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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 435
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.

Occupational Health ServiceslEnvironmental Health
The field of Occupational Social Work, as it is known in the US, does not yet exist in
Norway. However, Norway does have Occupational Health and Environmental Health
services 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 under the overall aegis of the
quality assurance system. Health service personnel include physicians, nurses,
physiotherapists, occupational hygienists, technical staff, and. sometimes psychologists.
They are responsible 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
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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).

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 usn.

The National Insurance Act dates back to 1967. 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. 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
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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.

Mental Health Services
According to the Ministry of Health and Social Affairs, psychiatric services provided at
the municipal level are now always given priority in the distribution of financial resources.
Not all 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 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:
those exhibiting direct contact with the clients and consultation with other health workers,
and those 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 Healthcare for Adults
Institutions for psychiatric health care are made up of resident institutions, and out-
patient/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 oflocalliving-and-treatment-units (Health Policy, 1990).

Relevant Legislation
The Work Environment Act of 1977
The Work Environment Act 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.
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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 formed in businesses
with 20-50 employees when requested by any of the involved 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 appliciblity 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.

EAPs in Norway
Employee assistance programs are not offered in Norway. However, employers 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.

AKAN
Although there are no EAPS in Norway that exist in the same model as in the US, there is
the AKAN-system in place which is the system to deal with alcohol and drug problems in
the workplace. AKAN was founded in Norway in 1963 by representatives from the
Norwegian Confederation of Trade Unions (LO) and from the Confederation of
Norwegian Business and Industry (NHO).Today AKAN is a tripartite organisation with
board representation from the same social partners in working life and the Ministry of
Health and Social Affairs. AKAN's name in English: The Tripartite Committee for the
Prevention of Alcohol and Drug Problems in the Workplace. In Norwegian: AKAN, i.e
Arbeidslivets komite mot alkoholisme og narkomani.

Within the AKAN system which exists in many Norwegian enterprises and is already part
of their Health-environment-safety regulations, the goal is to prevent alcohol and drug
problems in the enterprise and to provide help and assistance for employees who have a
problem, by means of information, training, education and counselling. It is doubtful that
EAPs will develop in Norway on a broad scale. This is due to the Norwegian traditions
with cooperation between employers and employees in questions concerning the working
environment, are not well fit for the EAP-programs. Responsibility for workers' health-
safety - environment lies within the enterprise.
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Resources

Lucie Paus Falck
Secretary General
The Tripartite Committee for the Prevention of
Alcohol and Drug Problems in the Workplace
(AKAN),
Pb 8822 Youngstorget,
0028 Oslo
Tel: 472241 5700
Fax: 472241 5704
Email: akan@akan.no
Email: lucie.paus.falck@akan.no
Web: http://wwwakan.no

H. Anderson
Kristiansand Chamber of Commerce
Radhusgt,7-9,
POB 200,4601
Norway
Fax: 011 4704223177

Bjorn Christianse
Norwegian Union of Social Educators and
Social Workers
POB 4693
Sofienberg, N-0506
Oslo, Norway
Fax:0114722031114

Jon August Einisson
Norwegian Union of Social Educators and
Social Workers
FO, Hedmark Fylkesavd
Folkets HusTorggata 91,
N-2300 Hamar
Norway
Fax: 011 4762 53 3929

The Norwegian Confederation of Trade Unions
(LO)
Youngsgaten 11
0181 Oslo
Tel: 4723 06 1050
Fax: 4723061743

The National Directorate for the Prevention of
Alcohol and Drug Problems
Pb 8152 Dep.
0033 Oslo,
Tel: 47222465 00
Fax: 4722246639

Eva-Mona MaIm
President
Norwegian Union of Social Educators and
Social Workers
POB 4693, Sofienberg, N-0506
Oslo, Norway
Fax: 011 472203 1130

H. Thrap-Meyer
Manager Director
Norwegian Association of Chamber of
Commerce
Drammensveien 30, POB 2843
Norway
Fax: 011 4722 55 8225

University of Oslo Library
Reference Desk
Fax: 011 4722 85 9050

The Directorate of Labour Inspection
Pb 8103 Dep.
0032 Oslo,
Tel 472295 7000
Fax: 47224662 14
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ESLA-NORW AY
University of Oslo
Karl Johans gt. 47
Oslo, Norway
Fax: 011 472285 9366

