 1894 the Irish Trades
Union Congress, representing most Irish and British unions in the country, was established" (Dept. Of Foreign Affairs, 1990, p. 109). This event was significant since it
brought trade unions together to form one body. Today, the Irish Congress of Trade
Unions is the central coordinating body of the trade union movement (Hillery, 1991).
Unionism is important in Ireland because pay and employment conditions are
generally agreed upon through collective bargaining between employers and employees. The Department of Foreign Affairs (1990) writes:
While certain basic rights covering such matters as minimum notice,
dismissal, holidays, redundancy payments and employment equality are
provided for in legislation, involvement by the State in industrial relations is in the main confined to the provision of machinery to assist the
parties to a dispute to find a solution (p. 110).
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The Labour Court and the Labour Relations Commission are the two main mediating bodies. The commission, which consists of employer representatives, trade
union representatives, and independent representatives, was established recently under the Industrial RelationsAct of 1990.

v.

Conclusion

The fields of Occupational Social Work and EAPs are developing at a rapid
pace. In a short time many companies have adopted EAPs. Services vary according
to the company and the professional affiliation of the counselor. One way the growth
of the field can be measured is through the development of the EAP education program at the university level. The effort to professionalize the field is one ofthe major
signs that there is more growth and expansion of services to come. Although EAPs
are fairly well developed, there is concern about what treatment is available once a
problem is identified. Resources for areas of treatment other than substance abuse
and long-term chronic illness are sparse. Workers must often pay for their own treatment, which can be costly. In order to provide a continuum of care, efforts should be
made to increase affordable treatment options.
Professionals are helping workers with problems in order to increase productivity and reduce costs for the company. Their philosophies and practices are similar to programs in the U.S., and with additional resources, a real impact can be made
on the workplace.
Editor's Comment
In the editor's opinion, progress will continue, but it would be wise to have
EAPs included in collective bargaining agreements. Since unions are so strong,
they could playa vital role in EAP development. They could also advocate mental
health treatment as a part of the entire health care program. It is inadvisable for any
health care system to separate the two. By forcing individuals to pay for their own
mental health care, the results are inevitable-only
very few receive help and the
remainder get sicker and finally end up in the more costly health care physical system. Finally, the diploma in EAP welfare is quite unique and bears recognition.
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Chapter 15
NETHERLANDS
Ruth Foster
I.

Introduction

The Netherlands is a constitutional monarchy with a parliamentary system and
a population of 14.3 million. The most important economic activities are commerce, shipping, and transit trade. The labor force numbers 4.8 million of which
63% are in the services sector, 31 % are in industry, and 6% are in agriculture and
fisheries. Overall, 40% of the workers are members of trade unions. Since the
1960s, there has been an influx of foreign "guest workers" from the Mediterranean
area, particularly Morocco and Turkey. In 1975, a large influx of immigrants arrived from Surinam when the latter achieved independence (Wijngaart, 1988).
Political and religious diversity exists in the Netherlands and the two often intermingle. There are political parties whose outlook is based purely on social issues and
others whose basis comes from religious views. This segmentation of Dutch society
is called verzuiling, literally translated "pillarization." The origin of the pillars goes
back to the sixteenth century when three movements existed together-Catholicism,
Calvinism, and biblical humanism. This structure and its survival today is explained
by the few external threats to Dutch existence over the centuries. These dividing lines
are becoming less distinct (Schuchart, 1972; van den Berg, personal communication,
January 1996). Although Dutch is the native language in the Netherlands, 73% of the
people speak at least one foreign language, most often English. The Dutch have been
successful integrating many foreign cultures and languages over the years.
The Netherlands is an advanced capitalistic country that provides health and
welfare benefits to all citizens. These benefits are provided through national legislation and voluntary initiative. Although the government owns many of the country's
businesses, there has been a recent increase in privatization, which has forced change
(such as downsizing) on the workplace in order to remain viable in a more competitive marketplace (Bargal, 1993).
II.

Occupational Social Work (OSW)

Because of recent social, technological, and organizational changes, occupational social workers in the Netherlands are in a position to assist workers, as well as
management in dealing effectively with them. Bargal (1993) states: "[T]he most
effective occupational social work activity is possible when an academically and professionally based specialization encounters favorable societal conditions (mandatory
welfare and health services) and operates from an influential position in the work
organization" (p. 375). He further notes that society, as well as the organization, may
either "enable or constrain the optimal application of professional knowledge in the
service of clients" (ibid). In other words, OSW can operate most effectively when it
exists in a society that has businesses that promote a healthy work environment, unions
that are able to gain favorable conditions for members, and a system of health and
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welfare programs that are available to citizens.
Prior to World War I, J.e. van Marken, Jr., the first managing director of the
Netherlands Yeast and Spirits Factory in Delft, was one of the first individuals in the
Netherlands to speak out on psychosocial relationships in the workplace. He proposed establishing a "social engineer," a company official responsible for the company's
social interests. After World War I, personnel departments were established to handle
social work issues outside the workplace (Bobbink, Mensenga, & Uri, 1988). Just
prior to World War II, personnel departments regularly dealt with employees' personal, social, and welfare problems. After the War, OSW evolved into a profession
concerned with providing services to employees related to the workplace. Social
workers also came to view the workplace as an area where they could intervene in
order to improve working conditions and the overall health of the organization (Bargal,
1988).
By 1950 the number of occupational social workers in the Netherlands had
grown to 400. The emphasis at the time was on internal functions, such as assisting
employees with psychosocial problems, working with vulnerable populations in the
workplace, consulting with management, assisting in the development of personnel
policies, and counseling employees during reorganizations. Social work continued to
deal with the needs of employees such as housing, financial problems, and family
matters (Googins & Godfrey, 1987). By the late 1980s it was estimated that approximately 1,500 occupational social workers were employed in the Netherlands. OSW
programs today focus on the external needs of employees, as well as the issues that
confront them at their workplace.
Other factors have contributed to the high degree of integration of social work
into organizations:
•
The nationalized
structure of labor unions, whose collective actions
depersonalize labor disagreements on the local level.
•
Societal acceptance of an advanced welfare state model.
•
Greater governmental involvement in business regulation.
•
Role flexibility that permits social workers to function within the hierarchical
structure with considerable independence.
•
Attention to cultural aspects in which all organizational subcultures are viewed
as highly important to effective organizational management.
•
Collaboration with other social experts in the organization.
•
A progressive approach to human resource management in which there is the
belief in a common interest and mutual loyalty of management and workers.
In sum, the goals of OSW are supported by government legislation and the
societal values of the country (Googins & Godfrey, 1987).
Following are profiles that offer additional examples of the services performed
by OSWs in the Netherlands.
Case Study: Postal Service and Telecommunications (PTT)
One of the first companies to develop an OSW program in the Netherlands was
the Post and Telecommunications (PTT). In 1939, PTT management considered
hiring social workers and approached the director of the School of Social Work in
Amsterdam (Uri, 1984). In 1945, PTT initiated a program concerned with the basic
material needs of employees related to the devastation caused by World War II. The

Europe

137

program also attended to nonmaterial problems as more and more skilled social workers entered the service at an increasing rate. The program led to higher employee
productivity and more favorable employee attitudes toward the organization.
Today, the program at PTT has evolved into a staff of 103 social workers who
focus on personal and work-related problems. While the external needs are still important areas of concern, OSW at the PTT and throughout the country addresses other
areas as well. Social workers focus not only on employee psychosocial needs, but on
management consultation, the development of personnel policies, the consequences
of reorganization, multicultural issues, the social impact of increased technology and
competition, and the aging workplace. Unlike the U.S., substance abuse in the workplace is not a main area of concern, although it is becoming more of an issue (Googins
et al., 1986).
The well-being of employees is the social worker's main objective. Social
workers are available to assist individuals and groups with workplace problems and
issues, including employees with psychosocial problems that affect their work. OSW
also contributes to the overall functioning of the organization by advising management on managerial and social policy. According to the framework provided by the
PTT, professional social work complies with the following standards: free communications between social worker and an employee, a social worker fills an advisory role
in matters submitted by an employee, confidentiality is guaranteed, availability of
resources for social work, and an atmosphere in which assistance is considered a
normal course of affairs (Uri, 1984).
Other duties of social workers at the PTT include advising and educating supervisors on organizational social policy; assisting special employee populations
such as the disabled or those employees affected by reorganization; keeping employees informed of the developments of social work in the organization; discussing and advising supervisors and employees on the psychosocial problems in their
departments; consulting with management personnel on the social dimension of management; and studying and advising management on the consequences of organizational change. In the last case, OSW would report on the possible problems associated
with a particular organizational change, make recommendations, and prepare a plan
to assist those employees affected by the change (Uri, 1984).
The PTT also realizes the importance of promoting OSW in the organization.
Social workers at the PTT are accessible, and they advertise their availability by having what is referred to as "consulting hours" by making visits to branch locations. The
assumption is that if employees know about OSW, they will more readily seek the
assistance of a social worker.
Case Study: The Dutch Military Forces
Social work in the Dutch military is commonly referred to as the Defense Social Service (Maatschappeliijke Dienst Defensie [MDDJ), and provides social services both at home and abroad. The MDD provides individuals (welfare workers) to
the entire military system. The workers are both civilian and military personnel who
have post-graduate training in industrial welfare. The MDD divides its services into
"regular welfare work" and "operational welfare work."
Regular welfare work is described as psychosocial work, including psychosocial
counseling, educational counseling, and early detection and monitoring of warning
signs. Although not specifically noted, detection and monitoring of warning signs
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might indicate that the MDD takes a proactive role in identifying signs of employee
distress in the workplace. Other examples of the issues addressed by regular welfare
work include alcohol and drug abuse, industrial health requirements, absenteeism due
to health problems, racial and other types of discrimination, providing local assistance
to people stationed in other countries, and training and education. The MDD also
works with the Social Coordination Committee (SCC). Depending on the case, the
MDD may deal with the case themselves, refer to the SCC, or refer to a social service
agency either inside or outside the Defense Ministry.
OSW in the MDD is primarily concerned with individuals whose problems
stem from being stationed abroad. Welfare workers provide counseling in order to
prepare personnel for leaving their loved ones. The occupational welfare workers
also conduct psychological background investigations in order to determine whether
military personnel are capable of handling their assignments abroad. They are trained
to deal with the effects of post-traumatic stress disorder (PTSD) when necessary and
to provide assistance to disaster relief centers. Operational welfare workers may also
be assigned abroad with military units. Workers conduct group interviews with individuals and families who are returning to the Netherlands after being stationed abroad.
Services provided by workers could also include referral to a psychologist for PTSD,
individual counseling for issues related to reintegration, and assistance in the
resocialization process. Regardless of whether workers are stationed at home or abroad,
one of their most important functions is to assist in the communication between personnel placed out of the country and their loved ones.
Education
Higher education in the Netherlands is divided into two categories: higher
professional education at colleges, and university education. Studies of social and
community work take place at the former. Courses train students to enter a profession such as social work. Practical training through work experience is a major part
of the curriculum, but students also are given the theoretical education they need to
practice. OSW is a specialization within the social work curriculum.
III. EAPs
In searching for the existence ofEAPs like those in the U.S., the editor received
a copy of an interview of psychologist Eric Van de Loo conducted by Sally Lipscomb,
international regional director ofthe EmployeeAssistance Professionals Association
(EAPA) in Belgium. This was later published in the Marchi April 1996 issue of the
EAPA Exchange.
Van de Loo considers himself the first individual in the Netherlands to have
developed and managed an EAP. At present, he works for the Institute of Human
Resource Management in the Hague, an organization that acts in part as an EAP
vendor. The organization provides at least three counseling sessions, psychological
testing, emergency response facilities, and consultation on downsizing. The company is also in the process of developing a work-stress checklist and an assessment
instrument for organizational culture and leadership. In addition, the company is
interested in evaluating the effectiveness of EAPs in other countries. Although Van
de Loo recognizes that EAP-like activities have existed in many Dutch companies
and the military in the form of OSW programs, he believes he was the first to develop
an EAP in the formal sense when he worked at Exxon.
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Van de Loo conceived of the idea of bridging the gap between the employee's
personal life and work life while he was working for the Dutch forces. While in the
military, he worked for three years as a clinical psychologist in what he describes as
an EAP-like program. Van de Loo says that it differed from a formal EAP in that
there were no self-referrals or counseling of family members.
It was not until Van de Loo was in private practice that he began to perform
more formalized EAP-like functions. He and his colleagues often saw employees
and managers from different companies. At one point, Van de Loo was working
with a man with agoraphobic complaints. With the client's permission, Van de Loo
worked with the management of the client's company, Exxon, to help reduce the
client's anxiety. The resulting improvement of the employee's productivity and
attendance culminated in an invitation by Exxon for Van de Loo to deliver psychological services to other employees on a regular basis.
Van de Loo's work with Exxon was different from traditional OSW activities
that occur in the Netherlands. He believes there is a division between occupational
social workers and psychologists. The former have the reputation of helping employees be "efficient workers," a concept which Van de Loo believes some clinical psychologists may feel is at odds with the purpose of psychotherapy.
Today, EAPs exist in both private and public organizations. Van der Loo states
that most EAP services are delivered internally and are charged on a per capita
basis. Several factors have contributed to this. In one example, there has been a
problem with high rates of absenteeism and disability. According to Van de Loo,
recent research found that over 50% of absences have psychological causes. The
results were the same with disability claims. The public did not want to be responsible for these costs and passed legislation that placed the financial burden on the
employer. Since then, employers have become very interested in lowering the rates of
absenteeism and disability. Companies have provided stress management programs
and supervisory training in how to motivate and better manage employees. Some
employers have taken on the responsibility of providing for employees' psychosocial
needs in the form of EAPs. A shift from internal to external EAP services can be seen
in the outsourcing of many services, including those of social workers. There is also
a trend toward contracting with psychologists instead of social workers.
Van de Loo believes that there will be an increase in EAP activity in the next five
years. Those companies interested in an EAP will have more choices with regard to
the quality, cost, and the content of an EAP (Lipscomb, 1996).
Financing
EAPs are paid for by the employer, if a private organization. There are some
public or government behavioral health care organizations, such as mental health clinics, which are trying to market their services to private businesses. Apparently, public
organizations marketing services to private businesses have had problems because of
the stigma of public services. As a result, these public agencies are forming separate
corporations.
EAPs, if an external service, may charge a yearly fee based on the number of
employees in the organization and other services requested, or charge a fee based on
the number of employees who use the service. Both are equally common. Regardless
of the determination of fees, the employee bears no responsibility for payment (Van
de Loo, personal communication, Fall 1995).
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IV. Description of the Health Care System
Researching the Dutch health care system led the author to interview a former
Dutch citizen who now resides in the U.S. A number of points about the health care
system were discussed. First, everyone theoretically has access to health care, leading
to a feeling of security. Second, the health care system is set up between the government, health insurance organizations, and the medical community. Individual insurance companies do not set fees for coverage. In fact, insurance companies are seen as
"sick funds," with fees deducted from employee paychecks and deposited into the
fund. The government, the medical community, and businesses also contribute to the
fund. Third, a "house doctor" is chosen who generally treats the family. If specialists
are needed, the family physician makes a referral. And fourth, the unemployed are
covered by health insurance (Voorstad, personal communication, September 25, 1995).
Today, health delivery and policy in the Netherlands are governed by a series of
statutes. First, the Public Health Supervisory Service supervises and monitors various
health care areas (health, mental health, food, drugs, and environmental protection).
Next, the General Law Extraordinary Health Costs (AWBZ) mandates insurance for
everyone, regardless of salary or job (premiums are based on a person's income).
Third, the National Health Service Law regulates covered services and employee
payroll deductions. And fourth, the Exceptional Medical Expenses (Compensation)
Act covers psychiatric care and other specialty services not covered under the National Health Service Act and operates in accordance with standards put in place by
the federal government.
Prior to 1992, individuals could be insured by national health insurance or by
statutory and/or private insurance. Since 1992, the distinction between them has
been gradually disappearing. The country is moving toward one basic insurance
which covers 85 to 95% of costs with a supplemental policy available to cover the
remainder. Premiums are contributed by the employee and employer and are based
on income. They are placed in a central account controlled by the Health Service
Board, and benefits are paid to individuals based on objective criteria. Since the basic
fund is not intended to cover all costs, each insurer must cover additional costs by
levying a nominal premium. Individuals choose their own insurer, making insurance
companies competiti ve.
Health care funding comes from the following sources: allocations under the
Exceptional Medical Expenses and Health Insurance Acts, government subsidies,
private insurance, and other sources.
It is widely felt that individuals who need health care should have it, yet there is
also the belief that indi viduals need to assume some responsibility for their own health
care. This exists because of a growing number of people who are unfit for work, as
well as an increase in absences due to illness. Excessive alcohol consumption has
also been cited as a contributing factor to many of the country's health problems.
V.

Relevant Legislation

One of the most important pieces of legislation that assisted in the development of occupational social work was the establishment of Workers' Councils. Although the devastation caused by both World Wars was the impetus for the development of many Western European countries' occupational social work programs, the
development of Worker Councils was also instrumental. Specifically, the govern-
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ment imposed legislation in the mid-1920s requiring that all work organizations employing more than 10 people must establish Worker Councils. The Worker Councils
support the workers and oversee the activities of social workers, although the latter do
not serve on councils (Googins et al., 1986).
Shortly after World War II, the external approach to OSW gradually began to
disappear once the worst deprivations were over. Also instrumental was government
legislation that introduced an extensive system of social security, including old age
pensions, unemployment pay, and family allowance. Since the financial burden on
the average citizen was eased, OSW was able to focus more and more on issues
confronting employees (Uri, 1988).
The Alcohol Information Plan of 1986 resulted in campaigns with the slogan
"Drinking ruins more than you would like." In addition to warning against the dangers of drinking and driving, prevention campaigns have extended to the workforce.
It is not clear to what extent EAPs have become involved with this, but there certainly
is an opportunity to become involved.
VI. Conclusion
Occupational social work developed in order to assist employees in meeting
basic needs. During the past 50 years, it has become an important and well-respected
component of the structure of organizations throughout the Netherlands.
Although EAPs appear to be a fairly new development, recent public concern
with loss of productivity related to increased absenteeism and disability has focused
attention on what can be done in the workplace to address these problems. Excessive alcohol consumption has also been cited as a major reason for the country's
health problems. Although the Netherlands has historically been liberal in its attitudes
towards alcohol and other drug use, recent findings may be instrumental in promoting
the idea that workplaces cannot afford to ignore substance abuse issues.
Editor's Comment
A conflict may develop between occupational social work and EAPs in the
Netherlands caused by the professional background differences of the practitioners.
EAP companies should anticipate this possibility, and since they are the newcomers
to the workplace, they should reach out to the OSWs and the schools of social work to
develop some common ground. Conversely, Dutch social workers may want to begin
to form external corporations and market their services. Alcoholism and worker productivity will need to be addressed.
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RUSSIA
Allison Assanoh-Carroll and Paul Scribner
I.

Introduction

The Russian Federation has an estimated population of 147 million (1992). Life
expectancy in Russia continues to suffer from the accumulative effects of the environmental contamination, unsafe workplaces, rampant alcoholism, and relatively poor
medical care that were characteristic of the former Soviet Union. Male life expectancy has declined from 68 years in the late 1960s to 62 by the early 1980s, to under 60
in the 1990s. Life expectancy for women has stabilized at about 70. Retirement age
is 60.
Mikhail Gorbachev caused a separate identity for Russia to emerge from within
the USSR. His policies of glasnost [openness] andperestroika [rebuilding/renewal]
encouraged revival of the Russian political culture and the transfer of many functions from party to state structures. Gorbachev's efforts to decentralize political and
economic administration transferred authority to the individual republics. This enabled republics to experience self-government. Thousands of private associations
were formed leading to the creation of independent political parties.
Post-Soviet Russia
The collapse of the USSR also led to many social and economic changes. Extensive state subsidies and guarantees were abolished, including those for scientific
and academic institutions. Guaranteed jobs and pensions were no longer feasible.
This came as a shock to a population accustomed to full employment as a fixture of
social life. The collapse also resulted in the beginning of private ownership and
significant unemployment. For the first time since the 1930s, Russian economists
estimate that unemployment will eventually reach 6-7 million, or about 8% of the
population. In response, the Russian government has instituted a series of measures
designed to protect the most heavily affected population, including reinstituting
unemployment insurance which had been abolished in 1930.
II.

