Chapter 27
FOREIGN COMPANIES IN THE
UNITED STATES
Penny George
I.

Introduction

In 1988, 65% of the U.S. Fortune 500 companies had formal EAPs (Coshan,
1991). By 1995, this number had increased to 80% (EAPA Development Note,
1995). This is not the trend in other industrialized nations or Third World countries.
Successful development of multinational EAPs requires close attention to the different sociocultural and political realities in both developed and developing countries.
Ramanathan (1991) writes:
In developing countries service delivery models based on contractual programs may not be relevant. .. because ... industries tend to be labor intensive. Therefore, internal programs and union based programs may be the
only viable options in developing countries. However, the spectrum of
service modalities may be appropriate in developed countries .... EAPs have
developed on a voluntary basis in democratic countries that operate in
capitalist economies. However, in socialist democracies, business and
industries are mandated by law to provide many labor welfare programs and
services that are offered by comprehensive EAPs. In communist countries
these may be offered through government initiatives. The health care policies
of a nation significantly influence the structure and functioning of EAPs.
"Employers in socialist democracies and nations that have socialized medicine are receptive to the establishment of EAPs as there are no additional
costs." In these countries clients are conditioned to expect free health
services .... Thus, the political realities of the host countries can either
inhibit or encourage the development of EAPs (pp.139-140).

Many significant factors exist in relation to the development of EAPs in any
individual country. Multinational corporations, whether based in the United States
or in a foreign country, must take into consideration these factors when developing
and providing services to their employees in international locations.
For example, legal systems vary widely among countries, as do the laws concerning substance use and abuse. This influences the kinds of treatment strategies
that can be developed, particularly in socialist and socialist democracies, where
services that affect the life of employees are mandated through legislation. In addition, unlike the United States, in most European countries, and developing nations as
well, a close association between unions and political parties exist (Ramanathan, 1991).
II.

Foreign Investment in the U.S.

Before looking at the EAPs specifically, it is helpful to understand the extent
of foreign investment in the United States. The U.S. Department of Commerce uses
a 10% (or more) criterion to determine foreign direct or indirect ownership of a busi-
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ness enterprise (Arpen & Ricks, 1993). This is a rather broad definition, more useful
for economic indicator purposes rather than EAP purposes, but it helps define the
parameters offoreign investment in the United States.
According to December 1992 data, foreign direct investment in the United
States (FDIUS) "exceeded $407 billion (historical cost method)-an all time high.
Foreign investors spent $10.6 billion to purchase U.S. manufacturing companies
during 1991, with the largest expenditures being in the machinery and chemical
industries. By comparison, purchases for real estate totalled $2.9 billion; for insurance companies, $2.1 billion; and for service companies, $2 billion" (Arpen & Ricks,
1993, p.xiii).
Manufacturing continues to be the largest recipient of FDIUS. This is dominated by the United Kingdom, Japan, Netherlands, Germany, and France. Wholesale and retail trade, especially from Japan and Canada, follows. FDIUS in real
estate ranks third (with more than 80 percent from Japan, the United Kingdom, Canada,
the Netherlands and Netherlands Antilles), followed by investments in the finance
and insurance sectors (dominated by Japan, the Netherlands, Switzerland, Canada,
and the United Kingdom). FDIUS in banking rose steadily and significantly during
the 1980s (notably from Japan, Italy, Hong Kong, and the United Kingdom) while
FDIUS in petroleum, still dominated by Canada, declined (Arpen & Ricks, 1993,
p.xiv).
Among the top 10 foreign countries operating businesses in the United States,
Japan has the highest number 0,321), while Italy is the lowest with 98 companies.
Others include the United Kingdom, Germany, Canada, France, Switzerland, Sweden, the Netherlands, and Australia. The largest direct investors in terms of value
remain the British, the Japanese, the Dutch, the Canadians, and the Germans.
The European countries, as a group, continue to lead all others in terms of
growth in, and percentage of total stock of FDIUS. During 1989, Japan was the
largest foreign direct investor in the United States and continued its number one
position during 1990 and 1991, with most of its investments going into wholesale
trade, manufacturing, and real estate. In terms of cumulative net investment position, however, the United Kingdom remains the largest investor. Canada, the largest trading partner of the United States, doubled its amount of FDIUS in the latter
half of the 1980s but still did not keep pace with Japan and Europe (Arpen & Ricks,
1993, p.xiv).
It would be easy to assume that countries with the largest number of investments in the United States would also be those most likely to have EAPs because of
the high number of American employees. Another assumption might be made that
due to the influence of American business practices which impact the business community in the countries of origin, these foreign countries would also be those most
likely to provide EAPs for their workers in the home country. The goal of this
chapter was to find out whether this is true.
III. Survey Design
The author designed an EAP survey to obtain basic information about foreign
company EAPs in the United States, as well as company EAPs (or its equivalent) in
the country of origin.
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Methodology
The survey was addressed to the Human Resources Director at the corporate
headquarters for 97 of the foreign companies in the U.S. and to three companies
which are headquartered in another country. Of the original list of 100 top companies by number of employees, five had no operations in the United States and were
eliminated from the project. Five other companies with a large number of staff were
chosen at random as substitutes. These companies were Learjet, Waterford, Club
Med, LG Group (a South Korean company, for another cultural perspective), and
Diversey (Molson).
The countries represented very closely matched those on the top 10 list of foreign-owned companies in the US., with only five exceptions: South Korea (2), Brazil, India, and Hong Kong. WaterfordlWedgewood is jointly owned by both an Irish
and English company and can be considered on either list.
Survey Content
It was the author's assumption that a company providing EAP services to its
employees in the U.S. would do so in the standardized way common to other US.
companies, and the first two questions were meant to obtain that data. Questions 3,
4, and 5 pertained to EAP services for the company in the country of origin-v-whether
such exists, the services it provides, and the educational level of its staff. The educationallevel seemed particularly significant as there is no common standard for
training social workers, occupational or industrial social workers, or EAP workers
intemationally, and there is tremendous variation in professional preparation both within
ahd among countries (Hokenstad & Kendall, 1995). Questions 6 and 7, specifically
requested by the editor for inclusion in the survey, ascertained the number of work
sites in the United States and whether EAPs exist in those various locations.
The survey responses reflect responses from 9 of the top 10 countries, except for
Australia. Surveys were received from seven English companies, five Japanese companies, four each from French and German companies, and one each from companies
based in Italy, Canada, Sweden, Switzerland, and the Netherlands.
Excluding the blank survey, there were a total of 23 with usable information (a
23% retum). Responses were inconsistent with some areas left unanswered, clarifications or modifications written in, and questions changed to reflect US. circumstances rather than those in the country of origin. Additional information about the
companies' EAPs was requested. The results of this request were both surprising and
disappointing. Several companies sent material but did not respond to the survey,
and vice versa.
Nineteen respondents indicated that EAP services are provided for their employees in the United States-17 used a vendor, and 2 (Michelin and Bridgestone/
Firestone) provided in-house services. All 19 reported that family members are eligible. Number of sessions ranged on average from 3 to 10, but a surprising number of
companies-Michelin,
Shaw's Supermarkets (J Sainsbury), Marks & Spencer, British Aerospace, and Kennecott-provide
unlimited sessions. HSBC Holdings and
Learjet responded "as required" and "when necessary" respectively.
Telecom Italia, Elf Aquitaine, and Krupp USA do not provide EAP services to
their employees. It seems that NTT America (Nippon Telephone and Telegraph)
does not also; this question was not answered specifically, but the respondent noted
that they have only 40 employees. Interestingly, Telecom Italia does have an EAP in
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Italy which provides counseling, referrals, and workplace seminars by B.A. and M.S.W.
social workers. Krupp provides no EAP services in Germany. It is assumed that Elf
Aquitaine does not provide EAP services in France, and this is based on the HR
Director's answer of "no" to question #1 and leaving the rest of the survey blank.
These questions were also left blank by NTT America.
Four other companies, in addition to Telecom Italia, replied that they have an
EAP in the country of origin. These are Waterford/Wedgewood of England/Ireland,
Learjet of Canada, BridgestonelFirestone of Japan, and HSBC Holdings of England.
Waterford/Wedgewood provides counseling, referrals, and alcohol and drug treatment for its employees in England and Ireland, but the staff's level of education was
left unanswered. .Learjet provides counseling, referrals, alcohol and drug treatment,
and workplace seminars, but the personnel director who responded was not aware
of the EAP staff's education. It appears that BridgestonelFirestone provides the
same services to its employees in Japan, and according to health care manager, those
services are provided by social workers (B.A. and M.S.W.), psychologists (M.A. and
Ph.D.), psychiatrists, and certified drug and alcohol counselors. He further indicates
they are "credentialed by MCC," but does not clarify what that means. HSBC Holdings also provides all services, including financial counseling, through both an external EAP and an internal Occupational Health Group in the UK, but the level of education of the EAP staff is not specified.
'
Eight companies-BMW
of Germany, Fujitsu of Japan, Hitachi of Japan,
Kennecott of England, Michelin of France, British Aerospace of England, Marks &
Spence of England, and Shaw's Supermarkets of England-all
indicated they do
not have an EAP or its equivalent in their home country. Representatives from the
Dannon Company of France, Ericsson North America of Sweden, Brown &
Williamson Tobacco of England, and Bayer Corporation of Germany indicated that
they do not know if there is an EAP in their respective parent countries. The Brown
& Williamson representative placed a question mark by the country of origin question, yet answered the question for "services provided," services provided presumably by their U.S. EAP rather than an English one. The respondents from Asea
Brown Boveri of Switzerland and Rhone-Poulenc of France left the question ofEAPs
in their country of origin blank, but theAsea Brown Boveri HR consultant answered
the remaining questions from a U.S. perspecti ve.
Survey Instrument and Results
1. Do you have an Employee Assistance Program for your employees, either inhouse or by vendor, in the United States?
Yes: 22
In-house:

No: 4
Vendor:

2

20

Are family members eligible for services?
Yes: 22

2.

No: 0

How many EAP sessions are provided for your staff?
3 sessions:
6 sessions:
7 sessions:
8 sessions:
10 sessions:

3
I
I
6
I
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not specified:

3.
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7
3

Is there an EAP, or an equivalent service, for the employees of your parent company in its country of origin?
Yes: 5
"N/A": 1

No: 8
"Don't Know":

No response: 7
"We are a U.S. firm":

3

1

Which country?
With EAPs in country of origin: Italy, United Kingdom, Japan, Canada,
Ireland
Without EAPs in country of origin: Japan, England
No response:
10
"N/A":
1
"U.S. firm":
1
France, Sweden: country of origin but respondent does not know whether they
have EAP or its equivalent

4.

If the parent company does provide an EAP in the country of origin, what services are included?
Counseling:
Referral:
Alcohol:
Drugs:
Seminars:
Other:

5.

Yes:
Yes:
Yes:
Yes:
Yes:
Yes:

7

7
6
6
6
3

No:
No:
No:
No:
No:
No:

Blank/Unknown/Other:
Blank/Unknown/Other:
Blank/Unknown/Other:
Blank/Unknown/Other:
Blank/Unknown/Other:
Blank/Unknown/Other:

9

9
9
9
9
9

8
8
8
8
8
8

Who provides the EAP services in the country of origin?

B.A.: 2
M.S. W: 6
M.A.: 1
Ph.D.: 4
Psychiatrist: 1
CCDC: 2 Other: 2
Blank/Unknown/Other:
20
*At least 3 respondents clearly were answering for U.S. EAPs rather than about staff in
"country of origin."

6.

Does the parent company have employees in more than one workplace location
in the United States?
Yes: 21

No: 2

Blank:

3

Do most 'or all of them have EAPs?
Yes: 19

7.

No: 2

Blank/Unknown/Other:

5

If #6 is yes, how many locations?

2-10:
3
11-20:
2
21-50:
3
51-100: 5
More than 100: 3
Blank/Unknown/Other:
10
**Conclusions drawn from this data should be tentative at best as respondents
not consistent or logical in answering questions.

were

Survey Conclusion
It is clear that EAP services are being provided to American workers in the U.S.
by their foreign-company employers who responded to the survey. Only four compa-
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nies reported an EAP in their country of origin, a very small percentage, while the
remainder either do not know or left the question blank, which implies that they do
not know about their company's EAP practices in their foreign country of origin.
This is consistent with the comment made by Elaine Muto (personal communication, October 3, 1995) of Toyota Motor Sales in California. She indicated that she
does not know if there is an EAP in Toyota of Japan because they function as two
separate companies. Toyota has an extensive 8-session contracted EAP. It is quite
possible that because these multinational companies are so large and diverse, HR
personnel in each location are independent from those in other locations, including'
their company's country of origin.
This point is perhaps best illustrated by an observation about Unilever of the
Netherlands (whose HR Director was sent a survey but did not respond). "On one
point everyone can agree: Unilever is big. It's the largest consumer products company in the world. It's the world's third-largest advertiser. And it's the most multinational of all the multinational corporations. More than five hundred companies
belong to the Unilever Group, and they operate in seventy eight countries, manufacturing in most of them" (Moskowitz, 1987, p. 615).
It would appear from the responses to this small survey sample that corporate
personnel in the United States have little to no knowledge of personnel practices in
their foreign counterparts. The responses may, of course, be a function of the survey itself, as it was sent to very large companies with thousands of employees and
numerous work sites, and centralized knowledge of each operation may not be possible.

Contacts
Asea Brown Boveri, Inc
Sally C. Lint, HR Consultant
Tel: 203 750 2420

Michelin Tire
Charlie Howell, EAP Manager
Tel: 803 232 9601

Krupp USA
Michael E. Dowell, Personnel Manager
Tel: 770 980 5912

Elf Aqutaine
Robert Beaury, Human Resources
Tel: 212 922 3016

BMW (US)
Wendy Jacob, Benefits Manager
Tel: 201 307 3967

Elaine Muto
Toyota Motor Sales, Inc.
Tel: 310 618 5105

Marks and Spenser
Elizabeth Wood, HR Director
Tel: 212 885 6887

Ericsson North America
Lowell T. Quiett, Director Compensation and Benefits
Tel: 2]4 997 0721

British Aerospace
Donna Bucholz, HR Assistant
Tel: 703 406 1324

NTT America
Toshihiro Inamura, VP
Tel: 212 808 2202
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Fujitsu America
Darrell Moore, Director Compensation
and Benefits
Tel: 408 456 7305
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Telecom Italia
Lilli Azzolini, Personnel Manager
Tel: 212 755 5280
HSBC Holdings
PA Counson, HR Director
Tel: 212 658 5120

Rhone- Poulenc
Betty Mutarelli, Admin. Assistant
Tel: 609 860 4807
Hitachi America
Deborah Bossio, Benefits Specialist
Tel: 914 333 2947

Waterford Wedgewood
Don Hendrickson, VP Admin.
Tel: 908 938 5800
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Chapter 28
PROGRAMS IN THE UNITED STATES
ARMED FORCES
Tammy Gulledge and Rhonda Oliver
I.

Introduction

The military is an industry, employing workers called "soldiers" (the term used
here to refer to all uniformed members of the armed forces). The U.S. Department
of Defense (DOD) employs these soldiers and is one of the largest employers in the
U.S. government (Harris, 1993). In addition, nonmilitary employees, civilians, also
make up a part of the military's personnel system. According to DOD statistics, the
military has over 6 million current and retired employees including 2,139,730 active duty members in the Army, Navy, Marine Corps, and Air Force; 1,473,462 personnel in National Guard and Reserves; and 1,130,515 civilian employees for a total
of 4.78 million current employees. There are also over 1.3 million military retirees.
The Defense 94 Almanac (1994), reports military presence in every state, U.S. territories, Puerto Rico, afloat (meaning aboard Navy vessels); within Europe, Russia, East
Asia, and the Pacific-Australia,
Japan, Republic of Korea, Singapore, Thailand;
North Africa, Near East and South Asia-Bahrain,
Diego Garcia, Egypt, Kuwait,
SaudiArabia,Sub-SaharanAfrica;
the Western Hemisphere; Honduras, Panama, and
Antarctica. Most recently added to the list is Bosnia.
The military provides health care, mental health care, recreation, and social service for the spouses and children of active duty personnel (over 50% are married) as
well as for retired service members and their families. There are an estimated 7.2
million total eligible dependents, counting dependents of reserve and retired personnel, and 2.7 million dependents of active duty members of the four major service
branches (Ortiz and Bassoff, 1987)
What other services do military families say they need? A1983 White Paper
"The Army Family," issued by the Chief of Staff, U.S. Army, reports the following:
1. Employment assistance, a referral service which responds to the special needs of
the Army family.
2. An educational model, establishment of minimum standards of acceptable education for children.
3. Health care, better medical and dental care.
4. Volunteer recognition, documentation of professional development acquired as
a volunteer.
5. Expanded transportation, inclusion of off-post families.
6. Improved youth activities, stronger emphasis on youth orientation programs.
7. Improved sponsorship program, to include outsponsoring.
8. Improved quarters termination procedures, revision of cleaning/clearing policies, and a more standardized system.
9. Improved support of child care facilities and extended hours of operation.
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10. Recognition of and sensitivity to individuality offamily members (particularly
spouse's role).
11. Centralization of activities which support family programs.
As a result of these articulated needs, the other military departments followed
the Army's lead in establishing centers to meet these challenges presented above
(Ortiz & Bassoff, 1987).
II.

Occupational Social Work in the Military

The vast majority of service providers in the armed services are social workers. Therefore the program descriptions are included under OSW. Distinctions are
made where appropriate.
Social workers in the Army coordinate discharge planning, conduct crisis intervention, offer information and referral, extend outreach services to high-risk
groups, teach, develop community networks, and provide direct clinical services.
They also provide counseling for issues of family violence, drug and alcohol abuse,
equal opportunity, organizational effectiveness, community service, and command
consultation programs; academic departments; and a number of other programs.
Navy social work services include information and referral, family education programs, employment and financial counseling, and family advocacy. The overall
emphasis is on prevention and education. Social work services in the Air Force
include drug and alcohol treatment, family advocacy, and community and hospital
mental health care (McNelis, 1987).
The military system also provides a context for service provision which is
unfamiliar to most social workers, although some of the issues are similar to those
faced in other employee assistance programs. For example, problems identified
may go in the employee's service record. A major problem in the military is that
eligibility for all benefits is based on the active duty member's status (usually the
husband's), and there is a tendency to protect that status at any cost. There may be
a reluctance of wives to take actions or report problems that they fear might jeopardize their husband's career. Base security forces may be reluctant to report family
violence for the same reason, especially among the officers. Rights to base housing
are lost in 30 days if a couple separates, so a family with serious problems may be
reluctant to take that step. A second major problem area is what we call the "company town atmosphere" in which the employer also controls housing, shopping, and
community life. This can create a severe lack of privacy on some bases (known as
the "fishbowl effect") and can add considerably to family stress and tension. It may
also contribute to the stigma of seeking help and to the social isolation of wives
(Ortiz & Bassoff, 1987).
The ultimate role of the social worker in the DOD establishment is to provide
for the need of the soldiers and their families when the nation is involved in armed
conflict or other emergencies. Examples include having provided assistance to families and staff after peacekeeping forces of the lOlst Airborne Division were killed
in a tragic plane crash in Newfoundland; crisis intervention at the Ramstein Air
Show after flaming debris from a plane crash engulfed spectators; and the needed
interventions for military members and their families after the raid on Libya. When
the Navy ship USS Stark was accidentally fired upon, a social worker was a member
of a team that landed on its deck while the ship was still burning (Harris, 1993).
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Many social workers served with the troops in Vietnam; with the multinational
peacekeeping forces in the Sinai Peninsula; in Grenada and Panama; and, most recently, in the Persian Gulf. They were involved in a variety of supportive roles,
working with mental health teams that included psychiatrists, psychologists, and
enlisted personnel who were trained in mental health techniques. Together, the
team members provided a consultation program that included assessment, prevention, and command management of psychiatric casualties (Harris, 1993).
III. Programs and Services
It is not surprising that the military community experiences its share of social,
psychological, and behavioral problems. Alcohol and drug abuse and mental health
crises have been identified as problems for years, and services for active duty members are provided within the military. Until recently, the social, emotional, and
psychological problems of families have received less attention. Rapid development of family-oriented programs is now taking place in several branches of the
U.S. military services. The focus of these initiatives is service to the military family
for the purpose of supporting the total well-being of active duty personnel. The
rationale for these new employee assistance services derives from personnel retention studies mounted by the Navy, Air Force, Marines, and Coast Guard since 1978
(Ortiz & Bassoff, 1987).
The design of future occupational assistance initiatives is discernable in current priorities articulated by the military and in service-wide trainings. First, a strong
emphasis is being placed on achieving a uniform core of key services through the
use of mid-level management training. Much like the approach used by the United
Way in training lay referral specialists for business and industry, military management and family service providers are receiving instruction in early identification
and referral techniques to ward off the necessity for more extensive social treatment, a function viewed as not appropriate for the military workplace.
In formation and referral is a central, high priority service, as is linking with community
networks and resources. Increasing emphasis is being placed on contracting for
specialized services which can be provided best by professionals practicing in communities surrounding the base. Issues such as substance abuse are handled in-house
for active duty personnel; dependents can utilize CHAMPUS providers and are also
included as co-abusers in service sponsored programs (Ortiz & Bassoff, 1987).
CHAMPUS, the Civilian Health and Medical Program of the Uniform Services,
was created in 1966 in response to the increase in personnel and need for coverage
(Harris, 1993).
During the 1980s, DOD became active in issues related to substance abuse and
military family life, establishing tri-service treatment facilities at various sites in
the United States and overseas and the Military Family Resource Center in Washington, D.C. The emergence of these DOD policy and program initiatives stimulated thinking about common policy concerns as well as the development of joint
training and service delivery programs by the social work leadership of each branch
of the armed services. Although military social work was formally initiated in the
Army, today each service has its own program, with its own distinctive features.
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Services Performed
Army
The Army's program remains the most extensive and varied military social
work program in the world. Despite their diminishing numbers, Army social workers continue to make extraordinary contributions to the health and social welfare of
military members and their families. The Army has developed special teams of
social workers and other mental health professionals that accompany military units
when they are deployed throughout the world. They help soldiers deal with the
emotional stress of war; and assist soldiers, families, and communities to face the
problems associated with homecoming and reunion. In addition to providing immediate assistance to soldiers and their families, these activities are designed to prevent
or ameliorate posttraumatic stress reactions and disorders.
In discussing Army social work programs overseas with Lt. Col. Sheliga and
Col. Mays, it was noted that the system can be rather complicated because of the
numerous peculiarities associated country by country. For example, in Germany,
all benefit entitlements are for active duty personnel and their families. There are
civil service programs for civilians. Contract employees have limited benefits based
on what they are entitled to. Entitlements for retirees and their families are questionable. Alaska and Hawaii are thought of as different countries. In Panama, bids
are accepted for government jobs from persons wanting to start up their own businesses of providing social work programs and services to military personnel. All
costs must be included in the bid; for instance, health care per employee should be
included in the line item for salaries. If the vendor wishes to charge $56 per session
for counseling services or $25 per day for three days of child care delivery, etc., such
costs should be built into the contract as well (Interview, Sheliga & Mays, 1995).
Being away from family impacts what the serviceman's needs are. The Quality
of Life Program is the social service network overseas sustaining family life. Child
care, medical care, and housing are the primary services provided. The Alcohol and
Drug Prevention and Control Program (AADPCP) are the parallels to EAPs. Civilians employed by the government are entitled to care via a private agency of which
they incur out-of-pocket expenses at $56 per visit. There is a Family Advocacy Program that specifically handles issues of abuse. Hospitals handle discharge planning
overseas for both inpatient and outpatient care. The different military departments are
responsible for certain areas, for instance, the Army covers Germany; the Navy Spain; the Air Force - England; the Army - Belgium and Korea; a mix of Air Force
and Army covering Japan; and Panama is changing over to Air Force (Interview,
Sheliga & Mays, 1995).
Navy
Active duty social workers in the Navy address a number of critical issues,
incorporating social work services as an integral part of the Navy health care system, both on land and at sea. They have expanded the role of Navy social work in
overseas and isolated areas and are contributing to family support services and research on the military family (Garber & McNelis, 1995).
Social work programs in the Navy include drug and alcohol rehabilitation,
behavioral science support to naval commanders and personnel, medical and psychiatric social work at naval hospitals, research on the military family, and family
advocacy.
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The Navy Family Advocacy Program (FAP)
The Navy Family Advocacy Program (FAP) began in the Navy Medical Department in the late 1970s, and the instruction (regulation) establishing the program
was published in 1979. The program deals with child abuse and neglect and spouse
abuse (Garber & McNelis, 1995). FAP was mandated by Congress with funding
earmarked by Congress. Its staff is composed of counselors and interns who provide
case management, assessment, and treatment (Personal communication, Kit Thomas,
Fall 1995). In January 1984, the Navy Military Personnel Command was assigned
overall responsibility for the Family Advocacy Program and, by way of the Family
Service Centers overseas, the nonmedical aspects ofthe program (Garber & McNelis,
1995).
The Navy Family Support Program
In 1979, the Navy Family Support Program was established. In 1994,80 family
service centers operated throughout the world. These centers are the on-site means by
which the Family Support Program is implemented; they are multifunctional centers
managed by Navy personnel (as opposed to medical personnel) that offer a variety of
services, including information and referral, family education, employment and financial counseling, and family advocacy. The overall emphasis of the centers is on prevention and education. Approximately 250 civilian social workers are employed fulltime.
The Quality of Life Program (QOL)
"Navy social work programs are the same overseas as in the U.S.," says Kit
Thomas, M.S.W. The Family Service Center offers the Quality of Life Program
(QOL) as comparable to an EAP. It deals with family and individual stress associated
with separation issues as well as with being in the Navy. It also performs a number of
functions depending on the size of the center and catchment area. Falling underneath
QOL is the Transition Branch specifically designed for personnel separating from the
Navy. Services include: assisting with employment for the separating employee and
their spouses; reintegration into mainstream society; job banks that provide vocational
testing (such as the Meyers-Briggs instrument).
Comprehensive services are avilable for those who retire after 20 years of service. These include how-tos such as developing resumes and dressing for success,
and education on veterans' rights and benefits. Not all clinicians at QOL are social
workers, although some may have counseling degrees from other disciplines. There
are no prerequisite degrees to serve in this capacity.
The Relocation Branch is the other piece of QOL which actually falls under
DOD rather than specifically under the Navy. In this way, the other military departments have access to the same services when it comes to transferring overseas or to
another country. The Relocation Branch provides a database to servicemen about
their new duty stations, ranging from the overall environment to school, etc.
The Family Assistance Division (FAD)
The Family Assistance Division (FAD) is a Navy funded program. It is staffed
by licensed social workers only, who provide therapy in the areas of indi vidual, family, marital, child, and stress. This is a short-term model offering 12 sessions plus
three additional sessions for assessment purposes. FAD works very closely with Naval