High School of Social Work
Tjemveien 12, 0957
Oslo, Norway
Fax: 011 4722 163616

Sigmund Lovold
Secretary General
The American Club in Oslo
Ing.Hoels Vei 13, POB 56
N-1346, Gjettum,
Norway
Fax: 011 4767546930

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

The Confederation of
Norwegian Business
and Industry(NHO)
Pb 5250 Majorstua
0303 Oslo, Norway
Tel: 47 23 08 8000
Fax: 4723088081
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Jorunn Vindegg
Norwegian Union of Social Workers and
Social Educators
POB 4693, Sofienberg, N-0506
Oslo, Norway
Fax: 011 472203 1114

*The Norwegian Embassy
Washington, DC
1-202-333-6000

The National Institute of Occupational Health
Services
Statens arbeidsmiljeinstitutt,
Pb 8149 Dep.
0033 Oslo
Fax: 011 4777 64 4905

Socialhogskolen, Baerum (School of Social
Work)
Hauger skolevei 20
1351 ROO, Norway

ENOS Resources:
Heinrichs- lms, Mrs. Astri
Ullevallallen 8
N-0852 Oslo, Norway
Tel: 00 47 22 46 42 51
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The Philippines
Edgardo Juan L. Tolentino, Jr., MD, Executive Assistant, Mental Health Program,
Department of Health (DOH); EAP Program Manager at Phillipine Airlines

Introduction
Geography
The Philippines, the pearl of the Orient, is the world's second-largest archipelago nation
after Indonesia comprising 7,107 islands which stretch nearly 1,850 km. in a narrow
north-south configuration. The western spurs of Palawan and Sulu extend the
archipelago's maximum width to 1,100 km.. The land area is 300,439 square km, roughly
the size of Italy, but its fragmented layout gives it an extremely long total coastline of
about 18,000 km. Its marine area is over five times larger than its land area. The
Philippines' strategic position is reflected in its history as a regional trading center,
battlefield, and cultural meeting ground of East and West. Lying between the South China
Sea and the Philippine Sea and Pacific Ocean, it is surrounded by Taiwan, 105 km. North;
Sabah, 48 km to the southwest' Vietnam, 965 km west; and the Palau islands 600 km east.
Sixty km off its southeast shores lies the world's deepest spot: the Philippine Trench, at
10,057 meters below sea level.

The Philippines consists of three main island groupings: Luzon, which includes Mindoro
and Palawan islands; the Visayan Islands; and Mindanao and the Sulu group. Of the 7,107
islands, 4,600 are named, 1,000 are inhabited, and only 46 are larger than 100 square km.
And these represent 98% of the total land area. Just two islands, Luzon and Mindanao,
constitute two-thirds of the country, while 11 make up over 92%.

Administratively, the Philippines is divided into 73 provinces plus Metro Manila which
contains Manila city, the de facto capital.

Brief History
The Philippines' recorded history began with its discovery by Ferdinand Magellan in 1521.
Formally colonized by Spain in 1565, it remained under Spanish rule until the end of the
nineteenth century. In 1898, Philippine Independence from Spanish rule was proclaimed.
From then to the next 100 years, history has accelerated through a dramatic sequence of
events: revolution, war against the US, American colonization, Japanese occupation, WW
II devastation, the imposition of martial law, the rise of "People Power" to overthrow the
Marcos dictatorial regime, and three elected presidents. Emerging from their colonial
episodes Filipinos continue to engage in a confused, sometimes futile search for a unified
national identity. They are caught between cultural influences from their indigenous
origins, Spanish colonization, Americanization, dialects, education, and status.
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Current State of Affairs
In 1900, there were seven million Filipinos; in 1946, 18 million; today, the Philippines has
over 79 million people. Of these, 90% are Christians (85% are Roman Catholics making it
the only Christian country in Asia). Sadly on the labor front, job creation has not kept pace
with the population explosion. If the birthrate is not restrained, the specter looms of 80
million people by the end of the millennium, and 115 million by 2020. This population is
colored by a multiplicity of ethnic groups, each contributing its distinctive culture,
language, and lifestyle, and converging and blending into a unique whole. Another apt
description is that it is a mixture of "Malay, Madrid, and Madison Avenue." In fact, more
than 100 ethnological groups are recognized, but nearly 98% of Filipinos (or Pinoys, as
they fondly refer to themselves) belong to eight major lowland peoples.