EAPs! Occupational Alcoholism

The employee has never been a focus in the Russian workplace. For decades,
employees were of less importance than the work. Two factors changed this: the
alarming statistics on alcoholism and alcohol abuse, and alcoholism's impact on two
of the nation's largest industries-railroads
and nuclear power. Trade unions started
taking an active stance against workplace alcoholism and regularly posted photographs of the plant's alcoholic workers (Powell, 1991). Perestroika provided for the
introduction ofEAPs into the work environment.
Before late 1987, Russians knew nothing of EAPs. With alcoholism running
rampant throughout the nation, however, immediate action was necessary to combat
the problem. Russian employers took notice, but the tenets of professional EAP coun145
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seling were difficult for them to accept---confidentiality and self-referral were unfamilar
concepts. The severity of the situation, however, motivated them to open up to those
who could provide understanding, development, and training in addressing the problems of alcoholism in the workplace. This resulted in the onset of an open dialogue
between Russia and the U.S. regarding EAPs.
Alcoholism in Russia
Only since 1985 has Russia admitted openly what had long been suspected: that
the problem of alcoholism was having a devastating effect not only on Russia's industrial sector, but on the country as a whole. Sadly, Russia has been unable to move
little beyond acknowledging the problem due to its enormity.
Researching this issue was often confusing, with the existence of conflicting
statistics on alcohol consumption, different dates for implementation of programs,
and varying numbers for alcoholics in Russia. Several examples corroborate this
experience and bring into serious question the validity of available statistical data
on alcoholism and alcohol consumption in Russia. According to the Russian registry, for example, there are 4 million alcoholics out of a total Russian population of
just over 300 million. The U.S. reports 1] million known alcoholics out of a population of 250 million. (Note both figures' discrepancy with the earlier-noted total
population.) Treml (1995) wondered whether this exists because the U.S. uses a
different definition for alcoholism. It is possible that there are as many as four times
the number quoted (Davis, ] 994). In addition, Treml (1995) believes it a well-established fact that the formula Gorbachev used in national income accounting was changed
to produce artificially high rates of growth in the period from 1985 to 1987. He
suggests that such manipulation of statistics could easily extend into other areas.
A Brief Historical Perspective
According to various estimates, Russians consumed 14.2 liters per capita of alcohol in 1984, surpassing both France and Portugal (Davis, 1994; Theones, 1994).
Russia differed greatly from other nations, however, in that 60% of its alcohol consumption consisted of hard, low-quality liquor such as vodka (Davis, 1994). Excessive drinking, alcohol abuse, and alcoholism have long been part of Russian life.
Maya Ermolova, formerly a director of chemical toxicology at Moscow's now defunct Hospital No. 17, suggested that the toughest task was to change public attitudes
toward drinking (Saft, 1992).
According to Treml (1995), much of Russian treatment practice today hinges on
the following beliefs:
•
Heavy drinking is the product ofthe bourgeois-capitalist state and would disappear in a classless society.
•
Alcohol abuse stems from individual character flaws, absence of will power,
peer pressures and foreign influences.
•
Heavy drinking is a product oflow educational, cultural, and income levels; thus
education would reduce alcohol abuse. (This was contrary to all evidence.)
•
Deviant, disruptive, and violent behavior associated with heavy drinking be contained by restrictive and penal measures and controlled by law enforcement agencies.
•
Responsibility for treatment should be restricted to only the worst clinical cases
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of alcoholism, cirrhosis of the liver, and alcohol psychoses.
•
Alcoholism is a moral and legal problem. The involvement of medical, public
health, educational, and social organizations in prevention, counseling, and
rehabilitation of alcoholics should not be seriously considered.
•
The setting of higher than average excise taxes on alcoholic beverages will
discourage drinking and provide the treasury with significant revenues. This
belief continued despite strong evidence suggesting that high prices of stateproduced beverages encouraged illegal distillation of samogon (moonshine derived from sugar, potatoes, grain, or fruits).
•
Law enforcement agencies will be able to either eliminate or minimize the making of samogon. (This is also contrary to all evidence.)
In 1985, Gorbachev decided that alcoholism should be completely eradicated
from Soviet society (Joyce, 1992). Policies that arose through glasnost encouraged
the first statistics on alcoholism and alcohol consumption to be released since 1930.
This provided an atmosphere in which the true scope and consequences of alcohol
problems in Russia could be assessed and studied.
Gorbachev's "Anti-Alcohol Campaign"
On June 1,1985, Mikhail Gorbachev implemented a program entitled "On Measures to Overcome Drunkenness and Alcoholism," generally referred to as the "AntiAlcoholism Campaign." Shortly thereafter, the Soviet Council of Ministries established the "All-Union Voluntary Temperance Promotion Society," known as theTPS.
TheAnti-Alcohol campaign and theTPS were charted to make fundamental changes
in the way Russians drink.
TheAnti-Alcohol Campaign emphasized restrictions, punishment, and sanctions.
Treml (1995) finds that the campaign practically ignored a range of issues such as
treatment, hospitalization, medicine, and counseling. Many of the measures emphasized were not new, but were simply more vigorously enforced than in previous campaigns. Fines were enacted for consumption of alcohol in public places, appearing
intoxicated in public or at the workplace, supervisory failure to check such conduct,
and abetting underage (under 21) drinking. Much larger fines and corrective labor
were decreed for illicit distilling or speculation in alcohol. Alcohol production was
drastically cut, plants were closed, and irreversible destruction of grape fields was
zealously pursued. Hours during which alcohol could be purchased were reduced. A
media blitz describing the dangers of alcohol and heavy drinking began. Prices for
alcohol were increased by 20% and later by another 30%, an action which the Russian government now recognizes as a major policy error,
For two years significant progress was made. By 1987, alcohol sales reportedly
decreased by 60% (UNDCP, 1995). According to government statistics, drinking at
the workplace and absenteeism due to drunkenness were reduced by 50% (Davis,
1994). The mortality rate also dropped from 10.5 to 9.7 per 1,000. Treml (1995)
found that per capita consumption of alcohol was cut by 10% in 1985,20% in 1986,
and 2% in 1987. By 1987, the government boasted an overall reduction in the percapita consumption to 4.44 liters-a decrease of more than 60% since the campaign
began.
Did Russian citizens stop drinking as much as figures would indicate? No, they
simply moved underground. While official figures for alcohol sales dropped during
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Gorbachev's program, the difference was made up by the consumption of samogon.
It is estimated that as much as one third of alcohol consumed by people during this
time was home brewed and accompanied by a drastic increase in the abuse of insecticides, cologne, antifreeze, and chemical solvents because of their alcohol content
(Davis, 1994). This generated huge state losses from potential tax revenue. In 1990,
deaths from drinking poisonous samogon and industrial products jumped by 20%
from 1984 figures to a total of23,800 (Davis, 1994).
By late 1987, theAnti-Alcoholism Campaign was stymied, and people began to
rebel. According to members of the TPS, 85% of the Soviet people were against the
program, feeling that it was too radical for a populace that believed vodka was an
integral part of Russian culture (Davis, 1994). The campaign slowed down and
liquor sales expanded, with total alcohol consumption increasing to 12.3 liters per
capita in 1991. The market reforms of 1992 also created a major shift situation. In
July 1994, the comprehensive consumers price index had risen 1,229 times, but only
421 times for alcoholic beverages. Against the total economy, the net effect was that
the relative price of alcohol had dropped 3 times, and by 1994, the per capita consumption had reached 14.5 liters (UNDCP, 1995). This resulted in a staggering increase in violent deaths and a 141% increase of fatal alcohol poisonings.
Liaison with the West
The year 1988 marked tremendous efforts between Russia and the U.S. in regard to EAPs. In February 1988, a "citizens' summit" was held in Rye, New York, to
address alcoholism. During this summit, five members ofthe Soviet Peace Committee toured alcoholism treatment facilities in Connecticut, studied the EAP at U.S.
Tobacco in Greenwich, Connecticut, and attendedAAmeetings. In November, additional attempts were made by the Russians to gain a broader understanding of EAPs
in the West. This exchange of information when eleven Russian narcologists (physicians specializing in alcohol) came to the United States and received EAP training
from Robert Fuller, director of training at U.S. Tobacco (Powell, 1991).
. Additional developments included the formulation of theAmericaniSoviet Committee on Alcoholism. In 1989, the committee sponsored a conference in Moscow
that was attended by delegates from both the U.S. and Russia. Some very specific
goals were formulated, including the objective to destigmatize alcoholism. Additional identified needs included an enhanced understanding of EAPs in both countries; "developing a common understanding of alcoholism, including the disease model,
medical and biogenetic aspects, special needs (e.g., female alcoholics), outcome evaluation measurements" (Powell & Fuller, 1991, p.27); and breaking through the spiritual blockade prohibiting the development of AA in Russia.
The conference resulted in an agreement between Russian and American delegates that came to be known as the Joint Resolution on EAP Cooperation which
each representative signed and which included the following language: "This resolution declares the mutual humanitarian interests of the United States and the Soviet
Union, and acknowledges the social and economic importance of combating alcoholism in the industrial sectors of two nations" (Powell & Fuller, 1991, p. 27).
Another important result of the conference was Russia's acknowledgment ofthe
critical role played by nonmedical personnel such as psychologists, social workers,
and recovering alcoholics in the counseling aspects of an EAP. Since no equivalent
system existed in their country, adoption and implementation of the use of such skills
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would be a key component toward helping alcoholics face their disease. The responsibility of recognizing the alcoholic Russian worker has been primarily placed upon
the supervisor, yet key personnel received no training on the signs or symptoms. As a
result, many alcoholics go undetected (Powell & Fuller, 1991). As expected, this has
hindered referrals, and initiatives are being undertaken to train additional personnel to
recognize alcoholic employees.
As Russia attempts to combat alcoholism, the US. continues to provide insight
and training by extending invitations to the Russians to participate in alcoholism rehabilitation programs. One well-documented effort was extended by the United States
Navy, which has made significant progress over the past 17 years in resolving their
own substance abuse problem. In December 1990, the Russians were invited to the
US. Navy's Alcohol Rehabilitation Center, paving the way for future dialogue. In
April 1992, the Navy and the Russians again met and shared ideas during a weeklong course in Addictions Orientation for Health Care Providers. In 1992, the editor
of this book was sent as an official representative of the US. State Department to
lecture for two weeks in Moscow on the subject ofEAPs. (Her report follows the end
of this chapter and describes the EAPs as seen from both the Russian enterprise dimension as well as that of U.S. companies-Coca-Cola,
IBM, and Bristol Myers.)
The Western method of treatment and intervention for persons with alcohol and
drug problems has been embraced by the Russians. Although the Russians have a
long way to go in creating EAP models similar to those operating in the US., they
should be commended for their efforts and willingness to implement changes that will
promote a healthier work environment, not only for the employer, but also for the
employee.
Services Performed
In order to understand Russian alcohol treatment, it is important to be aware of
two types of facilities that were used to treat alcoholics during the 1970s and 1980s.
First, there were labor therapy detention centers which provided a source of cheap
labor and a convenient method to hide a major embarrassment (Theones, 1994).
They were originally conceived in 1968 as an attempt to officially "cure" alcoholics. At their height, 171 facilities existed and housed some 140,000 inmates. As of
July 1, 1994, the last of the inmates was released without an external support system
and with no other treatment facilities available.
The second type of facility was the narcological clinics. In 1984, there were
153 in operation. By 1988 the number had increased to 500. There are indications
that many of these clinics were corrupt and have subsequently been closed down;
however, verifiable evidence of this was not available.
Currently, most EAP-type activities are executed by narcologists. They do not
practice any form of substance abuse counseling. At present, their main responsibilities include screening, diagnosing, and treating alcoholics. The concept of training supervisors to identify and refer troubled employees to an EAP does not yet
exist in Russia. Powell (1991) finds that about 80% ofEAP referrals are supervisory
and only when an employee's alcohol problem has become evident to others. As
such, he feels that these referrals are more appropriately termed mandatory. Russian
supervisors typically employ methods of alcohol detection used by American supervisors more than 20 years ago, when detection consisted of smelling alcohol on the
breath or seeing the person stagger. As a result, Russian employees tend to be diag-
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nosed in the late stages of alcoholism (Powell & Fuller, 1991).
Treatment centers in Russia are located at plant sites. Moscow has facilities at
major factories with over 1,000 beds that can accommodate stays of 6 to 12 months.
The issue of confidentiality poses great concern, as the level of confidentiality protection between EAPs in Russia and the U.S. differs significantly. A Russian employee's
confidentiality is not protected (Powell, D. 1991)-workplace drunkenness is reported
to the supervisor and then to the employer. Fines and sanctions may be imposed. If
an employee is identified as an alcoholic and removed from the workplace, he/she
may lose the job and become subject to stigmatization.
Outreach and other services rendered are widespread and diverse. Along with
the vast support that occurs through the religious sectors, organizations such as AA
have also been instituted. The need for these programs is evident when one examines
cities like Moscow with over 10 million people and only two rehabilitation clinics to
address drugs and alcohol. According to an article by Stevenson (1994), "Alcoholics
Anonymous is slowly taking root in Russia, a country whose problem is seen by
health experts as among the worst in the world" (p. A4). When the first AA group
was formed in 1987, a newspaper article suggested it was a front for the CIA. Now,
according to 1. Moncrief, overseas coordinator in the AA National Office (personal
communication, Fall 1995), there are 90 AA meetings in 50 cities and 6 local AA
offices.
A recent U.S. AID grant received by the Salus International Health Institute
provides ongoing training for Russian health care professionals in the tenets of AA.
Dr. Patricia Crigler, a former Navy psychologist and a member of the team going to
Russia, noted that she is teaching narcologists to use a model that is preventive, not
punitive. Another aspect that Dr. Crigler finds encouraging is the interest of the
younger generation in self-help groups (Personal communication, Fall 1995).
IV. Description of the Health Care System
(Note: Before reading this section, the reader may wish to refer to the vivid description of the Russian health care system given by the editor's translator in the report
appended to this chapter.)
The health care system in Russia has considerably worsened since the early
1960s. The percentage of government expenditures for health care has declined
dramatically. In 1960, 6.6% of all budgetary allocations went to health care. By
1970, it had dropped to 6.0% and in 1975, to 5.3%. In 1980, it had fallen to 5.0%.
Even in the latter part of the 1980s, allocations for the health care industry continued to drop (Powell, 1991), and by 1985, they represented 4.6% of all allocations.
Today, they average around 4.0%. Limitations on capital investment in the area of
health care make it very difficult to carry out repairs on old hospitals and polyclinics
and to construct new facilities. Inadequate techniques are often used in construction
in order to cut costs. The lack of financing in the area of health care also discourages
innovation in the pharmaceutical industry.
Even in Moscow and other major cities, public health system buildings are old
and dilapidated. Hospitals in more rural parts of the country are in extremely bad
condition. Most lack running water, adequate heating systems (if there even is a
system), and indoor plumbing (Powell, 1991). In Uzbekistan (now an independent
republic), 46% of all hospitals do not meet the state's minimum requirements for sanitation and hygiene. Shortages of medical supplies, medicines and medical equipment
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also represent a major barrier to effecti ve medical care, especially to the older population (Powell, 1991). For years, the Soviet industry had been incapable of meeting the
demand for medical goods or of producing many of the medicines that are commonly
available in the West. Although output of medicines increased in 1989 by 6%, it was
only enough to meet 40% of the country's incremental need. Imports also rose, but
even this only met another 35% of the total required (Powell, 1991).
Central planning is partially responsible for the catastrophic medical dilemmas.
In general terms, it takes 10 years to bring a new piece of medical equipment from the
first stages of design to actual production in Russia. This delay, coupled with tremendous deficiencies in quality control, translates to 80-85% of domestic production not
meeting world standards. Furthermore, there is a terrible shortage of disposable equipment such as scalpels, catheters, syringes, and devices for performing blood transfusions. Demand for disposable syringes is some 3 billion per year, yet only 192 million
is produced.
Medical care is stratified in two networks. First, there is the territorial network,
which is available to the ordinary population and accessed based on residence. Then
there is the closed or special network, reserved for a variety of population groups,
based on occupation and rank, and of ascending quality as one moves up the
sociopolitical structure. Designed at the apex ofthe medical pyramid are those facilities meant to cater to Russian elites. These "special" facilities expend an enormous
amount of resources and personnel, and result in ordinary medical facilities that are
inadequate and overcrowded.
Russia also tends to have an extremely high percentage of hospitalizations;
people in Russia are among the most hospitalized in the world. One in four Russian
citizens is hospitalized each year. These circumstances reflect the existence of troublesome medical conditions and illnesses. Reports from the Soviet Ministry of Health
indicate that many patients do not recei ve proper medical attention before being sent
to hospitals. The polyclinic doctor may not feel enough interest in a patient's condition and knows that the hospital physicians will do the work. Among older persons,
feelings toward the prospect of hospitalization range from uneasiness and fear to complete refusal to seek admission (Powell, 1991). Studies carried out in Russia among
persons 60 years and older have shown that the older one is, the less likely it is for that
person to be hospitalized. In the U.S., the opposite is found to be true-the frail and
elderly are more prone to spend time in a hospital than the young.
There are programs to address the issue of pregnancy and single motherhood, a
rising concern in Russia. Consequently, the Ministry of Social Protection has focused
substantial attention on this problem. Government assistance is vital, as maternal
benefits are quite low and extremely limited. OB/GYN care for pregnant women is
difficult to obtain and the ministry has focused attention on providing education and
community-based services to target this rising population.
•
Since 1991, services for youth and children have deteriorated. Alarming statistics reflect the decline in the birth rate and the sharp increase in infant mortality.
Major problems for adolescent youths include elevated school drop out rates, increasing crime, high incidents of substance abuse, and homelessness. Youth institutes in St. Petersburg and Moscow focus their services on the problems youths face
and the solutions most likely to help them. The biggest barrier toward providing more
of these facilities is the lack of resources for implementation.
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V.

Relevant Legislation and Education

In the only relevant legislation uncovered related to social work education, the
State Committee of the Russian Federation on Higher Education ruled in December
1992 that effective May 1993, the standards for social work specified under "GllSocial Work" must be complied with in all higher education. As a result of this
ruling, 54 programs in social work education were implemented by mid-1993. What
role their graduates will have in EAP development is unknown.
VI. Conclusion
The development and implementation ofEAPs in Russia has been slow-moving
and sporadic. Although the need has been recognized and the target areas identified,
the lack of understanding on how to implement programs, coupled with limited staff
and resources, has prohibited more progressive developments from taking place.
Coming to terms with the fact that the country is overrun with alcoholism has
presented groups such as AA and the Salvation Army the opportunity to offer alternative options to institutional warehousing and unduly stigmatizing the alcoholic.
Arresting the disease in order to bring Russia to a condition of stability are social
workers, social reform groups, and Western-trained EAP professionals. More modern methods of treatment and new approaches to an "old" problem are being introduced by professionals from the West.
Contacts
Joanie Moncrief
Coordinator for Overseas Assignments
AA National Office

Dr. Patricia Crigler
Tel: (501) 253-4999
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AMERICAN PARTICIPANT REPORT
Dr. Dale Masi
Professor, School of Social Work
University of Maryland at Baltimore
525 W. Redwood St.
Baltimore, MD 21201-1777
(410) 328-3616
[Please use (202) 223-2399]
Home address:
Watergate South, Apt. 1017
700 New Hampshire Ave., NW
Washington, D.C. 20037
(202) 965-2240
Area of expertise:
EmployeeAssistance Programs
Alcohol, drugs, and mental health problems in the workplace.
Countries visited:
Moscow, Russia 9/19/92 - 10/1/92
J.

Description of Meetings

As the reader may know, this was a unique American Participant experience. It
was originally requested one year ago by Assistant Secretary of State Richard Schifter
who was interested in developing professional expertise in Russia around the effect of
personal problems in the workplace-especially
the effects of alcohol abuse.
Secretary Schifter, Governor William Schaefer, and President Errol Reese from
the University of Maryland were involved in the initial planning stages. Because the
employee assistance training programs which I direct at the University of Maryland
School of Social Work are quite well known and because of my extensive EAP and
USIA international experience, my trip to Russia became the focal point. Several
conferences were held with State Department personnel, and it was decided I should
go to Moscow to sensitize Russian enterprises to EAPs as well as explore the possibility of training people in the U.S. I would also appraise the situation in the expatriate
community.
Because our embassy was not available for planning the trip, SALUS International was asked by USIA to do so. Mary Kay Wright, one of their directors, wrote
many letters and made numerous telephone calls. She, I, and her co-director, Dr. Barry
Rosen, met on three different occasions in San Francisco where SALUS is located in
order to develop the itinerary. Approximately one month before leaving, USIA also
asked the ARROW foundation (another American group) to help sponsor the trip.
In addition, I made my own contacts through the International Social Workers
Federation, the Fulbright Association, and corporations with which I regularly consult. As it turned out, and as described below, this careful planning really was a good
investment.
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Twenty-four meetings were conducted, four major presentations were given,
and four interviews were held with the press. The 24 meetings averaged 4 or 5 persons at each. Lists of the attendees for the presentations are available upon request.
The schedule was nonstop and divided into the following categories (which are easier
to report than in chronological order):
a) Moscow City Council Officials
b) Russian Enterprises
c) American Corporations
d) State Department Officials
e) Other Groups (Social Workers, ARROW Foundation Staff, Industrial Safety
Personnel)
A) Moscow City Council Officials
Three separate meetings were held with Tatiana Ridlevich, the director of the
Committee for Human Rights ofAlcoholism and Drug Addiction, Moscow City Council. There was real surprise by my sponsor in her great interest; she attended both
presentations and continually asked to meet with me. She also furnished me with a
letter requesting ongoing training. In my opinion, this occurred because we are both
policy level people, not treatment level.
She was extremely interested in the following areas: relevant U.S. legislation,
i.e., the HughesAct PL616; Drug Free Workplace legislation of 1986; the Rehabilitation Act of 1973; the Americans with Disabilities Act of 1991; and confidentiality
requirements around drug and alcohol records. She really pushed me to send copies
of this information immediately because she was in the process of writing legislation
for the city of Moscow. I promised to send those copies after discussion with USIA.
The second thing Ridlevich was very interested in was drug testing. We had
extensive discussions around this subject. There is no testing anywhere in Russia, not
even in the transportation and safety sensitive positions. It seems the physician looks
at an employee and determines if he/she is fit to work that day. I strongly recommended they consider testing. There is a great need for laboratories, appropriate chains
of custody, procedures, and the like.
Another item of interest included development of homes for children abused by
alcoholic parents. I was fortunate to be able to bring this topic out of the closet and
both Ridlevich and her assistant had a great deal of interest in how we develop shelters/emergency care for these children. I talked about emergency shelters, short-term
residency, etc., and agreed to both discuss this need with the director of the National
Child Welfare League of America and put him in touch with the assistant to the director.
Her last item, which should be of interest to USIA, is wanting to be affiliated
with an American city in a cooperative arrangement. I want to discuss this with USIA
because I have thoughts about it and think it should be a state rather than a city. Since
she is interested in affiliation strictly regarding drugs and alcohol, I recommend we
explore Maryland first because of Governor Schaefer's initial involvement. If that is
not successful, I recommend New Jersey. The New Jersey Commissioner of Addiction is a good friend and holds a doctorate from the University of Maryland.
B) Russian Enterprises
Literally, it took me almost a week to absorb the fact that Russian enterprises
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each have their own employee alcoholism hospitals. I thought it might be difficult to
reach out to Russian enterprises and was surprised at my first presentation to find 70
people there. The representatives from Russian enterprises turned out to be a mixture
of managers and medical people. I think the point that each enterprise has its own
hospital for alcoholics cannot be stressed enough. I was not briefed on this, and it is
the only time I have seen this in the many countries I have visited. For example, I
toured a Moscow tire factory with 4,000 employees and found 100 employees in
inpatient treatment at their hospital. The treatment can last two to six months and they
average 500-600 patients per year. Treatment, however, is not based on an American
model. It consists of work with 40% of pay going back to the company for room and
board and 60% to the family. Evidently some enterprises don't pay at all, so it is
forced labor. Alcoholics are then registered with the government. I encountered this
with every other industry I dealt with, including the nuclear power plants. As a result,
they responded in an overwhelmingly positive manner to the concept ofEAP with a
broader approach. They liked the idea of training managers and were also concerned
about other problems besides alcohol. They wanted to turn their alcoholic hospitals
into EAP units, much to my chagrin.
Railroads
As a result of a major presentation I gave, I ended up meeting intensively and
developing future plans with two specific groups critical to the country: the railroad
industry and the nuclear power plants. I spent an entire afternoon with the Railroad
Research Institute. They were most interested in the mental health aspect ofEAPs and
wanted training for their people. They explained that railroad families live in settlements with organized health care, education, and sports options, reminding me very
much like an American military community. They have two million employees directly involved in railroad work and two million in support services. The director,
Victor M. Bogdanov, insisted that testing consisted of the doctor looking at an employee and deciding if he is drunk. If the employee is to be found sober, he or she can
drive.
By coincidence, the railroads have contracts with Burlington Northern Railroads, and I have trained a number of Burlington Railroad EAP personnel at our
week-long residential program at the University of Maryland. Bogdanov wanted me
to provide a two-week training course for 50 personnel as a start. He would furnish
dwelling, meals, accommodations, teaching facilities, VISA invitations, materials, etc.
Because of problems with the ruble, transportation and stipends for the trainers became a concern, but I agreed to discuss this with the Burlington Northern Railroad.
Bogdanov was also interested in having two railroad workers come to the U.S. to
study with me for a year, which was the original Shifter plan, and I agreed to discuss
this with Burlington. Bogdanov is most interested in helping people in distress and is
experiencing a number of accidents he feels result from family problems.
Nuclear Power Plants
In the meeting with nuclear power personnel, participants included Yuri
Boznchov, Chief of Narcology ofthe Supreme Office of Ministry of Nuclear Energy;
Sergei Mollsev, Chief of the Narcology Unit, Hospital of the Central Ministry; Alla
Novika, head nurse of the same hospital, and Ladimir Vladimirov, Director of Ecology in a private enterprise working with the Ministry of Nuclear Energy.
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Mollsev said 40,000 to 60,000 employees lived in settlements and there were
about one million in total, but he could not be more specific. They also desperately
want training in mental health for physicians and nurses. They are very interested in
testing. He would like 50 people trained in EAPs and drug testing for a two-week
period. Dr. Boznchov will go to the Nuclear Power ministry and see if EAP training
can occur in their facilities. I agreed to go back and explore some possibilities I had in
mind with Dr. Ian McDonald, the former drug czar for President Reagan, with whom
I work closely. I think there are avenues of possibilities here for American drug companies in this incredibly large potential market.
Moscow Tire Factory
Five hours were spent on another day at a Moscow tire factory. This connection
came via the ARROW Foundation and the manager, Vladimir Y. Naumendo, could
not have been more gracious and enthusiastic. I toured the factory and a training
center where he runs a high school for potential employees. Moscow Tire is moving
ahead with EAPs and hopes to deal with an alcoholics group in Moscow called the
Nunn Foundation.
C) American Corporations

Meetings were held with Lennart Krook, general manager, IBM Russia; Jeffrey
W. Lack, general manager, Bristol-Myers Squibb; Donald E. Jacobson, director,
American Medical Center; and Jerry Lynch, director of human resources, Coca Cola.
At this time, American corporations are building systems. All plan on utilizing
Russian nationals as much as possible, but it is difficult to accomplish. Jerry Lynch
from Coca Cola explained he had reviewed 12,000 resumes and could only hire 42
people. There is no infrastructure and no knowledge of how to run a business. He said
my call came when he had U.S. Coca Cola EAP material on his desk and was trying
desperately to figure out how to have EAPs for Americans. He would be most interested in having a cooperative effort with other American companies. He was also
interested in preemployment screening and urine analysis.
Lynch is only in Russia for a four-month tour. When he first arrived, he toured
the city on foot to get the feel of it. He said one would have to be blind not to see the
number of bodies on the street of people who are drunk. The divorce rate is 60%, but
because of the severe housing problem, 65% of divorced couples still live together.
Physical abuse continues as a result of alcoholism.
The meeting with Donald Jacobson of the American Medical Center was another reinforcer of the need for medical services for theAmerican expatriate community. There are 50,000-80,000 expatriates in Moscow and 7,000-10,000 are American. Russian hospital facilities are so inadequate, expatriates cannot use them. No one
wants to go there, including Russians. If a Russian must go, the family stays with him/
her in order to make sure they are fed. Seventy-five percent do not have indoor plumbing. American Medical is a private medical service with four physicians who are
already overwhelmed, and the company knows it has to grow. According to the Ameri _
can companies, American Medical is expensive. They do not provide psychological
services. There is one counselor who operates independently.
Jacobson described the expatriate community as a time bomb. There are long
Working hours and the families are isolated. The State Department should assume
Someresponsibility for assistance. I explained the program State set up in Iran, which
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includes the business community jointly supporting the financial effort. I had visited
this group in Tehran and am recommending this to State.
D) State Department Officials

Ambassador Strauss, Chief Medical Officer Dr. Grundy, and an AID representative attended this meeting. The Ambassador wanted us to know he was supportive,
but said there was nothing else he could do because he was so overwhelmed with
work himself. He expressed chagrin that my trip was not planned around the second
Tuesday of the month when all of the CEOs meet. He felt it would be important for
me to address them and he thought I would sell them in five minutes of the need for
EA~/mental health programs for Americans.
Dr. Grundy asked for a meeting with Karen Fleming, his nurse, who is responsible for trying to develop something in the mental health area for Americans. In a
subsequent conference with her, I explained my proposal between State and the business community based on the Iranian model. I explained that the only reason State did
this with Iran was because they had a catastrophe: Twel ve American teens were jailed
in Iran for taking drugs and State literally had to kidnap them to get them to the U.S.
I have worked with numbers of overseas groups and was an expatriate myself for five
years, so I said, in my opinion, something really needs to be planned now. Fleming
wholeheartedly agreed and I promised to send my proposal as soon as possible.
I met with Cathy Kriley from the commercial office and she added to the horrors
of the expatriate community. She said it is very difficult for the wives and children
living off the compound. The high school was trying to operate on a dual English!
American system and neither one was working. She gave a recent example of hardship from a friend who is anAmerican businessman. His teenage daughter broke her
shoulder in two places playing soccer, and he took her to the American Medical Center. He had to carry her three floors because there were no elevators. They could not
help her except to provide medication. He called Kriley for help in flying his daughter
out of the country because he did not want to go to a Russian hospital. Days were
passing and the shoulder was still not set.
E) Other Groups (SociaIWorkers,ARROW
Personnel)

Foundation Staff, Industrial Safety

Social Workers
In July, the World Congress of Social Workers was held in Washington, D.C. I
was fortunate to make contact with several Russian representatives at that time. They
are just beginning to build their social work education system, which previously did
not exist. The president and general director of the Interregional Center of Social
Pedagogy and Social Work is Dr. Valentina G. Bocharova. She, the executive director, and several other staff members attended my presentation and hosted me for one
full day. When I met with them at the Russian Academy of Education, I was also
introduced to Nikolai N. Nachaev, who is the equivalent of the president of the academy. There were 12 social workers present for the meetings.
They explained they are forming a scientific research center to include family
therapy, rural social work, ethnic problems, professional education, children's initiatives, and now EAPs. They gave me a copy of their journal, which was quite professional and published partly in English. Some of the people came from as far away as
Siberia for this meeting.

Europe

159

The reason this group is so critical is because they are the people who should be
trained with me in the U.S. and return to be the trainers in Russia. We can do intermediate training for railroad and nuclear power plants, but Secretary Shifter's idea to use
professionals from Russia to train their own people is still valid. It is important because it gets the focus out of alcohol alone and into job performance. That opens the
program to employees with other problems, especially people with family members
who live with the alcoholic. I had additional meetings with this group because they
were most interested in my getting them assistance with their new education center. I
agreed to talk to our professional association, which was more appropriate than discussing the details myself.
ARROW Foundation Staff
I held a joint meeting with ARROW and the social workers. Dr. Peter Balashov
is the Russian partner of ARROW and, along with Phyllis Pemberton, was most keen
on my submitting a proposal for them to fund two social workers in the states. I had
explained to everyone that President Reese from my university said Russian professionals could attend classes free. He would also open the 27 employee assistance
program sites (where we have students on internships in the BaltimorelWashington
area). However, the university could not pay for housing, transportation, and expenses.
My time will also have to be accounted for. I agreed to write a proposal from the
university to ARROW and send copies to Balashov and the social workers. This
could be the answer to the funding problem.
Industrial Safety Personnel
I met on several occasions with Victor Krazets, Chairman of the Safety Board,
Moscow Institute of Light Industry. Victor Krazets is a Fulbrighter who has recently
studied in the United States. We were put in touch with each other by the Fulbright
Association. He thought that there would be a lot of application of EAPs to industrial
accidents in Russia. He came to the presentation and we finally decided that the best
pursuit for both of us might be a mutual research proposal involving accidents in
Russia and urine testing after the accident. This is not done now.
II.

RELEVANCE

I do not think I am exaggerating when I say that the topic and programs I presented were overwhelmingly received. In my opinion, alcohol is obviously a major
problem. Yet the conception of prevention, confrontation, and drug testing is unknown.
I literally was in meetings all day long and found the Russians really synchronized
with the concepts. I have not found that on first visits to other countries. My concern,
however, is I do not think it is right to raise expectations without meeting them and I
believe USIA and I must follow through on our promises.
III. AUDIENCE

PREPARATION

For my major presentations, which averaged 35-70 people, I used overhead
transparencies that were translated into Russian. The university copied them and I
brought 300 copies in two large boxes to be distributed. The translation helped the
presentation move smoothly and every set was gone.