270

International Employee Assistance Anthology

psychiatric units by serving as a triage for making referrals for more intensive diagnoses. FAD conducts periodic groups such as the separated and divorced; adults
molested as children; transition groups that allow members to be angry with the military; anger management; general naval and general military training; stress management; dealing with difficult people; and suicide prevention. Additionally, FAD will
design a customized program or therapy group for servicemen at the request of the
company commander; for instance, a parenting group for shipmates. A secondary
program of FAD is called SAVI, Sexual Assault Victim Intervention, which was created for rape victims. SAVI is not designed for spousal, child, or sex abuse cases; it
only focuses on sexual assaults (Personal communication, Kit Thomas, Fall 1995).
Alcohol and Drug Programs
Information about the Navy's Alcohol and Drug Programs was provided by
Captain Ralph Bally, USN. These programs are primarily staffed by active duty
naval military personnel, and a limited number of 30 plus social workers. Alcohol
and drug treatment programs comprise three levels; servicemen are screened from
their commands as either having no problem; as having an abuse problem; or as
having a dependency problem. There are 69 alcohol counseling centers in the world,
which include Japan, Europe, and aboard aircraft carriers.
Level One addresses alcohol/drug incidences - there is neither abuse nor dependency. Level Two provides counseling and assistance by Navy trained alcohol
counselors who are enlisted line personnel, i.e., they are enlisted to work aboard the
ships. They attend six weeks of school, followed by one year of intern work. It
takes an additional two years before they are allowed to return to their fleets. There
are no active duty mental health licensed providers working on this level. Licensed,
certified civilians are contracted to provide supervision to these alcohol counselors,
both military and civilians. For clinical education, they undergo one hour of individual supervision plus three groups per month. This level is the backbone of alcohol and drug treatment. Level Three is inpatient treatment based on the 1970s model
where everyone undergoes four weeks of treatment. The inpatient unit is managed
by active duty psychologists and psychiatrists with the bulk of work being conducted by active duty counselors or civilians (Personal communication, Capt. Bally,
Fall 1995).
Air Force
Since the Air Force social work program was begun in 1952, its basic mission
has been to provide supportive clinical services to departments of mental health in
Air Force medical facilities. In recent years, the number of Air Force social workers has expanded rapidly and their social work services and responsibilities have
broadened. In 1993, 214 military and 215 civilian social workers were assigned
full-time to Air Force programs (Garber & McNelis, 1995).
Social workers in the Air Force work in a variety of settings, such as drug and
alcohol treatment programs, family support centers, family practice residency training programs, hospital mental health clinics, and correctional facilities. They also
serve in staff positions in the Office of the Surgeon General of the Air Force (social
work, family advocacy, and drug and alcohol abuse programs), the Office of the
Deputy Chief of Staff for Personnel (Air Force family matters), and the Office of
theAssistant Secretary of Defense for Health Affairs (Military Family Resource Cen-
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ter). One Air Force social worker serves as the director of the Tri-ServiceAlcoholism
Recovery facility at TripIer Army Medical Center in Hawaii (Garber & McNelis,
1995).
The Children Have a Potential (CHAP) Program
CHAP was established in 1961 as anAir Force-wide program for disabled children and their families. Most CHAP officers are military or civilian social workers
who provide counseling and referral, help parents gain special consideration for assignments, perform medical and educational services, or provide financial aid (Garber
& McNelis, 1995).
The Family Advocacy Program
In 1975, the Air Force initiated the Child Advocacy Program. CHAP officers
managed this program, which was directed at the prevention, identification, diagnosis, and treatment of child abuse and neglect. In 1981, spouse abuse programs were
added, and the title was changed to the Family Advocacy Program with family advocacy officers performing assigned duties. The program has expanded tremendously
and now has three components: (1) Family maltreatment intervention, (2)An exceptional family member program, and (3) Outreach/prevention services. At this time,
the Family Advocacy and Alcohol Treatment Center programs are managed by the
consultant in social work in the Office of the Surgeon General (Garber & McNelis,
1995).
Coast Guard
The U.S. Coast Guard is a service under the Department of Transportation whose
structure, unlike the other services, does not include a social work program to provide
services to Coast Guard personnel and their families. The Coast Guard does not
operate medical treatment facilities. Instead, the Coast Guard relies on contracted
medical-related services and the services of social workers and other clinicians who
are assigned to various state and federal agencies.
In 1982, the Coast Guard established the Family Advocacy Program and a Family Support Program. These programs are administered by staff in the Office of Personnel and are designed to reduce and prevent child and spouse abuse and neglect. In
1984, the Special Needs Program was created under the Family Support Program,
and in 1987, the Child Care Program was added. An ombudsman program also operates under the Family Support Program.
Coast Guard family programs are administered within U.S. Coast Guard headquarters in Washington, D.C., by an active-duty Coast Guard officer who is a social
worker, and a staff of seven civilian family program specialists. The Family Support
Program is administered in the field by civilian Family Program Administrators (FPAs).
These individuals work under the supervision of active-duty Coast Guard line officers. FPAs manage all family advocacy and special needs cases to ensure that appropriate prevention, intervention, referral, direct services, and follow-up are provided.
Their job is to coordinate the provision of these various activities rather than to provide the services themselves (Garber & McNelis, 1995).
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IV. Additional Services
Like all managers, DOD managers are concerned with helping their personnel
cope with a wide range of problems, including substance abuse, absenteeism (AWOL),
and illness associated with stress that could interfere with productivity.
In 1965, under the auspices of the army adjutant general, Army Community
Service Centers (ACS) were established. Shortly thereafter, a network of 162 centers was established throughout the Army. As the experience and value of the ACS
centers became clear, other services began to examine their need for a similar structure (Harris, 1993). ACS centers are located at every major U.S. military installation in the world. They have become the hub of the military community and are
directed at all levels (McNelis, 1987).
V.

Qualifications of Professional Staff

Military social work is a microcosm of the social work profession. It encompasses a full range of generalist and specialist settings and requires skills that range
from individual therapy to policy practice. The Armed Forces have funded both
master's and doctoral training for hundreds of officers since 1947. The services'
sponsorship oflong-term civilian training, especially at the doctoral level, has been
a catalyst for many innovations in military social work practice over the years. Unlike
the majority of today's doctoral program graduates who enter academe, the military
has returned most of its doctors of social work and Ph.D.s to direct practice or to
supervisory and staff positions, where their knowledge is directly applied to both
service and program development. Civilian experts were actively engaged as consultants to maintain the level of professional competence of social work officers and
to make available the latest scientific thinking to the various program efforts. Many of
the preeminent scholars in the field of social work have been consultants to the program, including Otto Pollock, Gertrude Wilson, Sidney Berengarten, Lydia Rapoport,
Virginia Satir, Gordon Hearn, and Daniel Thursz (Garber & McNelis, 1995).
A systematic training program for paraprofessionals was developed at the Medical Field Service School at Fort Sam Houston, Texas. Besides providing needed
personnel, training of paraprofessionals allowed the Army to make effective use of
drafted soldiers whose educational backgrounds equipped them to work in social
work and mental health settings. Many of these trained and experienced paraprofessionals have completed graduate degrees in social work and related fields. They
have made a substantial contribution to the helping professions over the past 50
years. The Air Force has an equivalent training program for mental health paraprofessionals (Garber & McNelis, 1995).
Military social work services are provided primarily by three categories of
individuals: active duty personnel, civilian federal employees (civil servants), and
civilians on contract to the military. The most significant number of positions are
those assigned to civilian employees within the federal civil service system. It is
these persons who primarily staff the family service centers and are charged with
the preventive and proactive program development which is the central purpose of
the system (Ortiz & Bassoff, 1987). The qualifications of the individuals collaborated with to complete this work ranged from master's level social workers and
above. They were either civilian military personnel with years of social work and
administrative experience; seasoned active duty military officers; or retired military
personnel currently working in private industry.
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The following is an example of the requirements for the Navy Officer's Medical
Service Corps' specialty and minimum level of training and/or education requirements for a social worker: master's degree in social work from a graduate school of
social work, accredited by the Council on Social Work Education and a minimum of
two years' post-master's degree supervised clinical social work practice. Mental health
and family advocacy (child and spouse abuse) experience are highly desired. Applicants must be licensed or certified as clinical social workers by the jurisdiction where
practicing or, if the jurisdiction does not provide licensure or certification, must be
certified by a national professional organization such as the Academy of Certified
Social Workers (Navy Publications & Printing Policy Committee, 1994).
VI. Financing of Occupational EAPs
According to Dr. Jesse Harris (Col., USA-Ret). (Personal communication, Fall
1995), Dean of the School of Social Work at the University of Maryland and former
Chief of Army Social Work Services, the flow of money begins with taxes collected
from the citizens. Through the budgetary process, the Congress allocates taxpayers'
dollars to DOD which, in turn, dispenses the funds to the three major military departments (Army, Air Force, and Navy) in accordance with each of their respecti ve budget submissions. Funds are designated for human services and for military supplies in
the U.S. and abroad. With the human services entity, there is a medical side and a
service side. Regarding the line (the fighting forces), there is a medical division and
an administrative division. Dollars are allocated for the line via family advocacy
programs because the need is for the soldier to perform hislher job. The soldier cannot
perform well if the family unit is dysfunctional. The military ensures that the soldier is
able to return to duty (Harris, personal communication, Fall 1995).
Allotment of funds undergoes the same process overseas as it does here in the
U.S. The major claimant overseas, the Commander-In-Chief, U.S. Navy Europe
(CINCUSNAVEUR), dispenses funds to the command operations in the different
locations where the base comptrollers break it down for the different bases. There are
less military employees overseas than the U.S. because of Status of Forces Agreements (SOFA). These agreements between DOD and the host countries set finite
limits on how many civilian and military personnel are assigned to that particular
country. For instance, if the agreement specifies 300, there cannot be 301. A result of
these limits is getting needed personnel for certain areas. And, of course, the smaller
the number of personnel, the lesser the amount of funds needed for that locality.
Services for employees and family are run like EAPs. The day-to-day operations are like that of a business. Family Service Centers have to ensure, they get
sufficient income to provide services to the military. These centers do not have to
worry about collecting fees from their clients. The sizes of the service centers vary
from place to place. The Washington, D.C., operation, for instance, is considered a
medium to large center with a staff of 40 (30 civilians that include 6 under contract
and 10 military personnel (Decker, personal communication, Fall 1995).
VII. Conclusion
A variety of roles are available to social workers in military family services programs which are seen as analogous to employee assistance programs for personnel
who both live and work within the context of their jobs. Direct service provision,
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program development, supervision and training, research and demonstration projects,
interdisciplinary team activities, linkage and network building, information and referral, and actual program management are all important roles and possibilities for counselors. (Ortiz & Bassoff, 1987).
SCIENCE APPLICATIONS
I.

INTERNATIONAL

CORPORATION

Description

Science Application International Company (SAIC) is a diversified high-technology research and engineering company which is based in San Diego, California.
According to Ron Zollers of SAIC's San Diego location, the company was founded
by Dr. lR. Beyster and a small group of scientists in 1969, and now ranks as one of
the largest employee-owned companies in the nation. The two largest locations are
in San Diego and Washington, D.C.
II.

Health Care

Since its beginning SAIC has had a strong commitment to making contributions
to programs of national significance. Today, SAIC generates approximately 90% of
its business through federal government contracts, half of which are in the national
security area. The health care portion of their services is continuing to grow.
III. Health Services
According to Art Bennett, assistant vice president of Overseas Assistance Programs, SAIC supports the U.S. Army in providing counseling to military dependents in Europe and Asia. Using the Army program as a model, a large group of
Fortune 500 companies requested similar services. SAle's overseas assistance program supports expats and their families in more than 14 countries. For example, they
recently helped employees of Proctor and Gamble cope with the earthquake in Kobe,
Japan. They sent a team of clinicians to Japan for stress debriefings, counseling, and
management consultation to Proctor and Gamble expatriates.
Bennett states SAIC has four programs which are ongoing overseas; three are
with the DOD and the overseas assistance program which is for expat employees of
American companies.
Services Performed
Adolescent Substance Abuse Counseling Service (ASACS)
SAIC offers adolescent substance abuse counseling services (ASACS) to the
teenage children of U.S. Army personnel who are stationed overseas. In response to
this need, the United States Army Drug and Alcohol Operations Agency and SAIC
provide the Adolescent Substance Abuse Counseling Service (ASACS). Presently,
SAIC is contracted to provide services throughout Europe and the Pacific Rim. The
services are given free of charge to all Army dependents authorized to receive care
at U.S. military treatment facilities. This includes military and civilian dependents.
The areas served are mostly in Germany, with a few in Italy, the Netherlands, and
Belgium. The Pacific contract serves six military communities located in Japan,
Korea, Alaska, and Hawaii.
This program was the first of the employee assistance programs offered by
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SAIC. The program began in Europe in October 1987 under a three-year contract.
SAIC was involved with the development and implementation of the program as a
subcontractor of Human Affairs International on this first program. In 1990 SAIC
again competed forASACS Europe program and was awarded an exclusive five-year
contract. Since the beginning of the program, over 6,000 adolescents have utilized it
for treatment.
The contract's statement of work includes treatment and rehabilitation, prevention, education, and identification and referral. SAIC's clinical pathways for care provide outpatient substance abuse treatment for adolescents and their families. A complete assessment and outpatient treatment which utilizes individual therapy, group
therapy, and family counseling are provided through the schools and communities of
the military.
ASACS provides prevention groups for at risk adolescents, educational materials for parents on risk, and protective factors. SAIC offers a community prevention
education program using lesson plans, structured classroom, group and individual
learning exercises. Workshops, seminars, and in-service training are also provided
for professionals and community officials.
SAIC teaches community members how to identify substance abuse and refer
adolescents who have high risk factors. ASACS personnel continually network
with other professionals and work with adolescents in order to help them make
early identification of the problems.
Qualifications for meeting SAIC counselor requirements are clinically licensed
or certified counselors, with at least two years' experience with substance abusing
adolescents. Clinicians that work for ASACS must be competent in prevention
services and capable of educating the community about their role in reducing adolescent substance abuse. SAIC has approximately 55 clinicians worldwide. Management of contracts and logistical support are provided by the project director and
support staff located in Falls Church, Virginia.
Early Intervention Program (EIP)
In October of 1991 the Americans with Disabilities Act (ADA) required that
DOD develop an Early Intervention Program (EIP). The program offers early intervention services to infants and toddlers with disabilities from birth to two years old
and their families who are stationed overseas by DOD.
The program focuses on infants and toddlers; however, contract staff may be
asked to provide services for children up to age 5. In limited circumstances, staff
may be asked to provide services to children 5 through 21 in special education
programs in the DOD dependent schools (DODDS). Staff of EIP provide transition
services for infants and toddlers with disabilities and their families, to preschool
education programs, or suitable community programs such as child development
service programs and Sure Start.
Services of the early intervention program include family training, medical
counseling, home visits, speech pathology, occupational therapy, physical therapy,
psychological services, and medical services for diagnostic and evaluative purposes.
Locations for EIP overseas are currently at U.S. military bases in Europe: three in
Italy, one in Belgium, one in England, one in Turkey, one in Spain, and sixteen
throughout Germany. There is also one site in Seoul, South Korea.
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Navy Family Services
The SAIC is a subcontractor for the Navy family services contract. J&E in
Silver Spring, Maryland, is the primary contractor. J&E is an 8-A firm (minorityowned) and they contracted with SAIC for the overseas portion ofthe contract (Grady,
1995). According to Eileen Grady, LCSW, deputy project director for the Navy Worldwide Counseling Project, they have no published material for the general public since
there is no need for marketing; it is an internal program.
Navy Family Services has 50 contracted employees working overseas with the
family services and family advocacy programs which are viewed as separate parts
of this program. The overseas countries which presently offer this program are
Italy, Iceland, U.K., Spain, Japan, and Hawaii.
The family advocacy contract was part of a defense appropriations act that
provided "fenced funding" or pockets of money, which are protected only for family advocacy projects. These projects are new and growing rapidly. The domestic
violence program is highly supported by the DOD.
The family services programs overseas have historically been built as part of
military hospitals. However, as part of a "realignment" project they are starting to
build more family service locations. The family services project overseas is similar
to the U.S. Navy family services in that they offer some of the same programs.
(Grady, personal communication, Fall 1995)
Diane Osborne, a social worker at the Anacostia Naval Station in Washington,
D.C., described some of the core programs:
•
Transition assistance programs for retiring or military returning to the civilian
sector. This program offers individual and employment counseling.
•
Relocation assistance for Navy families whether they are moving overseas or to
the D.C. area called Smart Start.
•
Washington Advocacy programs for spousal and child abuse. They conduct
investigations and offer support groups such as "Learning to Live Without Violence."
•
Sexual assault victim programs, newly established service which consists of three
components: victim advocacy, intervention awareness and prevention education, and collection of reliable data on sexual assault and rape. The Navy is the
first service to have a program dedicated to combating sexual assault and rape.
This new effort includes cases involving Navy service members and families,
regardless of where the incident takes place.
•
Exceptional Family Member Program which is open to any Navy family member who has a physical, emotional, or other handicap, long-term chronic illness, or long-term special education needs.
Overseas Assistance Program
This program targets English-speaking international employees. They provide services which take into account the customer's organizational objectives and
expatriate needs. There are six primary services related to this program. (Bennett,
1995)
Corporate Relations - The OAP promotes relations between employee and
corporations. Expatriate assignments are expensive investments and the probability of job failure or dissatisfaction is much higher than for U.S. job assignments of
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similar difficulty. The overseas assistance is an important, cost-effective tool that few
U.S. based international companies are utilizing.
Primary Prevention and Outreach - These services include an orientation meeting when the family first arrives and prevention meetings during the months they
are out of the country. Visits are made by OAP staff to worksites, homes, and schools.
Employees are taught how they can effectively manage change and handle stress
during their assignments. SAlC employees teach families to recognize risk factors
and prevention factors which may be detrimental to their overseas experience.
Training and Education - OAP professionals provide training for employees
and family members on such topics as stress management, managing change and
transition, and balancing family and careers while overseas. The education and
training is highly specialized for each target audience. Supervisors are also trained
to handle job-related and personal issues of expatriate employees.
Direct Services - The services most typically associated with employee assistance and behavioral health counseling are all part of direct services. SAlC staff
provide clinical assessment, consultation, treatment, aftercare, and counseling services. After completing the assessment individualized plans are developed to determine the clinical response. The primary goal is to alleviate problems which impact
onjob performance and productivity. Aftercare is also offered to clients after completing outpatient services.
Crisis Intervention - OAP staff provide immediate assessment and intervention for employees and families in crisis. OAP professionals are trained in responding to crises arising in personal and job-related areas.
Critical Incident Service - These services include prevention and training to
help on-site supervisors and employees cope with workplace crises. A team is sent
to rapidly respond to a critical incident and help minimize the impact which traumatic events have on the organization and its employees. (Bennett, 1995)
U.S. Armed Forces Contacts
Dr. Malinda Orlin, UMAB,
SSW, Louis L. Kaplan Hall, 525 W.
Redwood Street,
Baltimore, MD 21201
Tel: 410 706 8474
Vivian TP Sheliga, D.S.W.
LT. Col., Medical Service Corps,
Assistant to The Social Work Consultant
to The Surgeon General of The Army,
Walter Reed Army Medical Center,
Washington, DC 20307
Tel: 202 782 5895

Kit Thomas, MSW, Navy
Family Service Center, Naval Station
Anacostia,
Bldg. 150, 2701 South Capitol Street,
SW,
Washington, DC 20374
Tel: 202 433 6150
DON, Navy Opportunity Information
Center,
P.O. Box 9406,
Gaithersburg, MD 20898,
Tel: 1-800-USA-NAVY (872-6289).
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Kit Decker, M.S.W., Deputy
Director, Navy Family Service Center,
Naval Station Anacostia, Bldg. 150
2701 South Capitol Street, SW
Washington, DC 20374
Tel: 202 433 6146

U.S. Army Europe, Civilian Personnel
Operations Center,
Unit 29150, Attn: AEAGA-RSD (DEU),
APO AE 09100.
Robert A. Mays, Jr., M.S.W., PH.D.,
Col, Medical Service Corps,
The Social Work Consultant to
The Surgeon General of the Army,
Walter Reed Army Medical Center
Washington, DC 20307
Tel: 202 782 5894

Willow Grove Naval Family Service
Center,
Tel: 215 443 6033
Philadelphia, PA.
CAPT (SEL) Ralph Bally,
U.S. Navy, 202 653 0962

LTCMDR Henry Lopez, Jr., U.S.
Coast Guard HQ, Attn: G-PWL-2,
2100 2nd St., SW
Washington, DC 20395
Tel: 202 267 1329

American Forces Information Service.
Military Family Resource Center,
Ballston Tower #3, Ste. 903
4015 Wilson Blvd.
Arlington, VA 22203
Tel: 703 696 5806
Jesse Harris, D.S.W., B.C.D.,
Dean & Professor, UMAB SSW,
Louis L. Kaplan Hall,
525 W. Redwood Street
Baltimore, MD 20201
Tel: 410 706 7794

u.s. Armed
Defense

Forces References

94 Almanac. (1994). (DON Publication
Government Printing Office.

Garber,

D.L., & McNelis,

P.J. (1995). Military

No. 300· 734-40008.ISSN

social work. Encyclopedia

0737·1217).

of Social

Harris, J. (1993). Military social work as occupational practice. In P.A. Kurzkman
well being (pp.276·290).
Washington, D.C.: NASW Press.
Mays, R.A. Jr. (1995). The army social worker officer world wide directory.
McNelis,

PJ. (1987). Military

social work.

Encyclopedia

Work, 2(19),

U.S.

1726·1736.
and

D.C.

155·160.

Navy Recruiting Command. (1994). Navy officer medical service corps (DON Publication
Washington, D.C.: Navy Publications & Printing Policy Committee.
Ortiz, E.T., & Bassoff, B. (1987). Military EAPs: Emerging
Asistance Quarterly, 2(3), 55·67.

Va.

& S.H. Akabas (Eds.), Work

Washington,

of Social Work, 2(18),

Alexandria,

No. I OEA/J XI12MO).

military family service roles for social workers.

Employee

PART IX
COUNTRIES WITHOUT
EAPs

Chapter 29
ARGENTINA
Jason Callender
I.

Introduction

Argentina has a unique cultural, political, and economic history. Much of the
population of 34 million is made up of the descendants of the many European settlers who came in search of land and riches (Namis et al., 1995). Argentina's current population is a blend of indigenous and European people. Approximately 70%
of the entire population resides in a small portion of territory consisting of La Pampa
and Buenos Aires, two of Argentina's twenty-three provinces.
In 1980, 16% of the population was below the poverty level; by 1990, it had
increased to approximately 30%. The poor consist of both structurally poor and
"new poor." The former includes migrant workers, indigenous and rural people,
and single-parent (women) households with many underage children in the provinces of northern Argentina. The "new poor" includes laid-off mature workers,
families with many dependents, and women and youth without marketable work
skills who live in La Pampa and metropolitan Buenos Aires (Namis et al., 1995).
In 1992, the Argentine labor force numbered 12 million. In 1994, the unemployment rate was just over 11% (Namis et al., 1995). Because many major services are provided by labor unions, the large number of unemployed and poor place
a considerable strain on existing public services.
Changing Labor Climate in Argentina
According to Jose Maria Cartas of the Inter-American Development Bank
(IADB), the labor market in Argentina mixes a weak economy with the European
ideal of rapid advancement (All citations from personal communication, Fall 1995).
Currently, the unions inArgentina hold a commanding position among the workforce.
Membership in labor unions was once compulsory but has become optional in the
last fifteen years. Workers had job protection under the unions but had to work in
poor conditions. It was and still is difficult to get fired in Argentina as unions continue to provide employment security.
Changes have occurred in the labor environment according to Cartas. Companies have improved work conditions for their employees as a result of the large
number of workers' compensation claims due to illness or injury on the job. Currentl y, the government seeks to place a cap on the amount of worker's compensation
claims. At the same time, companies have become more flexible in setting work
hours and are granting more vacation time.
II.