I

1I1I1

III

There is a broad base of education, which utilizes the Philippine language (based on
Tagalog, a local dialect widely spoken) and English, both official languages. Today, the
Philippines holds one of the highest literacy rates in the world, with nearly 90% of
Filipinos literate in 1990 (Dolan, 1993). Education is America's greatest legacy to the
Philippines and the early American colonizers built a public school in nearly every village
in the country. In fact, education is given the highest premium in the government's annual
budget. Of the Philippines' 1.6 million students, about 25% of those aged 20-24 are in
higher education, a very high percentage.

Politically, Filipinos remain committed to democratic ideals, in spite of the social
inequality and political corruption they constantly witness. The Philippines has the longest
democratic tradition in Southeast Asia accentuated by a hodgepodge of external and
internal influences: colonialism, blending with elements of Asian hierarchy, Spanish
feudalism, and American capitalism.

1998 marked a major milestone in the Philippines' history as it celebrated one hundred
years of independence which was interrupted by almost two decades of dictatorship under
the martial law of deposed Pres. Marcos who was toppled through a "People's Power
Revolution" witnessed worldwide. This was the first of a string of popular uprisings in
recent years followed by the collapse of the Berlin Wall, the Soviet empire, the fall of the
Romanian, Polish, and Czech communist rules. Except during the dark years of martial
law, the Philippines enjoyed the most democratic form of governance in Asia. 1998 also
marked a transition as general elections were held to choose new leaders from president
down to grass-roots leaders The year was equally significant on the economic front. The
year ahead had already challenged the strength and soundness of the fundamentals of the
economy. The currency crisis in Thailand had by then spilled over to the rest of Southeast
Asian region without sparing the Philippines. The peso depreciation affected the stock
market, interest rates, employment levels, and prices (Dept. of Labor & Employment
Annual Report, 1997).

Overseas employment has remained an option for Filipino workers, who are in demand in
foreign countries due to their high technical skills and proficiency in the English language.
Indeed, Filipino overseas contract employment is a phenomenon that traces its roots to the
tum of the century when, from 1900 to 1940, Filipino farmers were hired in Hawaiian
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plantations and Alaskan fish canneries. This was followed by the mass exodus of war
brides and professionals to North America and Europe from 1946 to the late 1960s in
what was then called the "brain drain." Beginning in the 1960s, seamen explored working
in international vessels while laborers tried their luck in Borneo and Sabah.

During the martial law years of the 70s, the Marcos government pushed massive labor
exportation to earn foreign exchange and to ease the Philippines' unemployment and
underemployment. The number of migrant workers soon rose to unprecedented levels as
skilled and semi-skilled Filipino workers filled the acute labor shortage in oil-producing
Middle East countries and in the emerging industrialized Asian countries. The number
continued to rise in the 1980s.

To date, there are about 3.5 million land-based and sea-based contract workers. Figures
gathered by non-government organizations show that half a million Filipino overseas
contract workers are in the Middle East, two million are in the US-Canada region,
400,000 documented and undocumented migrants are working in Western Europe, more
than 600,000 are in the Asia-Pacific region including 300,000 Filipinos in Sabah. In
addition, more than 100,000 are working aboard international vessels.

This legion of overseas contract workers buttress the economy with remittances that
amount to $5.7 billion in remittances (Dept. of Labor and Employment Annual Report,
1997), reason enough for the succeeding governments to hail them as Philippine society's
modern day heroes and to pursue even more aggressive marketing strategies for exporting
labor.

In 1998, amidst the global market downturn and the adverse impact of irregular weather
conditions (EI Nino), the Philippine economy posted a slight contraction. Estimates of the
National Statistical Coordination Board (NSCB), showed that the Gross Domestic
Product (GDP) declined by 0.5% in 1998 from the 5.2% growth registered in 1997. The
net factor income from abroad provided a slight push to the Gross National Product
(GNP) for a 0.1% growth.