Chapter 17
SWEDEN
Mary Sherman
I.

Introduction

Highly industrialized with 8.8 million citizens, Sweden has worked to provide
financial security and social rights for all its people. The government provides a
majority of services and benefits to its citizens through a general welfare policy. Economically stable until hit by recession in the 1980s, the Swedish government now has
to struggle to maintain the generous benefits it had provided in the past. Greater
responsibility is now being placed on businesses to give benefits for their employees.
II.

Occupational Social Work

Sweden's first occupational social worker was Kerstin Hesselgren. Beginning
in the 1920s, Hesselgren and others focused on the care of children of working mothers and employees' financial problems. There was renewed attention toward the field
in the 1960s when all state employees gained access to OSW services. In the 1970s,
workplace legislation mandated that employers accommodate both social and psychological issues in order to create a healthy work environment for employees. Further changes that developed that same decade created an even greater emphasis on
social and psychological and employees soon became involved in issues affecting
them, according to Elizabeth Frey, an occupational social worker in Goteborg. (All
citations from personal communication, Fall 1995.)
The focus of OSW has changed throughout the years. Emphasis has shifted
from child care for working mothers to helping workers with personal problems in
order to improve their work performance. Frey reports that OSWs typically refer out
employees with personal problems to a mental health professional. They work more
with employees in their work situation.
Since the 1970s, more and more employees gained access to the services provided by occupational social workers, who are referred to aspersonalkonsult. Traditionally, larger companies such as Volvo have had in-house staff as part of their medicalor personnel departments, with approximately one social worker for every 1,000
employees. Most small companies did not have social workers due"to access for
mental health services through the public welfare and health care system. However,
they recognized the need and began to hire outside consultants. OSW services are
usually provided only to the employee and not extended to family members.
Historically, Swedish citizens have had access to public social services that address a wide array of personal problems, but the recent decreases in public financing
have resulted in limited services and a decline in quality. One might think that this
would give Swedish companies an incentive to provide services for which there had
previously been demand. Unfortunately, many employers are unaware of the costs
associated with poor employee performance.
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Services Provided
OSW provides a variety of services, including individual supervision and training, general development programs for managers, organizational development programs for both managers and staff, and management training in appraisal interviews.
Swedish OSW is similar to EAPs in the United States in that they conduct supervisory training to assist managers in identifying employee problems and in dealing with
a variety of work situations. For example, workers unhappy with their work situation
(identified by frequent use of sick leave, for example) or those who find the work
environment inconducive for accomplishing their work goals can consult with the
OSW to help improve the work situation. Social workers also work with employees
and managers to facilitate organizational and developmental change. Frey has observed that top management should support the OSW's suggestions in order to successfully implement organizational change. Legislation created to enhance employee
participation in workplace decision-making also presents an opportunity for occupational social workers to intervene in creating a healthier work environment.
Mobbing, Stress, HIVIAIDS, and Substance Abuse
Elis Envall, president of the International Federation of Social Workers (IFSW),
citedAIDS, alcohol and drugs, stress, and mobbing (harassment on the job, excluding
sexual) as four problem areas currently addressed by occupational social work (Personal communication, Fall 1995). Another area includes conflicts between people
and groups. Frey has observed that the problem with general harassment in the workplace is potentially due to poor communication or management skills. OSW s work
with the distressed employee and supervisors to alleviate mobbing in the workplace.
Training, education, and prevention also assist in the process. Sexual harassment
exists in the workplace, but is not as large an issue as it is in the U.S. according to
Frey.
Swedish employers attempt to alleviate work-related stress through flexible work
schedules, leaves of absence, and availability of reduced work hours (Moen & Forest,
1990). Increased participation from employees in shaping their work environment
also is an important factor. OSWs work with troubled individuals while investigating
possible organizational changes to reduce the amount of stress for the employee, report K. Lindgren and U. Hermansson of the Stockholm Energy DistributionAuthority. (All citations from personal communications, Fall 1995.)
HIV/AIDS policies in Sweden are currently undergoing change. Isacsson (1995)
reports that Sweden is trying to decide whether to continue its broad-based approach
aimed at the entire population or utilize a more economical approach in targeting
high-risk groups. Sweden has already worked with drug addicts by providing needle
exchange programs. The nation has spent 350 million kronor (1 kronor = 0.14 USD)
onAIDS prevention and care with the goal of reaching all addicts for testing, detoxification, and treatment (Swedish Institute, 1993a). Those who test positive for HIV
are counseled by social workers. Emphasis on AIDS has recently subsided, leaving
occupational social workers with a larger role in providing education and prevention
for HIV IAIDS in the workplace.
Sweden has placed strong emphasis on drug and alcohol prevention. It is estimated that as many as 300,000 of the population drink alcohol to excess-to the point
where their health and social lives suffer as a result. Outpatient care is provided at 118
clinics and 50 residential care facilities for alcohol abusers. For narcotics addiction
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there are 47 outpatient and 1,000 residential facilities, and an additional 260 facilities
for young addicts.
Alcohol abusers are eligible for disability pension and sickness benefits along
withjob protection through the Security of EmploymentAct of 1982 (Swedish Institute, 1993a). The employer must pay the sick benefit and contribute to the disability
pension while keeping the position open for the troubled employee. The Swedish
government believes in treating the alcohol abuser while recognizing the importance
and self-worth obtained from having ajob.
Ost -ALNA (ALN A refers toAL-alcohol and NA-narcotics) is a consulting company that provides education and information to employees regarding alcohol and
drug prevention. The company also works with supervisors in confronting employees suspected of substance abuse. Ost-ALNA negotiates prices with treatment centers to lower costs to organizations who are Ost-ALNA members. Their 39 social
workers provide services to employee organizations and unions representing approximately 31,000 employees. The social workers are qualified in EAP procedures as
well.
Financing
Financing depends on where the occupational social worker is affiliated. If an
employee of a company such as Volvo, the company pays the OSW salary. If the
OSW works for an occupational health care center, then a number of different companies pay fees to utilize services which in turn pay the OSW's salary. The OSW might
also be engaged as an individual consultant to a company or, like American EAPs, be
employed by a company of consultants where financing comes from the clients. Finally, a number of different consulting companies may be utilized for specific individual services on contract to a client company.
III. EAPs
The history ofEAPs in Sweden is not as extensive as that of occupational social
work. Otto Jones, former CEO of Human Affairs International (HAl), sold the EAP
concept to Scandinavian Airlines (SAS) in 1975 and this led to the first EAP in Sweden. A few EAPs provide consulting services to companies in Sweden. Empatica,
Perlan, and Sandahl Partners are all consulting firms that offer some type of outsourced EAP services, according to Lindgren and Hermansson. Frey, Lindgren, and
Hermansson all confirm that EAPs are not widespread with only a few full-scale
operations in existence-probably
due to citizens having complete access to mental
health care. There are, however, numerous occupational alcoholism programs.
When asked about the prevalence of EAPs in Sweden, Dr. Jorgen Herlofson,
clinical director of a private EAP consulting firm in Stockholm, noted:
EAPs are hardly known as a concept in Sweden, where there is very little
demand for organized EAP services. One reason might be that people
believe that public health care systems together with corporate health
organizations can sufficiently provide these kinds of services. In addition, if you are in need of psychological treatment, there are quite a few
private psychologists available, although you have to pay the full price
for consultations unless you have been referred from psychiatric inpatient or outpatient care.
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Historically, there has been a focus on alcohol/drug problems in the
general population as well as in organizations and companies. Corporate health organizations have played an important role together with
alcohol and drug departments within the public healthcare system. But
the broad brush EAP concept that Empatica is following is unknown in
Sweden so far (Lipscomb, 1996, p. 36).

Case Study: Empatica
Empatica is a pioneering EAP company in Sweden. It is a small, independent
company that works in collaboration with PPCI. They follow a one-to-ten session
model and, if necessary, refer out to public psychiatric services. Because these services are include}! within the Swedish Security Systems the cost to the employee is
minimal. Empatica provides the majority of services from their own resources using
qualified therapists who have work experience in psychiatry. It is estimated that 5 to
10% of their clients are referred for psychological and alcohol/drug problems
(Lipscomb, 1996).
IV. Description of Health Care System
The Swedish health care system operates on the premise that the public sector
is responsible for providing and financing medical services for the entire population. The system aims to promote good health by providing equal access to health
care (Swedish Institute, 1995). The three political and administrative levels that
maintain the health care system are the central government, the county council, and
local authority. The central government creates basic policies through laws and ordinances that guide health care and medical services. The county council provides the
majority of medical services financed through taxes. The local authorities are mainly
responsible for the care of elderly and disabled persons in places where they live.
Sweden's cost for medical and health services for 1992 was 108.8 billion kronor
(Swedish Institute, 1995), most of which was spent on care provided by the county
council. An earlier system of financial control budgeted fixed amounts allocated annually, but in 1994, Sweden switched to a purchaser-provider model where the money
given is based on the number of patients a hospital treats (Swedish Institute, 1995).
This new model tried to create competition in the hopes of achieving higher quality
service for lower prices. Isacsson (1995) states that although the government believes
there is a need for greater privatization and competition, most Swedish citizens have
confidence in the health care program and they support financing the program through
taxation.
Over the last ten years, numerous changes regarding psychiatric care have
occurred. Sweden moved away from institutionalizing patients and toward using
more community-based treatment options. Inpatient treatment proved to be very
expensive, while less restrictive outpatient settings cost less and allowed patients to
remain part of the community. Hospitals have also changed their treatment focus
by using more short-term care and less long-term treatment. For both long-term
and short-term care, there has been a decrease in the number of days of treatment
per person and per year for all age groups (Swedish Institute, 1995).
Child Care
Sweden's generous child care benefits range from lengthy leaves of absence for
birth and child illness to child care amenities beginning at 12 months of age. Such
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benefits are important for the large number of women in the labor force. More than
75% of all women aged 16 to 64 are employed. Parents are legally entitled to 12
months of paid leave from work for the birth of a child (Swedish Institute, 1994b).
Mother and father can share the leave at their discretion, but all 12 months must be
used by the child's eighth birthday. Swedish parents can also take up to 120 days
annually to tend to a sick child while receiving 80% of their income (Swedish Institute, 1994b). Sweden also provides a child care allowance to assist parents with the
costs of raising a child. Parents receive 2,000 kronor per month for all children ages
one to three years unless the child attends municipal or private child care in which
case the benefit is reduced depending upon the fee level (Swedish Institute, 1994b).
Starting in 1995, municipal authorities were required to provide day care services for
children aged one to six and before- and after-school care for children 6 to 12 for
gainfully employed parents (Swedish Institute, 1994b). For divorced parents, the
state pays a maintenance advance when the non-custodial parent does not pay. By
law, the municipalities must provide a variety of benefits which specifically include
child care.

v.

Relevant Legislation

Numerous laws affect how OSW functions in Sweden. In 1993 Sweden changed
the sick-leave benefits provided to employees under the 1992 Sick Pay Act. Since
then, employers have been responsible for paying the first two weeks of sick leave
(75% of income for second and third day, 90% for the remainder) which state insurance had previously paid. After 14 days, the state insurance office takes over payment (Swedish Institute, 1993b). Employers are further responsible for establishing
rehabilitation plans for employees who remain ill more than four weeks. Employers
receive an incentive to keep employees healthy and reduce sick benefit payments.
The Social Services Act of 1982 mandated that local authorities, specifically
social welfare committees, provide prevention and treatment programs for substance
abuse (Swedish Institute, 1993b). Each municipality has social service offices that
provide the majority of outpatient treatment for drug and alcohol abusers together
with other health care services. Social service offices are responsible for seeking out
substance abusers who may be unaware of their need for assistance. In addition, there
are public and private groups who treat only substance abusers in structured outpatient programs (Swedish Institute, 1993b). Sweden recognizes how social and environmental factors contribute to substance abuse. Welfare policies are designed to
combat social isolation, unemployment, and unsatisfactory work, living and leisure
situations (Swedish Institute, 1993b).
The 1976 Act on Employee Participation in Decision-Making not only affects employers and employees, but occupational social workers as well (Swedish
Institute, 1993b). Employers are held responsible for employee involvement in the
decision-making process involving changes in the work environment and in their
own jobs. Employers are also responsible for providing a healthy workplace and
employees are expected to assist in this process. OSW plays an important role in
carrying out the requirements of this act by working with both groups.
A final piece of relevant legislation falls under the law which requires rehabilitation for drugs and alcohol. The Social Services Act of 1982 indicates that social
welfare committees must take steps to prevent and treat abuse of alcohol and other
addictive substances. The National InsuranceAct further mandates eligibility of alco-
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hol abusers for disability pension and sickness benefits (Swedish Institute, 1993a).
Sweden utilizes large amounts of resources to combat substance abuse through prevention and treatment programs.
Many of the benefits employees receive come under the social insurance system
which sets out in law what each resident will receive. The Swedish social insurance
system includes health and parental insurance, pension insurance, work injury insurance, and unemployment insurance. The national occupational injury insurance system pays health care costs for work-related accidents. The work injuries insurance
pays out indemnity for illness (through sickness benefit), long-term impaired work
capacity (through life annuity), or death (through death benefit) (Swedish Institute,
1993b). Furthermore, both employees and employers finance basic old-age pensions
payable to everyone age 65 and older. The state provides a supplemental pension
from employer payroll fees.
The state takes care of their residents from cradle to grave with monetary support from employers and taxpayers. These numerous entitlements assist in caring
for people in any situation which may arise, but the costs are high. Employers pay
31.36% in social security contributions and payroll taxes in order to cover employee
pensions, health insurance, and other social benefits (Swedish Institute, 1993b).
Companies pay an additional 6-6.8% for pensions and benefits under collective bargaining agreements between employers and the trade unions (Swedish Institute, 1993b),
who represent approximately 80% of all employees (Swedish Institute, 1994a).
Through negotiation, trade unions are able to provide upgrades in health benefits for
employees through the occupational health care centers. These provide better service
than the general health care benefit offered to everyone through the public social
services and may also provide the services of an occupational social worker(s) as a
benefit to employees.
VI. Conclusion
OSW plays an active role in the Swedish workplace. Although Sweden provides extensive medical and health benefits to all residents, occupational social
workers deal with problems in the workplace, ranging from the micro-level (e.g.,
employees, managers, and small groups) to the macro-level (e.g., organizational/
developmental change). OSW has grown in scope throughout the years together
with growing concern for employee participation in the work environment. Occupational social workers tackle a wide array of problems, including mobbing (harassment on the job, excluding sexual), stress, AIDS, and drug and alcohol abuse. As
more and more companies recognize the costs of troubled employees and an unhealthy workplace, the role of the occupational social worker will expand as well.
The concept of EAPs does not work as well for a country like Sweden, which
already provides mental health care for its people. However, the desire to improve
employee performance by addressing personal or job issues is an EAP function that
is not currently being performed by Swedish OSWs. Swedish EAPs could offer
higher quality and more time-efficient care in light of the recent public social service problems previously mentioned. Elizabeth Frey believes that EAPs have a
difficult time in Sweden because 85% of employees have access to occupational
health care. Occupational health care centers provide employees with a service above
that offered by the state.
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Editor's Comment
In 1990, the editor lectured on "Alcohol/Drug Abuse in the Workplace" and
"Women and Drugs" to groups of Swedish EAP directors for the U.S. Information
Agency. It is not clear how many of these EAPs are still operational.
Sweden is an anomaly in that occupational social work, EAPs, and Occupational Alcoholism Programs all operate within the same country. How these will
co-exist or merge is an open question and one that could provide a model for other
countries if done successfully.
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Chapter 18
SWITZERLAND
Michelle Carlstrom
I.

Introduction

Switzerland (officially The Swiss Confederation) is known for political neutrality and as the headquarters ofthe United Nations and the International Red Cross.
Even though Switzerland's population numbers only about 7 million, the country has
three official languages-German,
French and Italian (Central Intelligence Agency
[CIA], 1993).
Switzerland is one of the wealthiest countries in the world, due partly to its
political neutrality which has provided more than 150 years of peace. Banking, commerce, and tourism all support the economy and stimulate employment. The education system is designed to train workers for accessible jobs, and employment is readily
available.
The Swiss are well educated and have a literacy rate of 99%, reading at or above
an eighth-grade level by the age of 15 (CIA, 1993). All individuals must attend eight
years of school followed by optional secondary education in vocational, agricultural,
commercial, preparatory, or teacher-training institutions. Students who select apprenticeships rather than secondary school must continue to attend vocational school parttime. More than 95% of the population is employed, and the unemployment rate is
falling. There is a growing need for EAPs, even though many companies are just
beginning to explore the EAP concept.
II.

Occupational Social Work (OSW)

Historical literature relevant to OSWs in Switzerland is scarce because the origins of OSW came from Germany over the last century. According to an article by
Googins, Reisner, and Milton (1986), social welfare legislation and industrial social
work arose from the economic and social devastation of World Wars I and II. The
need for reconstruction, particularly in the areas of employee housing and living conditions, motivated companies to commission social workers' assistance in meeting
these shortfalls. Following World War I, nurses assisted factory workers on a regular basis, leading to the establishment of "factory nurse" posts using the then-existing Schweizer Verband Volksdienst (SV-Service), or by the factories themselves,
according to Verena Hufschrnid, director of SV-Service (all citations by personal communication, Fall 1995). In 1944, factory social workers united to become the
Swiss Association, which since 1961 has been called the Swiss Professional Association of Occupational Social Workers (SAOSW).
The field has moved from micro- to macro-level as individual employee needs
have given way to a systems orientation (Googins et al., 1986). Patterns of practice
also have moved from a peripheral role to an integrated component within the organization, meaning that OSW functions support the needs, goals, and values ofthe workplace. Switzerland practices OSW, but suffers from a slow growth process which
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inhibits formalization. The Swiss do not belong to the EmployeeAssistance Program
Association (EAPA), for example, but have formed the SAOSW which generates
their own set of guidelines for occupational social work.
In light of the population and unemployment rate, OSW services are highly
functional. The Swiss consider OSW services a specialty within general social work
which operates under the same aims and principles. Its primary function, however,
is to assist working people with problems arising in the work environment. Options
include OSW vendors as well as on-site services. This is unique because most countries with OSW personnel utilize them as internal staff. Swiss OSW programs are
both external and internal, and competition exists between vendors and in-house providers, Generally, large corporations such as Nestle, the Swiss Bank Corporation,
and Swiss Credit utilize an in-house provider. Vendors, on the other hand, usually
service smaller companies, according to Hufschmid.
SV-Service is the largest vendor in Switzerland, yet it is small by international
standards with only 50 contracts, 17 offices, and 20 employees. The service is
responsible for assigning and educating social workers, adapting functions to changing circumstances, formulating work contracts, and interpreting new methods of
social work (Gumfler, 1942).
SV's director, Verena Hufschmid, was an exceptional resource for this chapter.
Her training is in behavior and systems therapy. In addition to the SV-Service, she
holds a significant position in the NationalAssociation of Social Work in Bern and is
president of the European Network for Occupational Social Workers (ENOS).
Services Performed
According to Hufschmid, occupational social work lends aid and assistance
based on methodical standards and professional ethics. Support is offered to people
of all working levels within a company. OSW does not offer "programs" because in
Switzerland such a term implies an endpoint to the service. OSW services provide
unlimited counseling in personal and family problems, relationship issues, physical
health, mental health, addictive behavior, legal complications, social assurance problems of accidents and invalidity, and issues in the workplace pertaining to tasks and
staff members. Hufschmid noted that the critical variables to providing these services are the nature of employees, the culture of the company, and the capability of
the OSW.
At SV, specific services provided are varied according to the culture of the
individual organization. Although counselors are available to address a wide variety of problems, the nature of the organization may give rise to a particular problem.
The most prevalent problems include personal and family issues, physical and mental health, financial loss, legal complications, and issues pertaining to the workplace. Prevailing topics in the U.S., such as workplace violence and AIDS, are not
of primary concern. Hufschmid notes that incidences of workplace violence are
rare and AIDS has only recently become an issue for some companies. She reports
that much depends on the manager's awareness of the company population and the
administration's willingness to address such an issue. Verbal and emotional abuse are
problems for several companies, but SV-Service cannot focus on such issues without
a specific request from the client company. They can only provide services solicited
by the company and can point to problems and offer interventions, but they cannot
follow through until the company agrees other services are needed. Of this, Hufschrnid
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says, "We play the role they want." Persuading upper-level management to act is a
significant challenge.
Drug and alcohol problems also are present. Some companies have "Americanstyle" programs which include seminars and workshops. Here, the social worker
may organize programs or deliver clinical support to employees with addictions.
Hufschmid also believes that sexual harassment in the workplace is an increasing
concern. Many companies have requested training workshops and have developed
support groups for this issue, but suggestions and coping mechanisms can only be
offered rather than implemented because SV-Service is an outside vendor.
General services offered by OSW vendors vary slightly from those offered by
an in-house OSW. Although both function within the scope of a company and collaborate with external counseling agencies, a vendor extends its boundaries beyond
personal problems manifested in the workplace. When a company hires its own
OSW and provides an on-site location, the services that are provided are primarily
work-oriented. On-the-job adjustment problems such as new employment, significant age differences between supervisors and employees, and women in the workforce
might require the assistance of an in-house social worker. Typically, a counselor
will be called upon to mediate communication problems between administration
levels and among discordant groups. In addition, the OSW will handle promotion
concerns, will listen objectively to individual problems, and will provide support
for personal problems symptomatic to the job (de Vries, 1970).
In addition to fulfilling the functions of an in-house OSW, vendor services are
categorized into four areas. First, it is the OSW's responsibility to provide an outlet
for all levels of company employees who seek advice. This involves issues not
directly related to the workplace, such as personal or family problems, or problems
which might manifest themselves in the workplace. The OSW also may deal with
mental health issues and substance abuse addictions. Proactive approaches recognize
these problems as early as possible and refer employees to external agencies specializing in the problem.
Secondly, an OSW renders practical assistance to employees regarding the
workplace. For example, an OSW might address on-the-job money issues such as a
paycheck error or the acquisition and utilization of necessary resources for a task.
Practical assistance also may involve dealing with employee health problems which
may have resulted from the workplace environment.
Third, the OSW reacts to employee problems that arise from the work environment. Employees experiencing downsizing or restructuring within an organization
may call on a social worker for assistance. An OSW program lends support during
a time of extensive layoffs or factory closure, and counselors advise eIl}ployees through
early or general retirement planning.
Training is the final category of service that a typical OSW vendor provides.
Social workers must inform and promote their services in the workplace. To do this,
they deliver training workshops to employees on current topics and provide updates
on services. To the executives of a company, social workers offer training programs
which address problems in the company and teach the ski11sto aid executives in handling employee grievances. In addition to training, OSW vendors are urged to provide experience opportunities for social work students by creating internships. It is
also the OSW's duty to become educated about new methods of practice and current
social work matters. This also facilitates awareness of present and future social prob-
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lems.
Whether part of an in-house program or an external vendor, industrial social
workers are seen as a component of the contracting company. On-site counselors
literally occupy staff positions within the organization because confidentiality issues exempt the worker from normal channels of communication within the company. In theory, counselors report to the personnel manager, but professionally are
responsible for themselves. They do not fill a managerial function, because they
lack the necessary knowledge to dictate company policy, but they are often called
upon to advise personnel on specific matters.
Financing
'In SV-Service's case, contracting companies pay all fees directly to the vendor
agency. Information regarding the application of utilization rates as a factor for
pricing was not disclosed, but SV-Service did share that their utilization rate varied
between 3% and 8%, with some companies having a higher rate due to the nature of
the organization.
Service delivery is set up differently from the U.S. because the Swiss utilize a
long-term perspective. Contracts are lengthy, lasting from 30 to 70 years in some
cases. Generally, a client seen for five sessions is categorized as "short-term" treatment. Therapy consisting of thirty sessions or more is called "intensive," and "longterm" treatment usually lasts for a period of more than one year. While the U.S.
utilizes models with a specified number of sessions (e.g., eight-session model), the
Swiss do not limit the number of sessions available, and therefore require a different mode of pricing, especially for long-term treatment. Companies have the option
of paying per case or for a certain amount of time. Fees also are incurred for company
training and workshops, and an overhead charge is added to cover the cost of office
and administrative support. This model for pricing varies with the individual contract.
III. Employee Assistance Programs (EAPs)
As OSW became rooted in Switzerland after the World Wars, counselors moved
into the workplace. Early functions included advocating higher salaries, fighting unfit working conditions, and highlighting workplace problems to promote responsible
management behavior. With changes in the working world, new problems arose and
the social worker's position in the company became more independent and professional, according to Hufschmid. What Americans term Employee Assistance Programs (EAPs) began to grow from Swiss personnel departments. Individuals often
received training in OSW while employed by a company, and upon completion would
move into a personnel or managerial role (Googins et al., 1986). Many companies
grew to value social work training as preparation for employee management and favored the employment ofthose with specialized education (Googins et al., 1986).
Although the Swiss do not use the term "EAP," they do provide occupational
social work services which follow EAP practices. Hufschmid explains that OSW
services function exactly like an EAP with one main difference. Where an EAP
concentrates on the short-term with two- to three-year contracts, Swiss OSW s consistently maintain long-term contracts (30 to 70 years, as mentioned earlier). This is
typical in Swiss culture.
The Swiss fear that converting to a traditional EAP format might inadvertently
limit the scope of a broader, more fully developed approach to OSW (Googins et al.,
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1986). Individual-oriented help tasks are only one piece of workplace social services
and a small part of a much larger OSW plan which entails activities throughout the
company (Googins et al., 1986).
IV. Description of the Health Care System
Unless otherwise noted, information for this section primarily was obtained by
interview with Christoph Bubb, health care and legal advisor for the Embassy of
Switzerland in Washington, D.C.
Switzerland has one of the highest life expectancy rates in the world. The
country incorporates a private health care system which is subsidized by the government. Bubb explained that each person has the opportunity to select his/her own
insurance plan based on personal preference with regard to hospitalization. The
most expensive option is "private," with hospitals providing an exclusive room for
the patient. The mid-grade level is "semiprivate" and hospital accommodations are
shared with one additional person. The least expensive option is "normal," with
four to eight people per hospital room. The quality of care is the same for all three
options. The stratified class system is based on the insurance option people can
afford. Similarly, each insurance plan grants individuals the opportunity to select
their own physicians, and covers the cost of office visits and prescription medications.
One can purchase most prescription drugs from a pharmacist without a prescription,
but the individual must cover these costs as insurance only reimburses for prescribed
medication.
There is a great deal of public funding in the health care system. Individuals
pay one fee to health insurance providers who, in turn, cover the cost of care. However, the cost of care is still much higher than the amount providers pay and the
difference is covered by the state.
An alternative to health insurance is the Health Maintenance Option which
appeared on the market in 1994. While gaining in popularity, HMOs still encounter
some apprehension. The majority of Swiss are concerned with the quality of care and
pursue free-choice health care options. Despite the skepticism about HMOs, Switzerland is faced with an increasing federal deficit and the growing realization that private
health care will not be affordable in future decades.
According to a report on contagious diseases from the Federal Office of Public
Health, AIDS has had an enormous impact on Switzerland. The country leads Europe with a rate of more than 33 cases per 100,000 inhabitants (Weiss, 1993). [Editor's
Note: The Swiss thought they could handle their heroin problem by establishing
"needle parks" where users could openly partake of their drug. However, the resulting rise in AIDS cases soon brought this to an end.]
Technological development, work organization, and job content have also affected work and health. They have been found to cause increasing mental stress as
they allow little opportunity for initiative and decision-making (Weiss, 1993). Mental
stress leads to such health problems as psychosomatic complaints, depression and
exhaustion, sleeplessness, and more frequent periods of sick leave. Indirect damage
to health also appears in greater useof alcohol, sleeping pills and tranquilizers, and
cigarettes (Weiss, 1993). A growing degenerative disease rate, combined with workrelated accidents, occupational diseases, and mental stress, has led to legislation requiring health care for all.
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Relevant Legislation