EAPs

There was no information found acknowledging the existence of Employee
Assistance Programs (EAPs) in Argentina. Professionals such as counselors, therapists, mental health professionals, and others have filled similar roles in the workplace, however. None of the contacts had ever heard of the EAP professional position.
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Services Performed
Social workers in Argentina are regarded as "do-gooders" or advocates for the
poor. Traditions in Argentine social work education are oriented toward the American concept according to Gustavo Marquez of the lADB Social Programs Division
(Personal communication, Fall 1995). Social workers serve the unfortunate and
impoverished. Theirs is an honorable profession, but not a profitable one. Marquez
also noted that mental health services are available through private and public providers via employee benefits packages. He also stated that any services for drug
and alcohol use were included in the package, but were considered of little importance.
Oscar Rodriguez-Rozic, assistant to the secretary of the lADB, spoke of the
current shifts toward managed care in Argentine mental health (Personal communication, Fall 1995). Psychologists and psychiatrists provide psychotherapy to many citizens seeking mental health services. He stated that the psychoanalytic tradition was
very strong in Argentina, particularly as the city of Buenos Aires and its surrounding
areas are home to many people who can afford this longer-term type of treatment.
Currently, Argentina's apparent lag in more progressive systems (OSWs and EAPs)
can be explained by the presence of traditional roles in the mental health profession.
The changes in health care toward a managed care model are introducing the concept
of shorter-term treatment, however.
III. Description of Health Care System
Argentina spends almost 10% of its gross domestic product on health.
"Argentina's health care and delivery financing system comprises three subsectors:
public expenditures through the budget, the quasi-public health insurance funds
(the obras sociales), and the private sector" (Newfarmer et al., 1993, p. 69). These
three sub sectors are currently experiencing changes in their interrelationships.
Obras sociales or health insurance funds are a major part of health care in
Argentina and have no counterpart in other countries. They are "obligatory health
insurance schemes financed by a 9% wage tax with a 3:6 contribution ratio for
employees and employers, respectively." (New farmer et al., 1993, p. 70). Obras
sociales originated with labor unions and have maintained a close association with
them (Newfarmer et al., 1993). Because of this, health insurance systems historically have become highly politicized. Quality of health care services vary with
economic conditions and the power of the labor unions.
Obras sociales operate at three political levels: municipal, provincial, and national (Newfarmer et al., 1993). Eighty percent of the health insurance funds utilized by companies through labor unions must be spent on members' health care,
8% on administration, and the remaining 12% is discretionary. This has often been
violated and is the focus of much of the health care reform effort (Newfarmer et al.,
1993). Legislation passed in 1970 addressed the mismanagement and inequity of
funds by the various obras.
Obras sociales are maintained through labor union membership and a tax on
wages. Labor unions pay subsidies into the sociales for health benefit plans. Such
plans vary, with some enabling members to choose providers and offering better
reimbursement for costs. Other plans limit choice and are similar to HMOs in that
services outside of the provider network are more costly and reimbursement not as
comprehensive.
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IV. Relevant Legislation
A number of recent legislative initiatives have been passed that focused on the
labor sector (Namis et al., 1995).
Employment Promotion Act
Passed in 1995, this act provided for a probationary period ofthree to six months
under indefinite employment contracts, encouraged part-time hiring and temporary
contracts for employees with partial exemption from employee benefits, and apprenticeship contracts.
Small and Medium-Sized Enterprises Act
Also passed in 1995, this act stipulated special labor conditions for small enterprises which provide for adaptability of human resource management practices
in light of changing market conditions in an open economy, a special level of collective bargaining agreements for small enterprises, variations in payment dates for
vacations and bonuses, modification of the end-of-employment system, and renegotiation of collective agreements for prevention of corporate crises.
Occupational Hazards Act
This act was passed to set up a system, privately administered and regulated by
the state, which provides social insurance for employers and easier access to benefits by injured employees.
V.

Conclusion

As health care in Argentina evolves toward a managed care system, the country may be compelled to examine other possibilities for providing social services to
its citizens. Perhaps EAPs will step in and fill this role for Argentina's vast number
of workers.
Contacts
Jose Maria Cartas
Technical Assistant for Argentina
Inter-American Development Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-1017
Oscar Rodriguez- Rozic
Assistant to the Secretary
Inter-American Development Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-3401

Daniel Chuburu
Labor Relations
Embassy of Argentina
Washington, DC
Tel: (202) 939-6400
Federacion Argentina de Associones de
Profesionales del Servico Social
Los Andes 1ll5, c.r. 8332
Rio Negro,
Argentina
Tel: (54)-1-953-2330
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Maria Louisa Escobar
Social Programs Division
Inter-American Development Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-2113

Universidad de Buenos Aires
Facultad de Ciencias Sociales
Marcelo T. de Alvear 2230Cap.Fed
Buenos Aires
Argentina
Tel: (54)-1-961-9978
Email: oper@fsoc.uba.ar

American Chamber of Commerce
in Argentina
Av. Leandro N. Alem 1110
Piso 13, 1001
Argentina
Tel: (54)-1-311-5420/5126

Mirilia Mirza
Regional Operations Department
1,
Country Division 2--S.E. 902
Inter-American Development
Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-1626

Gustavo Marquez
Social Programs Division
Inter-American Development Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-2885
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Chapter 30
ITALY
Anne Sullivan and Barry Roysdon
I.

Introduction

The Italian population consists almost entirely of native born people who largely
identify with either the urban north or the rural south. The north contains most of
Italy's larger cities and about two-thirds of the country's population; the agricultural
south has a smaller population and a more limited economy.
Due to widespread political scandal during the first half of the 1990s, Italy
moved from a coalition system of politics dominated by a single party to a more
splintered system of powerful new parties and alliances (Encarta, 1994).
The Labor Force
Prior to World War II, Italy was an agricultural country. Since the war, the
country has evolved as a ranking industrial economy (CIA World, 1995). Social
change has occurred with expansion of professional, commercial, and technical
employment. This has been complemented by the development of an effective system of free public schooling, technical institutes, and universities that have produced one of the best trained workforces in Europe (Davis & Grindrod, 1995). The
Italian labor force totals approximately 24 million with nearly one-tenth employed in
agriculture, one-third in industry, and over half in services and administration (Italy,
1995).
Most industrial employers are members of the General Confederation of Italian Industry (Davis & Grindrod, 1995). This employer's organization negotiates
with the labor unions for contracts and working conditions, with the Ministry of
Labor intervening when attempts at negotiation cannot be resolved. Over 100 specialized employer organizations have been developed.
II. EAPs
Attempts were made to locate EAPs through the Italian Embassy, the ItalianAmerican Business Owners Association, Olivetti North American, the Olivetti Corporate offices in Ivrea, Italy, and others. Only one was discovered. Telecom Italia
(discussed in Chapter 27) has an EAP in Italy which provides counseling, referral,
and workplace seminars by B.A. and M.S.W. social workers.
Substance Abuse
According to M. Simons oftheNew York Times (1989), there were about 100,000
heroin users in Milan alone in 1989. In all ofItaly, there were approximately 300,000
heroin users, half of whom are infected with AIDS according to health officials.
Simons reports that part of the attraction to drug traffickers, who had previously
considered Italy to be little more than a transshipment point to the U.S., is that Italy
has large cities with little poverty, and contains affluent, upper-class customers for
heroin. "Calm as if on a coffee break, two young couples sat down on a bench in the
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Plaza de la Republica and started shooting heroin into their arms" (Simons, 1989, p.A32).
Law enforcement officials have difficulty in dealing with the heroin problem in
Italy for two major reasons. First are liberal laws that legalized the possession of
narcotics for personal use in 1975. Next, Italian organized crime finds it simple to
ship narcotics from Turkey or Syria into northern Italy where most of the addiction
problems are concentrated. Italian officials have also expressed concern that cocaine from South America was beginning to surface in Italy and that the problem
would become as bad if not worse than heroin. Treatment is available for about
2,000 addicts in clinics run by the city of Milan. About 2,000 more receive treatment at private or church-run clinics (Simons, 1989).
Editor's Note
In 1990 the editor was invited by the United States Information Agency to
speak about drug abuse at a conference in Milan, specifically the developing problems with cocaine and crack addiction. At the conference, Italian officials from
government and health agencies were concerned about several significant issues.
Cocaine and crack traffic had become a problem in Italy and government law enforcement and health officials wanted to intervene before it became worse. Heroin
use, while legal on an individual basis, had become a tremendous problem. It is
considered to be an upper class drug in Italy, carrying little or none of the stigma it has
in the U.S. Discarded needles were seen on the streets, necessitating warningAmerican children not to pick them up because of the danger of AIDS transmittal. The
prevalence of the drug was quite surprising. One of the most pressing issues was the
large number of overdoses and the needle-borne transmission of HI V andAIDS.
The officials wanted to pass new, stricter laws and open treatment centers, something with which Italy was unfamiliar. It seemed as though the Italians were starting
from a position of disadvantage in developing treatment centers by not having an
infrastructure for treating alcoholism to build upon, as the U.S. and other countries
have done. It was, however, an opportunity to build something new and will perhaps
be effective.
HIVIAIDS
Health care policy is considered by some to be unduly influenced by the Catholic
Church, most notably with birth control and the treatment of sexually transmitted
diseases. It is acceptable for Italian physicians to use their own discretion in prescribing birth control pills, particularly as it relates to the doctor's religious beliefs.
Physicians may legally refuse to perform abortions on the grounds of conscience
(Tagliabue, 1994).
Many physicians have argued over the church's influence in issues of medical
care, notably regarding the treatment of AIDS. A leading immunologist has made
the claim that efforts to facilitate the prevention and treatment of AIDS have been
curtailed, as evidenced by cessation of a program to add 6,000 hospital beds for
AIDS patients and the disappearance ofAIDS information from television and schools
(Tagliabue, 1994). The Health Ministry reported the total number of AIDS cases in
Italy to be 21,463 in 1993 (Tagliabue, 1994). This figure conflicts markedly with
the figure of approximately 150,000 AIDS cases reported by Simons (1989). With
the extensive number of cases, AIDS should clearly be an issue for Italy's national
health service.
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Child Care
Even though there are no EAPs in Italy, the editor considers their system of child
care to be so extraordinary as to merit a separate section. Because of the expansion of
EAPs into child care, she also considers the Italian system far superior to any in the
U.S. and one that providers should study. Dana Friedman, a U.S. child care consultant, shared with the editor that she found the same excellent system in France.
The following pages are extracted from DHEW Publication No. (HSM) 729025:
Italy's Asilo System
By Dr. Dale A. Masi
Prior to my arrival in Italy, I had heard from American wives that the Italians
had nurseries where one could place preschool children at virtually no cost.
Since our children were not of this age, I was not too intrigued until after
arriving inAviano. I was shocked to find the second largest building in the
square was an asilo or nursery. The building was prominent and established, not
something thrown together out of convenience.
My curiosity was further whetted when after being there less than a month, I
was asked by an American wife to go with her to an asilo and act as an interpreter for the director. Having arrived three days previously, the mother was
anxious to have her child placed in an asilo.
I readily accepted and was amazed at what I found. The asilo is open weekdays
and Saturdays from 8 a.m. to 5 p.m. 11 months out of the year. Children are
picked up by bus, and a hot meal is provided. All this for only $8 a month,
which includes transportation and meals.
As I traveled around Italy studying community development projects and
curricula in schools of social work, I admit I would still have questions following my interviews on asilos.
For those of us in health care, there are many questions raised by a policy that
encourages two-year-old children to be away from home for the entire day, six
days a week. For educators, serious shortcomings are shown with the Montessori
method. In addition, when a government considers all-day education necessary
for 2- to 5-year-olds, yet only provides elementary-schoolchildren with schooling from 8 a.m. to 1 p.m., it is obvious that their underlying assumptions are
different from ours. For those of us in social work who have worked for daycare nurseries, Italy's system holds important lessons.
The following provides some background information on asilos.
As a national system, asilos were started by Mussolini under Italy's Department
of Child and Maternal Health. Because of the fascist emphasis on health among
the young, they were originally sought to ensure that children were at least well
cared for during the day and provided with one good meal.
Through 1967, many asilos were subsidized by the government, but not under a
uniform system. Remembering Italy's special relationship between church and
state, it is not surprising that many orders of nuns received government funds to
run asilos, which accounted for their low fees. In 1967, an Italian administration
fell on the question of the asilos. The winning group argued that asilos were
necessary for the education of all children. Nursery school education was seen
as a vital part ofthe educational process. The asilos were then transferred to the
Department of Education, with schooling provided at no cost to the children.
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Obviously, Italian educators have given asilos a great deal of thought, because
elementary schoolchildren are not gone all day but actually return home at 1
p.m. The asilos are not set up primarily for the convenience of working mothers, but rather on firm educational convictions. Now that Italy has taken the
momentous step and placed the asilos squarely in the Department of Education
and assumed the national responsibility for them, standards will be nationalized
and established. Up to this time it has been difficult to establish standards
because some asilos received Government support, some did not, and tuition
varied. Today only the Montessori asilos will remain outside the main Governmental system. Although originally started for the poor, it is now associated
with the upper middle class.
Italian culture is family-centered-the
life of an Italian revolves around his or
her family. Men come home for a three-hour main meal, and their work is often
a family enterprise. Italians love children and are most open in demonstrating it.
Visitors soon become accustomed to Italian men and women stopping them and
kissing their children. Restaurants are full of children, dining with the family
often as late as 10 p.m. Sunday is the traditional day for the family outing. The
asilo then was undoubtedly a contrast: The family that is so close and obviously
child-centered freely sends its children off for such long hours. As far as I
could observe, Italians accept this as a matter of course and see nothing strange
in this. I would like to have been able to study the psychological implications of
how this affected the children. I soon realized I was using an American's
approach, and this was my mistake. It is because the Italian is so familycentered that the system probably works. It may also be successful because the
child is made to feel so secure and gets so much attention and love that is
genuine. Besides, every other two-year-old is at the asilo-it's the natural thing
to do.
By child-centered, I do not mean all Italians have large families, which is a
popular misconception. It may still be true in the southernmost part, from
Naples southward, but for the rest of Italy, generally it is not. Italian families in
Northern Italy are small. For example, we had difficulty finding housing
because we had three children. We were repeatedly told by Italian real estate
dealers that our family was too large. There were many new houses and apartments in the area, but the vast majority had two bedrooms. One would hear an
Italian say, "I would like a child when I marry." The young marrieds are
limiting their families and will discuss it freely and openly. I wanted to point
this out so the reader will not falsely assume that the asilos are used by the
Italian mother because she has so many children. The asilos were consistently
used by Italian mothers with only one child.
My last observation, or should I say shock, came when Istarted asking about the
Montessori method. I was politely informed that Montessori was outdated and
that Agazzi is now the method used. Never having heard of RosaAgazzi, I
wrote to several American child welfare people asking about her. They, too, had
never heard of her, which bolstered my ego but still left me in the dark. The
process of finding out about the two systems in Italy was one I knew would be a
vital part of the study.
Field Visits

I visited six asilos, each selected with three criteria in mind: (1) location, (2)
size of city served, and (3) type of educational method used. There are literally
thousands of asilos in Italy, and these criteria seemed the best in trying to get a
representative sample. Only one visit was made officially through the State
Department. Others were made to asilos I sought out. This report will present
the visits I made in chronological order.
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Milan Asilo. Scuola Materna, Via Cesari, N. 40, Milano, Italy.
Large industrial city in northern Italy. Educational method used: Agazzi.
This visit was arranged through theAmerican Consulate. Milan's Consul
General furnished me with a staff member to act as an interpreter if needed. We
started with a long conference with the director, Signorina Longhi. Her office
was gaily decorated with many pictures and crafts made by the children. It was
not large, but was very comfortable, and the fresh yellow jonquils on her desk
typified the atmosphere. We drank coffee from cups painted by the children.
Though this school was obviously a showcase for asilos, there is no doubt that
the director was one of the primary reasons the school was so good. Her warmth
and knowledge was obvious.
Signori a Longhi explained that the former mayor of Milan was a psychologist
who believed in asilos. Since Milan is industrial, often referred to as "little New
York," his idea was to bring the country to the city-children. Although the
schools are in the city, they were to be in the open air with the outdoors used as
much as possible.
Based on theAgazzi method, the buildings were on one floor. Wood was used
for a more homelike atmosphere. Color was in abundance. The buildings were
connected by a glass-enclosed porch, which contributed to the feeling of
community. In bad weather, the children could still play and eat on the porch,
which brought them closer to the outdoors. All teachers must have an interest in
the outdoors and classroom topics should include outdoor life. Each child was to
have his own garden of vegetables and flowers.
This asilo is open from 9 a.m. to 4 p.m., six days a week, October through
June. There are 160 asilos in Milan. Thisparticular one had 200 children and
five teachers. The children stay with the same teacher for a year. The asilos are
severely overcrowded. There is no requirement for entrance except that a child
be three years old by December. There is no tuition, however, parents are
charged only for lunch and transportation. There is a special low fee for parents
who express hardship. Three buses bring the children to and from school.
Menus are prepared by the municipal dietician. In typical Italian tradition, lunch
is the main meal and includes pasta, meat, a vegetable, a dessert, and a fruit.
Juice is served in the afternoon. Most asilo kitchen facilities are very large,
similar to a small restaurant.
The Signorina was very free in her thinking about Montessori and Agazzi. She
explained that Montessori was an educator who designed specific material
originally for handicapped children. Her key points were: (I) mistakes should
be controlled, (2) sensation can be divided by contrasting differences, and (3)
sensations should be isolated.Agazzi was against anything that was prepared in
advance. She thought life materials should be used and prepared in collaboration
with the child. She thought flowers and the outdoors were most important.
Signorina Longhi felt Agazzi was more modern than Montessori, and that her
methods were applied widely throughout Italy. She made the point that
Montessori and others thought adults have a right to interfere in a child's growth
by controls. Agazzi, on the other hand, felt it was the child's right to create
naturally.
We then went through the facilities. Classes were open, children were everywhere, and the whole atmosphere was very relaxed. Each classroom took on the
particular characteristics of the children and its teacher. Each teacher is allowed
to work with the children as she wishes. Original artwork and crafts were all
around. Clay was used a great deal. The director explained that each child was
to be given support and recognition. Each child was to follow his own interests;
children can go indoors and outdoors at will. There was also a theater where
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they put on plays, often working with puppets. She thought acting was a
wonderful way for the children to express themselves. Each class has its own
theater materials. She also thought the theater helped with linguistics.
She explained that the city runs a psychological center. The number of disturbed
children is growing, and asilo staff refer the children for individual counseling
whenever necessary. She also said one of her problems was the lack of interest
by the mothers. They have periodic meetings with the mothers, yet it is difficult
to get them to come. In response, staff members film the children at play and
show the films to mothers. This has been a powerful means of helping the
parents see how their children act. When indi vidual counseling is recommended,
the parents more clearly understand why. We saw three of the films, which were
most revealing, especially since the children did not know thefilms were being
taken. One film was shot when the children were given chalk and asked to draw
on the ground. Another, when they were given mirrors and asked to look at
themselves in the mirror. The director thought this was a "stupendous experience" for a child.
We obviously could have stayed all day and continued to learn. Since we had
stayed the entire morning, we pulled ourselves away from this beautiful school,
wonderful staff, and engaging director.
Interview. Dr. Milena Illerma,Administrazione
Vivaionoi Milan 20122

Provinciale di Milan (23) Via

Dr. Illerma is the former dean of the school of social work in Milan (ENSISS).
She is now on the municipal staff as a social worker. She provided me with
factual information on the government crisis over the asilos. She explained that
not only was the asilo seen as an educational as opposed to a welfare institution,
but that it could well move toward becoming mandatory. There is still debate
over who should run the asilos, men or women. Since the legislation was
current, there had been no previous national requirements. Milan licensed asilos,
but many cities and towns in Italy do not. The government had really only
conducted inspections for sanitary reasons. If they become mandatory, asilos
will be the same as public schools, with the teachers paid by the national
government and the construction and operating expenses paid by the local town.
If Milan wished to have an asilo, it would request such from the provincial