With a population growth of 2.2%, per capita GDP and GNP contracted by 2.6% and
2.1%, respectively - a complete downturn from their previous year's growth of 2.8% and
3.0%. Per Capita Personal Consumption Expenditure (PCE) continued to increase with its
1.3% growth. In 1998, industry represented about 29.2% of the country's GDP. Services
represented 16.8%. Agriculture, Fishery, and Forestry represented 32.5% of the GDP.

Organized labor in the Philippines is not very strong and has in the martial law years
(1972-1981), suffered from repression. In 1986, the year the Marcoses were expelled
from the Philippines through a peaceful transition to full democracy, there were only an
estimated 2 million members of the union movement, reflecting 20% of the wage/salary
workers and 10% of the total labor force and only 350,000 workers were covered by
collective bargaining agreements in 1987 (Dolan, 1993). By 1998, there was a total of255
registered or restored unions which carried a membership of 27,883 members. All in all,
there was an existing membership of 3,682,000 among active unions. 551,000 members
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were covered by existing collective bargaining agreements (CBA's) whereas 57,704
workers were covered by new CBA's (Bureau of Labor and Employment Statistics, Dept.
of Trade & Industry).

Description of the Health Care System
According to the National Statistics Office, the average life expectancy in 1996 was 65.13
years for males and 70.38 years for females. By year 2000, life expectancy is estimated to
improve to 66.33 years for males and 71.58 years for females. The projected total fertility
rate in 1996 continues to decline from 3.76 the previous year to 3.68.

The Philippine population continues to swell. Based on the 1995 population census, the
estimated population in 1996 stood at 69,946,205 (medium assumption), almost 1.6
million higher than in 1995. The estimated growth rate is 2.34% with a sex ratio of 106.6
males to 100 females. The crude birth rate is 28.9 per 1,000 population; the crude death
rate is 6.2 per 1,000 population. As observed by Dolan in 1993, the ratio of physicians and
hospitals to the population remains comparable to a number of the Philippines' Southeast
Asian neighbors, but significantly below ratios in Europe and America (Dolan, 1993).
There have been attempts at bringing health care to the far-flung areas through such
innovative projects as "Doctors to the Barrios" which "gave attractive incentives to
physicians who would volunteer to practice in the "poorest of the poor barrios."

Although the Department of Health's (DOH) budget appropriation increased by 7.56%
(PhP9.3 billion pesos roughly $238,461,530.00) from the previous year. This represents
merely 15.35% of the social sector budget, 2.36% of the National budget, and just 0.41%
of the Gross National Product (GNP). The Department of Health ranked fifth among
other government agencies in term of its share of the national budget.

The Local Government Code devolved the operational and functional control of all
provincial hospitals and certain DOH hospitals to the local government. This was done in
an attempt at decentralizing the functions of the national government. There still remains
2,544 positions left in the central office for key official (110), technical (943), support
(394), and administrative (1097) personnel. Of the 943 technical staff, 80 personnel are
rural health physicians assigned to the "Doctors to the Barrios" program. There remain 48
·DOH retained hospitals with 20,930 beds. All regions have medical centers run by the
DOH. In terms of distribution of the DOH-retained hospitals, 41.7% or 20 hospitals with
11,735 beds are located in the NCR making health services more concentrated in this
area.

The ties to the United States have left strong influences even in the health care delivery
system. Medicare, similar to its American counterpart, provides coverage for the regularly
employed urban workers. Already, health maintenance organizations are flourishing but
have yet to cover the whole country. The government has legislated a "Philippine Health
Insurance" which remains on paper after its promulgation due to the lack of funding.
Although Managed Care seems distant for the moment, economic pressures may in time
make this a viable option to the existing models for health care delivery.
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EAPs in the Phillipines
The rapid urbanization, industrialization, the push towards catching up economically as a
newly industrialized economy, the migration of the labor force, the influence of
multinational corporations, and experiments in open-market economies plus the traditional
influence of its erstwhile colonial master, the US, has spurred companies to acknowledge
the unfavorable physical, psychological, social and even spiritual consequences on the
working population. The dire consequence in the modern age has been drug use in the
workplace. Further, the demographic profile of the Filipino drug abuser swiftly shifted
from the 80s adolescent, undergraduate, economically challenged, multiple drug using
abuser (favoring marijuana, codeine, & benzodiazepines) to the 90s drug abuser with the
following profile: adult, head of family, with average income, of higher education, who
preferred the now all-time popular drug: "shabu" (methamphetamine). With such
recognition, workplace drug prevention and assistance programs have become a need.
Companies such as Philippines Airlines (PAL), San Miguel Corporation (a brewery) and
the Philippine appliance Corporation (Philacor) lead the way in this development (Day,
1991).