Parliamentary legislation mandating OSW support does not exist, nor does
Switzerland belong to any international organizations that call for this service. If it
were a member of the European Community (EC), Switzerland would be eligible for
membership in ENOS, which in turn might lead to mandating OSW service, but the
country has not joined the EC yet. The subject is controversial and publicly debated
among the Swiss. One side holds to the "free Swiss" philosophy in which people
refuse to belong to a powerful governing body which could control their destiny.
Contrasting this are those who believe in "needing Europe" to avoid difficulties in
areas such as customs (Bichsel, 1995). The advantages of joining the EC lie in the
freedom to transfer employment between countries and the acceptance of native currency within the union. Along with the benefit of membership, however, comes the
allegiance to a formal ruling body that cannot be greatly influenced by such a small
nation (Bichsel, 1995). Nevertheless, Hufschmid believes that Switzerland will seek
and attain EC membership within the next decade.
Although the Swiss parliament has not set forth laws in terms of OSW services, they have passed legislation regarding general client treatment. Laws outlining professional conduct create an umbrella of protection for the client from company harm and damage. Not connected with this legislation but equally important,
according to Hufschmid, is the code of practice laid down by the Swiss Association
of Social Workers (SBS). These ethical guidelines specify professional discretion,
confidentiality, free service to employees of all levels, and respect for a client's
right to self-determination. Hufschmid believes formal legislation will be developed in the near future.
VI. Conclusion
Swiss OSW practitioners wear an EAP face, especially as some are outside
vendors. This arrangement was described in detail because, in most cases, the EAP
has both internal and external models, but the occupational social worker has been
strictly internal. How these two systems evolve will be interesting.
Contacts
Patrick Coidan
Director, Chambre de Commerce et
Industrie de Geneve
4 bd du Theatre, 1211
Geneva 11, M1, 600
Swi tzerl an d
Tel: 41-22-819-9111
Lindtn Spruengliag
Seestrasse 204
8802 Kilchberg
Zurich
Switzerland
Tel: 41-1-716-2233

Mary Damiamakif
31 F Ruggellerstrasse
FL 9487 Gamprin
Liechtenstein
Tel: 41-75-373-3206
Sally Lipscomb
International Regional Director
EAP Association (Belgium)
Ave. J. Charlotte 13
B-1330
Rixensart 1860
Belgium
Tel: 322-653-5560

Europe

]77

Walter Digglemann
Exec. Dir., Swiss-American
Commerce
Talacker 41,8001,M2, 400
Zurich
Switzerland
Tel: 41-1-211-2454

Verena Hufschmid
SV-Service
Neumunsterallee 1, Postfach
CH-8032 Zurich
Switzerland
Tel: 01-385-5111

Chamber of

Josephine Schessauer
Swiss-American Chamber of Commerce
Talacker 41
8001, Zurich
Switzerland
Tel: 01-211-2454

Schweizerischer Berufsverbando
Holligenstrasse 70, postfach
CH-3008
Bern 21
Switzerland
Tel: 41-31-382-1125
Rayne Golay, CAC, CEAP
DuPont de Nemours International,
PO. Box 50, CH 1218
Le Grand Saconnex
Geneva
Switzerland

Robert Joygi
Challenge Career
7A Chemin de la Savonnerie
CH - 1245 Collonge- Belleri ve
Geneva
Switzerland
Tel: 41-22-752-3361

S.A.

Renee Mercier
Assistante Sociale
Societe des Produits Nestle S.A.
Fabrique de Broc
Switzerland
Tel: 41-21-924-3111
Nelly Gumpher
Neumunsterallee
1
8032 Zurich
Switzerland
Tel: 01-32-32-29

Archer Tongue
International Council on Alcohol and
Addictions
Case posta1l89
10001 Lausanne
Switzerland
John Kermisch
Geneva Trade Office
Geneva
Switzwerland
Tel: 41-22-798-1605

Ricola AG
Baselstrasse 4242 Laufen
Basel
Switzerland
Tel: 41-61-765-4121

References
Central Intelligence

Agency.

(1993).

The World Factbook.

St. Louis: University

de Vries, E. (1970). Personnel Social Work in the Netherlands.
private industry and government.
Googins, B., Reisner, E., & Milton, J.
1(3), pp. 1-23.

(1986).

Industrial

Paper presented

social work in Europe.

of Missouri.
to a group of representatives

Employee

Assistance

from

Quarterly,

Gumfler, M. (1942). Social work in industry - A model of social work in industry when the social worker is not directly
hired by the company.
Switzerland: Schweizer Verband Volkdienst.
Masi, D.

(1982).

Weiss, W. (1993).

Human Services

in Industry.

Health ill Switzerland.

Washington,

Lausanne:

DC: Heath and Company.

Swiss Institute for Public Health, Lausanne.

178

International ErnployeeAssistanceAnthology

Chapter 19
UNITED KINGDOM
Alison Phares
I.

Introduction

England spans an area of over 130,000 square kilometers and hosts a population of approximately 46 million people (Hunter, 1996). The government is a constitutional monarchy consisting of the Queen and Parliament. Primarily an importer,
England's natural resources consist of coal, oil, and gas. The literacy rate is reported to be 99%, and unemployment stands at approximately 10% (Johnson, 1996).
British social services have a long-standing tradition of government responsibility, reflected in seventeenth century Elizabethan poor law. The poor law recognized the family as having primary responsibility for the welfare of its members.
The government was also closely linked to the well-being of the people and acted as
a backup system that served people's needs when the family failed. This system is
still in place and the health and welfare of the British people are ensured and regulated by the government.
England's health and welfare systems are overburdened by the needs of its
people. Private health organizations, family, and voluntary nonprofit organizations
have arisen as supplements to the government system. People are recognizing the
increased need for health and welfare services that extend beyond providing the
basic essentials of food, clothing, and shelter.
II.

EAPs

The Britannic chapter of the Employee Assistance Professional Association
(EAPA) was first founded in 1991 with 20 active members. The policies and standards of practice for EAPs in the UK were originally derived fromAmerican professionals in the field, but the UK EAPA chapter recognized the unique needs of the
British workforce and in response developed its own Program Standards Sub-Committee. This committee revised U.S. standards for EAPs and adapted them to fit the
cultural, social, political, and linguistic needs of British society. Currently, Britain's
EAPs provide services to 1% of the British workforce (UK Standards, 1995).
EAPA material describes Britannic EAP services as having a dual structure.
First, they are designed to help employees with any personal problems they may have
including stress; relationship, family, financial, or legal difficulties; and drug and alcohol problems. The second is to identify and address productivity issues in companies
where an employee's personal problems have affected his/her ability to work. EAPs
provide services to three main client groups: employees and their families, supervisory staff, and the organization as a whole. The specific core activities of a British
EAP include:
•
Promotional programs that inform all employees of services available and how
to use them. This is coupled with easy access to such services.
•
Expert consultation and training for managers, supervisors, and other support
179
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staff in the identification and amelioration of employee job performance issues.
Confidential, appropriate, and timely problem assessment.
Short-term professional counseling and other assistance, where appropriate.
Referrals for appropriate diagnosis, longer-term treatment, and assistance.
Formation of links between the EAP service and other community resources
that provide relevant support services.
Follow-up and monitoring of employees who use such services (UK Standards,
1995).

Case Study: Personal Performance Consultants UK Limited
Personal Performance Consultants UK Limited (PPC UK), is one of the largest
EAP providers in England and Scotland. Its wide variety of services are individualized and structured around the specific culture of each organization it serves. PPC
UK has several staff offices, including London and the Midlands.
PPC UK offers a 24-hour help line that operates 365 days a year and is staffed
by trained counselors. Employees access EAP services by phone and can receive
comprehensive assessments and immediate intervention concerning personal issues
such as finances and mental health. Employees also receive legal advice through a
separate help line staffed by lawyers who answer questions and provide written documentation when requested. The help line is a key factor in preventing many problems
from intensifying because it is accessible at any time from the client's home and offers
confidential support. To keep services current, PPC UK conducts regular evaluations.
Help-line counselors refer callers for in-person counseling and arrange a meeting with a counselor. Counseling can be arranged within 48 hours and clients usually
receive services within 3-5 days of their initial call. PPC UK has a vast national
network of counselors from different professional backgrounds, including clinical
psychology, psychiatric social work, community nursing, and others accredited by
the British Association of Counseling. The client's needs are of the utmost priority
when being matched with a counselor. PPC UK recognizes that obtaining counseling
is a very personal matter and attempts to accommodate the client's preferences for
gender, ethnicity, religious background, and/or geographic location.
PPC UK believes that in order for an EAP to be effective, it must be successfully
integrated into the contracted organization. Therefore, once a package of services has
been targeted for an organization, they provide "awareness sessions" to educate employees and managers about the services and the procedures for obtaining such.
Managers also are provided with training to identify and approach employees who
could benefit from EAP services.
PPC UK recognizes that tragedies occur which can have catastrophic effects on
an employee's well-being. They were the first EAP in the UK to develop a Critical
Incident Management Unit to deal with catastrophic events. This unit is designed to
provide specialized support for psychological recovery to persons affected by fires,
floods, explosions, accidents, and violent crimes. The Critical Incident Management
Unit is multifaceted. Crises are addressed through a comprehensive approach, which
includes pre-incident support planning, training for personnel, telephone counseling,
debriefing those affected, and short-term post-trauma counseling. This system for
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PPC UK also offers customized training to address an array of topics from smoking
cessation to bullying in the workplace. Implementing these programs is a three-stage
process, which includes assessment of needs, delivery of relevant programs, and evaluation for effectiveness. Training programs are designed to increase managerial skills,
as well as satisfy employee needs. PPC UK is an excellent example of the wide range
of services that EAPs can provide to organizations.
Case Study: ICAS Ltd.
ICAS Ltd. was established in the mid-1980s to provide counseling services to
the business community. It is a large EAP provider in the United Kingdom. They
work with client companies to tailor programs that complement the organizational
culture and the services already provided by the client. Services are provided through
a national and international network of professionals, and ICAS has offices in Ireland,
as well as in Scotland and Wales. Stephen Galliano (personal communication with
the editor, August 1996), clinical psychologist and director of clinical services at ICAS,
expects to open an office in Amsterdam in January 1997.
ICAS services include a 24-hour help line staffed by counselors, manager referral programs, a referral process aimed at managers with troubled employees, critical
incident management, education and training on such topics as stress management,
and specialist services on mentoring, managerial consultancy, diversity, managed care,
and others (ICAS brochure, n.d.). ICAS services cover 300,000 people from 120
organizations, 90% of whom come from the private sector.
Financing
British vendors utilize one of three models for financing EAPs. The first determines cost on a per capita basis. The level of services contracted and size of the
company determine the cost of the EAP per employee served.
Another means of financing uses a set project management fee with additional
expenses for specific services. This approach charges an initial fee for the implementation of the EAP and accrues additional costs depending on the number of counseling hours provided. The third means offinancing involves a global fee. Global fees
a combination of project management and counseling costs. Companies are charged
by the number of hours of counseling services they receive. The per-hour counseling
fee includes all of the expenses of the EAP, including implementation and service
delivery. Although all methods of financing are used when negotiating for services
with British EAPs, the per-capita method is the most common (Hopkins, personal
communication, Fall 1995).
Alcoholism
Alcoholism in England is receiving increased attention in the workplace. Powell
and Baggott (1995) write:
Studies of alcohol consumption in the UK suggest that up to 28% of the
male workforce and 11 % of the female workforce may be consuming
amounts above recommended limit, and that heavier drinking is associated with increased sickness absence. Inappropriate drinking, such as
heavy drinking during the week and drinking at work, have also been
associated with low productivity and sickness absence. The total cost to
UK industry of alcohol related industrial accidents, absenteeism, low
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premature death may be as high as £2.7 billion at current prices. The
UK Government's Department of Employment is now promoting workplace policies as an important mechanism for reducing industrial costs
through early detection of a wide range of employee alcohol problems
ranging from inappropriate drinking habits to problems of dependency.
Workplace policies are also being promoted as a method for improving
employee health and safety through prevention, education, and monitoring (p. 65).

III. Description of Health Care System
England's National Health Service (NHS) has existed since 1947 and is the
nation's primary health care delivery system. Implementation was spurred by the
National Health Service Act of 1946, which recognized the need for access to comprehensive health services regardless of means. The multifaceted goals of the NHS
center around improvement of mental and physical health, prevention of further
illness, and the diagnosis and treatment of current illness.
NHS guarantees health care to all of England's citizens. The national government is directly responsible for the NHS, and the local health authorities are the
agents for planning and managing health services for their designated areas. The
cost of health care in England is absorbed through general taxation, but this only
provides funds for 86% of the cost. Other funding sources include national insurance
contributions which are payable by employed persons, their employers, and the selfemployed. These mandatory payroll taxes constitute 11 % of the funding for health
care. The remaining 3% of health care costs apply to medications prescribed by
family doctors and general dental treatment (Elliot, 1993). Although health care is
supposed to be readily available to British citizens, waiting lists, especially for surgeries, are on the rise. For those who can afford it, many are choosing other resources to
meet their health care needs. Some individuals obtain health care through private
organizations where they pay an annual fee for services. Approximately three million
people in Britain opt to pay private organizations to satisfy their health care needs.
Primary health services are provided by doctors, dentists, opticians, and pharmacists who work within the NHS as independent practitioners. Health visitors or home
health aids, district nurses, and midwives are also employees ofthe health authorities.
Approximately 80% of these health care workers are employed in teams or partnerships that allow them to provide a multidisciplined approach to health care in a unified
setting.
Along with direct treatment, the NHS is also responsible for preventive services. Prevention mainly takes the form of education through the Health Education
Authority, a component of the NHS. The primary goal of this organization is to
increase information and awareness to influence personal behavior as it relates to
health. The Health Education Authority works toward its goal through public and
local education in many subjects including AIDS, coronary heart disease, cancer,
immunization, smoking, drug use, and nutrition. England is taking a preventive approach to many major, preventable health problems. Individual responsibility is key
to good health, and the country is fostering increased healthy lifestyles (Health of the
Nation, 1995).
In 1991, Her Majesty's Secretary Office (HMSO) published two documents,
each entitled The Health of the Nation, which reviewed the health needs of England.
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These publications sought to outline current health care needs, as well as strategies for
improving health in England. One of its principal strategies is aimed at giving local
health authorities more responsibility in determining the needs of the population. NHS
also established target areas where poor health was most problematic. The ability to
determine the health concerns of the country was made possible by authorities that
monitor health. These include: Directors of Public Health who produce annual reports on the health of their local population; Central Health Monitoring Units, which
analyze health information; a Public Health Information Strategy, which supplies information on public health issues so departments are informed; and the administration
of a health survey.
U sing these resources and strategies, England has identified 16 areas of health
concern. That include coronary heart disease, stroke, cancers, smoking, eating and
drinking habits, physical activity, prevention of accidents, health of pregnant women,
infants and children, diabetes, mental health, HIV /AIDS, other communicable diseases, food safety, rehabilitation services for people with a physical disability, asthma,
and environmental health. For each of these health issues, the NHS has outlined
specific goals and strategies for improvements that focus on prevention, treatment,
and personal responsibility.
NHS also has focused on the quality of services provided. It recognizes that
increasing the quality of health services not only improves the physical health of its
citizens, but also has a therapeutic value in that it promotes a positive mental attitude.
Several health authorities have introduced Total Quality Management programs in
support of this initiative. One of the functions of these programs is to improve relations between health care providers and their patients through customer service trainmg.
IV. Relevant Legislation
Employee welfare in England is protected under the British Health and Safety
Commission. Under the 1974 Health and Safety at Work Act, employers are required
to provide workers with a safe environment that includes an occupational health program.
The Trade Union Commission Negotiators' Handbook outlines the employer's
responsibility to the employee. Employer accountability includes such fundamentals
as the right to a safe work environment. The handbook was designed to help employees with their negotiations so that they are clear on their legal rights. The handbook
was also designed to improve the overall quality of employment available to British
citizens through the strengthening of basic employee rights.
V.

Conclusion

The increasing development and use ofEAPs in England reflects the changing
needs of British society and demonstrates the extension of private and independent
providers into the workplace. The presence ofEAPs in England is history-making in
itself because it demonstrates the continued efforts to protect and improve the well
being of British society.
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Chapter 20
ISRAEL
Kristi Muench
I.

Introduction

Israel is a country steeped in tradition, but a relative newcomer as a state, having
been partitioned as a separate entity by the United Nations in 1948. It is officially
classified as a republic, with a prime minister as head of government and a president
as chief of state. Its population is overwhelmingly Jewish, withArabic, Christian, and
Druze minorities.
II.

Occupational Social WorklEAPs

Counseling programs have been established by management and not unions in
Israeli companies. In most situations, occupational social workers have defined
limits on intervention that follow the job description established by the Israeli civil
service (Bargal & Shamir, 1984). Social workers are integrated into the work organization and typically deliver their services in the workplace in a professional and organized manner. Social workers can also rise to a considerable position of power, mainly
as consultants to human resource departments or to management, especially during
times oflayoffs and downsizing (Uri, 1988).
Services Performed
Ribner (1993) lists the range of peacetime responsibilities and tasks of occupational social workers in the Israeli workplace:
•
Employee counseling, usually short term and problem focused, often including
family members.
Assistance to employees concerning bureaucratic issues.
•
Preparation for and help with retirement and other employment terminations.
•
Consultation to management and workers.
•
Employee
evaluations to management.
•
Responsibility for arranging trips, picnics, and gifts for employees.
•
Connection with and referral to outside providers.
•
Those presently offering individual services to employees come from different
professional backgrounds-social
work, psychology, sociology, education, and others. Besides social worker, terms such as "personal service worker" or "welfare officer" are also used. They are all employed by the company, and their practice is a
management function. In addition to factories, social workers are employed in a
variety of settings, such as banks, police departments, the military, governmental agencies, and other business and service concerns. They are viewed by management,
labor, and employees as responsible for working with employees and their families to
assist in solving various life problems (Katan & Neikrug, 1981).
The Israel Association of Social Workers estimates that 100 to 150 social work189
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ers currently function in occupational settings in both the public and private sectors.
At this time, no central source exists to provide reliable data on educational background, years of experience, or other relevant demographics (Ribner, 1993).
In a survey conducted by Katan and Neikrug (1981), industrial social workers
tended to be much younger than the profession as a whole. The proportion of male
workers was also markedly higher. Only one worker received any formal training
for industrial practice and few had any supervision. When asked for an explanation,
the workers maintained that the younger workers are more willing to risk the consequences of a new and unorthodox position. They believed that males are attracted
to such a role because of the higher salary and the masculine image projected by
industry. Supervision was thought to be a concept that is foreign to industrial employers who hire social workers as "experts" and expect them to practice independently, and expertise is not yet available in this new field of practice (Katan and
Neikrug, 1981).
Israeli work settings are typically large and range from just under 1,000 to almost
20,000 employees. The organization usually hires a single social worker to meet the
needs of the entire company, although in a few cases it was found that the department
had expanded to include three or four. The social work units in the police force
(serving officers and their families) and in the military are exceptions in that they
employ large numbers of social workers and function as a social service department.
In most settings, social work is located in the personnel department, but in a few it was
a separate function directly under general management. In both arrangements, the
social workers demand and regular formal and informal contact with top management. In almost all settings, social work is seen as a new and innovative service
(Katan and Neikrug, 1981).
Social workers report an atmosphere of tolerance. There is a willingness on
the part of management to allow social workers the opportunity to develop their
own job descriptions. Most of the workers interviewed indicated that they were
provided with only a vague and very general job description, if any at all. Workers
describe a "honeymoon" period of trial and error, which can last more than a year.
The social workers placed considerable importance on developing a role that would
not create conflict or elicit resistance from the various parties-management,
unions,
or other professions (psychology, sociology, health, etc.).
The major part of a social worker's time is spent with the individual problems of
employees and their families. They deal with a wide range of individual problems
and, in most cases, their goal is problem clarification and referral,
The one set of problems which they do not deal with is "employee as employee" problems. That is, they uniformly avoid dealing with problems of
salary, conditions of employment, advancement, job assignment, and interpersonal relationships both of worker-worker and worker-supervisor. The
only exception to this rule was in a case where a client receiving service for
another problem required intervention in these areas as part of the treatment
plan (Katan and Neikrug, 1981, p.61).

There is a clear distinction as to which problems fall in the social worker's sphere
and which are the purview of union and management. To the extent that the social
workers are able to maintain this distinction, there exists harmony and a conflictfree atmosphere for social work practice in industry. Social workers attempt to
avoid areas specifically allocated to management or the union, since their loyalty
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lies with the client. As they are hired by management, however, clients identify them
with management. By containing their involvement to those areas that do not conflict
with the interests of the more powerful actors, they are still accepted.
The price of this arrangement is the limitation of the social worker's ability to
engage in activities that would improve the "human side of enterprise."
While many of the social workers interviewed claimed a view of industry as a
small community and indicated the importance of systemic intervention in
the industrial community and in the larger community beyond its gates, there
were few findings of this perspective in the worker's practice (Katan and
Neikrug, 1981, p.62).
There was little or no involvement in projects aimed at labor relations and involvement in policy-making was limited to the areas of education, welfare, and health.
Editor's Comment
Although EAPs were not identified per se, these professionals will become the
core staff offuture EAP professionals. The editor would also note that this pinpoints
the real separation between occupational social work and EAPs. The reader would
observe that social work is not one of the professions mentioned as receiving training
in this area, but a real social work presence in the workplace has previously been
described. A potential schism is in the making and the workplace will be in the
middle between their traditional social workers (without addiction training) and the
need to address the problem as it grows and affects productivity.
Education
There is no specialization in occupational social work at the academic level,
although several universities offer courses in the subject. Some scholarly work has
been done-research, surveys of professionals and their work domain, and methods
of intervention-and
a textbook of occupational social work has been published.
The Association of Occupational Social Workers publishes a newsletter and maintains a close relationship with labor union headquarters. There is also an ongoing
training program for union personnel to help them understand occupational social
work's knowledge base and methods (Bargal, 1984).
Alcohol and Drug Abuse
In Israel, as in other Western countries, alcohol and drug abuse is not defined
within the sphere of expertise of any specific profession. Diverse practitioners cope
with this problem. Emphasis has been given in the form of specialized training in
addiction to students in medicine, law, psychology, and education.
There are 30,000 compulsive drug users in Israel. Barnea and Teichman (1993)
list the following characteristics that may increase the spread of drug abuse:
1. Israel borders on drug-producing countries (Lebanon and Egypt). The borders
are open, so availability of drugs is high.
2. Israel does not have adequate solutions for the drug problem in the areas of
social intervention (policy, treatment, prevention, etc.). Frustration and despair are growing along with increased drug use.
3. New immigrants (420,000) have arrived in Israel in the last two years. The majority are from the Soviet Union and Ethiopia, and 200,000- to 400,000 addi-
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tional immigrants from Russia are expected. The new immigrants face problems such as a lack of housing and jobs. These difficulties, together with both
the Ethiopian and Russian cultures accepting drug and alcohol use as a way of
coping with pressures, significantly increase the probability of a rise.
The elderly constitute a population vulnerable to drugs, particularly to psychotropic medications, and a rise in use among this age group can be expected
(Barnea and Teichman, 1993).
The likelihood of growing unemployment in Israel is even higher since immigration has introduced additional people into a labor market that is already experiencing a job shortage (Barnea and Teichman, 1993). Unemployment is a major cause of heightened tension which can lead to drug and alcohol use.

From 1977 to 1988, four methadone maintenance treatment centers in Israel
provided day care for about 600 patients a year (Santo, 1987; State Comptroller's
Report, 1987). The num ber of referrals for treatment increases each year and so does
the waiting list for admission. The situation is no more encouraging regarding treatment for alcoholics. Between 600-800 alcoholics in Israel are receiving treatment
(Barnea and Teichman, 1993).
In 1988, the government founded the National Anti-Drug Authority. Its tasks
are to outline and formulate national policy to combat drugs, to coordinate existing
services for drug addicts, and to develop new settings for intervention. During its
three years of existence, the authority has made significant progress (Barnea and
Teichman, 1993).
Barnea and Teichman (1993) highlight three main actions that need to be taken
by Israeli society in order to cope with its drug problem: the development and
formulation of social policy; the conduct of current systematic research; and the
development of an intervention infrastructure (prevention and education, treatment
and rehabilitation) compatible with the scope and patterns of use.
The development of an intervention infrastructure is a most urgent need. It
calls for long range planning and immediate solution. It has two aspects: the development of skilled professionals, and the expansion of existing intervention services
and the establishment of new ones. Barnea and Teichman (1993) see these two as
interrelated. Beyond budgetary problems, the fact that Israel lacks skilled field workers in the area of addiction is largely responsible for the shortage of effective therapeutic and preventive services and also impedes new developments in the field. The lack
of practitioners also leads to a high rate of burnout and turnover in drug treatment
services, often resulting in poor quality employee therapy. The shortage of skilled
professionals generates a lack of drug and alcohol prevention programs. Along with
the need to develop personnel, there is a need to develop intervention services and
expand existing ones. This involves not only expanding or adding special services for
drug and alcohol addicts, but also introducing the subject to the intervention sphere of
existing social services. This could be done by targeting deprived populations (Barnea
and Teichman, 1993).
Formulating and coordinating social policy to combat substance abuse is one
of the main tasks of the National Anti-Drug Authority, but national policy is still
being shaped. Despite developments in recent years in treating drug and alcohol
users, field workers and directors of social service departments are still reluctant to
cope with the subject. This reluctance is largely due to the absence of a clear policy
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on drug use in the Ministry of Labour and Welfare, the responsible agency (Barnea &
Teichman, 1993).
III. Description of the Health Care System
At the conclusion of World War I, the territory that would eventually become
Israel was placed under British mandate. At the same time, trade unions and political
parties took shape. The principal accomplishment of the trade union movement was
the founding of Histadrut, the General Federation of Hebrew Workers in Palestine
(now called the General Federation of Workers in Israel). Because of its close ties
with the birth of the political parties, Histadrut began on a much firmer base than most
labor unions. Over the years the union has been built into a comprehensive workers'
organization that engages in a host of economic, social, and cultural activities not
normally associated with a labor union. It has become involved in public works,
distribution of unemployment relief, social assistance, and medical insurance.
From its earliest beginnings, the union combined social welfare, labor, and political planks in its platform. The social welfare plank has developed to include a
comprehensive prepaid health plan and sick fund that insures over 70% of the current
population.
IV. Conclusion
From the time Iraq invaded Kuwait in August 1990 through March 1991 when
the war ended, Israel experienced a number of interrelated financial and social upheavals. To a small country already struggling with a rapidly expanding pool of
Soviet immigrants seeking jobs, a 20% annual inflation rate, and double digit-unemployment for the first time in history, the economic impact of those eight months was
decidedly negative. Tourism, a major source of income, fell to less than one-third of
prewar levels. Many businesses in Israel, particularly the construction industry, function predominantly withArab workforces from Judea and Gaza. When these territories were placed under curfew at the start of hostilities, construction and related work
essentially came to a halt (Ribner, 1993). When the SCUD missile attacks started, all
nonessential businesses and industries were declared closed as a civil defense measure. This caused a major tremor in the national economy.
The Gulf crisis will be remembered by the Israeli worker as a period of occupational upheaval and uncertainty, of disruptions in daily routines, of lost or diminished
income, and for some, permanently terminated employment. As a once predominantly socialist economy, the notion of concern for workers' welfare during this time
became part and parcel ofIsraeli societal expectations (Ribner, 1993). As more progressive management styles began to emerge in the Israeli marketplace, some of the
welfare workers have been gradually replaced by occupational social workers. The
more comprehensive approach afforded by an EAP has yet to be adopted.
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Contacts
Israeli Embassy
Attn: Dorit Eldar
Tel: 202-364-5549

Department of Labor and Industrial Relations
Hebrew University
Mt. Scopus
Israel

Israel Association of Social Work
93 Arslorov Street
Histadrut Building
Tel Aviv
Israel

Edgar Krau
Faculty of Social Sciences
Department of Labor Studies
Tel Aviv University
Ramat Aviv 69-978
Israel

Itmat Gati
Department of Psychology
Hebrew Uni versi ty
Jerusalem 91905
Israel
Fax: 972-232-2545

Yeshiva University
Department of Social Work
Attn: Maureen McGovern
Tel: 212-960-0287
Tel Aviv University
School of Social Work
Ramat Aviv
Tel Aviv
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NORTH AND
SOUTH AMERICA

Chapter 21
BRAZIL
Vida Pick
I.