government. A community organization worker from Dr. Illerrna's staff would
go to the town, make the evaluative study, and make recommendations to the
province. They found that the asilos in the outskirts of the city were not as well
run. Therefore, they felt it was useless to put money into buildings at the time;
rather the money should be spent on training teachers.
Before I left Milan, it was interesting to note that the consulate office was not
able to arrange a visit for me at a Montessori asilo. They made several calls to
secure an appointment, but various reasons for refusal of the request were given.
Asilo Rome. Centro per L'InfanziaAAI, viale Del Monte OPP 1034 Roma,
Italy. Large industrial city in southern Italy. Educational methods used: Both
Agazzi and Montessori.
The asilo itself is totally housed in a large palace 100 years old. The director,
Signorina Silvana, was warm, knowledgeable, and most expressive in her
comments and awareness of children. The interview was conducted in Italian,
but there was little difficulty in understanding. Signorina Silvana was also most
expressive about her feelings about Montessori andAgazzi. This asilo is specifically for children whose mothers work for a branch of government. There are
75 children grouped by age. Since women are granted eight weeks maternity
leave after the birth of a baby, the asilo tends to children as young as two
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months. During my visit, there were 12 children in the two-months to one-year.
A ratio of one staff member to six babies is maintained. For the group from
one- to two-years-old, the staff ratio is one to eight. From two- to three-years,
the staff ratio is one to 12. Certainly, with the infants, this is child care.
However, a look at the ratio of adults to children shows their emotional growth
is a prime concern. Maternal type love is all important.
The asilo is open year round except on Sundays and Mondays. It is located
behind the AAI building. The children arrive at 8 a.m., are fed breakfast at 8:30
a.m., and are then washed or bathed. They are then free to play or nap until
lunchtime. This asilo closes at 2 p.m. when children are sent home. Government
offices frequently close at 2 p.m. in Italy after a six-hour work day. Only senior
officials return for the 4 to 7:30 p.m. shift.
The nursery housed the infants. This was an isolated section and the rest of the
children and staff were not allowed to enter. The kitchen facilities were separate
and there were obvious rigid sanitary restrictions. There was a playroom for the
babies. Of course, each had its own crib. A pediatrician checked all children
weekly and was on call if needed. A small, but well-stocked, infirmary was
maintained.
Another section of the asilo was for the two- to three-year-old children. It was
strictly Montessori. Signorina Silvana brought us into the three rooms and the
outdoor section reserved for Montessori learning. Her opinion, which I quote
because I'll never forget it, was, "For the intelligence, Montessori is good. For
the emotions and discipline, it's a disaster." She explained something which I
thought very crucial. She said that after her children had been under the
Montessori method for one year, they broke all the equipment. She saw it as the
children's way of wanting to be free-breaking out of the bounds of the
method. She showed me the equipment children had broken.
Only a few children were present, but it was obvious that this was a very
creative asilo. There was a puppet theater with puppets made by the children. I
saw large life-size playing blocks which were for free play; the children could
use them in any way they desired. Again there was the use of the outdoors, and
the outdoor Roman theater was used as a swimming pool when the weather
permitted. Each child had his own garden. There were numerous paintings,
paper-mache items, and creative crafts made by the children.
Interview. International Office, Montessori Center, Coursa V. Emmanuel 116
Roma
I'm afraid this interview will be written somewhat tongue in cheek. By this
time, I was having a difficult time beingobjective about the Montessori method.
I decided to go to the "Vatican" of the system itself and see what I could find. I
dropped in without an appointment. This is not as rude as it may sound because
I have learned that in Italy they often do not take appointments. When asking
for an appointment, I was frequently told to come by when convenient. Since
my time in Rome was limited, and I was concerned it would take me an impossible time to arrange a visit, I went in person. In all fairness, when I explained
why I was there, the receptionist was most gracious and asked if I wanted to see
the secretary general. I still don't know if it was because my Italian was so bad
and she wanted to get me off her hands or because their staff always are so
available to visitors. When I walked into the office, the first object I saw was a
picture of the face of Maria Montessori at least six feet wide, from floor to
ceiling. I knew I had arrived. Somehow, with this picture right behind the
secretary general, it was difficult for me to concentrate or honestly take the
whole interview as seriously as I should. The secretary general was a woman in
her late fifties, very businesslike, and very helpful. I explained my problem of
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not being able to get into a Montessori asilo and asked if she could help me. She
gave me a list of the] 7 approved Montessori asilos in Italy. She explained that
many places call themselves Montessori, yet merely use some Montessori
equipment or have teachers who have read Montessori books. She said it was
one of the association's constant problems. Currently, they have a staff member
investigating all the asilos that call themselves Montessori. She said to have a
true Montessori school, the teachers must be trained at Perugia (a city) where
the international course is held for three months every year. The equipment
must be all Montessori and registered with the association. The association has
working organizations of interested citizens who often will precede a school in a
city. She gave .me many copies of their publications. She explained to me that
Montessori has been used as an educational approach for 14 years. Milan was
the first city to establish three schools: primary, secondary and tertio (third).
She was obviously a very busy woman, and I was most grateful for her time and
help. I had secured a few names and addresses of Montessori schools that I
might be able to visit.
Sorrento Asilo. Small town in Southern Italy. Educational Method used: not
identified.
Sorrento is more beautiful than all the songs that have been written about it. It
sits on a mountain's edge facing the blue Mediterranean with the Bay of Naples
and Capri for a view. Tourist shops abound and ultra-modern hotels with
swimming pools on rooftops are all around. This is what the tourists see.
Sorrento, however, is a suburb of Naples where poverty in many forms is
apparent to the naked eye.
The asilo is right in the main square of the city. It ispart of the entire municipal
complex. There are 40 children in the asilo, 48 in the "orphanage," and the
elementary school completes the complex.
I stopped in one morning completely unannounced and found the nun director.
A very outgoing and warm person, she was as proud of the asilo as if she were
showing me either of the ones previously described. The asilo itself was housed
in two classrooms. The children used one room for the class and the other for
eating. There were little desks, one for each child, but they were terribly
crowded. There was little equipment or toys evident. All classrooms faced an
open cement courtyard where the children played.
The nuns explained that there were two other asilos in Sorrento, but this was the
largest. This one was private and the parents had to pay a $5 monthly fee which
included the cost of food. Most of the children, aged 3 and one-half to 6 years,
had mothers who worked as maids in the hotels.
We had a complete tour of the facilities and it was obvious that through the use
of color, attempts had been made to brighten up the building. In the cafeteria,
one nun had hand painted attractive children's pictures on the walls. Each room
had colorful paste-ups from magazines placed around. There was no doubt--the
poverty was evident. I am sure from seeing huts and terrible housing conditions
in the area that for many of the children this was far more luxurious than their
homes. Even in July the rooms were dark and several were windowless.
Again, the director was warm and outgoing. Her informal manner and ease with
the children who were around her helped make up for whatever was lacking in
physical facilities.
Marsuri Asilo. Small town in northern Italy. Educational method used: Agazzi.
Marsuri is a town of 1,800 people. Its surrounding area has a population of
1,500 farmers. It is situated at the floor of the Alps in northeast Italy. The
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mountains surrounding Marsuri are a powerful and magnificent sight.
I selected this asilo because I had heard from my Italian friends that it was very
good. I was interested in seeing what they wanted me to see. I had not arranged
an appointment, but when we arrived, the nun director guided us through. I
preferred to see the asilo in its normal state. How the asilos managed to have
such warm, expressive people in charge I do not know, but again the director
was most outgoing, demonstrative and kind. This asilo is open 11 months of the
year, 5 and one-half days per week. The hours are from 8 a.m. to 4 p.m. There
are 70 children from 2 to 6 years old and a staff of four nuns. Tuition is $4 a
month, including meals.
The building itself, built of solid concrete, is a three-floor structure with the
nuns living on the top floor. The grounds had several acres both in front and
back. The back was used for two play areas, one for younger children and the
other for the older children. By Italian standards, they had more swings and
outdoor equipment than usual. Inside, though they may have been lacking in
toys, they certainly made up for it in original crafts. The children had a display
for Mother's Day which showed much originality. Frankly, the classroom
models of desks in rows I found out of place. The cafeteria was colorful and
well-done. Again, the kitchen was well-equipped for preparing and serving the
four-course lunch.
The nun was most proud of the new lavatory that had recently been installed.
The entire lavatory is made of ceramic tile with a special place to put the feet
while standing over the provided opening. Girls use this lavatory in a standing
position as there is no stool. For the woman traveler, this particular model is a
horror and a frequent topic of conversation. The nun pointed out that they are
considered more sanitary for girls and women since there is no opportunity for
them to sit on a stool. What was most interesting was that they boys' new
lavatories were the standard models.
The most informative part of the visit was when we sat down to chat. She had
mentioned Agazzi from the beginning and assumed I knew all about the method.
After the tour of the physical plan, including the private nuns' quarters, Sister
invited us for a glass of vermouth. The latter was as delicious as the conversation. Again the entire interview was in Italian. I explained to her that I was
trying to learn aboutAgazzi. She gave me one of the best explanations I have
had. She explained, first of all, thatAgazzi thought the nursery school should
have the atmosphere of, and be like, a family. Though one made one's own
teaching materials, they should be from family subjects. She showed me boxes
and boxes of beautiful homemade flash cards the nuns had made from magazine
pictures. It was obvious they used the theme of the family throughout. The
teaching materials were designed to emphasize color, action and depth, yet were
to be as practical as possible. She also emphasized the importance withAgazzi
of the outdoors. She summed it up by saying Montessori is strict and Agazzi is
free. She commented that Montessori in Italy is for the rich-the first time I had
heard this association.
They may have lacked some teaching tools as the town of 3,000 was very poor.
However I thought the teachers had done an excellent job of making something
from nothing. More important, their knowledge of educational methods and
their application of them was most impressive.
AvianoAsiio. Small town in northern Italy. Educational method used: not
identified.
The asilo at Aviano will be touched upon briefly. In the beginning of this
chapter, there is the information concerning hours, rates and organization. As I
said, I visited there several times because of its proximity. Mainly I went back
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to see thechildren. Often during the day I would, by chance, be behind the bus
bringing them to or from school. Every morning and afternoon I could see them
all playing in the courtyard. I found them enchanting in their pastels, very shy
and beautiful with their big Italian eyes. I'rn sure they wondered who this
strange American was who would take their pictures. Of the asilos I visited,
Aviano had the highest tuition, yet was one of the poorest. Though the concrete
building was large, spacious and readily admitted sunshine, there was little play
equipment. The front yard was concrete and there wasn't much for the children
to do but run around. They had only two staff members for over 100 children
and, frankly, I found both these two nuns unresponsive. They rarely smiled.
PordenoneAsilo. Mid-sized industrial city in northern Italy. Educational
method used: Montessori.
The nun director and an assistant showed me through the asilo. They were very
cooperati ve and their enthusiasm for their asilo was obvious. It was housed in an
ultramodern, almost futuristic building. The outside had lovely gardens, but
there was only one swing. The nun explained that the children do not play in the
gardens, which are all maintained by a gardening staff. The playing is done
inside. The front entrance had a ceramic tile mosaic two floors high with an
ultra-modern staircase of wood and wrought iron. The mosaic was futuristic and
had no particular pattern that I could detect. I am describing this building in
some detail because it turned out to have enormous relevance.
Upon entering, I assumed that this large building would be a grand place for the
children to play. I was amazed to find that the building actually housed four
separate schools under the Montessori system. Each classroom was the same
with identical furniture and equipment. The building itself was divided in half.
(The left side was a reverse plan of the right.) Each side had two classrooms
with a shared music room and shared lavatories. The director explained that
each class was made up of all ages of children, because the older helped the
younger learn. Each group remained within itself. Children could stay in the
same class for three years. There was no communication among the classes.
Actually, she called them four separate schools, not classes. Music rooms were
shared, but not used by the two classes at the same time. There was nothing
done with the school as a whole. I frankly found this hard to believe. When I
visited a classroom and realized the children were confined to one room under
this system, I became more incredulous. Obviously, the staff thought this was
right, but to me it was wasteful of the beautiful building besides providing
confinement and lack of communication for the children.
The director explained that all I needed to see was one classroom because the
other three were identical in every way.She was right because I did get a peek at
another since I was such a "doubting Thomas." I then realized what a pure
Montessori asilo is. It covers every detail from the garden to the minutest piece
of equipment. The four schools have 100 children. They are open 6 days a week
from 9 a.m. to 4 p.m. for 11 months of the year. Their fee was $8 a month. Hot
meals were included but the parents provided transportation.
We spent a great deal of time in one class reviewing the various kinds of
Montessori equipment. The books I had read pictured many of these, and I am
sure the reader may be familiar with some. There were dressing "frames" with
buttons and button holes for buttoning, the same as I had seen at the Rome asilo.
The furniture was all Montessori and the chests of drawers contained boxes of
various equipment. The nuns were very excited about the learning material and
were most gracious in taking out many types and showing me how they worked.
The numbers are raised so the child has the sensation of feeling the number as
well as grasping it intellectually. The equipment was very sophisticated. For
example, the superimposed maps were an intriguing way ofteaching geography.
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The nuns explained that each child can learn or play what he wants. The teacher
helps him and often another child will also help. There is a certain table for
writing. There were beads for counting, which I thought quite small for little
fingers. When I asked about playing on the floor, they explained the carpet in
the center of the room was for that purpose. Since each class contained 25
children and the carpet was 8 feet by 10 feet, I was chagrined. I cannot conceive
restricting 2 Y2- to 6-year-olds to such an area.
At the far end of each class, there was a double stainless steel sink, drainboard
and a little closet. The director explained that the children eat in the same room
and this Montessori equipment was all meant to show them the right way to
serve (a waitress's apron and waiter's jacket were provided), to eat and to clean
up. The children served every lunch and cleaned up all the dishes. There was a
Montessori washboard which they used to wash their table napkins when they
were soiled, and there were Montessori plastic cuffs to insure their clothes
didn't get wet when they washed dishes. There was a special closet with cleaning materials. Each item has a purpose and is to be used for that purpose only.
These items can be used only at meal time. The children ware also taught how
to sweep and clean.
We then briefly visited one of the music rooms. This was where the children
sang and danced. There was a piano. In both rooms, there were coat racks. The
director explained these too were Montessori. Each rack was numbered so a
child could identify his own. This same number was used to identify any item
which belonged to a particular child. Before each rack there was what looked
like a little chair. Underneath this was a shoe and brush kit. Again, this was
Montessori; upon entering each morning, children were to use the brushes for
their shoes.
We then went to the bottom floor. It was made up entirely of play equipment. It
was an attractively large room containing swings and slides that are usually
found only outside. These are used during the two daily recesses by each class.
It did my heart good to see such equipment.
The entire building had central heat and was air conditioned. This was a puzzling factor. I tried diplomatically in Italian to ask about the funding. This
equipment and physical plant could not be maintained by the $8 tuition paid by
each of the 110 students. I couldn't get a satisfactory answer, and I felt it out of
place to ask further.
Frankly, I left sad. What I found was worse than I could have imagined. The
nuns had all gone to the Perugia school for training in the Montessori method
and obviously followed it, believing in the system. When I asked aboutAgazzi,
the only answer I could get was that Montessori set the child free within the
bounds of learning. I tried to get at this in depth, but because both nuns spoke
only Italian, it was difficult.
Conclusions

At the completion of the study I was more incredulous than when I started. Italy
does have a thorough system of preschools. The comprehensiveness of the
system is awesome, which is what gives it its impact. Every little town and
village has and accepts an asilo. They are operated on a year-round, full-time
basis and utilize various educational techniques with emphasis onAgazzi rather
than Montessori.
It bothers me to see how Montessori has become a byword in our country,
especially in the suburbs. It is almost a status symbol to see whether we can
afford this type of school. After speaking with the international director, I am
sure we in the United States suffer from the same "Montessoritis" as some
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Italian schools. Teachers read several books or buy some of the equipment and
then say they have a Montessori school. The director's emphasis on the fact that
Montessori was a total concept in education is important. Her opinion is that
you can't mix Montessori with another method or teach it half-way. My own
feeling, after viewing the pure example, is that I could not condone it. I am sure
that the reasons that Montessori developed the original techniques are valid. She
went into children's institutions and found retarded and disturbed children who
had never been taught. With her designed equipment she worked miracles in
helping their minds come alive. In my opinion, here lies her genius. Using this
approach for all children, however, is what I cannot accept.
I am forced to conclude the reason for the Agazzi sisters' anonymity in the
United States is, as far as I could find from contacts in the Educational Department of the University of Triests, that the few books written about their method
are all in Italian. Italians I met knew of the Agazzi sisters. I am forcedto
conclude our lack of know ledge stems from a language barrier.
There is no doubt in my mind that many Americans ave much to learn from the
Italians in this area. Their administrators are able, intelligent and aware of
children's needs. I saw nursery school with as many as 200 children still
providing individual attention to each child. What is important is that Italy, the
family centered society, has accepted preschools as educationally necessary. It
sees them as an alternative when mother's care is not possible or as a substitute
when a home is not ideal. It sees them as a value in themselves and a necessary
part of the education of the child. The usual reasons in the United States for
having preschool day care have been because of working mothers, inaccessibility of baby-sitters, need to make our welfare mothers independent, need to help
certain groups of children. These reasons pale before the reasons Italy has them.
If one country sees them as necessary, is it not time we in America examine that
concept?

III. Description of Health Care System
In 1978 the National Health Service (Sistema Sanitaria Nazionale, or SSN) was
established to guarantee equal health services for all citizens (Granaglia, 1989). As

noted by Granaglia "in Article 1 of the law, the SSN comprises the complex of functions, structures, services, and activities for the promotion, maintenance, and recovery
of physical and mental health for the entire population without distinction of individual or social conditions and according to norms that assure the equality of citizens
in terms of service" (p. 235).
All Italian citizens and foreign residents qualify for the health service free of
charge with the exception of co-payments for prescriptions and ambulatory care (France,
1991). The cost of the SSN is shared by all citizens through direct contributions
based on income level. Employee contribution is withheld by the employer, and
program cost is shared with the self-employed and the employers. Any remaining
costs are covered by taxes imposed by the central government (France, 1991). The
budget of the SSN was calculated in 1995 at approximately $57 billion USD-equivalent to approximately $1,000 for each citizen (Cowell, 1994), with the central government contributing approximately 8% of its budget to health services (Cowell, 1994).
Employees contribute through taxes that equal approximately 10% of their pretax
earnings; 1% of this amount is given by the employee and the remaining 9% by the
employer. The self-employed contribute approximately 5% of their pretax salary
(Cowell, 1994). Those exempted include pensioners, unemployed, and others without income (Angeli, 1992).
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The SSN has suffered a great deal of criticism and concern over the effectiveness of its administration, both financially and in providing services (Mori, 1984;
France, 1991; Cowell, 1994; Drozdiak, 1994). Italy's large budget deficit is assessed
by the government to be the result of the increasing costs of health care service and
has regularly targeted the SSN for cost containment efforts. Not only has the SSN
struggled with financial constraints as a result of these policies, but it has also been
faced with increasing demand for services as a result of the increase in the elderly
population, the provision of new health services for abortion and family planning, and
the increasing costs of rapidly advancing medical technology (France, 1991). Hospital care guaranteed by the constitution is considered poor, inefficient, and disorganized (Drozdiak, 1994).
Interestingly, for a country purportedly suffering from poor administration of
health care, there are a large number of physicians per capita. Cowell (1994) reports
that Italy's approximately 350,000 physicians-one for every 163 citizens (the U.S.
ratio is about one for 400 people)-gives
the country the distinction of having the
highest density of physicians in Europe. Yet the country suffers from poor and inefficient health care services. Because of the abundance of physicians, nearly 20,000 are
unemployed and 30,000 more are underemployed (Cowell, 1994).
IV. Relevant Legislation
There are a number of government laws protecting the rights and well-being of
all employees. They include Law 604/1966 governing individual dismissals, Law
300/1970 consisting of labor rules, Law 533/1973 governing labor disputes, Law
903/1977 eliminating discrimination between men and women, and Law 56/1987
which handles the organization of the labor market (Italy, 1995).
Companies are required to have measures in place for protection of their employees' physical well-being and general welfare. To assure compliance with regulations regarding health and safety, the Local Health Units (LHU) were instituted across
all regions under the National Health Reform Law in 1978. With the implementation
of this law the central government remained responsible for establishing norms nationally, regional governments became responsible for health planning, and the LHU s
became responsible for unified health services. A major objective was to ensure the
prevention of diseases and accidents in the workplace (Reich & Goldman, 1984).
Social security legislation also serves to protect employees physically, as well as
regulate terms of employment, rules regarding social assistance, and social security
(Italy, 1995). Both the employee and employer make contributions to social security
which cover pensions, health benefits, family allowances, employee housing, accident insurance, and unemployment pay. In 1992, responding to the need to reduce
the social security program deficit, the government made several significant reforms
in benefits. The retirement age was raised from 60 to 65 for men by the year 2003 and
from 55 to 65 for women by 2012. The minimum period of coverage to qualify for
old-age benefits was raised from 15 to 20 years of employment. The wage base ofthe
old-age benefit formula was restructured to include every insured year rather than the
last five years preceding retirement. Coverage requirements for civil servants were
raised to equal the general social security system requirement and the pension plan
payable to civil servants after only 15 years of coverage began to be phased out.
Workers' compensation is payable by the National Social Security Institute (INPS)
from the Redundancy Fund and is applicable in situations of a temporary adverse
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nature caused by events outside the control of employers or workers. Compensation
also covers other temporary situations detrimen tal to the interests of workers, for example, situation in the labor market and reorganizations by employers (Italy, 1995).
Employees are paid 80% of their wages or salaries based upon the hours they would
have normally worked. Two types of redundancy compensation may be received by
the employee to include ordinary compensation (in which the employee is paid for a
maximum of three continuous months with possible consideration for extension) and
extraordinary compensation (payable for one year with possible extension) in situations involving industry or local crisis (Italy, 1995). Redundancy compensation is not
available to executives or apprentice workers aged 15 to 20.
Sick leave for the Italian labor force operates as follows: the first three days'
absence is paid in full; up to twenty days' absence is paid at 75%-50% by the National Social Security Institute (INPS) and 25% by the employer; absences below a
maximum of 180 days are subject to various rates of pay. Maternity leave is 80% paid
by the INPS with the balance paid by the employer, and includes two months before
and three months after the birth of the child. Fringe benefits often provided by employers include subsidized meals, sports/social clubs, company housing or housing
loans, subsidized travel, and benefits for children and students (Italy, 1995).
There are four categories of employees identified by the Italian Civil Code: executives (supervisors and management personnel), intermediates (high performance
white-collar workers), clerks (basic performance white-collar workers), and workers
(blue-collar employees, manual laborers, etc.) (CIA World, 1995). All categories of
employees are typically represented by unions, but membership is not mandatory.
Pay rates have been set at a national legal minimum for each category of employee. Prior to July 1992, employees had to be paid a cost-of-living allowance every
six months based upon the national cost-of-living index. This was terminated because of concerns that this was contributing to inflation (Italy, 1995). Overtime rates
have also been established for each category of employee and are generally set at a
rate of 115 to 130% for daytime work and 120 to 175 % for nighttime and holiday
work. Overtime is restricted and may not exceed two hours daily, twelve hours weekly,
and two hundred hours annually (Italy, 1995).
National labor contracts have stated that normal working hours may not exceed
forty hours in a week with the average workweek being thirty-eight to forty hours.
All employees are entitled to a minimum of four weeks paid annual vacation for those
in manufacturing, and twenty-six days for those in commerce. To make up for previous public holidays, an additional four days plus forty hours pay for those in manufacturing and four days plus fifty-six hours for those in commerce are given. Ten official
paid public holidays and two additional public holidays are given annually (Italy,
1995).
Termination procedures are determined by employee category and level of seniority. All terminated employees are eligible for compensation based on salary and
length of service unless terminated for serious misconduct.

v.

Conclusion

Based upon the research conducted, the field of occupational social work and
EAPs have not yet reached Italy. If they were to be developed and implemented, the
efforts would have to be initiated, funded, and administered by private companies or
by existing businesses willing to develop in-house EAPs.
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The literature did not offer enough information regarding statistics on worker
productivity to suggest or identify particular areas of concern that could be targeted by
EAPs. Drozdiak (1994) briefly addresses the near impossibility of government workers being fired. He suggests that this encourages poor productivity and allows for
"little industry and resourcefulness" on the part of workers. Furthermore, he adds that
absenteeism is prevalent, as evidenced by the absence of one in every ten government
workers every day. This information suggests that Italy is experiencing problems that
could benefit from services offered by an EAP geared toward increasing employee
morale and improving worker productivity. Clearly, EAPs could be beneficial.
It is striking that EAPs/Occupational Social Work do not exist in Italy. Italy's
neighbors to the north are managing the workplace issues. With European Community membership, it would seem that Italy will become more aware of the value of
such programs from an economic perspective, as well as a needed resource for their
heroin problems. Italy is a country ready for EAPs.
Contacts
AL ITALIA
1-800-223-5730
1-212-903-3428

(general number)
(Benefits Information)

Italian Travel Agency
Tel: 212-245-4822
Associazione N azionale Assistenti
Sociali
Via Marco Aurelio, 31
1-00184 Roma,
Italy
Barbara LeBlanc
Executive Director of Italy/U.S.
Business Conference of DC
Tel: 202-942-0231
Dipartimento per la Farniglia e la
Solidarieta Sociale
(Dept. for Family & Social Solidarity)
Roma 00187 v.Berberini, 47
Italy
Tel: 06 481 16 14
Dr. Waifra Palanca
Member of the Ministry of
Social Affairs
Tel: 39 6 481 614 29
Fax: 39 6 481 614 73

Dr. Massimo Gatto
(Italian doctor practicing in
Germany)
Tel (home):
49 221 532 180
Fax:
49 221 478 6256
David Powell, President
Education & Training Programs,
Inc.
Windsor, CT
Tel: 860-571-7292
Pat Hannah
(American Social Worker living in
Italy)
Computer Center European
University Institute
50016 Santa Domenico Di Fiesole
Florence, Italy
Tel (home):
39 55 830 0270
Fax:
39 55 4685 205
Dr. Ida Regalia
Tel: 39 2 66714973
Fax: 39 2 66980834
Italian Consulate, Baltimore
5 Light Street
Suite 600
Tel: 410-727-6550
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U.S. Information Agency
Eugene Santoro, Country Affairs
Officer for Italy
Tel: 202-619-4700

Italian Embassy, Washington DC
Fax: 202-745-0364
Tel: 202-328-5500 Commerce
Department
Tel: 202-387-5161 Cultural Institute
Tel: 202-328-4750 Commercial
Office (Ms. Natalia Nabavian)
Tel: 202-328-5519 Commercial
Office (Mrs. Marini)
Tel: 202-328-5595 Economics Office
Fax: 202-328-5542 Economics (Dr.
Tosato)

Italian Consulate, New York
Tel: 212-737-9100
Ella Varpuleena
D' Anselmi Editore
Via Vigliena, 10, 00192 Roma
Tel: 06/322.00..20
Fax: 06/322.00.25

Scuola per I' Assistenza Sociale
Universita degli Studi di Siena
Casata di Sotto 19
Siena, Italy 53100
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Chapter 31
JAPAN
Andrew Goldfarb
I.

Introduction

Japanese society has been described as a series of concentric circles with the
family unit as the innermost circle (Ike, 1996). The circle beyond the family unit is
comprised of nonrelations with whom family members maintain close personal ties
such as long-time friends, classmates, colleagues, and work associates. For most
men the workplace is considered to be at least as important as the family. The next
circle represents the nation. This circle is typified by competition and not cooperation, and a person must be aggressive, strong, and willing to work hard so as not to
fall behind. Finally, the outermost circle is the world beyond Japan. Historically,
only the most adventurous ventured out of Japan. Those who did, and managed to
avoid contamination by foreign ideas and customs, returned to the respect and admiration of family and peers.
Since World War II, Japan has become very wealthy and incomes have risen
tremendously. Despite this influx of power and wealth the gap between rich and
poor has remained relatively modest. Prior to the war, income ratios between ordinary employees, middle managers, and company presidents were about 1:10: 100.
Today the ratio is something close to 1:4: 10, although executive "perks"-expense
accounts, travel, golf club memberships and the like-widen the gap.
The majority of Japanese people perceive themselves to be somewhere in the
middle ranks of the social hierarchy. They do not consider themselves terribly rich
or excessively poor. The wealthy do not flaunt their status In Tokyo; for example,
newspapers do not carry society reports on the life of Japan's wealthy (Ike, 1996).
In 1987, a middle-income family earned the yen equivalent of about $40,000, but at
Japanese prices that income had a purchasing power of barely $27,000.
Space in Japan is limited. The preferred form of housing is a single-family
dwelling with a garden, but in Tokyo such a home is out of reach for most because
a tiny plot of land costs the equivalent of several million American dollars. It is
because of this that those who do not have access to company or government housing have to settle for condominiums or apartments. The national average for living
space is 150 square feet per individual (Ike, 1996).
Work in Japan
The integration of the average Japanese male into the social and economic order, is not through his occupation per se, but through his firm.
The individual's sense of identity originates with his employment with a
particular business company or government ministry. If asked about his
work, the Japanses male witll most likely reply by stating the name of
his firm, not by giving his occupation. An employee, once hired,
generally is never dismissed unless strong evidence is found of gross
negligence, disobedience or comission of a crime, all of which are
extremely rare. Seniority, as much as competence, is important for
301
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advancement of wage or rank within the business enterprise. Once
recruited even the inefficient employee is usually retained until his
retirement age. A Japanese employee almost never leaves his company
to work for another firm (Matsumoto, 1970 p. 16).
Within the strong collectivity orientation, no distinction is made between
work and leisure and between "public" and "private" life. Unlike the American view, which holds that leisure is an individual and private affair apart
from work, no clear division exists for many Japanese between work and
play that is performed together with his co-workers. The Japanese is not an
enthusiastic joiner of formal leisure-time clubs separated from his group,
even for specific recreational purposes. In both labor and leisure, the
japanese individual is involved primarily with his fellow workers (p. 19).
While the average workweek is getting shorter, it still averages over forty hours
(Ike, 1996; Statistics Bureau, 1995). Men spend many hours at work and not much
time at home. Those who reside in the city also spend a lot of time commuting to
and from work. It is common that by the time the male worker gets home at night,
the rest of the family has already eaten dinner, and the children are studying or have
gone to sleep. Sundays tend to be the only day of the week reserved for family
outings.
Japanese workers are entitled to short-term unemployment and long-term disability compensation at about 60% of regular pay. They are entitled by law to vacations of five days plus one day for each year of employment, but employers strongly
discourage workers from taking all the leave time to which they are entitled. It is
assumed that a worker who is truly loyal would rather stay at work than go on
vacation (Ike, 1996).
Japan's economic structure is by nature capitalistic, creating the impression
that all workers are employed by large corporations and government agencies. The
number of self-employed is actually quite high.
Organized labor was established during the American occupation after World
War II. Those who were working in large manufacturing firms, public school teachers, local government workers, and employees of government corporations belong
to unions. Workers in large firms need unions to bargain with the management, and
government employees need the political clout of unions to back their wage demands. In 1949, about 58% of workers were in unions, but the ratio fell to 28% in
1987. The decline stems partly from the shift of labor power to the service industries (Ike, 1996).
Japan's dominant form of labor organization is the enterprise union in which
all workers in a company belong to one union. These unions, however, are affiliated
with one of two national union federations, the General Council of Trade Unions of
Japan (mostly public sector) and the Japanese Confederation of Labor (mostly private sector). In 1990, both federations merged into the new Japanese Private Sector
Trade Union Confederation. This merger was prompted by the privatization of many
government corporations, such as Japan National Railways and Nippon Telegraph
and Telephone (Ike, 1996).
There are four umbrella organizations which represent the interests ofthe business community in Japan. The most important is the Japan Federation of Economic
Organizations. There are also hundreds of trade associations representing firms in
manufacturing, services, commerce, and finance. Close personal contact is main-
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tained by the leaders of these organizations with bureaucrats and Liberal Democratic Party (LDP) politicians to assure that probusiness policies are maintained.
The business community in Japan also provides large sums of money to the ruling
party and its politicians (Ike, 1996).
The interests of the farmers are represented by the agricultural cooperatives
that are found in every hamlet and village. Their national organization is the Union
of Agricultural Cooperatives. This is a rich and powerful body that employs some
340,000 members and gives powerful electoral support to the LDP. The LDP, in
return, ensures that rice farmers can sell their harvest to the government at guaranteed high prices and continue to profit from the policy banning the importation of
rice from the US and other countries with lower production costs. The result of this
policy is that urban consumers in Japan pay roughly four times the world price of
rice (Ike, 1996).
The Japanese government spends a considerably lower share of national income on social welfare than do other advanced, industrial countries, including the
U.S. Instead, employers are expected to be concerned for their employees, and not
the least because this binds the workers to the company and reinforces discipline
and productivity. (Ike, 1996)
Role of Women in Workplace
There are some women in the professions, including corporate management,
the upper ranks of the civil service, and politics; but compared to men they are a
small minority. Typically, after graduating from high school or college, women
enter the job market. Some go into the factories to work as assembly line technicians, others take on secretarial/clerical work or go into sales. Employers expect
these women to work for a few years until they get married, at which time they will
quit their jobs in order to raise children and manage the household. Other women
opt to become school teachers and nurses, and they can expect to continue working
even after marriage. In general, women are paid about 48% of the amount received
by men for the same work, and the gap is widening (Ike, 1996; WIN News, 1995).
Currently, almost half of the married women hold part-time or full-time jobs.
In one study made shortly following the implementation of the equal opportunity for employment law in 1986, it was suggested that the larger the firm the greater
the percentage of women heading departments and divisions (Ike, 1996). Retail
and financial firms for example, had the highest percentage of female department
heads and division heads. It has also been suggested that because of a shortage of
suitable young men, the opportunity for women to access high-level positions has
increased.
'
The Older Employee
Retirement age for many is about 55 years old, but it has been rising. At age
60, retirees can collect social security, but the amounts are very small. Corporations
have retirement plans that provide severance pay plus an annual pension providing,
on average, less than half the preretirement income. Many Japanese enjoy working
and therefore many find some form of employment even after retirement. Typically
those working for corporations can find jobs in one of the subsidiaries at a lesser
rank and pay. Some Japanese retirees are taken on as advisors, and elderly women
employees serve tea and straighten up around the office. This type of post-employ-
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ment work saves employers money, augments meager pensions, and reduces pressure on the government to make better provisions for the elderly (Ike,1996).
II.