These companies, in cooperation with the Dangerous Drugs Board, have implemented
educational programs and developed company policies on drug use. Peer counseling is
available in some companies, while others have created task forces for research and policy
development. The PAL EAP sprung from the dictates of the US Federal Aviation
Administration (FAA) which mandated employers in the aviation industry to establish an
anti-drug program according to the guidelines established in the FAA anti-drug program
final rule, published November 21, 1988, as amended on April 14, 1989. The document
which was the template for PAL's Anti-drug program followed essential elements
consisting of the following: 1) The development of testing policy and procedures; 2)
Employee education and training; 3) Specimen collection and testing; 4) Role of the
Medical Review Officer (MRO); and 5) Recordkeeping.

The burden of implementation of the PAL EAP rested on two functional units: a) the
Medical Sub-department for the development of the program and clinical policies which
were consistent with FAA standards, employee education and training, specimen
collection and testing and medical recordkeeping; and b) the Safety Dept. which was
tasked with the promotive and administrative aspects of program implementation. The
PAL Laboratories were beefed up to respond to the need of the Anti-drug program and
was certified by the Dangerous Drugs Board as an accredited drug-testing facility New
Beginnings has been contracted to offer rehabilitation services for PAL employees who
request help for their drug addiction and is paid for wholly by the company. Aftercare
services are also available within the company's facilities even as recovering employees are
encouraged to attend AA meetings.

Soon after its creation, PAL experienced a major catastrophe when a bomb went off inside
the cabin of one of its B-747 aircrafts flying over Japan. Miraculously, the bomb did not
cause any structural damage to the aircraft's body and left practically all passengers
unharmed save for four passengers directly seated where the bomb went off. However,
then existing procedures did not indicate interventions for survivors of such incidents nor
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other major incidents. This occasioned the broadening of the scope of the EAP to include
the psychosocial components of disaster. Later, all psychosocial concerns including drug
abuse, disasters, severe medical and surgical illnesses, marital problems, child and
adolescent dependents' problems, stress management, anxiety, depression, and other crises
were integrated into the program which is headed by a psychiatrist.

On the other hand, multinational companies or subsidiaries of US-based companies
adopted their mother companies' employee assistance programs. One such example is the
Philippine Geothermal, Inc. (PGI) EAP which is patterned after the Uno cal program.
Although in its early stages of development, it has had its share of obstacles towards its
full implementation. For one, the strong labor union harbored suspicions about the
introduction of a new program not long after a strike hit the company. The labor union
officials felt uneasy about provisions in the program that would allow management to
terminate employees with drug abuse problems. The suspicions were allayed when the
Medical department invited a meeting with union officials and brought in representatives
of the PAL union who had profited from its Anti-drug program to talk on their actual
experience with the PAL EAP. The major stumbling block was hurdled. The PGI EAP is
on the threshold of full implementation pending the agreement on the mechanics of
random testing. A Nurse-Manager has been sent to the Unocal EAP sites in California and
Texas for training and observation. Finally, training at all levels has been planned and
scheduled for the second quarter of 1999. Full implementation follows the training.
Already in the advanced stages of planning, Motorola, whose mother company is likewise
in the US, is drawing plans to implement an employee assistance program in the
Philippines.

Dr. Harry Day, in a 1991 article, described the Philippine Appliance Corporation
(Philacor) program in the following excerpt: "A cornerstone of the Philacor drug
prevention effort, developed in collaboration with the union and other employee groups,
are clearly written and comprehensive company policies and procedures, including
stringent rules for implementation and enforcement." The EAP administers the program in
coordination with the union officials and the corporation's Social Services, Medical
Services, Legal Services, Personnel Administration, Human Relations Department, and the
national Dangerous Drugs Board (DDB). The DDB provides drug testing and referral to
outside rehabilitation programs, as requested. Seven employees identified and confirmed
with drug problems have been dealt with through supervisor and EAP counseling while
staying on the job, with the exception of one person who refused help and who has been
terminated from employment at Philacor.