Introduction

Brazil is the largest country in SouthAmerica and the fifth largest in the world.
It has common boundaries with every South American country except Chile and
Ecuador. Its 156 million people are concentrated in approximately 48 people per
square mile. This population is made up of diversified groups: Mulattoes account
for 22% of the population; people of Portuguese descent, 15%; NativelEuropean
mixed, 12%; Italians, 11%; and German, Japanese, and Native make up the remaining 19%. The official language is Portuguese, although German and Italian are
spoken by many in the south.
The labor force is made up of 55.4 million, a third of whom are women. Types
of occupations found in Brazil are broken down into three categories: agricultural,
service, and manufacturing/construction. Fifty-one percent of the labor force works
in the service industry, 26% in agriculture, and 21 % in manufacturing/ construction.
II.

EAPs

Before the implementation of EAPs, many Brazilian human service professionals were equipped to deal with a wide range of physical and mental health issues and financial and social problems, but not alcohol and drugs. Alcoholism was
tolerated and drugs were not a major issue in the workplace until cocaine arrived
(Burns, 1996).
In the 1980s some companies began to emulate U.S. alcohol and drug addiction treatment. Two models were used in addressing these problems: the Minnesota Model and Alcoholics Anonymous. Treatment centers utilizing the Minnesota
Model appeared. Chemical dependency groups also began operating in the workplace on company time. It was found that these weekly groups maintained a sobriety
rate of between 70% and 80% (Burns, 1996). In the beginning, much addiction work
was done on an inpatient basis, but as its high cost and effectiveness were questioned,
outpatient programs became a more realistic option (Esch, 1993a).
The type of company determines the type and extent of assistance available.
The three types of companies-government
owned or public utilities, large-sized
private corporations, and small, private domestic companies-have
very different
practices when it comes to employee health and well-being (Esch, 1993a). The
government has the most to offer their employees, resulting from the "social debt"
to Brazilian workers. Social debt is defined as the government's investment in
social programs, education, health care, and Brazilian workers' well-being. The
lack of adequate social and public programs in Brazil have made the workplace the
central connection for assistance.
Large corporations are concerned about employee assistance, but this comes
from a performance perspective. Their social investment is based on the performance and production rate of their employees. Small companies utilize the assis199
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tance programs the least, if at all. Similar to the large corporations, the domestic
companies' main concern is the real, the currency in Brazil (Esch, 1993a). Many
domestic companies, such as charcoal plants, tend to be labor-intensive, where employee health and well-being are generally not priority issues. More often than not,
the biggest issue for domestic companies is violations of the forced labor laws (Schemo,
1995).
EAPA Chapter (All information from Burns, 1996)
A critical factor is the existence of an EAPA Chapter. The Brazilian Chapter
of EAPA was formally inaugurated on December 1, 1995. Present were the 37
founding members as well as representati ves from public and pri vate local industry,
universities, and multinational corporations. The ceremony was the culmination of
over 10 years of effort on the part of a number of American expatriates who overcame many challenges, including the perception of "imperialist American intrusion." A number of factors contributed to overcoming the challenges, the most
important of which was the globalization of the economy. This brought competition to otherwise protected and subsidized industries which never had to worry about
the cost of a trained and available labor pool. Another was the arrival of cocaine
from Bolivia and Colombia. Companies which had varying degrees of employee
services were not equipped to deal with addiction issues, having tolerated alcoholism for years.
Yet another factor was organizational within the counseling profession. The
national association for the study of chemical dependency had no provision for
exchange of views on EAPs, and when their treatment centers began competing for
corporate EAP business, outside providers were generally excluded.
As this book went to press, the EAPA chapter was 11 months old. Its primary
attraction at the moment is providing a forum for EAP professionals to dialogue on
local and international issues. The chapter has made provisions to avoid dominance
by providers, requiring either the president or vice-president to be actively involved in
a workplace EAP, and is actively working toward developing credentialing requirements for EAP staff members. The government-controlled unions are beginning to
take interest, but their influence has yet to be felt.
Case Study: Contexto
Contexto is a private consulting company in Rio de Janeiro that focuses on the
prevention of drug and alcohol abuse by using micro- and macro-level intervention.
Specifically, the company provides psychoactive substance abuse services through
educational, therapeutic, and special program departments. Contexto provides EAP
services and takes pride in having established an employee assistance component
which falls under the Special Programs Department. Contexto serves as a center for
companies interested in any of the above, specializing in in-house services to business clients because Brazilian companies usually have multidisciplinary staffs.
Contexto normally provides consulting support and assists in raising awareness at all
levels-in personnel training, multidisciplinary team supervision, and program evaluation.
The Education Activities Department of Contexto has developed a specialized
program for professionals in the field of health care called "Training Course for
Councilors on SubstanceAddiction." It is composed of 336 credit hours, which takes
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a full-time student 24 months to complete. This program is divided into 13 modules
that cover such educational topics as prevention, intervention, and continued treatment. Other educational components developed by Contexto address substance abuse
and include working with families, students, children, patients, and employees with
addictions problems. Contexto offers many services for employees which can be
accessed through another component of the company.
Contexto explains their fee structure as follows (Esch, 1993b, p. 2):
All our services are charged on an hourly fee basis computed according
to generally accepted consulting practices. Contexto receives no
subsidy or aid from government agencies or private institutions and
therefore feels free to charge fees consistent with the quality of its
services.

Contexto's billing practices could prove to be very expensive for even largesized companies. In explaining the expense, Contexto feels that the quality of their
services is deserving of the investment.
III. Description of the Health Care System
Theoretically, every citizen is provided health care under the national public
health care system. The health care that Brazilians receive is free and accessible
through public hospitals. The funding is provided through the state and federal social
security. Although free public health care sounds ideal, many Brazilians perceive
drawbacks in the system. First, the funding provided through the state and federal
social security is rarely seen in basic health care practices. Most funding received by
the hospitals is used to fund more sophisticated research and treatment, allowing
basic needs to suffer. Second, some reforms in the public health care system have
made it more difficult for those who need health care to receive it (In sickness, 1995).
Managed care is typical. All corporations provide health care plans but manage
them closely and carefully. According to Burns (1996), the system works.
The reality for many working-class Brazilians is that adequate health care is
available but not affordable. Those Brazilians who can afford private health care still
don't have a wide range of choices. In Brazil, there are 32 million people covered by
private health plans. For poor Brazilians, adequate health care has a different meaning. In their world, it is more a basic need than having a choice of physician or health
care plans. Adequate health care in their case would mean clean water and food, as
well as suitable housing and proper sewage system (In sickness, 1995).
There are many things that affect the health care systems in Brazil, but lifestyle
tends to make people most vulnerable. Of the many issues, smoking and AIDS are
two that have the greatest effect on the country.
Brazil has nearly 30 million people who smoke regularly. Moreover, the people
who smoke in Brazil are made up of a varied group. More than 30,000 of the smokers in Brazil are under the age of 10. Twenty-five percent of pregnant women smoke
to term and 25% of smokers are Brazilian health care professionals (Morales, 1994).
The other group of people that places a strain on the health care system are those
with HIV or AIDS. They have become a large problem. Afflicted persons are more
vulnerable to illness and need access to health care (Brown, 1994).
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IV. Relevant Legislation
The 1988 Constitution states that the workplace allow a 40-hour workweek,
120 days maternity leave, and 5 days paternity leave (Encarta, 1995). Legislation not
only covers health care issues, but also basic human rights. Brazil depends on five
councils to help bring about social progress and protection of their citizens. Human
rights issues of utmost importance involve children, women, and forced labor.
There are 15 million children under the age of 18 who live below the poverty
line. In response, the government has implemented programs that address food and
health care needs and education for children who work instead of attending school.
One of the programs that has been widely accepted is the "Pact for the Children."
This has been mandated in 21 states and 1,654 municipalities to enforce the protection of children's rights (Brazilian Embassy, 1995).
Women are protected under special legislation. In the 1920s and 1930s, many
initiatives benefiting women were addressed, including equal voice in government
and workers' compensation. The societal changes that occurred for women in the
1970s, however, did not reach the working class. It wasn't until the 1980s that
working women were successful in addressing two issues for the National Council
on Women's Rights-discrirnination and domestic violence. Since 1985, the women's
rights movement has made significant advances in areas of politics, health, education, and employment.
The relevant legislation includes laws against sexual discrimination, as well as
laws guaranteeing paid maternity leave and a secured equivalent position and salary
upon return. There have also been great strides in addressing domestic violence.
The state government has been instrumental in setting up 150 special police stations
that deal strictly with domestic violence (Brazilian Embassy, 1995).
The next group under special legislation is forced labor. The government has
made the Ministry of Labor responsible for ensuring that work sites in Brazil have
adequate working conditions. This movement is a very important step for a third
world country like Brazil. Legislation states that if employers are found guilty of
forced labor practices, they may be subject to a range of penalties, including fines and/
or imprisonment (Brazilian Embassy, 1995).
V.

Conclusion

Services in the Brazilian workplace are provided through the government and
church. Many of the concerns are for health care reform and for basic services to
the poor. The explanation of different corporate structures helps shed light on services that are available to a fortunate few and needed by most.
The framework of conducting business without examining workers' needs is
affecting both employer and employee. One concept often ignored in business is
the value of the employee to a company. If a company wants to succeed, forced
labor is not a recommended management style, although it tends to be widely practiced in the southern Brazilian mines (Schemo, 1995). Employees' needs have to be
recognized as the key to the impending success or failure of the business.
The Contexto consulting company appears to be a forerunner in employee
assistance services in Brazil. The combination of community structure and corporate support make for a strong foundation in this area of service.
In time, as information about services are learned and techniques of creating a healthier workplace
are taught, EAPs may become a common benefit for every employee. Until that
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time, the importance of examination and evaluation cannot be overlooked. These
are going to be the essential factors in changing the present and future workplace
for Brazilian workers.

Contacts
Thomas S. Baker
Senior Consultant, EAP
Johnson & Johnson
501 George St., J-122
New Brunswick, NH 08901

Tom Desmond, EAP
Johnson & Johnson
1 Johnson & Johnson Plaza
New Brunswick, NJ 08933
Tel: 908-524-0400

Escola de Servico Social
Universidade Federal do Rio Grande
do Norte
Campus Universitario
Natal, Rio Grande do Norte,
Brazil-CEP 59,000

John Edwin Mein
Executive Y.P
Sao Paulo, S.P
Rua Alexandre Dumas 1976
PO. Box 12518
Brazil, 04717-004

John E. Burns, Ph.D.
Vila Serena
Rua Marseille 100
04826-440 Sao Paolo, SP
Brazil
Ph/Fax: 55-11-529-1968
email: johnburn@amcham.com.br

Ricardo Esch, MD
Contexto Consult.
Rua Barao do Flamengo,
22-Gr. 1002
Rio de Janeiro-Rl
Tel: 011-55-021-285-3942
Fax: 011-55-021-205-3094

Luiz Carlos Mandelli
Federation of Industries
of Rio Grande do SuI
Luiz Carlos Mandelli
8787 Porto Alegre,
Brazil, 91010

Augusto de Mour Diniz
Executive Y.P.
American Chamber of Commerce for Brazil
c.r. 916, Praca Pio
X-15, 15th Floor
Brazil-Rio de Janiero, 20.040

References
Bailey, S. (1995, June). Risking

AIDS and transcending

it. American

Anthropologist,

Brown, P. (1994, October 8). Will third world gamble on HIV vaccines?
Burns, J. (1995), A Chapter

Is a Branch in Brazil. EAPA Exchange,

Csillag,

C. (1994, September

Csillag,

C. (1994, April 16). Tightening

Brazil's

Csillag,

C. (1995, January

healthy prospect.

Csillag,

C. (1995, May 6). Sao Paulo's

medical market.

Encarta

95 for Windows Encyclopedia

[CD-ROM].

10). Brazil's

21). Brazil's

Esch, R. (1993a).

Brief history of assistance

Esch, R. (1993b).

Contexto

consultoria

health funds.

Lancet,

health-care

June/July

Lancet,

Lancet,
Lancet,

New Scientist,

344(8924),

plans.

345(8943),
345(8958),

(1995). Seattle,

ltda [Pamphlet.].

144(1946),

1996.

p. 742.
343(8903),

p. 967.

p. 185.
p. 1168.

Wash.: Microsoft

in Brazil [Pamphlet.].

e empreendimentos

97(2), pp. 365-366.

Corporation.

p. 4.

International Employee Assistance Anthology

204

In sickness
Morales,

and health. (J 995, April).

M. (1994, July).

Economist,

World no-tobacco

335(7912),

pp. ss24-5s27.

day. Tobacco Alert,

pp. 8-9.

Schemo, D. 1. (1995, August 10). Brazilians chained to their jobs. New York Times, p. AI.
Society, citizenship,

and human rights in contemporary

Young, M. (1980). Nonviolent

action in Brazil.

Brazil.

International

(1995). Washington,

Social Work, 4(2), 71-93.

D.C.: Brazilian

Embassy.

Chapter 22
CANADA
Paula Weiss
I.

Introduction

The Dominion of Canada is slightly larger than the U.S. with an area of some
3.8 million square miles. Its population of slightly less than 28 million yields a
density that is one ofthe lowest among the developed nations of the world. Canada's
head of government is a prime minister who is the head of the ruling party in a
parliamentary system of government.
II.

Occupational Alcoholism Programs

The occupational alcoholism movement in Canada, like the U.S. alcoholism
movement, was the forerunner ofEAPs. The Canadian initiative coincided with the
beginning of World War II and its shortage of labor. The alcoholic employee could
not be easily dismissed as there were few available replacements, so management
looked for ways to treat the alcoholic employee in the workplace. For this purpose,
occupational alcoholism programs (OAP) were developed in the 1940s. These programs recruited members of Alcoholics Anonymous to help managers identify alcoholic employees and provide intervention and counseling (Csiernik, 1992).
The first Canadian company to institute an OAP was Bell Canada in the 1940s.
The concept quickly grew, but few Canadian-owned companies had their own program. Instead, most were found in the Canadian branches of American corporations such as Kodak Canada, Gulf Canada, and Canadian Pittsburgh Industries. OAPs
in Canada were advanced by the establishment of the Ontario Alcoholism Addiction
Foundation (now the Addiction Research Foundation of Ontario-ARF).
During
the 1950s and 1960s, ARF initiated programs linking labor and management in a
concerted effort against alcohol abuse in the workplace (Csiernik, 1992).
III. EAPs
EAPs in Canada developed parallel to those jn the U.S .. While they share a
common history, the Canadian programs are not merely duplicates of American
programs; they have their own unique qualities. Today, EAPs are a feature of most
large Canadian firms (McKibbon, 1993a).
The passage of the Hughes Act and the establishment of the National Institute on Alcohol Abuse and Alcoholism (NIAAA) provided the stimulus for the development of EAPs in the U.S. during the 1970s. The movement toward EAPs
initiated a wave of profit-seeking activity on the part of addiction counselors and
mental health practitioners. Addiction counselors broadened the scope of their practice, while the latter moved from the public sphere to private practice in great numbers. Large insurers like Blue Cross/Blue Shield, Prudential, and Kemper Insurance
supported the movement by providing third-party payments for substance abuse treatment (Csiernik, 1992). The rush to enhance the medical treatment model in the U.S.
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led to the proliferation ofthird-party, insurance-covered helpers to deal with the range
of problems identified by internal EAP workers. This trend came to Canada in the
late 1980s with an explosion of private practitioners into the field of EAP practice
(Csiernik, 1992).
Organized labor has played a vital role in the evolution of Canadian EAPs.
Some unions, such as the United Steelworkers of America and the International Brotherhood of Electricians, developed independent programs. The Canadian Labour
Congress advocated the placement of union counselors wherever programs followed
the joint union-management model. Union counselors are specially trained union
members who provide services to employees. Comparable to union counselors are
referral agents, used by some organizations to reach those employees unable or unwilling to use union counselors (Csiernik, 1992).
The development of EAP Councils during the 1980s represents a shift in focus
from the singular organization to the community-at-large. According to Rick Csiernik
(1992), coordinator of EAP studies at McMaster University, "EAP Councils are triparty organizations representing employers (both public and private sector), labour
organizations, and helping professionals" (p. 223). Some of the core functions of
EAP Councils are community program development, public education, professional
training and education, networking and communications opportunities.
There is an emerging trend on the part of EAP providers to look at the organization as the source of clinical problems for employees. At present time, EAPs tend to
deal with casualties, rather than the source of the casualties. Some feel the EAP needs
to reinvent itself to legitimize this new role. The EmployeeAssistance Professionals
Association (EAPA), the EmployeeAssistance Society of North America (EASNA),
and the Canadian EmployeeAssistance Professionals Association (CEAPA) could all
have a role to play in the evolution of a new profession.
CEAPA was formed in the mid-1990s by a group of concerned EAP professionals. Past president Margaret Coshan has stated that, "CEAPA is in no way
affiliated with the Employee Assistance Professionals Association or the Employee
Assistance Society of North America, but has close ties to each group" (Association, 1995, p. 10). Its current president is Rick Csiernik.
CEAPA's mission statement is "To mobilize the Canadian community to provide effective assistance to employees and their families, through the promotion of
standards, education, information and advocacy" (CEAPA brochure). According to
Csiernik (personal communication, January 1996), CEAPA's goals are to provide a
Canadian presence, set practice guidelines and standards, and provide outreach and
networking opportunities to practitioners, especially to those in isolated locations.
Characteristics of Canadian EAPs
A recent study by Macdonald & Wells (1994) points to striking growth in the
percentage of organizations with EAPs. A 1988 survey of human resource managers from 1,056 Ontario firms was repeated by Macdonald & Wells in 1992. While
only 802 of the original workplaces were eligible and responded to the survey, the
results show that the percentage of workplaces with an EAP increased from 16.1%
in 1989 to 32.0% in 1993 (Macdonald & Wells, 1994).
The proliferation of Canadian EAPs in recent years owes much to the Canadian government. EAPs are mandatory for all federal agencies and the government
endorses and promotes EAPs for all industry. Programs are perceived as preventive
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and proactive measures to ensure the wellness of workers. They are the cornerstone
for disability case management and workers' compensation. Furthermore, while
there is no federal legislation that mandates the establishment of EAPs in the private sector, the Workplace Health Project, a federally funded and supported program, provides for health promotion in the workplace. Through this program, the
government provides funds for referral agent training programs through community colleges.
One of the government policies that has aided EAP development has been the
tax code. The May/June issue of EAP Digest (p. 10) reported that "employer-sponsored mental and physical health counseling services are tax free. These services
extend to reemployment counseling and retirement counseling (for certain employees), but not financial counseling."
EmployeeAssistance Programs in Canada are more likely to be found in larger
organizations. Two studies of interest were conducted by Macdonald & Dooley.
The first study sampled 10,557 Ontario work sites with 50 or more employees and
found that 16.1 % had employee assistance programs (Macdonald & Dooley, 1991).
The second study surveyed the personnel managers of federally regulated transportation companies with 100 or more employees. Their findings showed that approximately 30.7% of the companies surveyed had an EAP. At the time of the study, the
average program had been in existence 7.8 years, while 19.1 % had existed for only
one year. For those companies with 1,000 or more employees, 55.9% had EAPs,
while only 22.9% of companies with 100 to 499 employees had a program
(Macdonald & Dooley, 1991).
In their study of transportation companies, Macdonald & Dooley (1991) found
that only 21.6% of the firms that had EAPs had services on-site. Contracted, offsite EAPs were utilized by 76.5% of those firms with EAPs, while 66.7% utilized
public community service agencies. However, the authors found very different results in their 1990 study of Ontario work sites. In that study, 52.4% of the surveyed
firms used internal services. In contrast, Loo & Watts (1993) surveyed 71 Canadian
organizations with 500 or more employees that were reported to have EAPs. Their
results showed that, of the 48 respondents, 27% offered on-site services, 31 % used
external services, and 23% utilized a combination of both.
Services Performed
Canadian EAPs employ a variety of professionals that include psychologists,
nurses, addiction specialists, and social workers. In his survey ofEAP professionals,
McKibbon (1993b) found that 121 of 165 respondents had mental health backgrounds,
67 respondents were psychologists, and 54 were social workers.
As Canadian EAPs have evolved from an emphasis on substance abuse to a
broad-brush approach, clinical skills have become essential. According to McKibbon
(1993b), "[Tjhe focus on clinical service provision (counseling for family and psychological problems, job and work conflict, and addictions) to employees appears
to be the prime criteria for Canadian EAP staff' (p. 39). Among the clinical services performed are assessment, short term counseling, referral, aftercare, and follOW-Up, Clients include both employees and, more frequently in recent years, their
family members (Coshan, n.d.).
"Almost all EAPs in Ontario (98.1 %) provide counseling or treatment for employees with drug and alcohol abuse problems" (Coshan, p. 399). Substance abuse
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treatment is usually not provided by workers employed in Canadian EAPs. EAP
substance abuse services are limited to assessment, support, referral, and follow-up.
Treatment services are provided by substance abuse professionals and community
treatment facilities (Coshan).
The counselor is often responsible for providing consultation with management and union representatives, along with the primary training of the entire employee group. EAP coordinators, managers, and directors often handle the administrative tasks by supervising counselors and administering, directing, and evaluating
the program (McKibbon, 1993b).
EAP professionals employed in external programs take on different roles from
those who provide services internally. They may become External Program Consultants (EPCs), whose main function is to "provide training and consultation about
various employee and organizational problems" (McKibbon, 1993a, p. 42). Another possible role is that of liaison between the external EAP service provider and
the organization for the purpose of communication, education, training, and EAP
promotion (McKibbon, 1993a).
Case Study: CHC
One of the largest EAP providers in Canada is CHC, located in Mississauga,
Ontario. Dr. Jack Santa-Barbara is CHC's chairman and CEO, having founded the
organization in 1981. In his own words, he "just fell into the EAP field" (personal
communication, January 15, 1996) during its early beginnings in Canada. From a
modest start, CHC now employs 150 full-time salaried employees and about 600
hourly employees.
A national operation, CHC is organized into regional teams. Teams include
Quebec (the largest), Atlantic, Nova Scotia, National Capital, and Western. All
employees have a minimum of five years professional experience and possess at
least a Master's degree. While CHC's employees are primarily comprised of social
workers, a significant portion are psychologists, addiction counselors, and other specialists.
CHC customizes its services to accommodate the needs of the companies it
serves. Many of its accounts serve corporations engaged in safety-sensitive operations, such as mines in the Arctic Circle, railways, oil rigs, utilities, hospitals, and
police forces. As a result, CHC has a strong commitment to trauma response (critical incident debriefing) and has a separate team for that purpose. CHC employees
tend to be specialists in certain areas such as child care, elder care, or financial
counseling. CHC takes pride in the fact that it was the first Canadian EAP to create
a child care/elder care specialty. CHC has also developed a computerized database
of resources that can be utilized by its specialists.
CHC was the first to introduce prepaid legal advice as an EAP service in Canada.
The company employs attorneys who speak to clients by telephone regarding their
legal problems and provide counsel. Clients whose problems are too complex for
over-the-phone solutions are referred to lawyers in the community. CHC's lawyers
are prohibited from referring clients to themselves or to a related firm.
When a client wishes to access the CHC program, his or her first contact is with
an intake worker. Intake workers are clinical professionals who are trained in crisis
counseling. The client is then referred to the appropriate specialist. CHC's specialists
operate based on a model of direct, client-centered counseling. Specialists provide
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short-term counseling and referral, but counseling sessions are not limited to a certain
prescribed number. Counseling is based on the concept of an average number of
sessions in order to give the counselor the flexibility to do what is required by the
client's needs.
CHC has begun to take a program management view by looking at how organizations can further help employees. While CHC does not position itself as a consultant, it seeks to help organizations create a supportive environment for employees. They also work hard to provide a strong organizational culture for their own
employees; the vision statement was developed from a participatory atmosphere, and
employees are depicted as a cohesive, dedicated group. Finally, it is the only Canadian EAP provider that has a human resource professional at a senior level for the
benefit of its own organization (Santa-Barbara, personal communication, January
1996).
Case Study: Donancy, Inc.
An example of a small, successful Canadian EAP provider is Donancy, Inc.,
located in Montreal, Quebec. Donancy was founded in 1983 by Donald D. Pare,
Ph.D., and is now headed by Derek Aronoff. The staff consists of four salaried, fulltime employees. All counseling services are performed by contracted counselors.
Donancy employs a high proportion of Ph.D.-level clinicians; however, all counselors hold at least a master's degree in their field of specialization. Through the use
of a consortium, Donancy has been able to pool resources to cover a wider scope of
operations. They maintain a national multidisciplinary network of over 500 qualified professionals in psychology, counseling, social work, law, and accounting
(Donancy, 1996). Unique to Canadian EAPs is Donancy's emphasis on fee for
service (Aronoff, personal communication, January 1996). (Editor's note: This funding mechanism may grow in EAPs generally where proposed utilization rates are
not being met.)
Services in both French and English are available 24 hours a day, seven days a
week. In the editor's opinion, more EAPs need to develop multilingual capabilities.
In the U.S., EAPs are still lagging behind. They will offer a bilingual counselor "if
requested"-a
much less proactive stance than Donancy. A toll-free line provides
confidential access at no charge. Employees and families are eligible for benefits
and six to eight counseling sessions are the norm in a Donancy contract. Services
include counseling, information and referral, vocation and career counseling, couple
and family counseling, substance abuse counseling, resources to deal with sexual
harassment, legal and financial counseling, and critical incident stress debriefing.
In addition, Donancy provides workshops in assertiveness training, career and life
planning, communication skills, consulting skills, stress and time management, and
downsizing interventions (Do nancy, 1996).
According to Aronoff (personal communication, January 1996), Donancy would
like to break out of its local profile and be more of a force in the national EAP arena.
However, expansion has been limited by this firm's dedication to the quality of the
services provided.
Case Study: Warren Shepell
Warren Shepell: EAP Professionals in Toronto, Ontario, is the oldest and the
largest EAP provider in Canada. In existence since 1979, this firm has more than 850
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accounts servicing 2.8 million people-about 10% ofthe population. These accounts
include both Canadian companies and Canadian branches of American firms. Warren Shepell currently employs 250 full-time counselors across Canada and the U.S.
(Shepell, personal communication, February 8,1996).
Warren Shepell, Ph.D., a clinical industrial psychologist, is company president. He credits much of his company's success to its treatment feature. In the
1970s, most EAPs in the U.S. offered only assessment and referral. Because Canadian EAPs were based on the American model, they rarely offered treatment. However, from its earliest beginnings, Warren Shepell offered 8 to 10 treatment sessions to
its clients. For clients who lived in remote parts of Canada, this proved to be especially valuable since the EAP was (and still is) their only source of treatment.
Today, the company offers such traditional EAP services as assessment, treatment, and referral. According to Shepell (personal communication, February 8,1996),
about 80% of cases are closed by its own full-time counselors. The fact that these
counselors are full time promotes credibility, continuity, and trust. Furthermore, clients can access counselors immediately with no waiting period for an appointment.
Known for its innovative style, this EAP is a front-runner in the field. One of its
great achievements is its ability to partner successfully with other experts. It has
developed what Shepell calls "one-stop shopping" whereby the client can purchase
benefits such as child care, elder care, and financial and legal advice. Subcontracted professional experts such as attorneys and financial consultants provide these
benefits. Billing is on a per capita/usage basis wherein the firm recovers direct costs
(W. Shepell, personal communication, February 8, 1996). Another reason for the
success is the concentration on account management. Shepell attributes this to his
past business experience as an industrial psychologist. Through account management, he has set the tone and trend of his business.
Case Study: Employee and FamilyAssistance Program (EFAP)
A program at MacMillan Bloedel in Vancouver, British Columbia, may very
well be the next step in the evolution of employee assistance in Canada. This program is called an EFAP, which stands for Employee and Family Assistance Program. The program is based on the philosophy that it is socially irresponsible for
one company alone to establish an EAP. The organization is inseparable from and
an integral part of the outside community. Programs are jointly developed with
both the employer and employee taking part. The EFAP committee has full and
ultimate authority for administration of the program. All clients must be self-referred and programs cannot have any relationship to the employee discipline process or drug testing.
The main focus of the EFAP is employee wellness. It is the program's position
that because society values vocation over family, it is essential to extend assistance
to the family as well as to the employee. Clients include employees, dependent
family members, and retirees. Enrollment in the EFAP is open to all companies in
the local geographical area. There are no service restrictions and the cost is $45.00
per equivalent per year. Figures reflect that no less than 8%, but more likely between 12% and 16% of all employees use the EFAP.
There has been a growing demand for more information on EFAPs. As of this
writing, 20 Canadian communities have asked for assistance in setting up their own
programs. In the United States, the cities of Casper, Wyoming, and Rushton, Louisi-
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ana, have also expressed interest.
Education
The McMaster University Centre for Continuing Education in Hamilton,
Ontario, has the only EAP studies program in Canada. This is the result of a cooperative effort between the university and the EAP Council of Hamilton-Wentworth.
Dr. Rick Csiernik is the program's coordinator. Two certificates are offered: Level
One-Foundation
Issues and Level Two-Professional
Issues. Level One has an
open admissions policy. The certificate can be acquired on its own or can be used to
advance to the Level Two certificate or the Addiction Caseworker Program. There
are three components to the Level One program: four core courses (lOa hours); 50
hours of elective courses on EAPs, addictions, and business; and 10 hours of community-based education relating to the EAP field. The Level One certificate can be
earned through distance learning.
Admission to the Level Two certificate program requires a degree from one of
the helping professions, a Level One Certificate, or an Addictions Studies Diploma,
plus completion of four Level One core courses. Level Two's three components are
similar to those of Level One, and the certificate can be earned through a combination of correspondence and on-campus courses.
Financing
The editor would alert the reader to the innovati veness of the Canadian financing of EAPs. In the U.S., the per capita at risk is almost sacrosanct. In her opinion,
it's time to compare a variety of approaches. This will be highlighted further as cost
studies become available to individual corporate clients.
Two important considerations for financing a Canadian EAP are the means for
service delivery and determining the method of administration. The first consideration is funding. Funding can be provided on a self-insured basis or through a group
insurance plan. "Although some plans are partially funded by employee contributions, this tends to be the exception rather than the rule" (O'Hara, 1995, p.24).
The second consideration is sponsorship. "Plans can be sponsored by a single
employer or by a multi-employer health and welfare trust fund. In the case of a
multiemployer trust fund, participating employers commit to a defined contribution" (O'Hara, 1995, p. 24).
There are differences between self-insured and group insurance arrangements.
With self-insured EAPs, the employer or trust fund is responsible for the costs. The
employer or trust fund of an EAP provided under a group insurance policy pays
premiums directly to an insurance carrier. "Where an EAP is provided under a
group insurance policy, it is generally experience-rated like other benefits" (O'Hara,
1995, p. 24). Experience rating is a means by which the premium is calculated
based on the utilization of the plan by participants. The higher the utilization rate,
the higher the premium adjustment at the end of the year. "This type of arrangement
can be administered by the insurance company, self-administered by a trust fund, or
administered by a third party contract administrator" (O'Hara, 1995, p. 25).
Occasionally, insurance carriers will provide EAP services to the organization
on a "cost-plus basis." With this type of arrangement, monthly premiums are eliminated and plan sponsors make payments based on utilization at predetermined intervals. "This arrangement commonly involves the usage of a health care network, with
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the insurance company operating as a middleman" (O'Hara, 1995, p. 25).
The method of administration for the EAP depends on the form of sponsorship. "If the EAP is a single employer-sponsored plan, the employer is responsible
for its administration and maintenance, either by utilizing existing in-house systems
or through a third party contract administrator" (O'Hara, 1995, p. 25). With multiemployer plans, administration and maintenance is the responsibility of the fund trustees. The trustees may choose to self-administer the plan or engage a third party contract administrator.
Substance Abuse Programs
Canada's Drug Strategy, a multifaceted approach to the problem of substance
abuse, was introduced on May 25,1987, under the name of the National Drug Strategy. Administered by the Department of National Health and Welfare, its focus is
on prevention and the reduction of harm created by the use and abuse of alcohol and
drugs (Butler, 1993). According to Butler (1993), "The strategy has never had a
major workplace focus; it will continue efforts in alcohol and other drug treatment
and rehabilitation, but the only stated workplace initiative is the promotion of employee assistance programs (EAPs), particularly in federally regulated workplaces"
(p.60).
At the provincial level, there are a number of initiatives that apply to the workplace. Many of the provinces have enacted legislation relating to substance abuse.
Ontario has been a leader in the field of substance abuse due to the work of the
Ontario ARF. Many provinces also have laws governing occupational health and
safety, workers' compensation, employer liability, and human rights (Butler, 1993).
III. Description of the Health Care System
The Canadian health care system, commonly called medicare, is "a taxpayerfinanced, comprehensive health insurance system that covers medically necessary
hospital and doctors' services for all residents" (Canadian Embassy, 1993). This
system evolved over a 40-year period during which the provinces and Parliament
passed a series of health insurance legislation. Medicare came into its present form
when Parliament passed the Canada Health Act in 1984.
Medicare is not a national program. Rather, it consists of "twelve interlocking
health plans administered by the provinces and territories which have constitutional
authority for health care" (Canadian Embassy, 1993). The federal government
performs two roles in regard to health care. First, it determines the requirements for
payment of federal contributions to the provincial plans. Second, it provides health
services directly to special populations such as registered Indians and the military.
The federal government distributes its contribution to the provinces through a
system of block funding. Provincial plans must meet five requirements in order to
receive the full federal contribution:
•
Public Administration: The insurance plan must be administered on a nonprofit basis by a public authority responsible to the provincial government.
•
Comprehensiveness: All medically necessary services performed by doctors or
in hospitals are covered. Insured hospital services include inpatient care at the
ward level (unless private or semi-private rooms are medically necessary) and
all necessary drugs, supplies, and diagnostic tests, as well as a broad range of
outpatient services. Extended care services, such as home care and nursing
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home care are also insured, although charges may be made for accommodation
costs.
•