EAPs: Senpai/Kohai

The only EAP the editor and author could find was used by BridgestoneFirestone of Japan, referenced in Chapter 26, describing U.S. companies overseas.
Although there are no EAPs per se in Japan, employees are cared for, shaped,
directed, and molded by their employers in a paternalistic manner. What exists is
something known as the Senpai/Kohai developmental relationship. This relationship is the cornerstone of Japanese management. It is also considered a highly
misunderstood and an under-rated strength of the system (Hannon and Sano, 1994).
When the author read of this practice, it appeared to be the closest thing to the
existence of an EAP in the country.
The relationship is a type of mentorship program where the Senpai (senior
employee) is teamed with the Kohai (junior employee). The Senpai is held responsible for protecting and shaping the new employee. They frequently live in the
same company dormitory. This can foster very powerful, and often life-long, relationships. The Kohai returns the Senpai's protection and guidance with loyalty and
by serving his Senpai, who in tum renders the same to his Senpai, and so on. This
relationship has apparently minimized the need for service manuals and the like. It
is unfortunate that people with the requisite training to handle such issues as sexual
harassment, drug abuse, and violence in the workplace are not yet available as Senpai.
Services Performed
Junichi Onazaki, first secretary of the Japanese Embassy in Washington DC,
was asked about the types of services offered to employees who experience sexual
harassment, drug abuse, and violence in the Japanese workplace (All citations from
personal communication, Fall 1995). He made it clear that such services do not
exist, but he was able to provide data about sexual harassment, alcohol related problems, and mental health at work sites. He stated that Japan offered nothing similar
to either occupational social work or an employee assistance program.
Sexual Harassment
In 1990, a women's organization named Santama No Kai surveyed 1,131 alleged female victims of sexual harassment, known as seku hara in Japan. Of that
total, 23.5% identified their direct superiors as the harassers, 14% indicated another
man in a superior position, 15.8% reported a colleague, 4.4% a customer, 4.2% a
business client, and 19.6% received advances from others. There are no statutory
provisions which explicitly outlaw sexual harassment in Japan, but in April 1992, a
woman won the first sexual harassment case to be brought to court in Japan by
invoking a provision of the nation's existing Civil Code (Sexual harassment, 1993).
In 1991, results of a poll conducted by the Japan Institute of Workers' Evolution found that 42.2% cited better awareness among supervisors and male employees as what they desired most from companies. Conversely, 78% of all women
polled expressed worry and dissatisfaction with regard to their work and one out of
four women claimed to have had an unpleasant, sexually related experience in the
previous two years (Information provided in personal communication from the Japanese Embassy, Fall 1995).
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Sexual harassment is defined as a variety of verbal or physical acts which
reduces the desire of women to work, or which makes it difficult for them to use
their abilities to advantage. The definition also notes that the situation is dependent
on how the recipient copes with unwarranted verbal or physical harassment. (Information provided in personal communication from the Japanese Embassy, Fa1l1995)
One can conclude from this that sexual harassment is only a problem if the woman
is unable to cope with the man's behavior.
The definition acknowledges that offenders can be either male or female, although, "from the viewpoint of the improvement of the managing of women in
companies, it is appropriate to focus on the sexual harassment by employer, manager, and male colleagues" (Onazaki, Fall 1995).
There were some proposed solutions to the sexual harassment problem. Mr.
Onazaki stated that "companies should implement measures to resolve these issues,
guided by the aim of building a work environment conducive to both men and women.
Measures should be based on respect for human rights, and should emphasize a
workplace in which neither males nor females say or do anything non-work-related
that offends others." Two suggestions are offered: Include sexual harassment as a
topic for discussion during intake training and develop a counseling and complaint
processing system to "deal with any unfortunate incidents of sexual harassment that
do occur."
Alcohol Abuse
There is a long-standing tradition in Japan where everyone must get drunk to
be united. While inAmerica it is the man who can hold his liquor that is admired, in
Japan this is not so (Matsumoto, 1970, p. 23). According to Friedland (1993), "In
the course of a single generation, the Japanese have gone from drinking tiny cups of
sake to multiple shots from personalized bottles of Jim Beam kept at their favorite
watering holes." The role of alcohol as a "social glue" has not changed much since
village times, but the volume and strength of what is consumed has. Japan is the
only major industrialized country in which alcohol consumption continues to increase every year (Friedland, 1993). One study found a high correlation between
low job satisfaction and problem drinking and that improving an individual's mental health may also ease problem drinking (Tsunoda et al., 1993). According to the
literature studied, Japan remains far behind in their acceptance and treatment of
alcohol and drug dependency, and although Alcoholics Anonymous does exist in
Japan, its role is minimal.
In response to this increasing social issue, the Japanese gove~nment began
promoting efforts to improve the quality of the office environment. This campaign
is called kaiteki shokuba zukuri, or "to develop comfortable work environments."
Although this is primarily focused on ergonomics and noise levels, there is also a
push to include the social and psychological aspects of the work environment
(Tsunoda et al., 1993).
JapaneseAssociation of Industrial Counseling
The JapaneseAssociation oflndustrial Counseling (lAIC) was organized in March
1996. They have begun to hold discussions with psychologists in academic and industrial settings. Toru Kuno believes that further activities by the JAIC would increase its visibility and voice, along with psychologists, in Japanese society. Medical
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doctors have a stronger presence than psychologists in Japan. Firms employ medical
doctors, as required by a bill passed in 1989, but are not obligated to hire psychologists. The Ministry of Education had intended to grant official qualifications for clinical psychologists, but this effort was not successful.
Plans also are underway for a Japanese chapter ofEAPA. (Personal communication, September 1,1996.)
III. Description of Health Care System
Every Japanese citizen is covered by one of three health insurance programs that
are either directed by the government or a health care organization. The insurance
system is comprised of two elements: employee insurance where the insured are
employees, but their dependents are also eligible for benefits; and community-based
insurance for the self-employed and others. The working population under 70 years
of age pay premiums regularly. Those who see a physician pay cash for a small
portion of the bill, and the remainder is paid by the insurance carrier.
The health and medical care delivery system has gradually developed in Japan
since the end of World War II. The primary focus of the system has been to secure
the health of the nation's people by providing them with the necessary medical care
(Guidebook, 1994). Not only has the number of medical institutions and beds reached
high levels, but medical personnel such as physicians have as well. Reportedly, this
evolution in the health and medical care delivery system has contributed to a marked
improvement in the health of the population. Long life expectancy and low infant
mortality rates are cited as signs that the health of Japanese people has reached a
point where it is one of the highest in the world (Guidebook, 1994).
Escalating medical costs have placed a considerable financial strain on the
system (Ike 1996). In FY 1991, the national health expenditure reached Y21,826
billion, a 5.9% increase over the previous year. The health expenditure for the
elderly (age 70 and over) amounted to about 32% of the total national health expenditure with an average of Y61O,000 per person (Guidebook, 1994). In order to
ensure the stability of its medical security system, Japan plans to reduce unnecessary health expenses, promote the effective use ofresources, and take steps to moderate the growth of the health expenditure. To accomplish this, the current health
service fee system is being reviewed, and a more efficient medical delivery system
established. All of Japan's current medical delivery services are being carefully
analyzed with this goal in mind (Guidebook, 1994).
Child Abuse
According to a report by the Japanese Association of Legal Medicine, 186
children died from abuse in 1968 through 1977, 130 of whom were killed by their
own parents (Ito, 1995). Ito (1995) describes child care, child guidance, and child
protection as being almost nonexistent among Japanese social services. Although
the Child Welfare Act has several articles that make intervention possible in families with abused children as well as provide rights to the Child Guidance Officer,
such action has seldom occurred. One change, which has only recently occurred,
was the establishment of two voluntary agencies for the prevention of child abuse.
IV. Relevant Legislation
New legislation has been introduced in attempts to make the workplace a more
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friendly environment. The work week of the average employee continues to be more
than 40 hours, and it is not uncommon for male workers to sleep overnight at the
office.
There has been one notable legal advancement in Japan directly concerning
social work. In 1987, the Certified Social Workers and Certified Care Givers Act
was enacted. This law effectively organized social work and provided it with legal
recognition as a profession.
The Family Leave Law was passed in June 1995 and is geared toward both the
public and private sector, requiring employers to permit workers to take time off to
care for sick children and other family members. The law is scheduled to go into
effect in April 1999 . It is believed that passage of this law will enable those workers
with family members that require care to keep their jobs, as well as promote compatibility between their family lives and careers (Japan Information Network, 1995b).
Equal Rights for Women
Equal opportunity employment is also in the forefront of Japanese politics. In
1986, the Equal Opportunity Employment Law was established. The enactment of
this law rose out of growing awareness in Japan of the unfair treatment women have
received in the male-dominated workplace and was based on the United Nation's
Elimination of All Forms of DiscriminationAgainst Women Act which Japan signed
in 1980.
Also addressing the issue of women's rights was the formulation of the Second
Osaka City Fundamental Plan for Policies Relating to Women Act of March 1993.
The plan aims to promote the participation and advancement of women in Japanese
society (WIN News, 1995).
V.

Conclusion

Japan's workplace is unique. Despite the perception of efficient and smoothly
run organizations, there remain a number of issues to be addressed. How does the
Senpai/Kohai relationship apply to women in the workplace? What role can the
relationship play in the apparent alcohol problem within Japanese companies? Will
EAP services, education, and training expand beyond the rare professionals presently practicing?
Japan's employment practices will be fascinating to observe over the next few
years. As Japanese businesspersons become more internationalized some modification to the present system is likely to occur.
Contacts
The Association for Preventi ve Medicine
of Japan
Tel: all 81 336493651
Fax: all 81 336493990

Japanese Association of Social Workers
No.6 Kojimachi Bldg., room 50-A
Kojimachi
Chiyoda-KU
Tokyo 102
Japan
Tel: all (81) 3 32211877
Fax: all (81) 3 32216532
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Health Counseling Center International
Tel: 011 81 3 3248 4060
Fax: 011 81 3 3248 2561

United Kingdom
Tel: 011 (071) 383-5282
Fax: 011 (071) 387-7968

Roison Joel, Program Coordinator
International Center
5 Tavistock Place
London, WCIH 9SS
United Kingdom
Tel: 011 (071) 383-5282
Fax: 011 (071) 387-7968

Professor Tsunetsugu Munakata
University of Tsukuba
Institute of Public Health and Health
Sociology
2-6-18-401 Yahata
Japan
Tel & Fax: 81-473-32-5631

Junicki Onazaki
Embassy of Japan
2520 Massachusetts
Washington, DC
Tel: 202-939-6700

Toru Kuno
Chief Intaker
SANNO Institute of Management
Tel: 001 81 3 5487 8810
Fax: 001 81 3 5487 8774

Ave NW

John Warwick
International Center
5 Tavistock Place
London, WCIH 9SS
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Chapter 32
KOREA
Stan Eisenstein
I.

Introduction

South Korea (hereafter Korea) is an emerging industrial nation having experienced a meteoric rise from a poor agricultural state in the 1960s to a major industrial
exporter today. The lifestyle of the Korean people has changed dramatically due to
the rise of real household income elevenfold after adjustments for inflation. Eightynine percent of eligible students attended high school in 1994 compared to only
23% in 1963. Thirty-four percent of high school graduates went on to college in
1994 compared to only 6% in 1965. The average life expectancy has increased
dramatically, from 52.4 years in 1960 to 71.6 years in 1991 (Koreans enjoy, 1995).
A number of problems have accompanied industrialization. Cherry (1993)
reports that in 1992, Korea ranked twenty-third in the world in population size but
third in population density. The population density rose from 254 persons per square
kilometer in 1960 to 440 persons in 1992. The majority of citizens, drawn away
from agriculture and fishing to the higher paying jobs in industry and service, live in
urban areas. In 1945, 14.5% of the population lived in urban areas; in 1994, 84%
lived there (84% of Koreans, 1995), with 28.7% of the population living in the
capital city of Seoul. Along with these trends has come pollution, lack of affordable
housing, cramped living quarters, increased violent crime, and traffic congestion
(Democracy, 1995). Other social problems include an increasing financial gap between rich and poor and an aging population with fewer means of support.
As the economy has grown, the demand for social services from both government and business has also increased. The particular nature of these social services
and the degree to which they have been implemented have been determined by a
multitude of factors, including both traditional and modern cultural mores, governmental economic strategies, business management styles, labor union activity, demographics, expansion into a global economy, and the relative youth of the Korean
industrial economy.
The original purpose of this chapter was to determine the status of EAPs and
occupational social work in Korea. In the course of research, it was determined that
there are essentially no EAPs or occupational social work in Korea atthis time. The
following section has been revised into an exploration of the kinds of social services
available to Korean employees, how these services have been achieved, and how
typical Western employee assistance and occupational social work issues are handled
in Korean companies.
II.

EAPs

EAPs are rare, if present at all, in Korea. There are no Korean members of the
International Employee Assistance Program Association (EAPA). According to Mr.
Vince Volpe of PPCI (Personal communication, Fall 1995) there is little if any call
for EAP services in Korea.
311
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This is due to a combination of factors. Since Korea is a newly developed
country, the traditional cultural norms based on Confucian principles still playa
large role in society. Many individual problems, such as stress and alcoholism are
largely denied as concerns. Identified concerns are handled through traditional channels, such as one's family or workplace supervisor. The management system is
relatively immature in comparison to most older industrialized nations. Many of
the human resource concerns of Western firms are not considered relevant by owners and managers of Korean firms.
There is one telephone counseling service in Seoul called the Telephone of
Love. This program is free and financed by the local and central governments. The
Telephone of Love utilizes social workers as counselors. Identifying personal emotional stresses seems to be threatening to most Koreans at a deep cultural level.
Smoking
Approximately 75% of Korean males aged 20 and over smoke (Big companies, 1995). The Korean Association of Smoking and Health (KASH) predicted
that the male death toll due to lung cancer caused by smoking will triple in 10 years
(Economic loss, 1995). Stomach cancer (27.5%) and lung cancer (16%) are the
most frequently experienced cancer diseases in the male population and both are
increasing (Lung cancer, 1995).
A number of large companies have undertaken no-smoking campaigns (Big
companies, 1995). Many ofthese companies have implemented hard-line programs,
such as designating most of the building as nonsmoking areas, and delaying job
promotion or levying fines due to non-compliance. In some companies, immediate
supervisors are held responsible for making sure that employees maintain the ban.
Some of the companies give incentives for reducing or quitting smoking. Workers
are being required to quit or reduce by willpower alone, without any support from
smoking cessation classes or support groups. One author explains:
Support groups have conventionally been weak in Korea due to its
atomic nature where an individual must come forward to declare and
address a problem or issue. Hence, a group-enforcement of the smokeban will serve purposes better in a group-oriented social context (Big
companies, 1995, p. 10).
Substance Abuse
Compared to other countries, Korean males exhibit a very high rate of alcoholism. Over 40% of Korean males abuse and/or are dependent on alcohol as defined
by DSM-IV criteria (Helzer & Bland, 1990). Of the urbanites who were identified
as alcohol abusers or alcohol-dependent, 18% or more identified with each of the
following behaviors or consequences: drank a fifth of alcohol in one day; could not
stop drinking; tried to control drinking; blackouts; drank regardless of illness, family objections; warned of drinking problem; job problem; arrested or held by police;
and physical fights. Nine percent of dependents and 0.47% of the abusers said that
their drinking interfered with work; 5% of dependents and 0.23% of the abusers
reported having lost their jobs due to alcohol; and 39% of dependents and 22% of
the abusers stated that alcohol use had caused them some kind of job problem.
Mr. Soonwon Kwon (All citations from personal communication, Fall 1995)
explained that in case of an employee coming to work intoxicated, the worker would
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be stopped before entering the work premises as the manager has the responsibility
for handling the situation. Mr. Bong Song (Personal communication, Fall 1995)
also implied that this was not a typical problem.
The description of an alcoholic is culturally based. One study (Cho & Faulkner,
1993) showed that Americans tend to define it in social and behavioral terms, while
Koreans tend to define alcoholism in terms of physiological consequences oflongterm alcohol use. C. K. Lee (1992) describes the social aspect of drinking in Korea:
Alcohol is also considered a necessary means of promoting social
communication ....
A typical drinking situation is a private party or
entertainment, usually held in a public restaurant, after one's daily work
is over. There, not only alcoholic beverages but also a variety of foods
are supplied. Rounds of drinks or "exchanging cups" are encouraged.
The gathering may change locations for a second round of drinking, and
this pattern of moving from place to place with heavy drinking at each
spot often lasts until some of the members eventually become deeply
intoxicated. Participants may insist that each other drink to their maximum ability. Any latecomer has to drink three full cups of alcohol in
order to catch up, and is proud to be able to drink so much at once.
Solitary drinking is very uncommon in the Korean culture, even in the
case of heavy drinkers ....
There has been a striking increase in the
estimates of annual per capita alcohol consumption, from 0.7 liters of
absolute alcohol in 1960 to 5.4 liters in 1981. ... (p. 247)
Behavioral problems resulting from alcohol are well tolerated and accepted in
Korean society and have been for a long time. There is a tendency to dismiss
troubles or transgressions that have happened during a drunken state. The
philosophy is that the problem was caused by alcohol, not by the individual,
and alcohol is a "food". Furthermore, many Korean men think that ability to
drink is a privilege and a source of pride (Lee, 1992, p.). (pp.259-60)

Increases in alcohol consumption occurred with the rapid industrialization.
Managers and supervisors who have the longest workweeks in Korean companies
are significantly overrepresented among alcoholics. These data all suggest that stress
has played a major role in making Korea one of the highest alcohol-consuming
countries in the world. Drinking is highly integrated into the industrial culture and
abuse is tolerated by the society as a whole. Managers and supervisors drink heavily.
Until serious disruptions begin to occur either in the workplace, in the families, or
through disease, it is highly unlikely that any industrial programs will be created
related to addictions.
Stress and Mental Health
Korean workers experience substantial stress in their lives. They have one of
the longest workweeks in the world (Metraux, 1992, p. 176). They live in crowded,
polluted cities (Democracy, housing, 1995). Many have come to the urban areas
from rural areas and are separated from their support systems. Rapid urbanization
has apparently increased the incidence of mental illness. In 1985, the Ministry of
Health and Social Affairs began a program to expand mental health treatment by
opening mental institutions and requiring new hospitals to have psychiatric wards
(Seekins, 1992, p. 129). According to Onhan Shin (All citations from personal
communication, Fall 1995), there is an inadequate number of psychiatric facilities
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available in some of the hospitals. Excessive smoking, drinking, and gambling are
problems also caused by these stressors, but not acknowledged as affecting workplace productivity.
According to Kwon, stress is regarded as a personal matter and not an issue for
the company to handle. Issues of stress are discussed with the supervisor, who is
considered to be like an elder brother, or with the union leaders in the case of a
conflict with management. Shin agreed with this view, stating that Korean employees can communicate relatively freely with their peers and managers. He cited the
camaraderie that employees and managers experience after work through drinking,
singing, and engaging in work-sponsored teams and activities.
Koreans are reticent to reveal personal problems, especially emotionally related ones. They tend to express their psychological problems as somatic rather
than psychological symptoms (Crittenden et aI., 1992) and are more likely to seek
assistance from a physician than a trained counselor. Since the supervisor is considered an elder brother, the latter becomes the first line of support. Since the group is
considered more important than the individual, however, it is also more likely that
the worker will not say anything and will simply relieve the symptoms of stress
through cigarettes, alcohol, or drugs.
III. Description of the Health Care System
The medical insurance program was first introduced in 1977 for employees of
moderate and large businesses, and government employees. It was expanded in
several stages through 1989 to cover the entire population. Unless otherwise stated,
all information is taken from Ministry of Health and Welfare (Programs for health,
1992).
The system is compulsory and universal. It is a third-party system managed
by a number of nonprofit medical insurance associations. An association can consist of a single company, several companies, or all the companies in an industrial
park (Flynn & Chung, 1990). The associations collect contributions and disburse
funds either to the health care provider or to the insured, depending on the type of
service. Most benefits are in kind.
Financing the medical insurance system comes from contributions raised from
the insured and their employers. Employees are required to contribute anywhere
from 1.5% to 4% of their monthly wages and employers or the government match
the contribution. The size of the contribution is set by the particular medical insurance society to which the company or government agency belongs. A second major
financing source is co-payment by the insured for services rendered. The typical
hospital co-payment is 20%. For outpatient services, the co-payment depends on the
cost of service and the size and location of the facility. Generally, co-payment for
outpatient services at a large general hospital is approximately 55%, at a smaller hospital approximately 40%, and at a clinic approximately 30%.
The level of benefits, including limits on the duration of services, depends on
the association's ability to cover the benefits. In practice, most associations provide
coverage for the same benefits; they adjust the premiums to cover the costs. Insured persons may seek services at any of a number of types of facilities. Expensive
procedures such as MRI's and CAT scans are generally not covered, though some of
the larger companies pay for these expenses for their employees.
The employer and employee share in the costs of health care insurance. In
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small and mid-sized firms, as well as many large firms, the employee pays 50% of the
premium and all of the co-payment for services; the employer pays the other half of
the premium. In large firms, the company pays 100% of the premium, and in some
cases, the co-payments for services. For government workers and self-employed
workers, the government pays 50% of the premium, while the employee pays the
other half and the co-payment.
IV. Relevant Legislation
Disabilities
One area in which EAP practitioners and social workers may soon be able to
participate in is counseling workers with disabilities. According to the Persons with
Disabilities Employment Act, companies with more than 300 full-time employees
are required to employ persons with disabilities to at least 2% of the working population. The law also stipulates that employers are required to appoint a counselor to
provide counseling and guidance to the handicapped employee concerning working
life (Labour law, 1992).
At present, the number of disabled people employed by these firms is relatively low-26.1 % of the targeted number as of September 1992 (Lee, 1994, p. 9).
It has been shown, however, that Korean managers' attitudes toward the hiring of
disabled people are positively correlated with youth, education, knowledge of the
Persons with Disabilities EmploymentAct, and positive previous experience in witnessing or supervising the work of disabled people. A combination of several factors will likely increase the disabled population employed by companies over the
next decade. These factors include education of managers regarding disabled workers; a new generation entering management with a more egalitarian value system;
governmental vocational training for disabled people (already in place); maintenance and increased publicity of the Persons with Disabilities EmploymentAct; and
a projected labor shortage.
According to Kwon, workers who have disabilities generally do not receive
any assistance through formal channels at the present time. They are mainly helped
by their supervisor or a co-worker. As the number of disabled employees grows, it
will become more expedient to have a counselor/expert on staff to assist in working
relationships. Issues of prejudice and noncooperation will most likely be a factor,
and these people who have been left out of the work culture will need an advocate.
Social workers may have the opportunity to fill these roles.
Women's Equality
Confucian society has traditionally discriminated against women, but as Western values enter Korean society, this discrimination is being lessened (Hye-son,
1995). An important step was taken when the 1987 Gender-Equal Employment Act
was passed and then revised in 1989. Nevertheless, Korean women still experience
a substantial degree of discrimination in the workplace. In 1993, the average monthly
salary for a woman working in companies with more than 10 employees was 56.5%
of that of a man's salary (Hye-son, 1995). Furthermore, 67.2% of the female working population are in lower paying, small-sized companies with less than five employees.
The need for lessening the rift is becoming increasingly important to government and business as the labor shortage increases. The government is now intro-
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ducing incentives for married women with children to work (Childcare, 1995). Government plans include tax breaks for working women raising a child aged six or younger,
establishing more part-time and "work at home" systems, and calling for employers to
guarantee female workers the opportunity to return to work after marriage and childbirth.
One of the issues surrounding the employment of women is child care. According to Kwon, Korean companies do not provide child care-each worker is
obligated to find such service. Grandparents or hired nurses usually take care of
children at home, but an increasing number of companies are feeling the need to
provide such services for their employees. It is most likely that Korean companies
will take positive actions in the future.
The government has also addressed the child care issue by announcing a
plan to add day care centers and increase the number of children cared for from
190,000 at present to 620,000 by 1997 (Childcare exemption, 1995).

v.