Philacor's substance abuse programs include promotional actrvrties, mobilization (e.g.,
training in detection of drug use), providing alternatives to drug use (e.g. stress
management seminars), rehabilitation, and relapse prevention. Those drug addicted
employees who cannot be helped by counseling are referred (with the employee's consent)
to the DDB for further treatment and rehabilitation. The employee's position within the
company is protected for his/her return; however, the employee may be monitored for
relapse. Such activities may include home visitation and periodic physical exams.
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Current economic difficulties have resulted in cost-cutting measures even in reputedly
stable companies as a cushion towards the backlash of the financial crisis in Asia and its
markets. Sadly, in the hierarchy of priorities within the corporate world, drug and alcohol
prevention has lost out to other financially rewarding programs. In fact, at the Manila
Electric Company (Meralco), the once pioneering anti-drug program has had a disastrous
closure with some recovering abusers even being dismissed. The once flourishing drug
counseling group sessions have ceased operations and the management has resorted to an
iron-fisted approach in dealing with employees with drug and alcohol problems. The
redeployment and reorganization at the Philippine Commercial International Bank (PCIB)
has likewise translated to the sidetracking of the employee assistance program which was
formulated early on to respond to the bank's need to develop programs for its retirees.
This was broadened early on to respond to a series of critical incidents, several bank
robberies occurring several weeks apart. In its final form, the PCIB Psychosocial Program,
as its EAP was called, responded to a vast array of employee concerns including drug and
alcohol abuse, stress management, crisis intervention, depression and anxiety, as well as
organizational concerns such as redeployment, reorganization and retirement Services
ranged from training of the Academy (the training arm ofPCIB) and the Human Resource
Division in Critical Incident Stress Debriefing (CISD), Stress Management seminars,
Group Sessions, Individual therapy, Pharmacotherapy, and referrals to qualified specialist
when needed. The program eventually lost out to economic concerns.

Drugs
Although there is a formidable drug problem in the Philippines, statistics on drug abuse
have been sorely lacking and inaccurate. Estimates of the drug abuse problem have been
based on numbers of drug seizures, raids conducted, persons arrested, and persons in
rehabilitation centers.

In 1996, the DDB in its Annual Report cited a total number of 5,078 cases. Of these,
11.86% were readmitted clients while 88.14% were newly admitted cases. There was an
increase of 36.20% relapses recorded. The proportion of male to their female
counterparts which is 12:1 changed in favor of male clients as compared to previous
statistics wherein a ratio of 10:1 was recorded. Over a five year period from 1991-1996,
50% fell within the 15-34 age group. The mean age for 1996 was 26 years, going one year
higher than the previous year. Mean age of females stood at 25 years since 1992. 32.75%
of confinees to rehabilitation centers were employed prior to their confinement besting
unemployed confinees. FriendslPeers topped the list of drug sources singled out by center
clients. As to the area of residence among center clients, the National Capital Region
(NCR), the most highly urbanized area in the Philippines again lead the distribution with
52.99% followed by Region IV which is contiguous to the NCR 26.88%. Shabu
(methamphetamine) or poor man's cocaine edged out all other drugs including Marijuana
with a 26% margin. In 1995, it had dominated the list of commonly abused drugs with a
49% significant difference over Marijuana.

To date, the government has come up with numerous bodies in its effort at coordinating
efforts at demand and supply reduction. The latest of these is the Presidential Task Force
created with functions that seem to parallel that of the legislated Dangerous Drugs Board.
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If the meager data on incidence of drug abuse is to be taken as a basis, it may seem that
the educational programs on drug abuse may be slowly bearing fruit as the age of the drug
abusers has risen to 26 years compared to adolescent drug abusers a decade ago.

Since the legislation of the Dangerous Drugs Act of 1973, there has been a modest
increase in the number of treatment and rehabilitation facilities nationwide, of which ten
are run by the government and eighteen are non-government run. Because of economic
considerations, the government-owned facilities remain over-utilized whereas the private
facilities are under-utilized. Further, these centers are inequitable distributed being highly
concentrated in & around the National Capital Region.