Universality: Each plan covers all legal residents of the province who are eligible for coverage after a minimum period of residency of not more than three
months.

•

Accessibility: Provincial health insurance plans must provide reasonable access to necessary hospital and physician care without financial or other barriers.

•

Portability: Residents are entitled to coverage when they are temporarily absent from their home province or when moving to another one. All provinces
have some limits on coverage for services performed outside Canada, and require prior approval for nonemergency out-of-province services (Canadian
Embassy, 1993).

It would be inaccurate to describe the medicare program as a form of socialized medicine since the Canadian government does not employ physicians. Rather,
"most doctors are in private practice and are paid on a fee-for-service basis under a
fee schedule negotiated between the provincial medical association and the provincial government" (Canadian Embassy, 1993).
Canadians access health services through the use of a provincial health insurance card. This card is presented to the health care provider or clinic of choice who
then bills the province. Patients have no insurance forms to complete, no deductibles,
and no co-payments. In addition, there are no dollar limits on coverage and patients
never pay providers directly (Canadian Embassy, 1993).
IV. Conclusion
While it is true that Canadian EAPs developed directly from the American
model, it would be a mistake to believe that they are merely extensions of that
model. Canadian EAPs are a product of the needs of Canadian employers and employees and, as such, are distinctive. EAPs in Canada are growing at a fast pace. To
illustrate, attendance at three Canadian EAP conferences held in 1995-96 approached
two-thirds the attendance at North America's comparable gathering, the EAPAAnnual conference. In addition, there is evidence that the popularity of EAPs are
linked to Canada's new tax laws. The strong history, structure of the health care
system, and tax laws are important factors in the EAP field's success in Canada.
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Chapter 23
JAMAICA
Julie Heffner
I.

Introduction

A Third World country, Jamaica has struggled to define itself as a competitive
and independent nation. The country has a stable population of 2.5 million, with a
natural population increase of 1.8% offset by emigration, mainly to the U.S. and
Canada. The official language is English, with various non-English, local dialects
spoken. The ethnic groups on the island include Afro-Europeans, Chinese, AfroChinese, East Indian, Afro-East Indian, and European, with Africans as the largest
ethnic group-76%.
A small upper class was composed almost entirely of whites
until recently when a large middle class made up predominantly of mixed AfroEuropeans evolved. The largest economic class, the underprivileged (lower) class,
is made up almost entirely of blacks. Class distinctions from the colonial period are
being reduced through increased social mobility, increased education, and increased
ownership of property. Jamaica maintains a moderate economy for a Third World
nation, with certain key exceptions. The country has a Gross Domestic Product of
$3.81 (J$95.78) billion, or $1,543 (U.S.) per capita. Yet, like most Third World
nations, it suffers from over 30% inflation annually.
The political system is stable, but serious economic problems have exacerbated social problems which in turn have sparked political debate. High unemployment, rampant underemployment, inflation, depreciation of the Jamaican dollar,
and labor unrest are the most serious economic problems. Although the British
monarchy appoints the governor-general to represent the monarch, this individual has
little power. Jamaica operates a parliamentary government similar to that of Great
Britain. The legislative branch is divided into an upper and lower house whose officials are elected by popular vote. The prime minister, who heads the executive branch,
is appointed by the majority party. He or she then appoints a cabinet, whose members
run the executive departments of the government. The judicial branch is made up of
one court of appeals and courts of original jurisdiction in fourteen parishes. Suffrage
is universal for those over the age of 18. The two main political parties are the Peoples
National Party (PNP), a conservative right-wing party, and the Jamaica Labor Party
(JLP) on the liberal left. The JLP, organized in 1943 by Alexander Bustamante,
favors private enterprise. The PNP, founded in 1938 and led by long-time leader
Norman Manley, is a moderate social-democratic party. Although predominately industrial, Jamaica is working toward becoming a more modern nation. One area that is
beginning development is EmployeeAssistance Programs (EAPs).
II.

EAPS

The concept of an EAP is fairly new in Jamaican culture. Although some of
the services have been provided within the workplace informally, organized services only recently formed in some Jamaican companies, and do not exist in most
businesses.
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Alumina Partners of Jamaica has had a human resources division providing counseling services since the company started in 1988. The Human Resource Department
of the Jamaica Employer's Federation is attempting to compile information about EAPs
for a symposium to be scheduled in the near future.
There have been sporadic attempts to introduce EAPs to Jamaican employers.
A numbers of professionals attend the annual Caribbean School of Alcohol and
Other DrugsAnnual Training which includes an EAP curriculum. There should be a
more concentrated effort, however, from within the government, the Employer's
Federation, and/or the American Chamber of Commerce. Until there is serious
effort from one or more of these groups, EAPs will continue to be disorganized and
ineffective. Because of the high substance abuse rate, HIV incidences, and other
social problems, Jamaican employers need EAPs to help their employees and increase productivity.
The country is often associated with the drug gangha, the root plant which produces marijuana. Many Jamaican citizens started using gangha from an early age and
have become addicted, often dealing drugs to support their habit. Several groups
have made efforts to treat this problem and this is an area where EAPs could help.
Case Study: Dyoll Group Limited
Counseling services have been provided to the employees ofDyoll Group Limited since 1981, when the Human Resource Department was organized. Sharon
Elliott (all citations from personal communication, Fall 1995), director of the program, explained that the business culture in Jamaica differs from that of America in
that there is more human interaction. The program is voluntary and employees may
seek assistance for personal problems, which range from marital to financial to career
issues; and they may use the services when there are problems affecting their performance, attendance, and conduct at work. The latter is called the Performance Improvement Program and is a resource to help employees function better on the job and
avoid disciplinary action. The company's health insurance covers psychiatric visits,
which most Jamaican business do not provide. The employee assistance services are
only used by a small percentage of employees, according to Elliott.
Case Study: Buck Securities Partners Limited
In 1996, Buck Securities Partners Limited began a Human Resource Department. Staff provide EAP services such as counseling and supervisory consulting to
its employees as well as other employee-related services. Counseling is first given to
employees by their individual manager before using human resource services, according to the HRD manager (Saunders, personal communication, Fall 1995).
It is noteworthy that the Houston EAPA Chapter has been involved in assisting
Jamaica in the development of EAPs. Burgess (1996) describes this involvement in
an article written for the EAPA Exchange (p. 36):
[The EAPAexpansion in Jamaica] was a direct result of the EACC Board
meeting and EAPApresentations held in Jamaica in the summer of 1995.
Since then, a core group of Jamaican professionals has united to bring more
EAPs and the EAPA to the island. The group has also asked the EAPA
Houston Chapter to be its host organization. Sonita Abrahams, MPHA,
executive director of Addiction Alert; Frank Knight, MD psychiatrist/
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consultant; Peter Weller, Ph.D., psychologist; Jan Lopez, president of
the Addiction Alert Board of Directors; Monica Baker, MSW, and Marcia
Forbes, RN, who are both with JAMALCO, represent the petitioning
members of the EAPA Jamaica Chapter.
During the week of October 22, 1995, Frank Knight, Peter Weller, and Sonita
Abrahams met with the executive committee of the EAPA Houston Chapter
in Texas to discuss chapter plans for sponsoring the formation of the new
EAPA Jamaica Chapter. Houston Chapter President Dixon McKenzie and
Immediate Past President Jeff Christie organized this event which included
meetings with Houston chapter members as well as visits to major Houston
employers and EAP providers to learn more about EAPs.

Financing
Services in Jamaica that are similar to those provided within EAPs are funded
by individual companies. Professionals who provide these services in the workplace are company employees and part of the Human Resources Department.
The economic situation increases the likelihood that many EAP services will
be provided informally through other company programs or dismantled altogether.
The public sector has not used these services because of budget constraints.
III. Description of the Health Care System
Recently, the Jamaican government began a major campaign to create and
mandate a national health insurance system as there is high unemployment with
many individuals left without adequate health care coverage.
Physicians are available 24 hours a day in Kingston, the principal resort area,
but rural area hospitals and clinics are chronically understaffed and short of supplies. A recent health epidemic is caused by HIV infection and AIDS. As many
Jamaicans are employed in agriculture and other trades, this has become a significant
problem for those who lack adequate health care. The rate of HIV infection is growing, along with other sexually transmitted diseases. In a conversation with an official
at the Jamaican Embassy in Washington, the author was told that the number of AIDS
cases had doubled from 1992 in 1993.
The migration of the unemployed to urban areas, coupled with an increase in
the use and traffic of narcotics such as crack cocaine, marijuana, and heroin, contribute to a high level of violent crime. The government continues to work to stop
the trafficking of illegal drugs, which greatly injures the quality of life for Jamaican
society.
IV. Relevant Legislation
The Ministry of Legal Affairs, through the Legal Reform Department, has enacted several pieces of social legislation, some of which protect women's rights,
including the InsuranceAmendment Bill and the Married Women's Property Amendment Bill. Additionally, legislation to introduce breath testing for alcohol use while
driving went into effect in September 1995 (Jamaica News, 1995).
Other major developments include the first government-sponsored citizens' week
for persons with disabilities, the initiation of a working committee on a draft policy for
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the disabled, and an expansion
into Senior Citizens' Month.

v.

of what was formerly

called Senior Citizens'

Week

Conclusion

Jamaica is constantly striving for progress in many aspects. Although not on
the same level as more modern countries, Jamaica continues to develop and prosper. New traditions have begun that seem to have a positive and progressive effect
on Jamaican society. Employee Assistance Programs can prove to be very relevant
and necessary aspects of the Jamaican business world.

Contacts
Alumina Partners of Jamaica
Human Resources Representative
Spur Tree PO.
Manchester, Jamaica
96-22236, 96-23251
Grace, Kennedy & Co LTD
64 Harbour Street
Kingston
Jamaica
Tel: (809) 923-8581-7, 922-3440-9
Sharon Elliott
Human Resources
Dyoll Group Limited
40 Knutsford Boulevard
Kingston 5
Jamaica
Tel: (809) 926-4711, 22
Jamaica Broilers Ltd.
P.O. Box 360
Kingston 10
Jamaica
63670-3

Geof V. Brown
National Director
AFS International Programs
8 Waterloo Avenue
Kingston 10
Jamaica
Tel: (809) 929-3100, 929-3157
S G Kirkaldy
Executive Director
The Jamaica Employers'
2a Ruthven Road
Kingston 10
Jamaica
Tel: (809) 926-6762
Fax: 926-5524

Federation

Joan A Brown
St. Andrew's Business and Professional Women's Club
20 Mona Road
Kingston 6
Jamaica

Mr. Brown/Beverly Cole
The Jamaica Employers' Federation
2a Ruthven Road
Kingston 10
Jamaica
Tel: (809) 926-6762, 926-5524

Carl A Roberts
Human Resources Vice President
Victoria Mutual Building Society
6-10 Duke Street
PO. Box 90
Kingston
Jamaica
Tel: (809)922-6907

Jamaica Packaging Industries Ltd.
214 Marcus Garvey Drive
Kingston 11
Jamaica
37031-3

Desnoes & Geddes Ltd.
PO. Box 190
Kingston 11
39291-9
Jamaica
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Gillian Rowlands
Managing Director
Hamilton Knight Associates
3A Paisley Avenue
Kingston 5
Jamaica
92-94632

Mrs. Saunders
Human Resources Manager
Buck Securities Partners
40-46 Knutsford Boulevard
Kingston 5
Jamaica
Tel: (809) 926-6786

Ofe S. Dudley, Ph.D.
Executive Director
American Chamber of Commerce
of Jamaica
The Wyndham Hotel, Room 0111
77 Knutsford Boulevard
Kingston 5
Jamaica
Tel: (809) 929-7866-7, 926-5430

Ron Flournoy
Managing Director
Alcan Jamaica Company
24 Trafalgar Road
Kingston 10
Jamaica
Tel: (809) 986-2561
University of the West Indies
Department of Sociology
Kingston 7
Jamaica, West Indies
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Alumina Partners of Jamaica
Spur Tree PO.
Manchester
Jamaica
96-22236, 96-23251

Caribbean Cement Company
PO. Box 448
Kingston
Jamaica
86231, 87381

Jamaica Broilers
PO. Box 360
Kingston 10
Jamaica
63670-3

University of the West Indies
Institute of Social & Economic
Research
Mona
Kingston 7
Jamaica

Bauxite & Alumina Trading Company
Jamaica, Ltd.
36 Trafalgar Road
Kingston 10
Jamaica
64553

Desnoes & Geddes, Ltd.
PO. Box 190
Kingston 11
Jamaica
39291-9

Jamaica Packaging Industries
214 Marcus Garvey Drive
Kingston 11
Jamaica
37031-3

Western Terminals
Port Bustamante
Kingston 13
Jamaica
39121

Caribbean Casting & Engineering
PO. Box 163
Kingston 11
Jamaica
36558, 38873

Grace, Kennedy & Company
64 Harbour Street
Kingston
Jamaica
20894

A C Marzouca, Ltd.
157 Orange Street
Kingston
Jamaica
23430, 23539

Victoria Mutual Building Society
73 Half- Way- Tree Road
Kingston 10
64630-4

Chapter 24
PUERTO RICO
Becky Roeberg
I.

Introduction

Puerto Rico has a strong Latin American and Caribbean historical and cultural
heritage. Close to 99% of Puerto Rico's population is Christian, with about 80%
being Roman Catholic. The Catholic Church has been instrumental in fostering community cooperation and providing health and educational services (Economic Development Administration, p. 2). The island had 3.6 million people in 1993, and its
population density of 1,046 persons per square mile is one of the highest in the
world.
Puerto Rico has been a commonwealth of the United States since July 25,
1952. This form of government is officially known as Estado Libre Asociado, or
Free Associated State. The government consists of three separate branches with a
checks and balances system similar to that of the U. S. Economic growth and development since World War II produced a massive population shift to urban areas, turning Puerto Rico into an industrial society.
A new economic model of decentralization, diversification, and dynamism
was unveiled in February 1994, resulting in a jump of 80,000 jobs. As recently as
1992, the rate of increase for Puerto Rico hotel registrations was only 1.2%; the
following two years it increased 8% and 12%, precipitating a program to expand the
island's inventory of hotel rooms (Rossello, 1995). The remarkable progress in tourism is indicative of the economy as a whole. The total number of persons employed
now stands at 1,061,000, with falling unemployment. The latest data shows the
lowest percentage of jobless workers since 1974 (Rossello, 1995). The reforms
have necessitated adjustment and sacrifice by public sector personnel. The administration has granted salary increases benefiting 175,000 government workers at a
cost of more than $420 million. Among those receiving the largest increases have
been teachers, police officers, health care specialists, and fire fighters (Rossello,
1995).
II.