Conclusion

The cultural mores of the society tend toward non usage of workplace services. The strong Confucian ethic fosters handling personal problems through family and supervisor. Also, there is a tendency to deny personal concerns in favor of
the group's welfare; Koreans are reticent to identify personal problems. As a result,
there is a rather small degree of counseling that occurs in the society at large, let
alone in the workplace.
There are several areas that may require EAP services in the future. Wellness,
worker stress, addictions, and equal opportunity are sizable issues that Korean companies are beginning to address. As the Korean economy matures, as more Western
values enter the culture, as traditional support systems continue to break down,
these issues may begin to take on greater significance.
Editor's Comments
Korea is evolving at a rapid pace. Addictions will eventually have to be addressed for Korea to remain competitive in the marketplace. The medical system
and its costs could be another area for EAP development. As multinational industries move into Asia to utilize its labor force, they will not tolerate the costs in
lowered productivity. Korea is ready for the birth of EAPs; however, EAP providers will have to adjust culturally and present themselves in a manner in which Koreans do not "lose face" in seeking help.
Contacts
Mr. Soonwon Kwon
Hanbo Economic Research Institute
#422-2 Dokog-2Dong
Kangnam-Ku
Seoul, Korea
Tel: (02)3461-2341
Fax: (02)3461-2435

Mr. Onhan Shin
Counsellor for Health and Welfare
Korean Embassy
2450 Massachusetts Avenue, N.W.
Washington, D.C. 20008
Tel: (202) 939-6463
Fax: (202) 387-0402
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Mr. Soon-Won Kwon or Associate
Korea Development Institute
PO. Box 113
Chongyang
Seoul, Korea 130-112
Fax: 82-2-964-5478
Mr. Bong Keun Song, Labor Attache
Korean Embassy
2450 Massachusetts Avenue, N.W.
Washington, D.C. 20008
Fax: (202) 387-0402

Samsung Co., Ltd.
Director of Human Resources or Personnel
2502-ga
Taepyung-ro
Chung-gu 100-742
Seoul, Korea
Tel: 82-2-751-3895
Fax: 82-2-751-3440
Mr. Vince Volpe
PPCI
Tel: (314) 995-1023
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Chapter 33
MEXICO
Kim Ayre
I.

Introduction

According to its 1990 census, Mexico has a population of nearly 88 million
people occupying close to 2 million square miles. The government is a federal
republic which has been historically influenced by the Catholic Church. Among the
33 million economically active population, the majority are employed in the commercial sector. Mexico's government does not provide any unemployment insurance; however, its labor legislation is comprehensive and strongly supportive of
unionization.
Although Mexico remains a Third World country, the nation's economic development has received much attention since signing the NorthAmerican Free Trade
Agreement (NAFTA). Even before NAFTA, however, the major powers in the global economy-Western
Europe, Japan, and the United States-invested in the economic development of Mexico through multinational corporations. As a result,
Mexico's economy and standard of living are dangerously dependent upon foreign
industry.
In the early 1990s, with the negotiation and signing of NAFTA, Mexico was
placed in the global spotlight. Analysis of its economic status and potential, as well
as the composition of its labor force, received much attention from the other two
participants, Canada and the U.S .. Although NAFTA's implications extend beyond
the corporate sector, the emphasis is on business opportunity and relationships in
North America.
Mexican businesses have not responded to the role of employee assistance
programs (EAPs) in relation to a productive and healthy workplace and labor force.
Because of NAFTA, the U.S. Department of Transportation (DOT) guidelines for
random drug and alcohol testing will now apply to the Mexican workforce crossing
the border. Presently, Mary Bernstein, director of DOT's Office of Drug Enforcement and Program Compliance, is actively negotiating these terms and conditions.
II.

Occupational Social Work (OSW)

A review of the available literature specific to the economic, labor, and social
service conditions in Mexico uncovered only one reference to OSW. Gettman and
Pena (1986) outlined the need rather than the existence, and did not specify mental
health services for employees. Instead, they emphasized the necessity of cultural
awareness in the workplace. There were no references to EAPs.
III. Description of the Health Care System
Historically, the Mexican health care system has reflected the interests of the
national political party in power. The health care system was designed by the Institutional Revolutionary Party (Partido Revolucionario Institucional, or PRI) of
Mexico to be disbursed from the social security system (IMSS), and was paid for by
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employers and the government. The IMSS focused on primary health care for fulltime employees. In the late 1970s the political clout of the PRI was weakening.
Subsequently, as an effort to improve its constituency the Mexican government created a program called IMSS-Solidaridad to deliver health services to the rural poor
(Sherraden & Wallace, 1992). In 1986, the program continued but the federal government reduced its financial commitment and rechannelled funds to the Ministry
of Health who, in turn, administered care to the poorest populations (Laurell, 1991).
In the wake of the federal government's reneging on its financial commitment
to expand the IMSS, employers and employees assumed the financial burden of
health care. At the same time, the political climate in Mexico was changing from a
closed socialist-style to an active participant in the free-world, market economy
(U.S. Department of Labor, 1994-1995). In 1984, a National Health System was
formed with three operating subsystems serving the open population, those under
social security, and those in the private sector. With an increased demand for services and a simultaneous decrease in resources, each of the subsystems experienced
difficulty.
Economists and sociologists alike hope that N AFTA will facilitate movement
of large North American insurance and medical companies into Mexico, thus adding resources and improving the quality of services provided to citizens (Laurell,
1991).
Mental Health Services
Mental health services in Mexico, although a part of the current health care
system, have a separate history which dates back as far as the Spanish conquest
(Holmes & Hokenstad, 1991). The occurences of psychiatric illness in Mexico are
no greater than those in other countries, but its Third World status and the limitations that brings, however, contribute to an extremely high level of stress for its
citizens. Malnutrition, high mortality rates, overcrowding, unemployment and lack
of education, among others, are common stressors in Third World countries, and
these in turn commonly lead to aggressiveness, alcoholism, drug addiction, and
prostitution (Lartigue & Vives, 1991). With this profile, it is easy to see the potential benefits offered by mental health services, but such programs are only helpful if
they are accepted within the culture itself.
Research indicates that among the pre-Hispanic cultures of Mexico, the sources
for what today we classify as psychopathology were considered "divine influences"
(Lartigue & Vives, 1991). The treatment for these phenomena involved a variety of
rituals designed to pacify the Gods. It was common for communities to have a
"resident specialist," who was trained in the appropriate rituals.
Mexico housed the first psychiatric hospital in the Americas shortly after the
Spanish conquest in 1566 (Lartigue & Vives, 1991). The patients at this hospital
were a mixture of elderly and mentally afflicted persons. This same hospital later
evolved to serve only women-"hysterical"
and demented-and
in 1910 was replaced by the Manicomio General De La Castenneda (Insane Asylum of the
Castenneda) (Lartigue & Vives, 1991). Lartigue and Vives (1991) note that it was
not until the mid 1940s, when the IMSS established a psychiatric division, that
psychoanalytic teaching became part of standardized training for psychiatric professionals. It is from this that the present structure of mental health services operates.
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Prevailing Social Issues: AIDS and Alcoholism
Mexico, like the rest of the world, has social problems which threaten workplace conditions and the standard-of-living for its citizens. Two of the more pervasive issues are alcohol abuse and AIDS.
Cases of addiction are not limited to alcohol, but alcohol abuse is considered
the main substance abuse problem in Mexico (De la Fuente, 1991). Research indicates that alcohol consumption begins at an early age and is a widely accepted social activity. One study indicates 14.2% of the male population over 15 years of age
are "heavy drinkers" (De 1a Fuente, 1991). Research has also indicated that poor,
rural communities have high rates of alcohol abuse. Again the Third World status
helps to explain the prevalence.
By virtue of the pandemic nature of AIDS, the Mexican workforce is affected.
Research ranks Mexico as fourth in the Americas, and eleventh worldwide, in the
total number of reported AIDS cases (Mohar et al., 1992). Place these numbers in
the context of a national health care system that is obstructed by limited availability
of and increasing demand for appropriate resources, and the situation seems hopeless. The potential alone for preventive efforts provided by the development and
implementation of an EAP, with services designed to educate and assist employees
with issues regarding AIDS, is well worth the attention and financial investment of
federal and private health service providers.
IV. Relevant Legislation
The Federal Labor Law (FLL) encourages improved economic development
by promoting better work conditions for the people. The FLL outlines employee
benefits and standards such as maternity leave, rest days, vacations, minimum wage,
equal pay, year-end bonuses, job placement and training, housing for workers,
worker's compensation, social security benefits, and the right to strike (U.S. Department of Labor, 1994-1995). The intent is to protect and provide for Mexican
employees. A Hewitt Associates 1994 report, Employment Practices in Mexico,
explains that employers must pay their employees in full, 365 days a year. Coupled
with supplemental bonuses and social security benefits, this still only equals the
equivalent of $10 to $20 U.S. a day ($1 U.S. = P3.1O). Mexican employees' "full
pay" is a daily salary between 15.44 and 18.30 pesos (Torriente, 1995). Excluding
IMSS benefits, employers do not appear to provide for any mental health services.
FLLArticle 35 states that the duration of employment is "indefinite." There is
a general perception that employers are only required to make a minimal investment in their employees and therefore are unlikely to provide such comprehensive
benefits that might include mental health services. This approach does not seem
likely to support the initiation of EAPs.
The Mexican Social Security System (IMSS) appears to offer a wide range of
benefits to full-time employees, which include full medical care in hospitals and
clinics; cash sickness benefits; old age pension; long-term disability; funeral grants;
and maternity benefits (U.S. Department of Labor, 1994-95).
According to a 1992 joint report provided by the Occupational Safety and Health
Administration (OSHA) of the U.S. Department of Labor and the General Directorate of Medicine & Safety in the Workplace within the Mexican Secretariat of Labor
and Social Welfare (STPS), the IMSS does employ experts in psychiatry and psychology. Whether or not these experts offer anything to employees is unclear. De-
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spite the employers' apparent lack of investment in their employees, work rules and
standards are important aspects of Mexico's labor environment.
Role of NAFTA
An additional factor within Mexico's labor arena is NAFTA. The thrust behind NAFTAis to improve and increase employment opportunities, working conditions, and living standards within the three participating nations. Although nowhere
within NAFTA is there a reference to the necessity or role of EAPs in achieving this
goal, improving overall working conditions and productivity is the very essence of
an EAP.
A natural question arises concerning the role of multinational corporations
operating in Mexico. If a multinational corporation offers EAPs to its home-based
employees-as
do American companies like Bechtel and Mobil Oil-does it in turn
offer the same benefits to its employees at its Mexico location? Typically the answer is no. American companies in Mexico do not follow American proceduresthey operate under Mexican policies. This is an unfortunate reality. Multinational
corporations are missing an ideal opportunity to truly improve the overall working
and living conditions by withholding EAP services from its employees. The editor
would note, however, that multinationals have consistently respected the cultural
traditions of the countries in which they operate. It is understandable that the introduction of an EAP in any number of countries is not always easy. With NAFTA,
however, it might become easier in Mexico and consequently a benefit to all.
Ramanathan (1991) suggests that successful development and implementation
of multinational EAPs require a heightened awareness of the differences between
the culture of countries that headquarter the multinational and those countries, such
as Mexico, that they operate in. Even with this awareness, however, the inherent
economic culture of Mexico is likely to view an EAP as a luxury, not a necessity.
Research indicates trends of recession and economic reversal of growth rates as key
developmental issues facing Third World nations (Sharma, 1992). The potential
benefit of an EAP is obvious, but the funding sources seem elusive.

v.

Conclusion

There are several weaknesses to the economic and social infrastructures of the
Mexican community. Plagued by the inherent limitations of its third world status,
Mexican employees, both government and private, do not seem likely supporters of
the development and implementation of EAPs. Although Mexico's entrance to the
free-world market economy and its subsequent involvement with NAFTA do at
least open the doors to a potentially improved economic condition, employers are
unlikely to allocate funds for an employee benefit such as an EAP. The reasons for
this include a historically tumultuous economy and ingrained cultural ideas regarding counseling. In addition to the lack of available funding, the cultural attitudes
concerning mental health services are similar barriers.
All things considered, the writer believes the development and implementation of EAP services in Mexico would positively impact the national economy and
the overall standards of living for its citizens. At the very least, an EAP could be
used as an educational tool for a variety of social/mental health issues in a country
where years of compulsory education infrequently exceed the eighth grade. Historically, the main attraction of the Mexican labor force has been its "affordability,"
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and this has been the primary attraction for multinational corporations. It is precisely these multinational corporations that are in a position to take the responsibility
for improving the overall conditions for the employees of their host country. In so
doing, they provide a window of opportunity for the successful development and
implementation of EAPs in Mexico.
Contacts
Abbott Laboratories de Mexico SA
Director of Human Resources
Aptdo.Posta144-983
Mexico 12 DF
Mexico

ALMACA International Resource
Directory
Dr. Guillermo Calderon 52-5-573-4266
Sr. Jorge Gonzalez A. 52-5-559-6925
Dr. Hector Tovar A. 52-5-553-7725

Congresso Del Trabejo
Attn: C.Ramiro Ruiz Madero
Fax: 52-5-583-9760

Mobil Atlas SA
146 Poniente 700
Col. Industrial Vallejo
Mexico 16 DF
Mexico

Acco Mexicana SA de CV
Director of Human Resources
Ave. Sara 4441
Mexico 14 DF
Mexico
EAPA chapter, New Mexico
Josi Noyes
Tel: (505)848-2721
Addison- Wesley Iberamericana SA
Director of Human Resources
San Marcos 102
Col.Tlalpan
1400 Mexico DF
Mexico
Escuela de Trabajo Social Vasco
de Quiroga
Patricio Sanz 449
Mexico 12, D.F.
Alcomex SA
Director of Human Resources
Mexico 5 DF
Mexico
Mexican American Studies
Research Center
University of Arizona
Tel: 602-621-7551

Asociacion Mexicana de Escuelas de
Trabajo Social
Mexican Association of Schools of
Social Work
Roble 329
Aguascalientes, A6S, Mexico
Mobil Oil de Mexico SA
Aptdo.Postal 22
Mexico 1 DF
Mexico
The Conference Board Mexico
Cerrada de Reforma No.110
Tlacopac
San Angel
01040 Mexico DF
Mexico
3MCo
Minnesota Manufacturera de Mexico SA
deCV
Pas eo de la Reforrna
Aptdo. Postal 14-139
Mexico 07000 DF
Mexico
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Chapter 34
NORWAY
Tammy Berkowitz
I.

Introduction

Norway is a constitutional and hereditary monarchy with executive power nominally held by the king but exercised by a cabinet headed by a prime minister. The
cabinet is appointed by the king according to the will of Parliament, which holds
legislative power.
The country is divided into 19 county communes which are further subdivided
into 450 local communes or municipalities. Each is governed by a popularly elected
body, the former by the County Commune Council, and the latter by the Commune
Council. Central administration for health issues is conducted by Parliament, the
Ministry of Health and Social Affairs, the Directorate of Health Services, County
Medical Officers, and National Insurance. These bodies are responsible for legislation and general health policy, financial allocations, evaluating county and commune health and social service plans, monitoring health and supervising health services, and advising local government and health institutions.
II.

Occupational Health Services/Environmental

Health

The field of Occupational Social Work, as it is known in the U.S., does not yet
exist in Norway. Norway does have Occupational Health and Environmental Health
services, however, which exist to protect citizens in the community and employees
in industry from disease and accidents.
The Health Act of 1860 placed responsibility for health surveillance of public
and private enterprises on local community environmental services. In the early
1900s, Occupational Health Service (OHS) emerged as a separate organization. The
OHS was established and developed in accordance with the rules of the Act on the
Working Environment, which was replaced by the Work Environment Act of 1977.
The Ministry of Local Government, through the Directorate of Labor Inspection, is
the administrative body for OHS. The service is completely financed by employers.
The OHS is organized as part of the organizational health, environment, and
safety systems, and ensures that health conditions are addressed und.er the overall
aegis of the quality assurance system. Health service personnel include physicians,
nurses, physiotherapists, occupational hygienists, technical staff, and sometimes
psychologists. They are responsibile for the work environment-surveying
worker
health, inspecting premises, providing advice, and implementing health promotion.
The program emerged from factories with serious hazardous conditions, and professionals in the program are sensitized to such hazards. After World War II, the
program was often part of bargaining agreements, and was supported by organized
labor. Training within the field is coordinated by the National Institute of Occupational Health according to Tom Johannesen, secretary-general of the International
Federation of Social Workers (IFSW) (Personal communication, Fall 1995).
Employee assistance programs are not offered in Norway. However, employ325
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ers do take the initiative in improving work conditions by hiring safety inspectors
and designating safety delegates. By isolating employees from repetitious and stressful work practices, companies also help eliminate a cause of psychological harm.
Employers hire psychologists if they feel it is imperative for their employees' mental health. Information examined to date has not suggested the presence of worksite programs that provide counseling, training, or outplacement services in industries.
III. Description of the Health Care and Social Services Systems
The Norwegian Social Insurance Scheme
Norway has-a well-developed social safety system. All Norwegian residents
are entitled to economic assistance and other forms of community support during
illness, old age, or unemployment. Two laws passed by Parliament regulate the
most important social rights: The National Insurance Act and The Social Care Act.
The government, through the Ministry of Health and Social Affairs, formulates the guidelines for implementation of the laws. Every year, the Parliament
allocates money in the budget process, 37% of which goes into the health and social
security sector. The Ministry of Health and Social Affair's total budget for health,
social services, and social security benefits is slightly over $21 billion USD.
The National Insurance Act has been in effect for 29 years. It maintains a
public insurance scheme to which all residents in Norway automatically belong.
The scheme is funded by contributions from the state, the employers, the self-employed, and the employees. The contribution rate is determined by Parliament.
Contributions from the self-employed and employees are calculated on the basis of
pensionable income at the rate of 7.8%. Cash benefits in cases of sickness, maternity, and unemployment are taken into account as pensionable income. Employer's
contribution is assessed as a percentage of paid-out wages and varies according to
the region where employees live.
The program is administered by state social security offices in each of the
municipalities. Benefits and allowances, as well as other forms of assistance in
accordance with current legislation, are the same for all, regardless of where one
lives in Norway. Norwegian citizens working abroad are also insured. Employees
on permanent or movable installations on the Norwegian Continental Shelf and
who are not residents of Norway or the Nordic countries are entitled to occupational
injury benefits. Those who are residents of the Nordic countries are members of the
National Insurance Scheme and are entitled to all benefits.
Insurance benefits include a basic benefit and an attendance benefit in case of
disablement; old-age, survivors, and disability pensions; rehabilitation benefits;
occupational injury benefits; benefits to single parents; cash and medical benefits in
cases of illness, maternity, adoption, unemployment, and funerals. The long-term
benefits from the National Insurance Scheme are determined in relation to a basic
amount which is adjusted by Parliament once per year according to the changes in
general income level.
Some benefits are funded by state contributions only. These include child
care; education; transition benefits for survivors and single, divorced, and separated
supporters; guaranteed supplemental pension for persons disabled at birth or early
in life; lump sum grants in cases of maternity and adoption; grants to improve functional ability; and advances on maintenance payments for children.
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Mental Health Services
According to the Ministry of Health and Social Affairs, psychiatric services
provided at the municipal level are not given priority in the distribution of financial
resources. Only some communal authorities have employed psychologists, necessitating a transfer of cases to other jurisdictions. The Ministry of Health and Social
Affairs is in favor of strengthening this facet of communal health and social services (Health Policy, 1990).
Family Counseling Offices
Family Counseling is not well defined within the health and social services
field in Norway. The work of the Family Counseling Office can be divided into two
categories: exhibiting direct contact with the clients and consultation with other
health workers, and dealing with general problems in the field. The government
proposed that family support should be part of communal health services in the
future, with emphasis on services in the local community. It was suggested that the
existing Family Counseling Offices should be transferred to second-line services as
a resource base and be a guide for the communal health services, but the majority of
Parliament wanted to maintain their independent status (Health Policy, 1990).
Psychiatric Health Care for Adults
Institutions in psychiatric health care are made up of resident institutions, and
outpatient/purely polyclinic institutions. In the past decade, Norway's goal has been
to decentralize by reducing the number of beds in psychiatric hospitals, setting up
psychiatric emergency units in somatic hospitals, and by increasing polyclinic activity in new clinics. This decentralization and the general improvement in therapeutic alternatives has led to the establishment of localliving-and-treatment-units
(Health Policy, 1990).
IV. Relevant Legislation
The Work Environment Act of 1977
The Work EnvironmentAct of 1977 was enacted to govern the safety and health
of employees and employers in enterprises when researchers found that workplace
conditions continued to be connected to high disease rates. The act applies to all
enterprises that hire workers and mandates that the employer comply with specific
requirements to ensure that the safety, health, and welfare of the employees are
taken into account at all levels. The act also requires that employees and their
elected union representatives be informed about the systems utilized for planning
and affecting work, and about planned changes in these systems. They are to be
provided with the necessary training to enable them to learn and understand these
systems. Establishments must be designed and arranged so that occupationally handicapped persons can be employed. If an employee becomes handicapped as the
result of an occupational accident, disease, or overstrain, the employer must allow
the employee to retain suitable work or provide adaptations, alterations, or rehabilitation so the employee can continue in the same position.
As stipulated in the act, enterprises which regularly employ at least 50 people
must have a working environment committee with employer, employee, and safety
and health personnel represented. Working environment committees are also to be
formed in businesses with 20 to 50 employees when requested by any of the in-
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vol ved parties. When any special supervision of the work environment or the health
of employees is necessary, companies employ safety and health personnel such as
medical officers, company nurses, and safety managers. These professionals assist
the employer, the employees, the working environment committee, the safety delegates, and labor inspection in their efforts to create safe working conditions. They
hold a free and independent position concerning work environment matters.
The king can issue further rules concerning when and to what extent companies should have safety and health personnel, and what their professional qualifications and duties should be. The king also decides on the act's applicability to work
performed in an employee's home. For example, when technical equipment is used
and work takes place under conditions that may involve a hazard to life or health,
supervision may be imposed. The king may also restrict the employment of certain
groups of workers who may be exceptionally vulnerable to accidents or health hazards. Although there are no EAPs in Norway, the act provides a natural base from
which they could begin.
Editor's Note:
Although Norway does not have EAPs at present, the editor predicts they will
develop. With the International Federation of Social Workers (IFSW) housed in
Oslo, it seems only a matter of time before the current interest in EAPs will progress
into the IFSW's home territory.
Contacts
H. Anderson
Kristiansand Chamber of Commerce
Radhusgt, 7-9,
POB 200,4601
Norway
Fax: 011 4704223177
Eva-Mona Maim
President
Norwegian Union of Social Educators
and Social Workers
POB 4693, Sofienberg, N-0506
Oslo, Norway
Fax: 011 472203 1130
Bjorn Christianse
Norwegian Union of Social Educators
and Social Workers
POB 4693
Sofienberg, N-0506
Oslo, Norway
Fax: 011 472203 1114

H. Thrap- Meyer
Manager Director
Norwegian Association of Chamber of
Commerce
Drammensveien 30, POB 2843
Norway
Fax: 011 47 2255 8225
Jon August Einisson
Norwegian Union of Social Educators
and Social Workers
FO, Hedmark Fylkesavd
Folkets HusTorggata 91,
N-2300 Hamar
Norway
Fax: 011 47 6253 3929
University of Oslo Library
Reference Desk
Fax: 011 47 22 859050
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The National Institute of Occupational
Health Services
University of Tromso
Breivika,N-9037
Tromso, Norway
Fax: 011 4777 644905

ESLA-NORWAY
University of Oslo
Karl Johans gt. 47
Oslo, Norway
Fax: Oll 47 22 85 9366
Jorunn Vindegg
Norwegian Union of Social Workers and
Social Educators
POB 4693, Sofienberg, N-0506
Oslo, Norway
Fax: Oll 47 2203 ll14
High School of Social Work
Tjernveien 12,0957
Oslo, Norway
Fax: 011 4722 163616

Tore B.Lauritzsen
Manager Director
Oslo Chamber of Commerce
DRAMMENSVN 30, pob 2874
N-0203, P 500,000,M 150
Oslo, Norway
Fax: 011 472255 8953
Socialhogskolen, Baerum (School of
Social Work)
Hauger skolevei 20
1351 RUD, Norway

*The Norwegian Embassy
Washington, DC
Tel: 1-202-333-6000
Thomas Johannesen
Secretary General
International Federation of Social Workers
POB 4693
Sofienberg, N-0506
Oslo, Norway
Fax: Oll 47 2203 ll14

Sigmund Lovold
Secretary General
The American Club in Oslo
Ing.Hoels Vei 13, POB 56
N-1346, Gjettum,
Norway
Fax: Oll 47 67 54 6930
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Chapter 35
PORTUGAL
Lisa M. White
I.