EAPs

Since the mid-1980s, employee assistance programs (EAPs) have been established and growing in Puerto Rico. Many companies are listed in the EAP Association (EAPA) directory and include: Intercultural Counseling Associates, Health
Management Systems of America (HMSA), and PPC as external providors; and
Puerto Rico Electric Power Authority, Roche Products Inc., and Johnson and Johnson
Shared Services as internal programs. In addition, federal agencies have had EAPs
since the 1970s because they were required by law.
Services Performed
EAPs in Puerto Rico help employees and family members with problems in
the workplace. They also conduct seminars and workshops on issues such as AIDS
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education, assertiveness training, relationships, parent training, stress management,
relocation, employee relations, and relapse prevention. The EAP vendors require
graduate level education (master's or doctorate) from their counselors. Puerto Rico
has both in-house and external EAPs, according to Vivian Rodriguez, M.S.W.,
A.C.S. W, founder of the EAP company Intercultural Counseling Associates (all citations from personal communication).
In the early 1990s, a law was passed mandating EAPs for all public agencies,
but the law did not set standards or provide for regulation and accreditation of counselors. Rodriguez states that "the public sector is not as regulated in requiring a license
for an EAP counselor." EAP practitioners can have a wide range of professional
backgrounds. For example, it is possible for a secretary in a department in a federal
agency to become an EAP counselor, whether or not the individual has any training
or experience. Lack of staff training has caused EAPs to falter in many cases. The
private sector, on the other hand, has self-imposed restrictions and provides only licensed workers, according to Rodriguez. The recent establishment of an EAPA chapter
had greater participation from private than from public sector counselors. Members
hope the chapter will help to regulate and enhance the EAP field in Puerto Rico.
Issues in the Workplace
There are three significant problems in the workplace. The first is downsizing.
To many, it is simply a process of restructuring and reorganization and this is viewed
as potentially favorable, but that position overlooks the overall effect it has on workers.
The second issue centers on job-related personal problems. These include alcohol and drug abuse, family issues, and the high percentage of government employees
with AIDS. AIDS is a growing problem in Puerto Rico because as many as 80% of
those infected with the virus are not aware of it (Henderson, c., 1993). Another
report cites the rate of AIDS cases as the second highest within U.S. states and territories overall and among women (Morbidity, 1992). AIDS is an issue that will dramatically affect employees over the next several years.
The third major issue is violence. Fights often break out between supervisors
and employees. The lack of discussion regarding occurrences of workplace violence
furthers workers' uncertainties, and violence is becoming progressively worse among
employees.
Substance Abuse
Puerto Rico's drug of choice is alcohol. In 1970, Puerto Rico topped the world
in per capita alcohol consumption. In 1986, it dropped to third place behind the
U.S. and the-then U.S.S.R. (Rodriguez, 1993). Alcohol is culturally accepted in the
Puerto Rican's way of life. For males, it is considered "macho" to drink-a man
standing on a street in front of a bar with a drink in his hand is regarded as very
masculine. This can occur at any hour of the day and especially after work. The
media has also played a part in the image, with commercials showing good-looking
young men drinking their favorite liquor and surrounded by half-dressed women
(Rodriguez, 1993). Puerto Rican women also consume alcohol but society expects
them to be more discreet. Alcoholic women are rejected by society. Drug use other
than alcohol is not seen as "macho" and is thus rejected. Occasional marijuana and
cocaine use and heroin addiction are also looked down upon by society. A study of
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drug usage determined that the prevalence of illicit drug use in Puerto Rico, though a
problem in the workplace, is considerably lower in comparison to the U.S. (Canino,
Anthony, Freeman & Shout, 1993).
Treatment in government-run programs is limited to the alcoholic. Families of
alcoholics are not included due to budget constraints. In the private sector, psychiatric treatment involves the family, with programs based on the medical model conducted by psychiatrists. One fourth of the Puerto Rican workforce is employed by
the government and there is no provision for drug and alcohol treatment in their
health plans. The plans for those employed by private companies include alcohol
and drug treatment, but their coverage is limited to medical providers who usually
do not offer psychosocial rehabilitation or referrals to programs such as Narcotics
Anonymous and Alcoholics Anonymous (Rodriguez, 1993).
The state agency for anti-addiction activity in Puerto Rico was designed only to
offer assistance to people with addictions and manages its business much like the
Department of Social Services. Services are provided but the conditions are reportedly unpleasant. Rodriguez noted long waiting lines and understaffing. She feels that
the agency is outdated in its approach and commented that they do not follow the 12step program. Rodriguez further states that "with managed health care the agency is
more bureaucratic."
Puerto Rico is trying to establish a drug free workplace. The U.S. Drug Free
Workplace Act, which applies to Puerto Rico, applies to all local government agencies that contract with the federal government or those that receive agency funding
(Programa De Ayuda, n.d.). This federal law requires agencies that receive funds of
$25,000 or more to maintain a drug free workplace. The U.S. Department of Trans portation and the U.S. Department of Defense have established additional regulations. For example, all organizations in the commercial transportation industry are
required to start drug free workplace programs. These laws apply as well to Puerto
Rico's transportation and military departments (Programa De Ayuda, n.d.).
EAPs are part of employee benefits packages. Services are provided free to
employees unless they need longer treatment, in which case they are referred out. In
state agencies, EAPs are internally based, but they are limited. Few programs have
in-house drug and alcohol benefit coverage and some do not have mental health coverage, according to Rodriguez. Though the EAP is offered as a benefit in state agencies, coverage of services is limited.
III. Description of Health Care System
Health care reform in Puerto Rico is occurring in ways similar to that of the U.S.
Rossello (1995) describes the old government-operated health care system as costly,
inefficient, and limited in its delivery. He contrasts this with the new, privately operated system financed by the government that reaches out to all residents. By the end
of 1995, health care reform will become a reality for more than 450,000 households in
half of Puerto Rico's 78 municipalities. The goal is to provide the individuals with the
option to select from among four times more physicians, seven times more dentists,
four times more pharmacies, more primary care centers, more hospitals, and 30 additional specialties (Rossello, 1995).
Under a system of managed health care, cost reductions in the 30% range are
anticipated. From the government perspective, surveys consistently place participant
satisfaction rates at more than 90%. From the workplace perspective, opinions differ.
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Private health plans are limited to certain psychiatrists. In the next five years,
managed health care will take over. This is due to the many mergers taking place
among health care providers and insurance companies. For example, Physicians Corporation of America merged with an insurance company, resulting in lower fees to
providers and intensive outpatient services where patients are served a maximum of
four hours per day. Under managed care, there are less restrictions on the worker's
coverage according to Rodriguez. Local managed care companies are being established. In the workplace, health care will save on costs for the private and public
sector agencies. However, employees may have difficulty in adapting to the managed
care concept.
IV. Relevant Legislation
As mentioned earlier, legislation was recently passed mandating that all government agency programs have EAPs. This law recognized the need for EAPs, but
made no attempt to regulate state licensing and did not encourage agencies to employ
properly trained professionals.
V.

Conclusion

The problems in the Puerto Rican workplace are increasing with the occurrence of more violence, AIDS, and personal problems. Employees are in great need
of trained counselors to help with these and other problem areas. It is important for
Puerto Rico to start regulating EAPs in both the private and public sectors; professionals need to have the proper experience and training.
Contacts
Miguel Arrieta
Director Ejecutivo
Instituto para el Desarro
PO. Box 194929
San Juan, Puerto Rico 00919-4929
Tel: (809) 753-7733
Zulma Perez, CEAP
EAP manager
Johnson and Johnson Shared Services
PO. Box 1959
Caguaz, Puerto Rico 00726-1959
Tel: (809) 759-8800
Socorro Cobb
Supervisor EAP
Puerto Rico Electric Power Authority
P.O. Box 364267
San Juan, Puerto Rico 00936-4267
Tel: (809) 723-7474

Arlene Rocabado
Labor and Education
Commonwealth of Puerto Rico
Tel: (202) 778-2286
Fax: (202) 778-0721
Angel Escudero
Human Resources Representative
G.H. Bass Caribbean, Inc.
PO. Box 365
Manati, Puerto Rico 00674
Tel: (809) 854-2050
Irma Reyes Tirado
Psicologa Clinica
Departamento Del Trabajo
Calle 2A-Al
7 Villas De Castrol
Caguas, Puerto Rico 00725
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Alberto M. Varela
Instituto Psicoteraperutico
Ave. De Hostos 431
Hato Rey, Puerto Rico 00918

Lillian Evertes
Quality Assurance Manager
Medical Card System
Ponce De Leon 225 street 1600
Royal Bank Center
Hato Rey, Puerto Rico 00918
Tel: (809) 250-0380

Melle Fundacion AIDS of Puerto
Rico
Call Box AIDS
Louisa Street Station
San Juan, Puerto Rico 00960
Tel: (809) 727-4481

Sandra Torres
Occupational Social Worker
Condado Home Care Program, Inc.
P.O. Box 191815
Hato Rey, Puerto Rico 00919-1815

Mary K. Vidal
Organizational Associate
Mepsi Center
Call Box 6089
Bayamon, Puerto Rico 00960

Miguel Jahiatt
Psychologist
P. O. Box 4631
San Juan, Puerto Rico 00902-4631
Tel: (809) 782-8492

Roselyn Ortic
Internal Consultant
Banco Popular De Puerto
P.O. Box 362708
Centro Europa
San Juan, Puerto Rico 00936-2708
Tel: (809) 723-0077

Iris Tous-Fernos
EAP Counselor
Health Management Systems of America
14 Bucare, Apt. 5
Punta Las Marias
Santurce, Puerto Rico 00102

Vivian Rodriguez
Intercultural Counseling
Calle Dresde 469
Via Borinquen
Ria Piedras, PR 00920
Tel: 809-792-0278
Fax:
809-781-2165

Ana Maria Lopez
EAP Manager
Motorola
P.O. Box 1065
Vega Baja, Puerto Rico 00694
Tel: (809) 858-8908

Associates
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Chapter 25
TRINIDAD
Thomas R. Wachter
I.

Introduction

Trinidad has been colonized by the Spanish, Dutch, French, and English.
Trinidad and Tobago became a single British colony in 1888, independence was
achieved in 1962, and a republic under the British Commonwealth was established
in 1976. The country elects a president and is governed by a prime minister and
cabinet reporting to Parliament. The Supreme Court and district courts comprise
the judicial system. Administratively, Trinidad is divided into eight counties, which
are further subdivided into 29 wards. Tobago, subdivided into nine parishes, is the
thirtieth ward (Black et al, 1976). The official language is English.
The total population is 1.2 million (64.8% urban, 35.2% rural) with an annual
growth rate of 1.3% and density of 248.2 people per square kilometer. The birthrate
of 18.4 per 1,000 is lower than the world average of26.0 per 1,000 and infant mortality is 17 per 1,000 births. Life expectancy is 68 years for males and 73.2 years for
females. There is one physician per 1,275 persons and one hospital bed per 285 persons. Literacy increased from 74% in 1946 to 95% in 1984 (Meditz and Hanratty,
1987).
Work in Trinidad
Labor unions have a very long and militant history in Trinidad. Unions offer
their members such services as optical care, dental care, and scholarships. Other
benefits, such as additional health care, disability, and worker's compensation are
obtained through negotiations with the employer or the government. One major petroleum company has its own hospital and eight health centers (Remy, all citations
from personal communication, Fall 1995).
Three disturbing demographic trends were identified by the national government in the mid-1980s: excessive population growth, a population shift to the urban
centers, and regional migration imbalances. Unskilled workers were entering the
workforce from other Caribbean nations. Educated and skilled workers were emigrating, often after receiving training and education from government subsidies.
Local governments in the urban areas were unable to keep up essential services and
overcrowding was stressing the physical infrastructure. Welfare and unemployment were significantly aggravated by the immigration imbalance (Meditz and
Hanratty, 1987).
Trinidad's major social problem has been chronic unemployment, which reached
a high of 19% by 1993. The unemployment rate for younger workers aged 15-19
was 43% (Cameron & Box, 1996). Government responses to high unemployment
over the years have included youth education and training programs, youth organization activities, special works programs in construction and maintenance, government
purchase of equity in troubled companies in order to retain workers, and tax incentives for firms creating new jobs (Black et al., 1976).
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Trinidad has not experienced the extremes of poverty found in other developing
countries. A more even distribution of income combined with a strong extended
family system, contributes to the support of impoverished individuals. Public services
include education, medical and child care, housing, nutrition, and relief services and
pensions for the elderly (Black et al., 1976).
II.

EAPs

Workplace social services began in the recovery movement. Professionals in
the field credit Dr. Michael Beaubrun, professor of psychiatry, University of the
West Indies, for bringing widespread attention and resources to address the problems of alcohol abuse. He is the founder of the Caribbean Institute of Alcohol and
Drug Addictions (CARIAD). A landmark conference which he initiated in 1956 is
the reference point when discussing alcoholism services. This conference led to the
founding of a National Council on Alcoholism (NCA) (1. D. Ramkeesoon, all citations from personal communication, Fall 1995; Remy). In the ensuing years, Trinidad
became the forerunner in the treatment of alcoholism in the Caribbean (Masi, 1984).
Present-day EAPs are an outgrowth of these earlier alcohol programs. A very
large and influential recovery movement was developed based on the Alcoholics
Anonymous model. It is estimated that there are currently 130 such self-help groups
active in the country. Given a population of 1.2 million, Trinidad has the highest
number of such recovery groups per capita in the world. By contrast, Jamaica, its
West Indian neighbor, only has eight such groups in a population of2.5 million. Building on the structure set up for alcoholism, Trinidad was better able to deal with drug
abuse issues such as marijuana in the 1970s and the crack epidemic that started in the
1980s. The availability and cooperation of the recovery movement is cited as an
important resource and contributing factor to the expansion of substance abuse prevention and treatment into the workplace (Ramkeesoon; Remy).
For more than 20 years CARIAD has served as the training ground for substance abuse and EAP practitioners. During the first two weeks of June in each year,
this major conference brings together people from all the Caribbean islands to learn
about addictions. Physicians, nurses, priests, nuns, lawyers, union officials, politicians, human resource managers, and mental health professionals are among those
who attend. Initially the focus was on alcoholism, then it expanded to include drug
abuse, and later Dr. Beaubrun introduced EAP sessions.
Based on a 1979 study that showed 47% of all admissions to a major hospital
were for alcohol-related illnesses, the NCA formally called upon labor and management to develop programs addressing this problem in the workplace. In 1982, the
council developed a seminar on EAPs. The government's Minister of State Enterprises encouraged the establishment of EAPs to provide early identification of problems, particularly in relation to alcohol and drug abuse (Masi, 1984). The editor was
a guest lecturer on EAPs at the 1982 seminar and returned in 1983 to conduct EAP
training sessions in Trinidad, as well as Barbados, under the auspices of the Pan Ameri can Health Organization. A pattern of such collaboration between professionals in
other countries has continued. Trinidad EAP professionals have visited the U.S. to
observe EAP practices and methods of dealing with substance abuse problems (Masi,
1984), and they have shared their skills and information with other countries in the
West Indies (Ramkeesoon).
In 1985, a strategic national plan for substance abuse and EAPs was developed.
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This plan led to $2 million in funding in 1988 from the United Nations for the purpose
of creating and implementing a national substance abuse prevention program. This is
part of the continuing link between Trinidad professionals and agencies abroad in the
further development of EAPs in Trinidad (Remy).
Over a period of several years, the United States Information Agency (USIA)
financially supported awareness seminars through the Trinidad and Tobago National
Alcoholism and Drug Abuse Prevention Program (NADAPP). This was a nongovernmental project that conducted seminars in various locations, using experts from the
United States and Trinidad from 1988 to 1992. By presenting information on topics
such as enhancing productivity through the use of EAPs, the intent was to sensitize
business and government leaders to the value of EAPs and the connection of social
services with the workplace. A special effort was made to invite different individuals
to these seminars which were directed at key leaders such as chief executive officers,
bank managers, human resource managers, and civil service department heads
(Ramkeesoon).
Another factor in the rapid development of EAPs in Trinidad over the past 10
to 12 years has been the action taken by American corporations to obtain such coverage for their employees. These companies influence employment practices in the
petroleum industry and in related industries such as service and construction, which
form a large part of the country's economic base (Remy). Nearly all large companies, as well as many smaller ones (200-300 employees), now have EAPs and the
market is still growing. The government is also experimenting with such programs
for its employees. As Lionel Remy remarked, "The whole country is going EAP."
One vendor, Dr. 1. D. Ramkeesoon of Health Consultants, has contracts to provide
EAP services to Carib Brewery, Ltd., a large local brewery. Another contract is with
Indonesia-based ISPAT, Ltd., which is the only steel company in the Caribbean and
one of the largest steel companies in the world. Another vendor, Families in Action,
holds contracts for EAPs with U.S.-basedAmoco, as well as the Trinidad government's
Ministry of Education (Gibson, personal communication, Fall 1995). This latter program is significant as it was designed to operate for two years as the model federal
program for all government agencies. Lionel Remy, M.S.W., runs the internal EAP
for Petrotrin, the largest petroleum company in the region and formerly a government
operation.
Services Performed
Most programs are external and are integrated with human resources departments. The emphasis is on broad brush EAP services which are not limited to
substance abuse but cover most problems faced by the employee. There is a heavy
emphasis on prevention which reflects the country's many years of experience with
substance abuse counseling programs (Remy).
A relatively small number of professionals are trained in both psychiatric and
substance abuse issues. One estimate is that the number of individuals working in
this field totals about 100, with the average career-experience being 10 to 15 years.
Roughly 20 of these are social workers, a few more than that psychologists, and the
majority are psychiatrists. Of these, only a handful have experience in designing,
implementing, and evaluating EAPs. It is left to these individuals to provide services
to the approximately 100,000 to 200,000 employees currently covered by an EAP.
EAP professionals have been active in NADAPP, which has its own EAP sub-
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committee chaired by the former head of Texaco's EAP program. This group is in the
process of establishing professional standards and is involved in an effort to establish
a chapter of the Employee Assistance Professionals
Association (EAPA)
(Ramkeesoon).
Case Study: Petrotrin
Petrotrin's EAP has been serving employees of the national oil company since
1988. Petrotrin and its predecessor companies (Trintoc and Trintopec) have sponsored 100 participants at CARIAD training over the past 20 years. The impact of
this training and the company's relationship with CARIAD led to establishing an
EAP (At Petrotrin, 1995).
The services of this in-house program are provided by professionals employed
by the company, as well as some contracted employees, both fully integrated with
the Human Resources Department. The program has the visible support of the chief
executive officer, the board, divisional managers, and union representatives. An
advisory committee consisting of representatives from many divisions and union
officials monitors and evaluates the program and makes policy recommendations
(At Petrotrin, 1995). Employee participation is voluntary, although they may be
referred through a constructive intervention process (Petrotrin, 1995). The utilization rate is a very encouraging 6% per capita, while the problem base is estimated at
25%-30%.
In addition to comprehensive medical services at its own hospital and eight
health centers, Petrotrin provides a wide range of social services for employees and
their families. According to a recent newspaper article:
Petrotrin's EAP offers confidential professional help to employees and
families who may be experiencing problems of alcohol and other drug abuse,
marital relationship problems, child and family problems, stress, domestic
violence, financial management and other psycho-social difficulties. The aim
is to assist in the identification and resolution of any personal problems
which may adversely affect job performance or personal functioning/well
being (At Petrotrin, 1995, p. 4).

An information flier distributed to all employees delineated the following available services: assessment and referral, counseling, employee education, EAP management and supervisory training and consultation, stress management, peer support services, organizational support, prevention services, and external consultancy.
The EAP advertised its services to address the following types of issues: marital
and/or relationship, child and family, alcohol and drugs, financial management, stress
(interpersonal and job related), emotional and psychological, violence/abuse, critical incidents, and other personal problems (10 Facts, n.d.).
The EAP has collaborated with the company's medical department to offer a
stress management program, worked with the training department to conduct EAP
management! supervisory training, and set up peer support groups and alcohol reduction programs (At Petrotrin, 1995). A recent monthly forum series featured a
discussion on domestic violence with a panel consisting of a child psychiatrist, a
clinical psychologist, a medical social worker, and the EAP administrator (invitation,
1995).
Petrotrin also has created a Peer Support Program consisting of specially trained
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employees who offer understanding and personal support to co-workers and channel
those who may need help to the EAP. Applicants to the Peer Support Program are
recommended by supervisors, union representatives, or EAP staff based on their ability to motivate and influence other employees. Final selection is dependent upon
approval by the EAP administrator and training is provided in skills such as
nonjudgmentallistening and maintaining confidentiality. Peer Support persons assist the EAP with outreach and education. Some have used their training to give
talks to community groups on relevant issues such as substance abuse or AIDS
(Petrotrin peer, 1995).
Case Study: Trinmar Limited
Trinmar Limited is a marine oil and gas company with about 700 employees.
The company has anAmerican partner from which they have borrowed performance
methods and appraisal systems. Employees believe that this partnership has helped
in the successful establishment and implementation of the EAP.
Due to its remote location (offshore exploration and production bases), the
company decided to have an in-house EAP instead of accessing external providers.
Problems have included a high incidence of extra-marital affairs, several partners, and
children out of multiple relationships with the attendant financial and relationship
conflicts, as well as alcohol and other forms of drug abuse. Trinmar is currently
developing a drug free workplace program and a harassment policy.
EAPs have varying degrees of acceptance. A group of practitioners works to
promote the awareness of EAPs among the corporate community on the islands. A
lack of trust in an EAP's confidentiality has prevented many from utilizing the services; it is the provider's responsibility to overcome this obstacle.
Case Study: Ministry of Education (Model for the Government)
In 1993, the Ministry of Education contracted Dr. Patricia Elder to design and
implement an EAP for its employees. This is an external program, and one designed specifically for the Ministry according to its stated needs, as well as EAPA
standards. It is to be evaluated after a two-year period and decisions made if and
when the model will be applied to other government agencies.
The program has been successful and has exceeded its goals. These include
orientations for each of the Ministry's 635 work sites nationwide (more than 12,000
attended); the availability of crisis intervention every day for 24 hours via telephone;
conducting regular supervisor training sessions (more than 100 were held); conducting regular educational workshops for staff on various topics (4,700 participants);
providing short-term counseling services nationwide at ElderAssociates offices (2,500
clients); and distributing a quarterly newsletter, EAP/Link, to promote the EAP. Anonymous responses by users to a survey further indicate that the program has been successful.
Case Study: Health Consultants, Inc.
J.D. Rarnkeesoon, head of the EAP vendor Health Consultants, is also a proponent of broad-brush programs. Services provided by this company include counseling on family matters, relationships, depression, stress, finances, legal matters, literacy, wellness, and work performance. Supervisors are trained to identify troubled
employees. Orientation and education is provided for all staff of client companies.

234

International Employee Assistance Anthology

Seminars and films are offered on how to raise a drug free child, the medical aspects
of substance abuse, stress' management, exercise, and other topics that may be of
concern to employees.
The company also assists in introducing pre-employment and random drug testing. In support of this function, Ramkeesoon spent time in the U.S. in 1994 with the
Boston and Houston police EAPs. His company is currently working on EAP and
drug testing implementation for the Trinidad Protective Services which has employees in the prison system, the army, fire departments, and the coast guard.
The vendor has made efforts to reach out to labor unions, making presentations to union leaders to increase awareness of the role and functions of EAPs.
Unions are encouraged to request EAP coverage for their members where it is not
currently available. A few unions, such as the waterfront and oil field workers, send
people to CARl AD every year.
Ramkeesoon also has traveled to Barbados, Jamaica, and Grenada in connection with alcohol and drug abuse prevention and treatment efforts. There are very few
resources in those countries, so referrals are beginning to come to Trinidad for substance abuse treatment. Professionals work as providers in cooperation with a treatment team. There are a few EAPs in Trinidad which offer mainly information and
referral services, but the majority address a broad range of issues (Ramkeesoon).
Case Study: ElderAssociates
Directed by Patricia Elder, Elder Associates is a private firm that offers a full
range of psychological services to organizations and individuals. These include marital, child, group, and individual counseling, testing, and training services. The company also specializes in the design and implementation ofEAPs.
The company was founded in 1993 by Dr. Elder, who is a counseling psychologist and a Certified EmployeeAssistance Professional (CEAP). Its focus is on
the culturally diverse environment of Trinidad and Tobago, as well as the wider
Caribbean region. Elder Associates is staffed by a team of clinicians who are trained
in the fields of psychology, social work, counseling, and business.
Elder provides EAP services in accordance with EAPA standards. Its programs are designed specifically to suit the needs of client organizations. Services
include needs assessment, orientation, management consultation, supervisor training, assessment, counseling, referral, follow-up, crisis intervention, and educational
workshops. They also offer a range of programs for staff development, including
workshops on time management, stress management, and team building.
Financing
With the exception of a government program initiated at the Ministry of Education as a pilot project, EAPs are financed by employers. The role of the unions
has been a passive one where they agree to the introduction of EAPs at the employers' direction and expense. There is a long history of outside financial support,
especially for promoting the EAP concept and holding training seminars for professionals, managers, and other interested parties. Funding has come from the United
Nations, the Pan-American Health Organization, USIA, and the National Council
on Alcoholism. A project is underway wherein the USIA provides funding and
specialists to assist NADAPP in reaching out to publicize substance abuse issues, in
both Trinidad and other Caribbean islands (Ramkeesoon).
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III. Description of Health Care System
There is an extensive public health care system in Trinidad, with the government
playing the largest role in health care policy and delivery. The Ministry of Health
operates several hospitals, as well as the medical office in each county. Every neighborhood has its own medical health center. The warden's office in each county coordinates all neighborhood services, including those of the medical centers. A government subsidy for the unemployed, plus a health surcharge paid by employers and
employees, funds medical services for all at no cost or for a minimal amount. (Babb,
personal communication, Fa1l1995)
Mental Health and SubstanceAbuse Treatment
The mid-1970s brought a decentralization of mental health care, with a community mental health focus on providing psychiatric care and prevention through local
health facilities. A 1987 government report listed alcoholism as the most serious drug
abuse problem and mentioned the rise of marijuana and cocaine use (Meditz & Hanratty,
1987).
Substance abuse treatment is offered at St.Ann's Hospital. Caura, a government
hospital directed by the current chair ofNADAPP, also provides extensive substance
abuse treatment at no cost to the patient. This includes two to six weeks of inpatient
treatment and twice-weekly outpatient treatment. Acupuncture treatment is also available. Government grants and private insurance may partially support private facilities
such as Rebirth House, a successful halfway house based on the principle of addicts
helping addicts (Rarnkeesoon).
Major changes in health care delivery began in 1995. Much of the government's
health care bureaucracy is eventually being turned over to public corporations along
the lines of the British regional health system model. Five autonomous regions will
be run as private sector operations by government-appointed boards with the authority to manage their own staff. Public civil servant positions will be eliminated and
replaced with private sector positions. The goal is to improve service and efficiency
through increased competition. Physicians are reportedly resisting this effort, anticipating severely negative impact from cost controls to be implemented by the new
boards (Remy). This type of privatization appears similar to that experienced by
many local and state public health institutions in the U.S. as a result of budget cuts and
managed care competition.
IV. Relevant Legislation
There is no specific legislation addressing workplace services. The practice of
counseling is regulated by legislation concerning supplemental medical services. Social work practice is directly controlled by the Medical Board (c. Bartholomew, personal communication, Fall 1995). Of particular concern to those who operate and
work for EAPs is the lack of legislation delineating the confidentiality of information.
Without the assurance of confidentiality, people are not likely to use the services. J.D.
Rarnkeesoon explains that "In a small place like this you have to be more confidential
and it's harder, not only to have confidentiality, but to have the perception of it."
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Conclusion

Trinidad's Employee Assistance Programs evolved from a highly successful alcoholism recovery movement which came to national prominence in the 1950s under
the leadership of Dr. Michael Beaubrun. The Caribbean Institute on Alcoholism and
Drug Abuse provided a training ground for substance abuse and EAP practitioners
for more than 20 years. The growth of EAPs was spurred by national and international sources which helped to fund training and awareness efforts and international
academic exchanges and by the influence ofAmerican corporations wishing to obtain
coverage for their employees.
The EAP field includes an estimated 100 practitioners (mostly psychiatrists,
social workers, psychologists, and nurses) who provide services for nearly all the
large companies and a growing market of smaller companies. Most EAPs are operated by vendors who provide external, broad-brush programs. They typically offer
a wide range of services that includes assessment and referral for substance abuse;
supervisory training and consultation; wellness education; critical incidents; and
counseling for stress management, marital/relationship, child and family, and emotional issues. Substance abuse treatment is offered as part of an extensive, although
recently troubled, government health care network as well as through some private,
nongovernmental facilities.
Trinidad stands out as an international leader in the EAP and recovery services
available to its citizens. The external vendor model bon-owed from American companies has been successfully adapted, implemented, and expanded throughout the
country by dedicated local practitioners. A flourishing EAP field continues to grow
in Trinidad, and practitioners have begun sharing their knowledge and expertise
with other Caribbean countries.
Contacts
Embassy of Trinidad and Tobago
Washington, D.C.
Tel: 202 467 -6490
Glenda Esdelle
Manager
Trade and Industry Development
Services
Trinidad and Tobago Chamber of
Industry and Commerce
First Floor, Salvatori Building
Frederick Street
Port-of-Spain, Trinidad. W.I.
Tel: 809-623-8841/6
Fax: 809-624-7727
Carmena Baird
Gen. Mgr.,
Trinidad & Tobago Chamber of
Industry and Commerce
P.O. Box 499, P 1,200,00,M 304
Port Of Spain, Trinidad W.I.