Introduction

Portugal is undergoing modernization. The nation has traditionally relied on
labor from its former colonies in Africa, Asia, and South America because its indigenous population, especially males, have a history of migrating to other countries in
North America, Europe, and the colonies, and adversely affecting national productivity. Social services have historically been provided by the Catholic Church, and
services provided by the government today are broad but insufficient. Unions are
active in Portugal, especially concerning salaries and layoffs.
According to different sources, EAPs and occupational social work are not
growing, despite the large numbers of workers being laid off. On the other hand,
issues such as child labor laws, sexual harassment, and child care are being addressed.
Economy
Portugal is recovering slowly, but steadily, from an economic recession in 199293. It is considered to be excellent for U.S. exporters because of a desire for American-made products. Because costs are competitive, there is opportunity for U.S.
investors to enter into the European Community. Portugal has an unsophisticated
domestic industry (U.S. Department of Commerce [USDOC], 1995). Slow employment growth has kept the unemployment rate at its current level of 7%. Structural changes in less productive sectors and strict labor laws also inhibit faster growth
(USDOC, 1995). Long-term unemployment affects 33% of Portugal's unemployed,
especially the young and women, who represent only 23% of these who receive job
training (American Embassy at Lisbon, 1992).
II.

EAPs

Although there is no EAP development in Portugal, substance abuse treatment
is separate from the core mental health care system. This could be the country's
first step in the development of EAPs. Government and nonprofit organizations
have funded substance abuse centers, although support groups and psychiatric treatment are generally not encouraged. Alcoholics Anonymous has a chapter in Lisbon
as does Narcotics Anonymous. Substance abuse treatment is not covered through
the workplace and those who are financially able, go to other countries. The Embassy of Portugal (1995) reports the existence of three recovery centers (unclear
whether for mental illness or substance abuse) with 205 beds, and three centers for
alcoholics with 106 beds.
III. Description of the Health Care System
Health care in Portugal, according to the Department of Labor (1995), is a
constitutional right. This has resulted in overburdened public health facilities that
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are unable to offer an adequate level of service. The national health care system
pays 100% of the costs of service. However, there are often long waits for treatment
and a lack of dental care. A private health care system does exist (Solsten, 1993)
and the Portuguese government is encouraging people to use this by providing money
to pay for private health insurance. Companies are doing the same.
Health conditions in Portugal were once considered the worst in Europe, but
have improved since the 1970s (Solsten, 1993). The life expectancy has risen to 71
years for men and 78 for women. The infant mortality rate in 1970 was 68 deaths
per 1,000, but it is now 10 per 1,000. Health concerns for women include the reduction of maternal mortality rates and risky nonassisted deliveries (Cullivier, 1993).
Mental Health Care
The following was provided by the Embassy of Portugal (1995):
As regards to mental health, there are also specialised centres connected with
all the community health services. They provide ambulatory and psychiatric
care, with partial hospital internment if necessary, and internment in home or
other alternatives. (p. 132)

The private sector is encouraged to address mental health hospitalization. Mental health covered by government health insurance is limited to major psychiatric issues. There are support groups for teens, persons interested in family planning, and
persons with depression. Psychiatrists and psychologists for private counseling must
be accessed privately.

IV. Relevant Legislation
While it appears that few if any EAP or occupational social work services are
provided in the workplace, relevant issues are addressed through laws or governmental policy. For example, public policies address the illegality of sexual harassment, provide for paid maternal leave, and establish public child care up to six years
of age as well as give a family stipend for children until adulthood.
Occupational safety issues are also regulated. There are many work-related
accidents, especially in the construction and textile industries; and employers are
legally required to have accident insurance. The regulatory body is the General
Directorate of Hygiene and Labor Security, and the General Labor Inspectorate is
the enforcing body. Injured workers rarely sue. (USDOC, 1995). The frequency of
accidents, however, suggests a need for further legislation regarding workplace safety.
Discrimination is constitutionally forbidden in terms comparable to U.S. legislation. Laws specifically address discrimination against ethnic minorities from
Portugal's former colonies. Solsten (1993) writes that these groups are often not
fully assimilated into Portuguese culture and face varying levels of racial and cultural prejudice. Establishing a minimum wage and standard work hours is another
example of legislation that impacts the workplace. Minimum wage for full-time
workers aged 18 years and older is about $320US a month (USDOC, 1995). Most
workers who earn minimum wage (37.5%) are employed in hotels and restaurants
(American Embassy, Lisbon, 1992). This salary is insufficient for a single-income
family, even though the government provides rent-controlled housing and various
subsidies (American Embassy, Lisbon, 1992). Workers have an 8-hour workday
with a maximum of 44 hours per week. They are entitled to 30 days of paid annual
leave.
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There is no discrimination in employment or services based on disability, and
access to public facilities is mandated by law. Legislation does not cover private
businesses (USDOC, 1995).
Women
Following a change of government in 1974, women have obtained greater rights
and choices (Solsten, 1993; Cuvillier, 1979). The pattern of the patriarchal and
nuclear family which had traditionally served as the norm and the ideal in Portugal
has been changing (Solsten, 1993). Women who in 1969 were not allowed to leave
Portugal without their husbands' consent, were granted full equality in 1976, including voting rights and equality in marriage (Solsten, 1993).
The Commission on the Status of Women was established in 1977. Divorce
became easier to obtain and its frequency has increased. Illegitimacy was no longer
recorded on birth records. In 1984, abortion became legal under certain circumstances (Solsten, 1993). Cuvillier (1979) argues that regardless of their legal standing, women still faced widespread prejudice, particularly concerning their roles in
the workplace and society. She further noted that women had the worst-paying
jobs. Currently, women are represented more in professional occupations, but they
still have a way to go, as in trade unions, where women in leadership positions do
not reflect their number (Solsten, 1993).
There are also laws regarding discrimination and inappropriate treatment of
women in the workplace (USDOC, 1995). Although the government prosecutes
perpetrators of domestic violence, societal attitudes discourage many victims from
seeking help through the judicial system. Social pressure also discourages women
from advocating against sexual harassment. The USDOC (1995) summarizes
Portugal's sexual harassment policy as one where the Civil Code provides for full
legal equality for women. Sexual harassment, an issue gaining public attention, is
covered in the Penal Code as a sex crime, but only if perpetrated by a superior and
in the workplace.
The Commission for the Equality and Rights of Women is part of the Ministry
of Employment and Social Security (USDOC, 1995). According to Cuvillier (1979),
this commission is necessary because there are politicians who would advocate forbidding married women from working as a means to counteract unemployment.
Women are the last hired and the first fired, and are more difficult to place. Women
receive only about 76% of men's salary, and about 57% of all minimum-wage workers
are women (American Embassy, Lisbon, 1992). Those who work outside the home
pay taxes, while women who work at home are given exemptions. A social wage
for women who stayed home has been suggested in the past (Cullivier, 1979)
Unions
Workers have the right to establish unions, and trade unions have the right to
participate in labor legislation. These are guaranteed by the Constitution and are
observed in both public and private sectors. Anti-union discrimination is prohibited
(USDOC, 1995). There are numerous unions such as the General Union of Workers
(Uniao Geral dos Trabalhadores, or UGT), which was organized in 1979 (Solsten,
1993). Strikes for any reason are permitted and they occur often (in 1992, there
were 233 strikes in the period from January to March), and resolution is through
direct negotiation (USDOC, 1995). Unions are associated with political parties and
influence social and economic policy-making.
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Work/Family Issues
While the family is important, providing care can be problematic. One issue is
parental leave for the birth of a child. Portugal has addressed this issue by granting
maternal leave with full pay for up to 90 days and an allowance program that provided payments to the family from childbirth to 15 years of age (or 25 if a student)
(Solsten, 1993).
Another issue is child care. According to the International Labour Organization (1979), in 1979, child care and education of children up to age 6 was public,
and recreation was provided to children aged 6 to 12 years. Conversely, Solsten
(1993) argues that preschool education in Portugal in the early 1990s was still limited, but this is starting to change with increasing government involvement. Cuvillier
(1979) argues that child care and work/family issues should be considered men's
issues as well as women's issues and that overtime, night work, and working on
time off should be forbidden, as she notes that leisure time is rarely available to
working women.
Services for the elderly are limited and they are considered by the International Labour Organisation (1979) as Portugal's most unfortunate and disadvantaged group, partially because services were just becoming broad enough to serve
them in 1979. Also, the economy and social changes have negatively impacted
older persons.

v.

Conclusion

The political, social, and economic changes Portugal is experiencing are affecting the workplace. Changes in women's rights, particularly in employment and
marriage, are bringing up work-family issues such as child care, elder care, and
domestic responsibility. EAPs have not become established in Portugal, but with
economic developments this may change.
The establishment of EAPs could come from several sources, among them the
many labor unions. While the prevention of layoffs is most likely the major concern
for unions, they may be willing to look into EAPs as a means to retain workers,
especially since social services and private counseling are limited in Portugal.
Foreign companies, especially those which have EAPs in their own countries,
may offer them to ensure a stable, healthy, productive workforce. However, the
likely surplus of available workers due to high unemployment may discourage foreign companies from investing in EAPs. The Association of Trained Social Workers in Portugal might also work to gain entry into Portuguese industry. The Portuguese government, through its social services and economic development departments' can offer incentives to businesses to encourage occupational social work
programs. Keeping an employed workforce would be cost- effective for the government as its services for the unemployed and their families would lessen. This
would indirectly improve the economy by maintaining a healthy, productive
workforce.
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Contacts
Alcoholics Anonymous
011-351-1-395-0986
Jaime Miheiro, MD
President
Portuguese Association for Mental Health
Cabrilho 108
Apartado 15044
P-4108 Porto Corda
Portugal
Association of Trained Social
Workers - APSS
Av. Casal Ribeiro 37 - 1
1000 Lisboa
Portugal
Tel: 011-351-11-315-2810
Fax: 011-351-1-363-3257
Paca das Industrias
1399
Lisboa
Portugal
Dr. Henrique M. Brito do Rio
American Chamber of Commerce
in Portugal
Rua D. Estefania 1555 ESQ
1000 Lisbon
Portugal
FAX: 011-351-1-572-580
Portugal Chamber of Commerce
and Industry
Rua das Portas de Santo Antao 89,
1194 Lisboa
Portugal
Joaquim Margalro Carrilho, M.D.
EAPA Portuguese Armed Forces
Portugal Navy
R. Sofia Carvalho Bloco A,2
1495 Alges
Ledto
Portugal
Portuguese Society for Family Therapy
011-3511-1-355-5193

Comissao De Combate Ao Alcool
Rua Pinheiro Chagas, 69
1000 Lisbon
Portugal
011-351-1-560-347
Portuguese U.S. Chamber of Commerce
5 West 47th Street
New York, NY 11036
Tel: (212) 354-4627
Dr. F. Almeida Conde
Secretary General
Palacial dl Bolsa
PO. Box 4000 Porta
Portugal
Fax: 011-351-2-208-2760
Prevention and Care of Drug Abuse
Tel: 011-351-1-726-9695
Fax: 011-351-1-726-4919
Fernando de Sousa
General Manager
Hotel Infante de Sagres
Praca D. Filipa de Lancastre, 6
4000 Porto
Portugal
011-351-2-201-9031
Fax: 011-351-2-314-937
Maria Antonia Rodrigues
Urbanizacao Da Portela
Lote 83-1 DRT
Sacavem 22685
Portugal
351-001-943-4635
ICEP
Avenida 5 de Outubro 101
1016 Lisbon
Codex
Portugal
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Dr. Fernada Rodrigues
Instituto Superior de Servico Social do
Portugal
Av. Rodrigues e Freitas 4000
Porto
Portugal
Tel: 351-2-573-581
Fax: 351-2-510-3150
Home: 011-351-2-996-3270

Barbara Simons
Journalist Publico
Rua Na Senhora de Fatima 177 12
4000 Porto
Portugal
Eng. Ludgero Marque
President
Av. Boavista
261,4100
M2000
Porto
Portugal

Instituto Superior de.Servico Social de
Lisboa
Largo do Mitelo, 1
Lisbon 1100
Portugal

U.S. Embassy in Portugal
Av. de Forcas Armadas 1600
Lisbon
Portugal
Tel: 351-1-727-3300
Fax: 351-1-726-8914

Nuno Silva
Embassy of Portugal
Economics Department
Washington, DC
Tel: (202) 328-8610

Dr. Maria Lucilia Melo
Centro De Recuperacao de Alccolicos
Hospital Sobral Cid
Coimbra
Portugal

Rui Jervis
General Secretary
Camara de Comercio E Industria Da Madeira
AvenidaArriaga 41 M
900 Funchal
Portugal

References
American Embassy. Lisbon. (1992). Foreign labor trends, Portugal, 199/ - 1992. Washington, D.C.: U.S. Department of
Labor.
PsycLlT Database.
Portugal-

(1995). Washington, D.C.: American Psychological

Association.

Europe's investment jewel. (1995, May 15). Fortune, pp. 115-123.

Axtell, R.E. (1989). The do's and taboos of international

trade: A small business primer. New York: John Wiley and Sons.

Campbell, 1. (1992). European labor unions. Westport, CT: Greenwood Press.
Cossolotto, M. (1995). The almanac of transatlantic politics, /991-1992
Brassey's, Inc.
Cuvillier, R. (1979). Women. In International
173-180). Geneva: ILO.
Data Track, Inc. (1995). CaPAC (CD-Rom).

Labour Organisation

(36th Edition, Volume II)

[ILO], Employment

Washington,

D.C.:

and basic needs in Portugal (pp.

ABI1JInform.

Delphos, W.A. (Ed.). (1994a). United States Postal Service: International marketing resource guide. Alexandria, Va.: Braddock
Communications, Inc.
Delphos, W.A. (Ed.). (1994b). United States Postal Service: Marketing resource guide to Europe. Alexandria, Va : Braddock
Communications, Inc.
Embassy of Portugal (1995). Justice and Social Policy. Chapter VII of Portugese Government monograph.
International Labour Organisation.

(1979). Employment

and basic needs in Portugal. Geneva.

Countries without EAPs

337

Keefe, E.K., et al. (1977). Area handbook for Portugal.

Washington,

Mayer, J. (1979). Regions.
In International Labour Organisation
Portugal (pp. 159-171).
Geneva: ILO.
Miles, P. (1994, September).

Lisbon's

Organization for Economic Co-operation

city of hope. Europe,
and Development.

D.C.: American

[ILO], Employment

University.
and basic needs in

pp. 40-42.

(1992). OEeD economic surveys: Portugal. Paris.

Solsten, E. 1993. Portugal: A country study. Washington D.C.: Library of Congress.
Thorn L., Ed. 1996.
York.

Encyclopedia

of Associations,

International

Wojno, M.G. 1986. Staying Behind but Getting Ahead:
State U ni versity, East Lansing.
U.S. Department of Commerce.

Organizations,

New Economic Rolesfor

30th Edition, Gale Research, Inc., New

Women in Northern Portugal.

National Trade Data Bank, Country Commercial Guide, 1995.

Michigan

338

International Employee Assistance Anthology

Chapter 36
SINGAPORE
Roberta Swope
I.

Introduction

Singapore is an independent nation in Southeast Asia, located at the tip of the
Malay Peninsula. Formerly a British crown colony and then part of the Federation
of Malaysia, it became independent in 1965. It is a densely populated, prosperous
nation and its people enjoy one of the highest standards of living in Asia. Singapore
is multi ethnic, with 78% of its population Chinese, 14% Malay, and 8% Indian,
Pakistani, Sri Lankan, and others. English, the principal language of business, government, and education, is used by more than 25% of adults (Encyclopaedia, 1995).
Singapore is a parliamentary democracy in the British model. The prime minister is the head of government and the dominant political figure. The electorate
includes every adult citizen who is a registered voter and voting is compulsory
(Encyclopaedia, 1995). The government is committed to economic prosperity and
a safe, stable political environment. The nation has based its survival on tight discipline. As a result, it is one of the safest and cleanest places in the world (Mayerchak,
1995). Fines are imposed for such acts as spitting gum, spitting, and bird feeding.
With emphasis on law and order, Singapore's toughness is one of its greatest selling
points to foreign investors (Annin et al., 1994). Government corruption is almost
nonexistent. At the same time, some have questioned how much authoritarianism is
appropriate for a modern, well-educated society. The government defends these
"Asian values," which it feels distinguishes Singapore from the West and which
citizens believe are responsible for the success of the Asian economies (Mayerchak,
1995).
Work In Singapore
Singapore's main resource is its people. The largest groups of workers are
employed in the manufacturing and commercial sectors. Banking, insurance, and
factory investments have created a rise in financial and business services (Layton,
1990). Singapore's progress owes much to its work ethic-citizens strive for excellence with money as motivation and personal success as the goal. Workers are
better educated, better trained, more self-developed, and more assertive than their
predecessors. The growing competitive environment among employers may create
even better conditions for workers. The National Productivity Board was established in 1972 by the government to ensure quality and productivity. The Skills
Development Fund was established next to provide incentives for employers to fund
worker training (Layton, 1990). Singaporeans work long hours, driven hard by a
government and education system that expects excellence (Layton, 1990).
Child Care
Singapore's government has developed a comprehensive child care program
for pre school-aged children (below 7 years of age). The objective is to develop and
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promote centers to meet the needs of working parents. This is part of a national
effort both to encourage more mothers to remain in the workforce and to support
population growth (Child Care, 1995).
Centers are licensed and supervised by the Ministry of Community Development. The government provides subsidies to working mothers to help defray the
cost of child care. The centers are set up and run by both the community and the
private sector. The ministry also provides grants to employers and nonprofit organizations to help set up these centers. Employers who provide workplace childcare
facilities are given special tax incentives in the form of allowances on capital expenditure for renovations and purchase of equipment (Child Care, 1995).
II.

EAPs

Ms. Peggy Byrne (Personal communication, Fall 1995), EAP Manager for
Southeast Asia at Dupont, reports that "there is an informal network of resources
available to people ... but no formal EAP benefits. It's a tightly controlled environment and people wouldn't expose themselves. Alcoholism is seen the least there [of
all Asian countries]."
Mr. Koh Juan Kiat, executive director of the Singapore National Employers
Federation, reports "few employers provide counseling services at the workplace."
Employees "would be referred to community self-help groups and volunteer organizations" (Personal communication, Fall 1995).
Mrs. Lorna Wong, director, Personnel Department, National University of
Singapore, states the university has a "Student counselor," but has no counseling
services for university employees (Personal communication).
Substance Abuse
There is a zero tolerance for drug abuse in Singapore. Furthermore, the export, import, manufacture, possession, and traffic of illicit drugs (e.g. heroin, cocaine, marijuana) are considered capital offenses. Those convicted of these crimes
are subject to severe penalties (Singapore, 1994). Trafficking in more than half an
ounce of heroin is punishable by hanging (Mayerchak, 1995).
III. Description of the Health Care System
Singaporeans enjoy good health as a result of several factors: improved living
standards, a good public and social care system, and a well-publicized healthy lifestyle
(Singapore, 1994). The range and quality of medical care is high, with a large
number of physicians and dentists available (Encyclopaedia, 1995). Infant mortality is low at 4.7 per 1,000 live births, while life expectancy is high at 76 years
(Singapore,

1994).

The public health care services in Singapore can be grouped into Primary Health
Service, Hospital Services, Dental Services, and Health Care for the Elderly.
Primary Health Service
Primary Health Service is made up of the Family Health Service, the School
Health Service, the Training and Health Education Department, the Food and Nutrition Department, and the Healthy Lifestyle Unit (Annual Report, 1993).
Family Health Service is provided through a government-subsidized network
of 13 polyclinics, 6 outpatient dispensaries, and 6 maternal and child health clinics.
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Polyclinics are health centers that offer a wide range of services. They treat patients
with acute and chronic illnesses; follow up with patients after hospital discharge;
provide maternal and child health care, health screening, health education, patient
counseling, and diagnostic services. The adult population is screened for problems
such as hypertension, diabetes, heart disease, and certain cancers. Dental and rehabilitation services for the elderly are also available in the polyclinics (Annual Report, 1993). Patients may also choose to seek care from private clinics, private
practitioners, or family doctors. The fees are higher for these services (Public Service Division, Ministry of Finance [PSD-MF], 1995).
Hospital Services
Hospital Services are provided by six government and "restructured" hospitals
for acute health care (Annual Report, 1993). Government hospitals are run by the
government and their staff are public employees. Restructured hospitals are owned
by the government, but managed separately as corporate entities. The latter employ
their own staff using their own employment terms. Singapore also has ten private
hospitals whose fees are higher than the others (PSD-MF, 1995).
The Mental Health Program falls under Hospital Services. It is comprised of
inpatient, outpatient and day treatment, day care, and supporting programs. There
are specialized services for children and adolescents (Ministry of Health, 1993).
Self-help and volunteer services are also available. In 1993, a three-year Mental
Health Education Program was initiated to improve the knowledge and understanding of mental illnesses. This program also encouraged people to seek early treatment (Annual Report, 1993).
Woodbridge Hospital is the main psychiatric inpatient treatment facility. Tan
Tock Seng Hospital and National University Hospital provide services for milder
psychiatric disorders. View Road Hospital provides rehabilitation of long-stay patients (Annual Report, 1993).
Outpatient treatment is provided at the Institute of Mental Health and also at
six psychiatric outpatient polyclinics. There are four day centers which offer rehabilitation, vocational, and sheltered workshop activities which help to prevent relapse and readmission to inpatient care. Support programs assist relatives in maintaining patients at home. Predischarge programs help patients with social skills and
emphasizes therapy compliance, family education groups, and family support programs. Respite care is also available. Community Psychiatric Nursing Service
follows up on patients and assists families to cope with the patient at home (Annual
Report, 1993).
Financing
Singapore's health care delivery system is based on individual responsibility
with patients paying part of the cost of medical services used. The cost is naturally
more when they seek a higher level of service (Annual Report, 1993). The appearance of providing "free" care is unacceptable. In adhering to the principles of "Asian
values," medical benefits have been denied to families of female civil servants to
preserve patriarchy, and adult children are legally responsible for their parents wellbeing (Mayerchak, 1995).
To help Singaporeans secure health care, the government introduced three programs: Medisave, Medishield, and Medifund. These programs, along with subsi-

342

International Employee Assistance Anthology

dies, ensure that every Singaporean has access to basic medical care (Annual Report, 1993). Medisave, established in 1984, is a national compulsory savings scheme
to help individuals save and pay for their hospitalization expenses. Between 6%
and 8% of an employee's salary is set aside, and an equivalent amount by the employer. Self-employed workers are also required to save. The money may be used
by the employee or member of the immediate family. It is considered adequate for
those who incur average medical expenses (Annual Report, 1993). Medisave has
been gradually expanded in response to growing needs. For example, psychiatric
treatment has been included since 1990. The government has suggested that private
companies build their health care benefits for employees around the Medisave account by making additional contributions (Sherraden, 1995).
Medishield was introduced by the government in 1990. It is a voluntary, basic,
low-cost, catastrophic illness insurance scheme meant to assist Medisave members
meet the medical expenses for major or prolonged illnesses. The Medishield premium is low, ranging from SD1 to SDll per month (l USD = 1.4 SD). Along with
their premium, patients pay a deductible and a 20% co-payment. These fees can be
taken from their Medisave accounts (Annual Report, 1993).
Medifund is an endowment fund started in 1993 specifically for the poor and
indigent Singaporeans. Interest income from the fund is distributed to public sector
hospitals. Patients who are unable to pay their hospital bills can apply for assistance
from the Hospital Medifund Committees. This enables all Singaporeans to have
access to basic medical care regardless of their socio-economic status (Annual Report, 1993).
IV. Relevant Legislation
Singapore launched The National Healthy Lifestyle Program in April 1992. It
is a multidisciplinary and multisector approach which aims to provide information,
teach necessary skills, and create a supportive environment for healthy living. Health
education in Singapore stresses individual responsibility in making healthy lifestyle
choices. The adverse effects of an unhealthy diet, sedentary lifestyle and smoking
are publicized (Singapore, 1994).
Publicly-mandated arrangements for social security in Singapore consist of
the Central Provident Fund (CPF) system and an extremely limited program of public assistance. Singapore is influenced by the "Poor Law" tradition, a belief that
public money should not be wasted on the undeserving.
The expenditure on
Singapore's public assistance program is approximately 1% of the total government
expenditure. The amount of assistance is below what the government calculates as
the minimum household expenditure to cover only basic items (Rdan, 1993).
The Social Development Unit (SDU) is a modern matchmaking service which
encourages University graduates of both sexes to meet and enjoy arranged activities. In this government-sponsored project, the emphasis is not just on marriage,
but on quality marriages between couples of equal education (Layton, 1990). Another related project is the formation of the Social Development Section. This agency
organizes activities among single nongraduates for the same purpose. Its activities
have led to the registration of 4,000 marriages. This registration is essential for
eligibility for a public housing flat. Couples still may wait several years before they
get the flat of their choice (Layton, 1990).