Ivis Gibson
Executive Director
Family Services in Action (FSA)
82 Marval Road
Port-of-Spain, Trinidad, W.I.
Tel: 809-622-6952
809-628-2333
Fax: 809-628-2333
C. Baptiste
Ministry of Health
Tel: 809-624-6412
Fax: 809-623-9528

June Maharaj
Exec. Dir.
American Chamber of Commerce of
Trinidad & Tobago
Hilton International
P 1,300,000, M 150
Port Of Spain, Trinidad wr.
Fax: 809-627-7405
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Carol Bartholomew
Senior Psychiatric Social Worker
St. Ann's Hospital
Ministry of Health, St Ann's
Port of Spain, Trinidad W.I
Tel: 809-624-4379
Fax: 809-624-4379

Dr. Victor Coombs
Chief Medical Officer
Trinidad & Tobago Oil Company,
Ltd
Administration Building
Pointe-A-Pierre, Trinidad W.I.
Jennifer Sampson
Chief Technical Officer
Ministry of Social Development
1st Floor, Salvatori Building
Frederick Street
Port of Spain, Trinidad, W.I.
Tel: 809-623-8841

Lennox Marcelle
Director of Research
Industrial Court of Trinidad and Tobago
Tel: 809-623-8727
Douglas Barzay
Coordinator, Secretariat
National Alcoholism and Drug Abuse
Prevention Programme (NADAPP)
Trinidad, W.I.
Tel: 809-627-3527
Fax: 809-627-4471

Frank Dolly
c/o Franklyn Dolly and Associates
84 Maraval Road
Port-of-Spain, Trinidad, W.I.,
Tel: 809-622-8422

Lionel Remy, M.S.W., Administrator,
Petrotrin EAP,
Tel: 809-658-1291
Fax: 809-658-1291

South Trinidad Chamber of
Commerce
Suite 2311
Cross Crossing Shopping Centre
P 33,400
San Fernando, Trinidad W.I.

Dr. Michael Beaubrun
1 B Grenada Avenue
Federation Park
Port-of-Spain, Trinidad, W.I.
Tel: 809-622-6453
Fax: 809-622-6453
Tel: 809-622-6453

Patricia Elder, Ph.D., CEAP
Director
Elder Associates
Tel: 809-639-1554
Fax: 809-625 -6123
email: eal@trinidad.net

Dr. J.D. Ramkeesoon
BA Oxon, Park Plaza, Room 405, Fourth
floor
cr. Park and Vincent Streets
Port of Spain, Trinidad, Wl.
Tel: 809-637-4634

Iverne Yearwood
Society for the Promotion of Social
Care in Trinidad and Tobago
Tel: 809-665 -91 04
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PART VII
OTHER COUNTRY
CONTACTS

OTHER COUNTRY CONTACTS
The following countries were not researched, but contacts were found in the
process of writing the book:
Indonesia Internal Community Activity Center
Jakarta
Eileen Summers
Tel: 6221 799-2164
Pakistan
*Drug Abuse Prevention and Resource Center (DAPRC)
Pakistan Narcotics Control Board
House 9, Street 2
F713
Islamabad, Pakistan
Sri Lanka
* National Dangerous
Drugs Control Board (NDDCB)
375 Havelock Road
Colombo 6, Sri Lanka
Thailand
Community
Services of Bangkok
David Bailey
Tel: 662258-5663
Fax: 662260-3563
* Office of the Narcotics Control Board
Din Daeng Road
Phyathai District
Bangkok 10400
Thailand

* Information taken from the Asian Drug Prevention Quarterly, a publication of
Development Associates, Inc., f~r the U.S. Agency for International Development
(A.LD.) Asia/Near East Regional Narcotics Education Program (RNE).
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Chapter 26
AMERICAN COMPANIES OVERSEAS
Jamie Fabricant and Robyn Rosenbauer
I.

Introduction

American-based multinational corporations have significant international investments in their overseas employees. With the costs of training and relocation
reaching $300,000 per employee, companies are searching for ways to minimize
early curtailment of overseas tours and lost productivity resulting from culture shock
and family turmoil. One way to reduce these disruptive problems is to extend EAP
services to expatriate families. A number of companies have explored this option
and the U.S. Department of State has employed this model for a number of years
(Valk & Heidel, 1996, p. 20). While there is a range in the services provided by
American companies to their overseas employees, many programs face similar issues in implementation. The populations serviced by the EAPs can be categorized
into two groups: nationals (those native to the country) and expatriates, or expats
(foreigners).
"Due to the contemporary nature of the global economy, the expansion of
multinational corporations is inevitable" (Ramanathan, 1991). While corporations
shift their technology from one country to another, they also transfer employees and
their families.
Relocating families have been found to share a common array of stressinducing issues, including the loss of support networks (friendship groups)
and valued possessions (the family home). Family members also acquire
greater responsibilities as when one spouse shoulders household responsibilities alone while the other had gone ahead into a new job. There is also an
interruption of personal growth and development; a teenager might forfeit
some autonomy when forced to leave a part-time job, for example (Anderson
and Stark, 1988).

While families may experience such stress as part of any relocation, families
relocating to another country face the added challenge of adapting to a foreign culture. The effects of the move on family members may include alcohol and/or drug
use, marital discord, adjustment problems, depression, or a wide range of other
symptoms. Though the spouse and children may feel the greatest hardship, the
employee also experiences a considerable amount of stress within the job context
(Seidenberg, 1973). Productivity at work may be negatively impacted, affecting the
company in turn. Many American companies are responding to this issue by providing employee assistance services to American expatriates and their families.
American expatriates frequently find themselves in crisis. It has been suggested that assessing the employee, as well as the family members, before going
overseas would facilitate adjustment. In this way, a counselor can be made aware
ahead of time of any special needs or situation (such as special schools for the
children) and enable a smoother transition.
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The community in which the expatriate works is generally small, and often exhibits less tolerance for personal problems and counseling in contrast with the United
States. As a result, expatriates are more hesitant to electively seek help for fear of
damaging their assignment. Consequently, the longer the expatriate waits to get help,
believing the problem can be solved alone, the more damage is done to him/herself
and to the company.
American companies cannot simply transfer their EAP to another country.
Implementing such services overseas is not often easy for two frequently cited reasons. First, the sociocultural characteristics of a particular country influence the
overall operation of EAP. Several employee assistance professionals interviewed
agreed with this view. Companies must become familiar with these attributes, i.e.,
political, economic, cultural practices, before they are able to provide services. Secondly, many American companies offer their EAPs to their national, as well as their
expatriate employees. Not only should the companies be culturally sensitive, they
must also find qualified, native-speaking counselors for their programs. This is often
difficult as standards and licensing credentials differ widely among various countries
(Balgopal, 1989). Companies trying equal services to both groups often face many
challenges in achieving their goal.
Rick Lee, former executive vice president for strategic planning at Value Behavioral Health (VBH), notes that "'The key is finding strategic partners ...To
adopt a successful international strategy you have to check your arrogance at the door
and look for somebody you can collaborate with' .... [he also believes that] current
conditions have created' a very robust market' for American managed care firms seeking
overseas expansion" (Moran, 1995, p. 27).
Service Delivery Methods
Corporations have a spectrum of models to consider when providing EAP services to expatriate families:
•
telephone contact with an existing EAP vendor (usually the least expensive)
•
two-way interactive video conferencing
•
contracting out for services, preferably with fellow expatriate
•
"circuit-riding clinician" - a clinician who is sent to areas where families are
concentrated on a quarterly or semi-annual basis
•
placement of a professional overseas (Valk and Heidel, 1996, p. 21).
II. Examples of EAP Companies Overseas
A number of professionals with major American companies were contacted by
the authors. Many viewed their programs, impending programs, and contracts with
vendors as proprietary and extrapolating detailed information from sources was often difficult. Thus, information from some companies may not seem as complete as
others. [The authors contacted all members of the EAP Roundtable, members of the
International EAPA committee, State Department, and all other companies that were
referred to them via their contacts and the editor.]
Airproducts
This company's U.S. EAP is run centrally with contracts for field locations.
Airproducts has locations in 22 countries, but does not provide an overseas EAP, as
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most of their overseas employees are nationals. Their European component operates its own form of EAP. The European headquarters is located in England and
coordinates with other countries to provide services. In the European setting, nurse
practitioners are part of an occupational health group that provides services similar
to an EAP. The nurse practitioners contractually provide services, such as brief
counseling and referral, to Airproduct's employees. Companies in these countries
are currently not interested in establishing an EAP (C. Sheffield, personal communication, Fall 1995).
AT&T
AT&T has 800 families located outside the U.S. and employs approximately
49,000 nationals in 120 countries. According to Allan Youngblood (personal communication, Fall 1995), "anytime you make services available to the expat community, you make a further delineation between services available to them and services
available to the nationals. Therefore, it is important to be sensitive to the nationals."
He said the trend is to provide services to expats since they are a heavy investment,
but also to accommodate the needs of both populations through one EAP model.
AT&T uses an ad-hoc approach in delivering EAP services to its overseas employees. There is no formalized intervention program.
Chase Manhattan Bank
The programs provided by the vendors for Chase Manhattan Bank are not as
in-depth in foreign countries as compared with those in the US. The services that
exist are offered both to the expatriates and to the nationals. Services are provided
for employees in the following locations:
•
Brazil, where a three-session model focuses primarily on behavioral health.
The program charges a capitated fee.
•
Hong Kong, where the EAP is described as "standard." Employees can only
use the EAP through supervisory referral. There is no restriction as to length
and the focus of services is on human dynamics. The program charges a capitated
fee.
•
•

•

Puerto Rico, where the four-session model requires a supervisory referral. A
local public relations firm provides the EAP service in this particular location.
The Bahamas, which employs Florida-based PPS to provide their EAP services.
This program was also described as "standard." The program charges a fee for
service.

The British Virgin Islands, which utilizes a three-session model. The program
charges a fee for service.
•
The United Kingdom, where the EAP was described as "fairly typical." The
services are provided by PPC International and follow a three-session model.
The program charges a capitated rate.
Chase Manhattan looks for certain qualifications from a vendor. The vendor
must be familiar with the local culture, employ native speakers, meet professional
standards for the particular country of service, have a reporting capability for data
collection, offer a range of services, conduct effective training and seminars, and understand insurance and payment systems.
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Conoco
Conoco is currently partnered with other American-based multinational corporations in creating an external consortium under the direction of the Science Applications International Corporation (SAIC), to provide EAP services to expatriates. This effort, called Friends of the Roundtable, was begun two years ago as an
effective way to implement EAP services for companies that share similar EAP
goals. Conoco, along with several other companies, contracted with SAIC to provide EAP services in Asian locations such as Indonesia, Hong Kong, Thailand, and
Japan. There are plans to provide SAIC services to companies in Geneva, Switzerland, and Belgium. Programs ultimately will be designed based on which countries
are participating, cultural considerations, and needs of the employees.
The period immediately following the arrival of expatriates into the country of
relocation is viewed as the ideal time for introduction to EAP services. The services
provided by SAIC are offered to all employees and their immediate dependents.
Expatriates and family members are contacted by an EAP counselor within the first
month of their arrival. They are invited to attend three group meetings which are
primarily educational in nature (in relation to the country and basic resources). These
meetings also provide attendees, who generally represent various companies, with an
opportunity to discuss their individual struggles with the adjustment and provide suggestions. Any employee or family member wanting additional services can seek them
out through the EAP. Once the three group meetings have been offered, individual
and group counseling can also be utilized. Otherwise, each family is communicated
with on a quarterly basis to check on their progress and adjustment.
Counselors are generally American-born counselors who have lived in the host
country for some period of time. This fosters an understanding of both culturesthat of the expatriate and that of the national. Counselors are English-speaking,
licensed, and credentialed professionals by American standards. Each area is assigned a coordinator who will develop available resources. Each country primarily
offers a proactive facet which includes the initial contact with the expatriate family
upon arrival. The nature of Conoco's product makes it necessary to offer Critical
Incident Stress Debriefing (CIS D) in the event of a chemical or plant accident.
Each participating company pays a flat fee per family to SAle. This entitles
the employee and/or family members to attend the initial meetings and to take advantage of individual counseling. The critical incident stress debriefings are paid
for on a need basis per hour (R. Johnson, personal communication, Fall 1995).
DOW Chemical
The EAP program at Dow Chemical is unstructured and informal. Dr. Brent
Turek (personal communication, Fall 1995), manager of psychological services and
EAP consulting manager, states there is some medical coverage in certain locations,
as well as the availability of psychologists and social workers in others. Little cultural preparation is done by the company before employees go overseas. India and
England are two of the countries for which information was provided. There are
approximately 80 expatriate employees plus their families.
Dr. Turek noted that finding qualified people was difficult but did not elaborate on the qualifications. Services performed were not discussed in relation to the
EAP but rather in reference to medical services. Employees working for Dow
Chemical's medical department are constantly looking for better facilities, provide
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medical evacuation assistance, and transfer employees into the best medical facilities
if necessary.
In comparing medical needs in the United States to those where expatriates are
located, Dr. Turek said there are other issues of more immediate concern than AIDS
and cited the water supply as an example. When expatriates have to contend with a
contaminated water supply, this presents an everyday concern. For example, how do
parents keep their children from putting/getting water in their mouths during bathing? In addition, there are concerns regarding diseases and vaccination. American
expatriates are given a supply of legal drugs for use in emergencies (Turek, personal
communication, Fall 1995).
Dupont
EAP services are just beginning to be provided for the 50,000 American employees in the four overseas regions. Generally EAP staff are hired from the local
area in which the service is being offered. The ability of a contractor to be culturally
sensiti ve to employees is of important consideration in the selection process. Formerly, Dupont had four EAP regional managers who were assigned to different regions (Asia and Puerto Rico, Mid-Atlantic and Canada, South America, and Europe).
There is now only one EAP manager.
In Asia, an informal network of resources is available but there are no formal
EAP benefits. Many cities in Asia are tightly controlled environments, and people
would not willingly expose their weaknesses by seeking EAP services. In developing nations, there are no actual EAPs, but Dupont will locate therapists for its employees when necessary. Demand for these services is not high demand as only 2-3% of
overseas employees in this area are United States citizens. Peggy Byrne (personal
communication, Fall 1995), formerly the EAPregional manager for Asia and Puerto
Rico, noted that she was consulted on a case-by-case basis, and found that supervisors who were familiar with EAP services in America tended to use them overseas.
In Canada, the main concern is the long wait for service. A more rapid crisis
response is needed. For example, a couple experiencing marital difficulties will
want to seek help before the marriage dissolves, but divorce may be a possibility
due to a lack of available services. The EAP subsidizes a small mental health care
benefit that is provided by mental health clinics.
European locations lag behind the U.S. in relation to therapy and treatment.
The use and implementation of 12-step programs for alcoholism is recent. In some
places, it has been culturally acceptable to arrive inebriated at the workplace, and
widespread acceptance of substance abuse therapy and treatment may take time. EAP
services are not often requested, but the European region is the only one with a formal
EAP (Byrne, personal communication, Fall 1995)
EDS (Electronic Data Systems)
Preliminary discussions are underway about developing an EAP at EDS. EDS
plans to start their EAP in three countries-Germany,
Mexico, and an unspecified
country in Asia. The company has an International Benefits Department that oversees expatriates and would be involved in the creation of an EAP. EDS also contracts
with International SOS Inc., a medical assistance company whose services range from
telephone advice to full-scale medical evacuations.
Ultimately the company will offer EAP services to all of their employees, both
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national and expatriate. All facets of the services will be offered equally necessitating
native-speaking counselors at each location. EDS employs 90,000 people, 30,000 of
whom work overseas. EAP services are currently offered to domestic employees.
Diane Barr (personal communication, Fall 1995), EAP manager, notes how cultural differences need to be taken into consideration when implementing EAP services overseas. For example, in some Asian countries there is no such thing as mental
health coverage; thus it would not be socially acceptable for EDS to offer mental
health services. Ms. Barr is of the opinion that EAPs may have to be financed by the
Human Resource Department in each location, but is finding it difficult to sell the idea
of an EAP.
Lever Brothers, Inc.
Steven Pass (personal communication, Fall 1995), the new director of compensation and benefits, stated that the company does not provide international EAP services. They only have 20American expatriates, and if they experience psychological
problems, they access resources locally under their medical plan.
Mobil
EAP services vary depending on employee location. More than 1,000 expatriates are in the jungles of Indonesia or in Saudi Arabia; therefore it is difficult to provide services for them. As an alternative to traditional counseling, a lot of work is
done over the phone. Dennis Derr (personal communication, Fall 1995) spoke of a
possible future contract with SAIC for EAP services. Currently, Mobil is studying
where the needs are and waiting for SAIC to begin operating in Mobil territories.
Although Mobil has not yet signed a contract with SAIC, the two companies have
worked together to secure a trained counselor for Mobil in Indonesia to greet arriving
families from the United States and offer counseling skills. Mobil has EAPs in Australia, Ireland, Scotland, and Germany with a total ofless than 200 employees. Family members are eligible for EAP services.
Because of cultural differences, various external contracts are available to Mobil
employees overseas. The most applicable one is applied, although no information
was given on qualifications directly. External contractors include Harris Rothenberg
International, PPC, Jefco, and Occupational Health Services.
The trend is for American-based multinational oil companies to curtail their expenses for expatriates. They have begun sending expats to various countries for 28day rotations, and then back home for 28 days. This is more economically feasible for
the company in the short run. This system, however, may be detrimental to the
employee's family and could result in an unhappy, unfocused worker. Consequently,
turnover rates could increase, as will the need for an EAP. Thus, in the long run, the
expense may actually be greater.
The EAP for expatriates is funded from the normal profit/loss expenses of
having any employee. In the United States, Mobil's EAP is financed through their
Medical Plan Trust (Derr, personal communication, Fall 1995).
The concept of offering an EAP is not common outside of Western Europe and
Australia. At Mobil they try to identify various ways of providing support. If a
problem becomes unmanageable, the expatriate is brought back to the United States
for treatment.
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Owens Corning Fiberglass
This company is on the verge of implementing an EAP overseas. Currently,
they have human resource departments which handle staffing and training responsibilities.
Dr. Donald Levitt (personal communication, November 2, 1995) would like to
see EAPs developed in the United Kingdom, Belgium, France, Norway, China, India, Brazil, and Argentina. The program will cover the many expatriates who are in
Europe.
Owens Corning Fiberglass intends to choose its vendors through a request for
proposal (RFP), much like in the United States. A vendor with a staff that understands both the national culture as well as that of the expatriates will be crucial.
Basic services will include drug, alcohol, and psychological assessment. The
majority of services will differ country by country depending on the given needs. The
services will be provided in an eight-session model. Europe is currently more unionized than the United States and most salaried employees are in the union. As a result,
EAP services will probably be handled as a benefit, such as insurance.
Union Carbide Corporation (UCC)
Union Carbide's present international services are provided by a vendor, but the
program is designed and the vendor contracts managed by the Union Carbide Corporation Manager for EAP, Kathleen Young (personal communication, Fall 1995). Young
also viewed this information as proprietary to the vendor and, therefore, was unable to
provide any specific information. The program is covered under the human resource
programs.
UCC locations include Kuwait, Italy, France, some Far East countries. Currently, International EAP services are provided to international Joint Ventures and
only service Americans. No national employees working in international countries
are covered; however, Young notes that it is a consideration for the future.
The credentialing standards will be determined by the vendor contracts with the
provider ofEAP service. These standards have been reviewed by Union Carbide and
were found to meet many of the same standards as their domestic program.
Young viewed the kinds of services performed as proprietary to the vendor and
did not elaborate beyond saying that common elements such as orientation, direct
counseling services in person and by phone, follow-up, and administrative support
are provided. In addition CISD services are available at an extra cost. The program
is currently financed through the joint ventures. In the future, ifthis program is applicable to nationals as well as expatriates, it would be part of the present benefit programs (K. Young, personal communication, Fall 1995).
A Case Study: U.S. Department of State
The following four services-Family
Liaison Office, Community Liaison Office, the Office of Medical Services, and the Employee Consultation Service-are all
provided by the United States Department of State.
Family Liaison Office (FLO)
This office was created in 1978 to help meet the needs of Foreign Service families as they try to cope with obstacles caused by a mobile lifestyle and service abroad.
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The program has been described as an advocacy group for spouses by Dr. Thomas
Valk (personal communication, Fall 1995), former psychiatrist with the State Department. FLO sets policy for and manages the Overseas Community Liaison Office
(CLO) program. FLO maintains contact with CLOs abroad, providing guidance on
assisting the community at post.
Embassies and consulates overseas exist in every country with which the United
States has diplomatic relations. These serve more than 35,000 employees and family
members representing 50 agencies. In Washington, D.C., the FLO represents the
interests of Foreign Service families and communities in the department. The director
of the FLO reports to the director general of the Foreign Service.
A major focus of the Family Liaison Office is the educational and emotional
development of dependent children. Services include providing resources, counseling on appropriate schooling, and encouraging support networks. Additional attention is given to teenagers in assisting with issues of mobility and reentry. Another
focus is facilitating the employment of spouses of Foreign Service members. Family
members are counseled on job opportunities and functional job training is also provided (L. Olson, personal communication, November 1995).
Community Liaison Office Program
The Community Liaison Office (CLO) is similar to the Family Liaison Office
in that it works with United States personnel and family members to maintain and/
or improve their quality of life overseas. The CLO, however, is more of a hands-on
service and is located within the actual community it is helping. The CLO assists
individuals to adjust to their move, identifies the needs of the community, and responds with services, information, and referral. There are currently 150 posts overseas with Community Liaison Offices. Foreign Service employees and their families are covered.
CLOs have not necessarily had to experience the Foreign Service lifestyle or
have worked within the bureaucracy. Extensive training for CLOs is conducted
twice a year by the FLO and introduces participants to relevant information and
contacts to achieve objectives in the eight areas of CLO responsibility. These are
welcome and orientation, community liaison, program management, information
and resource management education, family member employment, security liaison,
and counseling and referral (L. Olson, personal communication, November 1995).
Office of Medical Services
The office of Medical Services assigns medical professionals to regional posts
to provide the following services: preventive health care through health education
and immunizations, assistance to employees in selecting physicians and medical
facilities for their health care needs, and consultation with employees and their physicians on diagnostic and treatment issues. It should be noted that this is not an allinclusive health maintenance program. The costs of many of the services at home
and overseas are charged to employees or to their medical insurance carriers. In
addition, a physical examination must be passed before one is eligible for program
benefits. Although these programs are not offered by a formal EAP, they function
as such in the operative sense of the word.
Mental health services are available at select posts for consultations by regional
psychiatrists. These psychiatrists emphasize preventative mental health by sponsoring
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seminars on child-rearing abroad, cultural adjustment, alcohol and drug abuse, marital conflicts, and elder care. In addition, they assist with overseas crises and disasters.
Environmental health provides advice and guidance on chemical, physical, and
biological hazards in food, water, and air that may cause negative health effects.
Employee Consultation Service
This service is a branch of the Medical Services office and operates similar to a
"standard" EAP. Services are provided to those employees in countries with which
the United States has diplomatic relations. All 35,000 officers overseas are covered
in addition to their spouses and children under 21.
In addition to providing traditional EAP services, the State Department also
maintains nine overseas regional psychiatrists. Ultimately, these psychiatrists perform
typical EAPfunctions such as evaluation and brieftherapy. Because they are operating as the solo provider of these services for a particular region, they are viewed as
nontraditional.
The employee with substance abuse issues is referred to a regional medical
office. If treatment is deemed necessary, the employee is flown to Washington,
D.C., assessed, and the appropriate treatment provided. Returning back to one's
original assignment overseas is determined by the range of aftercare services offered and whether the individual is viewed as a security risk (T. Valk, personal
communication, Fall 1995).
III. Conclusion
American expatriates and their families are forced to interact in an environment that is vastly different from their own, and experience significant stress in the
process. Anderson and Stark (1988) note that there are several strategies that can be
employed to help reduce stress, such as transition counseling, advocacy in corporate policies, support resources, and flexible, power-sharing relationships. Many of
the companies mentioned in this report are employing these strategies.
However, many of the companies in this report provide only a minimum level
of support or services to expats and their families. In industries in which
job relocation is prevalent, few employees have access to an EAP. In the
few industries that use EAPs, the programs are new and tertiary rather
than primary in focus. Thus, a well-established system of services is not
always available to relocating employees and their families. (Anderson
and Stark, 1988)

Companies that are not providing employee assistance services to their overseas employees are missing opportunities to increase profitability and gain a healthier,
more productive workforce. As Robert Johnson (personal communication, Fall 1995)
of Conoco stated, "What we learn is that the cost of repatriating is a lot more than
dealing with a problem on the front end."
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Contacts
Airproducts
Carol Sheffield
7201 Hamilton Blvd.
Allentown, PA 18195-1501
Tel: 610 481 4911
Mobil Medical
Dennis Derr
P.O. Box 1038
Princeton, NJ 08543
Tel: 609 737 6103
AT&T
Alan Youngblood
New Jersey
Tel: 908 204 1042
Fax: 908 204 1105
Motorola Inc.
Sheila Monohan
Corporate Director
253 Moders Avenue
Cary, 11 60013
Chase Manhattan Bank
Hollis Even, CSW
Vice- President, EAP
1 Chase Plaza, 27th floor
NY, NY 10081
Tel: 212 552 2222
New York Times
Ms. Patricia Drew
229 West 43rd Street, Room 960
New York, NY 10036
Tel: 212 556 1234
Chevron
Kenneth Collins, Manager, EAP
575 Market St. Room 1610
San Francisco, CA 94105
Tel 415 894 3904

Owens Corning Fiberglass
Dr. Donald Levitt
136 N. Summitt Avenue, Suite 212
Toledo, OH 43605
Tel: 419 248 8000
Tel: 708 576 2046
Conoco,Inc.
Bob Johnson
Integrated Health Services
PE 1056
PO. Box 2197
Houston, TX 77252
Tel: 517 636 1000
State Department, Employee Consultation Services
Anne Weiss
Director of Employee Consultation
Services
Tel: 202 647 4929
Fax: 736 4658
Dupont Corporation
Walter Beam
PO. Box 80021 BMP 21/1208
Wilmington, DE 19880
Tel: 302 992 6923
Linda Oleson
Support Services Officer
Family Liaison Office
Fax: 202 647 ] 670
Peggy Byrne
P.O. Box 800
Kinston, NC 28502-0800
Tel: 919 522 6973
Unicol Corporation
William J. O'Donnell
Manager, EAP
1201 W. Fifth Street
Box 7600
Los Angeles, CA 900051
Tel: 213 977 7600
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Paul Heck
850 Stevenson Highway, Suite 201
Troy, MI 48083
Tel: 810 583 5888

Vei Inc.
Dr. Thomas Valk, MD, MPH
Chief Executive Officer,
1121 Brentfield Drive
McLean, Va 22101
Fax 703 917 9670

Union Carbide Corp
Kathleen Young, ACS
Manager, EAP
3902 Old Ridgeberry Road
G2
Danbury, CT 06817
Tel: 203 794 2000

Mobil
Richard Wall, Eastern Regional Manager
3225 Gallows Road
Fairfax, VA 22937
Tel: 708 846 3000

EDS
Diane Barr
Coordinator, EAP
5240 Tennyson Pkwy, Room 116
Plano, TX 75024
Tel: 214 605 9191
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