Countries without EAPs

343

Cen&alProvidentFund
The Central Provident Fund (CPF) of Singapore is a state-sponsored system of
compulsory savings accounts. The CPF began in 1955 and has evolved to become
the dominant social security institution in Singapore (Rdan, 1993). The main
characteristics of CPF are individual accounts, defined contributions (rather than
defined benefits), funded accounts (rather than "pay as you go"), partitioned accounts with funds segregated for different purposes, and complete portability of
benefits from one employer to another (Sherraden, 1995).
These funds are used for retirement security, home ownership, medical care,
life and health insurance, education, and several types of investments. CPF is a
broad domestic policy system that plays a central role in Singapore's society and
economy. The capital accumulated in the CPF accounts are a key factor in Singapore's
economic growth and stability. In Singapore, social policy is not separated from
economic policy. The accumulated capital has positive effects, both social and economic. Contributions are made into the CPF accounts by employers and employees
and are compulsory for both. These deposits are approximately 40% of the workers'
wages with a ceiling of SD6000 per month. CPF savings are tax exempt (Sherraden,
1995).
The original goal of the CPF was to assist wage-earners in achieving financial
security through their savings and to provide for workers and their families in the
event of permanent disability or death. It has evolved over the years toward more
comprehensive objectives, which include three areas: old age financial security,
home ownership, and medical care.
Home Ownership
The objective of home ownership is fully paid housing at retirement age. In
1968, the government began to allow withdrawals from CPF funds for the purchase
of public housing. Married couples are given priority for the purchase of flats in
high-rise blocks. Financing is shared between the government at 75% and the home
purchaser at 25%. As a result, 90% of the population are homeowners. Generally,
if a Singaporean holds a job, he/she can own a home (Sherraden, 1995).
Company Welfarism
The Company Welfarism through Employers' Contributions (CoWEC) scheme
was begun in 1983. Due to the tight labor market, employees could be "enticed "
away from one company to work for another. This "job-hopping" was perceived as
a problem by the government (Sherraden, 1995). The CoWEC scheme was aimed
at encouraging employees to stay with their employer. Employersretain 7% of the
employee wages in a trust fund. These funds are then invested, yielding a higher
return than the CPF Board and providing alternative benefits. Administrative costs
are paid by the company (Sherraden, 1995).
The CoWEC can be used for a variety of social purposes. These include medical charges, insurance premiums, and educational grants. As of 1993 only four
companies continue to participate in CoWEC and they report an increase in employee loyalty to the company. This scheme is less successful than was hoped for in
the beginning as "job hopping" continues to be a problem. Proposals have been
made to connect CPF more strongly to employee tenure (Sherraden, 1995).
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Conclusion

Singapore is a newly emerging industrial and financial center with strict government controls. The "Asian values" of hard work, strict discipline, and individual
responsibility are evident in the social policies supported by the government. One
cannot separate social policies from economic policies.
Work is an important component oflife for Singaporeans, with most social security benefits provided by employer/employee contributions. Strict rules and rigorous
government campaigns are regularly imposed on the public. Although they may appear unnecessarily inhibiting to indi vidual freedom, the Singaporeans regard them as
important for their national needs.
There is tremendous growth and investment in the country by foreign corporations. Two such examples are the American companies Digital Equipment Corporation and Wells Fargo Bank. With this foreign interest will come the need for EAPs.
EAP professionals will need to consider the best application of the EAP concept in
such a restrictive environment. Unless foreign investors anticipate the problems their
employees potentially will face, they might encounter the same type of difficulties
experienced by foreign workers in the Arab countries, particularly Saudi Arabia and
Iran. As described in Chapter 1, bringing American and European families to such a
culture can be problematic.
U.S. corporations would be wise to anticipate similar situations before they happen, instead of implementing appropriate services after disaster strikes.
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Fax: 011 65 339-5630
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SPAIN
Danielle Doetsch and Barry Roysdon
I.

Introduction

Spain is a constitutional monarchy with an area of 504,782 sq km (194,897 sq
mi), including its African and insular territories. The 1993 population was estimated at 39 million with a density of about 78 people per sq km (about 201 per sq
mi). Spain is increasingly urban with more than three fourths of the population
living in towns and cities. Several ethnic groups have kept a separate identity including the Basques, who number about 2.5 million and live chiefly around the Bay
of Biscay; the Galicians, numbering about 2.5 million who live in northwestern
Spain; and the nomadic Spanish Gypsies. Roman Catholicism is the predominant
religion, comprising about 97% of the population (Encarta, 1994).
The head of government is a hereditary monarch who also acts as commanderin-chief of the armed forces. The prime minister holds executive powers and is
voted into office by the Congress of Deputies. Power is also vested in a cabinet, or
council of ministers. In addition, Spain has a Council of States, which is a consultative body. In the 1990s, there were many political parties in the country; the two
major ones were the Socialist Workers party and the Popular party.
Spain is making the transition from an agrarian to a service-oriented economy,
and is expanding its industrial base. The government funds and administers health
and social service programs. Little or no financial contributions are required from
citizens seeking health care, but citizens typically make contributions to the social
security system. Unemployment is a significant problem with 22% of the population unemployed at the end of 1991 (S(, Spain, 1995).
II.

Occupational Social Work (OSW)

Social workers that might be considered "occupational" have been historically
employed in various unemployment agencies. There are some occupational social
workers, especially in larger plants, who have the specific educational background
required by the government. Additional information on the history of OSW could
not be obtained through the research conducted. Repeated attempts to contact individuals in Spain-including
calls made by Spanish-speakers-met
with no success.
Similar problems were encountered for the section following.
III. EAPs
It appears that no EAPs exist in Spain because of universal access to health
care, including mental health, and it is unlikely that EAPs will take root in the near
future. The only source for consultation that was identified was Marta Jack of Optima Human Consultants whom the editor met in 1991. Repeated attempts to contact Ms. Jack were unsuccessful.
According to Rodriguez (1991), the personnel function in Spain will face a
number of new challenges including greater employee mobility, fewer young work347
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ers, more women in the workplace, and union agendas that go beyond mere economic issues. Implementing EAPs into large enterprises may be the opportunity of
the future to meet employees' needs in a changing workplace.
Substance Abuse
Spain appears to have a significant problem with alcohol abuse and alcoholism, as well as problems with drugs, primarily heroin and cocaine. (For more specific information, see the following editor's comment.) A National Addictions Plan
was developed by the Ministry of Health in 1985 and provided for coordinating the
activities of individual departments within the central, autonomous, and local administrations, as well as a number of nongovernmental organizations working with
drug addicts. The National Addictions Plan has made notable achievements in the
past years, including establishing various treatment facilities, health clinics, group
therapies, and hospital treatments. The implementation of such treatment modalities have been successful in assisting substance abusers. One significant development is the program's devotion to substance abuse prevention. A new prevention
course referred to as a Health Education Class has been introduced into primary and
secondary school curricula, Other programs have been created to directly serve
diverse populations, including those incarcerated or unemployed.
Editor's Insert
In 1991, the editor was privileged to be the group leader in the People to People
program that convened in Spain. During official presentations in Madrid, she learned
a great deal about the scope of substance abuse in Spain and means by which Spanish officials were trying to combat the problem.
It was estimated that 60% of adult Spaniards were regular users of alcohol and
10% were problem users. About 20% of industrial accidents and/or deaths were
attributed to misuse of alcohol, and officials estimated that 25% of the active
workforce was at risk of becoming alcoholic.
Drug abuse was also considered a serious problem, with about 30% of workers
using hashish and about 1% using amphetamines. Approximately 20,000 members
of the workforce were suspected of regular heroin use, while about 8% used stimulants. Business and government leaders considered the associated costs to be astronomical. Large transportation industries required individual testing of workers, but
did not have access to valid labs. On-the-job drug use by transportation workers
can be cause for firing, even on the first offense.
In Madrid, the editor spoke with numerous government officials who reported
that the basis for the drug abuse intervention plan was an assumption on the part of
health and government officials that they can change drug addiction habits. Establishing priorities for their policies and procedures was paramount, as was providing
addicts with care in the least restrictive environment possible. They also reported
AIDS as a developing problem for the Spanish health care system. In 1989 it was
estimated that there were 7,000 cases of AIDS that had been contracted as a result of
IV drug use. Forty percent of drug addicts in outpatient treatment tested positive for
HIV, while 60% of drug addicts in inpatient treatment tested positive. Penalofficials estimated that one in every three jail inmates was HIV positive.
They also informed her that cocaine use was increasing at the time, as Spain
was the entry point for much of the cocaine shipped to Western Europe. In San
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Sebastian and the Basque country, consumption, possession, and sale of cocaine are
legal. It was stated that there were never any drug problems reported in those areas;
thus there was never a perceived need to have drug laws.
In speaking with a group of employers and public health physicians about the
drug problem in Barcelona (pop. 8.7 million), she was told that heroin is the drug of
choice for 96% of the addicts in treatment. Three percent reported cocaine as their
drug of choice, with the last 1% accounted for by other drugs. Heroin abuse caused
6,418 emergency room admissions and 193 deaths in 1990. They reported nicotine
and alcohol as being the main drugs of abuse in Barcelona. They also stated that 30
percent of the population in Barcelona was alcoholic. The editor also learned that the
average "career" of a heroin addict was about six years, partially due to the ready
availability of needles.
Madrid officials outlined their philosophy for trying to decrease the alcohol and
drug problem in Spain. The program is primarily administered by the Fundacion De
Ayuda Contra La Drag Adiccion. One of the interesting facets of the program is the
focus on socialization and sports as entry points into the national consciousness. Once
a foothold had been established in sporting events, concerts, and related advertising,
the plan was to expand into mass media and other modalities such as information
libraries and hotline services.
Much of the plan's focus is on prevention and included four principles for drug
education for teens:
1. Disinvolve authority (church, government, etc.).
2. Don't use negatives.
3. Have a positive program when giving life alternatives, e.g., sports and music.
4. Train youth to be leaders.
To these ends, the drug agency often hosts events enjoyed by youth such as
sporting events and rock concerts. They also have such ancillary items as posters and
T-shirts.
IV. Description of the Health Care System
As required by Article 43 of the 1978 Spanish Constitution, Spain has developed a public health care program that is comprehensive and provides health care
services to every citizen. The Article states:
The right to protection of health is recognized. It is incumbent upon the
public authorities to organize and to safeguard public health by means of
preventive measures and the necessary benefits and services. The law
shall establish the rights and duties of all concerned in this respect. The
public authorities shall foster health education, physical education and
sports. Likewise they shall encourage the proper use of leisure (Sf,
Spain,

1995).

This near-universal health plan may be a contributing factor to Spain's ranking
as the healthiest in the European Union (Sf, Spain, Embassy of Spain, 1995).
Following the return of democracy after the death of Francisco Franco, the Ministry of Health was reorganized and the National Institute of Public Health Care
(lNSALUD) created. INSALUD manages public health care and depends on both
the Ministry of Health and the Ministry of Labor and Social Security for support. The
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Spanish Socialist party (PSOE) spearheaded health care reform with an effort that
culminated in the General Law of Public Health Care of 1986. This modified the
program's philosophy from a system based on insurance to one open to everyone and
independent of indi vidual contributions.
In 1987, the Interterritorial Council of the National Public Health System began functioning as a consultant for integrating the health care policies of the state
and autonomous community administrations. As of 1995, 98 % of the population is
covered by free health care. This has produced an enormous increase in health care
spending, and as a result, the National Health system is at present undergoing change
and evaluation (Sf, Spain, 1995).

v.

Relevant Legislation

Relationships between labor and management have been the subject of legislative attention in Spain. According to Blum (1981), the Spanish established a Fuere
del Trabajo (Labor Code) in 1938. The Fuere proclaimed "the employer is responsible to the State for the good functioning of his [the state's] enterprise." The workers were expected to show loyalty and fealty to the employers. The state has proven
to always have the last word on social issues. "These principles could be subsumed
in these words: 'unity, totality, hierarchy'" (Blum, 1981, p. 525).
All workers have the right to join a union to promote and protect their economic and social interests. Disputes affecting the general interests of workers are
settled through the industrial dispute procedure, with specific steps and protocols
for resolving individual disputes. The Ministry of Labour and Social Security has
also established rules and guidelines aimed at preventing industrial accidents and
risks within organizations (Labour Guide, 1995). The Law of Labour Accidents of
the 1900s was Spain's first law making employers responsible for accidents in the
workplace. Related expenses were covered by subscribing to an insurance policy
via private companies (Sf, Spain, 1995).
The Spanish Social Security system is available to all Spanish citizens. Those
who are covered include the fully employed, seasonally contracted, self-employed,
members of workers' cooperatives, domestic employees, students, and both military and civil servants. Persons over 65 years of age, legal residents of Spain in
need, and those who do not have sufficient financial means of their own for sustenance receive social security benefits even if they have never contributed or have
not contributed long enough (Labour Guide, 1995).
Equal Rights for Women
Women in Spain have only recently gained equal rights. The first Plan of
Equal Opportunities for Women was established in 1987 and the second plan in
1993. The second plan permits women to self-develop and participate actively in
culture, labor, and politics. There are ten areas of priority actions:
•
Equal application and development of legislation for all, and increased levels
of information and awareness of the Plan.
•
Preventing sexist role models and concepts in all institutionalized education,
increasing women in educational decision-making and in those technical areas
where women have traditionally been under-represented.
•
Providing equal opportunity for women in the labor market, reducing unem-
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ployment among females, improving the quality of, and preventing obstacles for
women seeking jobs.
• Encouraging a fair share of domestic tasks, family tasks and the distribution of
household chores.
• Incorporation of women into responsible positions to break down the barriers
hindering women's integration into public life.
• Promoting the professional development and promotion of women by encouraging women's access to positions that require economic or political decision
making processes.
• Giving women regardless of social class the opportunity to enjoy a healthy
life.
• Acclimating women affected by discrimination.
• Integrating equality into an international framework.
Movement towards personal autonomy, access to social rights, and assisting
certain groups who are suffering discrimination (prostitutes, drug addicts, ex-convicts, single mothers, and the destitute) (Sf, Spain, 1995).
VI. Conclusion
Spain does not have employee assistance programs today due to the strong
influence of the government in labor matters, social security, and health care. Spain's
occupational social workers appear to be assisting workers when available (there
are possibly only 500 such workers in Spain). Workers are protected by workplace
health and safety regulations and are also able to join unions that may assist them as
well.
Despite the ready and reasonable availability of health care in Spain, industry
may find EAPs useful in dealing with many of the issues other nations have encountered when expanding their service and industrial business sectors. AIDS, women
in the workplace, alcoholism, drug abuse, productivity, and absenteeism all appear
to be potential problems in Spain that might well be ameliorated by utilizing the
experience and expertise of employee assistance professionals.
Contacts
Marta Jack
Optima Human Consultants
c/o Tegucigalpa 4
Las Rozas 28230
Madrid, Spain
Ph + Fax: 91-638-5134
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The development of these guidelines was made possible through the generosity
of ALCOA and the ALCOA Foundation. ALCOA furnished both telecommunication resources and key consultants to the process, specifically Ken Burgess, formerly
in charge of ALCOA's International Expatriate Services, and Dr. Tony Stile, psychiatrist and EAP consultant. Funding for the International Region to pursue this process
was entirely furnished by the ALCOA Foundation.
Reprinted with permission from the Employee Assistance Professionals Association, 2101 Wilson Boulevard, Suite 500, Arlington, Virginia, 22201-3062 U.S.A.;
phone (703) 522-6272; fax (703) 522-4585.
INTERNATIONAL
EMPLOYEE ASSISTANCE PROGRAMME
GUIDELINES
MISSION
To formulate EmployeeAssistance Services Guidelines which are both acceptable and applicable in a variety of international cultures and settings.
THE PROJECT
The work team for this project was representative ofEAPA's worldwide membership and reflects a multitude of professional disciplines and experiences.
The International EAP guidelines decided on by this team are viewed as essential to establish a clear and unified understanding of the core elements of EAPs. As
EAPs are implemented throughout the world, these guidelines can be used as a reference point upon which national guidelines can be based. These guidelines are viewed
by this team as being fundamental to the standards and best practices of EAPs.
I.

DEFINITION OF AN EAP

An Employee Assistance Programme (EAP) is a work-based intervention
programme aimed at the early identification and/or resolution of both work and personal problems that may adversely affect performance. These problems may include,
but are not limited to, health, marital/relationships, family, financial, substance abuse
or emotional concerns.
The specific core activities ofEAPs include: (1) expert consultation and training
in the identification and resolution of job-performance issues related to the aforementioned employeepersonal concerns; (2) confidential and timely problem-assessment,
diagnosis, treatment or referral to an appropriate community resource; (3) the formation of internal and external relationships between the workplace and community
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resources not available within the scope of the EAP.
II.

PROGRAMME DESIGN

A.

Advisory Committee

Guiding Principle
Itis desirable that an advisory committee be established to oversee the effective
and efficient functioning of an EAP. This committee should be made up of representatives from all segments ofthe workforce, including labour, where appropriate, and
management. It is essential that the advisory committee have a clear mandate.
Intent
The advisory committee can formulate as well as revise policy. The committee
can recommend specific strategies and procedures for implementing an EAP as well
as criteria for evaluating its performance. Management and labour must work cooperatively to make the programme a success.
III. NEEDS ASSESSMENT
Guiding Principle
Programme design should be based on an assessment of organizational and employee needs as they relate to EAP utilization.
Intent
An organizational needs assessment is intended to help the organization determine the most appropriate methods of providing EAP services and should be reviewed in accordance with any change to the strategic and business plans of the organization.
IV. SERVICE DELIVERY
Guiding Principle
EAP services should be provided through a comprehensive, professional, formal delivery system.
Intent
An EAP model should be selected that is consistent with organizational resources
and employee needs. There are a number of service delivery systems, including, but
not limited to, both internal and external programmes delivered by EAP professionals.
V.
A.

IMPLEMENTATION

Policy Statement
Guiding Principle
The policy statement defining the EAP to the organization it serves should describe the EAP as a professional, confidential resource for the organization, its managers, employees and dependents. The policy statement describes the company's position in relation to personal and emotional problems experienced by employees.
Intent
Programme implementation should be preceded by the development of an approved policy statement clearly communicating the organization's rationale for instituting an EAP.
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B.

Implementation Plan
Guiding Principle
An implementation plan outlines the actions needed to establish a fully functioning EAP and sets down a time frame for completion.
Intent
The implementation plan establishes the EAP as a distinct service within the
organization.
VI. EVALUATION
Guiding Principle
EAPs should evaluate the appropriateness, effectiveness and efficiency of their
operations.
Intent
Meaningful evaluation of an EAP depends upon having measurable programme
objectives and quality data collection mechanisms. The programme evaluation has
multiple purposes:
•
•
•

Documenting the benefits of costs and resources expended by the company.
Focusing the EAP on employee and organizational needs.
Continuously improving the quality of the EAP and the efficiency ofEAP operations.

ADMINISTRATIVE

SERVICES

Programme Management, Administration and Relationships
A.

Programme Procedures
Guiding Principle
The EAP should develop policies and procedures necessary for the programme's
administration and operation and in response to agreed upon objectives and organizational needs.
Intent
The development of comprehensive written procedures will help to ensure consistent and effective service delivery and enablequality control. The definition and
description of all operational services provides significant advantage to all EAP customers.
B.

Staffing
Guiding Principle
An EAP should be staffed by an adequate number and level of individuals specifically trained in EmployeeAssistance Programming (programme managers as well
as counselors).
Intent
EAPs are professional programmes which are staffed by designated individual(s)
who are specifically trained in EAP service provision. While staffing patterns will
vary according to the type and range of services provided, professional staffing patterns must meet the needs of the service.
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C.

Guidance/Consultation
Guiding Principle
EAP professionals do not work outside of their areas of competence and seek
guidance from other disciplines as necessary.
Intent
Seeking guidance (and/or clinical supervision) from more senior EAP professionals ensures quality service delivery and helps to improve the EAP professional's
skills and effectiveness.
D. Confidentiality
Guiding Principle
EAPs should maintain the confidentiality of the client and all client records within
the existing professional rules/regulations of each particular country.
Intent
EAP professionals believe that a programme's success and credibility rely to a
large extent on employee and employee family member confidence that the service
respects individual privacy.

E. Records
Guiding Principle
EAPs develop and maintain an adequate record-keeping system on the users of
EAP services.
Intent
EAPs and EAP professionals are accountable for the services they provide to
clients and to the organization. In order to assist in programme evaluation and design,
EAP professionals must know what services were provided and to whom.
F.

Ethics
Guiding Principle
EAP staff adhere to all relevant codes of ethical behavior.
Intent
EAP professionals must act in the most professional manner in order to provide
the best possible service to employees, employee family members and to the organization.
G.

Organizational Activities
Guiding Principle
The EAP shall establish working relationships with a variety of groups, departments, committees and individuals within the company, including:
•
•

Union(s) and/or employee representatives
HRlPersonnel (includes Industrial Relations)

•
•
•
•
•

Benefits
Safety
Security
Legal (liaison)
Training
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•

Public Relations

•
•

Medical
Management
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Intent
EAPs operate at optimal levels when they are well integrated within the organizations they serve.
H.

Community Resources
Guiding Principle
The EAP should identify, evaluate and utilize community resources which provide quality services to employees and to employee family members. (When/where
appropriate, the cost of such assistance shall also be reviewed and must be "reasonable" according to local standards.)
Intent
The delivery of quality services requires the EAP to locate, maintain and continually evaluate community services which are responsive to the needs of employees
and to the employee's family.
I.

Professional Identity
Guiding Principle
EAP staff should continually strive to upgrade their knowledge related to service
provision by attending training and professional development programmes, maintaining ongoing contact with other EAP professionals and by belonging to one or
morerelevant organizations.
Intent
Through ongoing professional training, EAP staff remain open to new procedures and change. Membership in professional organizations assures continuing "peer"
contact and adherence to a code of professional ethics.

J.

Legislative/Regulatory Bodies, Advocacy Groups, Business and Labour
Organizations
Guiding Principle
EAP professionals should keep themselves aware of and informed about groups
and/or activities which may have an impact on the EAP field.
Intent
EAP professionals should be in a proactive position when emerging issues have
implications for the field.
DIRECT SERVICES
A.

Crisis Intervention
Guiding Principle
EAP staff should offer rapid, responsive intervention services on individual, group
and organizational levels in acute crisis situations.
Intent
To prevent or reduce individual dysfunction and negative consequences to the
organization through timely response to emergencies and urgent situations.
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B.

Assessment
Guiding Principle
EAP staff should (1) conduct an assessment to identify personal or work problems of employees or covered family members; (2) develop a plan of action; and (3)
provide, recommend or refer the client to an appropriate resource for problem resolution.
Intent
To match clients with the appropriate level of care.
C.

Short-term Counselling
Guiding Principle
EAP staff or a network-professional provides counselling in a limited number of
sessions (usually up to 10) and focuses on the client's own ability to resolve the problems. EAP staff tries to match the client with the appropriate psychotherapeutic treatment.
Intent
To increase well-being and/or work performance of troubled employees. Shortterm counselling does not imply that other kinds of support are excluded.
D.

Referral
Guiding Principle
EAP staff refer clients to individuals or organizations that offer professional support, advice and treatment in various fields of relevance that match best with the client
and his/her needs.
Intent
To increase well-being and/or work performance of troubled clients by referring
to an adequate external resource for problem resolution.
E.

Rehabilitation
Guiding Principle
EAP staff, in cooperation with direct management and other resources, work out
and pursue a plan of action to support rehabilitation of the troubled employee.
Intent
To achieve the best possible reintegration of a troubled employee in his/her professional and social life and to prevent a relapse.
F.

Monitoring and Follow-Up
Guiding Principle
EAP staff review and monitor the progress of (referred) treatment and will take
any necessary steps to provide follow-up services within the limits of psychotherapeutic
confidentiality.
Intent
To provide the client with the best possible quality of service during treatment
and rehabilitation. Monitoring of referrals is vital for early detection of non-progress
in treatment and for taking action to solve problems of treatment. Follow-up is meant
to prevent relapse when treatment is terminated.
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G.

Consultation for Key Staff: Supervisors, Human Resources, Social Workers, Medical Department, Employee Representatives
Guiding Principle
The EAP staff consults with key staff regarding the management and referral to
the EAP of employees with job performance problems.
Intent
To increase the likelihood of early detection and adequate intervention by key
staff in case employee behavior has negative effects on safety, health, well-being and/
or workplaceproducti vity. To contribute to the development of good leadership and a
beneficial psychological environment in the organization.
H.

Organizational Consultation
Guiding Principle
EAP staff proactively consult to the organization whenever they observe organizational developments or events that impact employee well-being and work performance.
Intent
To create healthy organizations and workplaces in order to prevent and reduce
individual problems in well-being and work performance.
I.

Programme Promotion and Information
Guiding Principle
EAP staff ensures the availability and use of information such as promotional
materials and educational activities to encourage the use of the programme by all
employees and covered family members.
Intent
To increase employee's self-care and awareness of factors that affect their personal well-being and job performance so that they are encouraged to utilize the
programme in case of personal or work-related problems.