Sadly, research on the field is wanting and remains to be a concern for government and
non-government planners and implementors of drug-related plans, programs, and policies.

AIDS
From January 1984 to December 1998, there were 1,168 HIV Ab seropositives reported,
362 of whom had AIDS. There were 186 deaths due to AIDS. The predominant mode of
transmission remains to be sexual transmission, majority of which is through heterosexual
contact (662 vs. 193 for homosexual contact and 58 for bisexual contact). Of the
cumulative totals, only five Hl V cases and two AIDS cases were caused by injection of
drugs (excluding needle prick injuries). The distribution of HfV Ab seropositives indicate
that females in the 19-29 age group have the highest incidence (n=257), whereas men in
the 30-39 age group have the highest incidence (n=259) of my. (mVIAIDS Registry,
January 1984-December 1998). The WHO considers the real figures to be about ten times
that of index cases.

Conclusion
The further development ofEAPs in the Philippines has been latched on the stability of the
economy. Already, the Asian crisis and its consequent effects on the Philippine economy
has impinged on the life of EAPs in some local-based companies. However, multinational
companies with headquarters in the US have seen EAPs thriving probably due to its found
acceptability in the mother company which remains supportive and aware of the
tremendous advantages, even in terms of returns on investment, in terms of greater
productivity, decreased absences and tardiness, diminished pilferage, accidents, utilization
of sick leaves and other benefits, and an overall image of caring for one's employees.

There is a need to embark on local research that will quantify the benefits of EAPs in
workplaces. Such studies have been conducted in major companies in the US and have
borne out the financial benefits of EAPs. With support from government (through its
Occupational Health division in the DOH & the Dept. of Labor & Employment and the
non-government groups including the Occupational Health Nurses' Association of the
Philippines, Occupational Heath Physicians' groups, etc.) other companies will see the
extensive benefits of employee assistance programs in their companies. With a number of
companies benefiting from an employee assistance program in their workplaces, it may be
timely to organize companies with EAPs in an effort to coordinate information, services,
and training. Soon, standardizing basic EAP services may follow. Clearly, the EAP field in
the Philippines remains fertile and needs to be nurtured by interested and dedicated
professionals and groups.
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Portugal
Manuel Sommer, Ph.D., CAPA, EAP Portugal
Lisa M. White, MSW

Introduction
Portugal is a country of almost 10 million people. It's a republic with main industries that
include: textiles, footwear, and cork. 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 1992-93. It is
considered to be excellent for US exporters because of a desire for American-made
products. Because costs are competitive, there is opportunity for US investors to enter
into the European Community. Portugal has an unsophisticated domestic industry (US
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 represents only 23% of those who receive job training (American Embassy at Lisbon,
1992).

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 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.
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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 72 years for
men and 79 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 non-assisted deliveries (Cullivier, 1993).

Mental Health Care
The following was provided by the Embassy of Portugal (1995):
As regard 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.

The health care system is totally socialized It is copy confirma which is a duplicate of the
National Health Service of England. Each district has a health center where out-patient
services are provided free. These include child care, nursing, and Mfrs. Each citizen is
assigned an MD from his or her own health center. Mental health is also treated in this
way. There are hospital centers, but they are old and out-dated. There are long waiting
lists for care and a system of private care is developing for those that can afford it.
Addiction treatment is separated with alcohol being cared for through regional alcohol
treatment centers. There are 3 in the country. Drugs, on the other hand, are a growing
problem with heroine and cocaine the major drugs of abuse. There is a huge increase of
cocaine abuse, and for both heroine and cocaine, it crosses all classes. Ages are mostly
from the mid-20s to the mid-30s. Narcotics Anonymous is very strong, and there are over
200 Narcotics Anonymous groups in Portugal. The government has a strong program
now called (CA T) The Center for Attendance of Toxology.

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.
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Discrimination is constitutionally forbidden in terms comparable to US 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 $320
US 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 work day with a maximum of 44 hours per week. They are entitled to 30
days of paid annual leave.

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 more 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, 1994). According to Cuvillier (1979), this
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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.

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 six was public, and recreation was
provided to children aged six to twelve 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. Cullivier (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.

EAPs in Portugal
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 non-profit 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
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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.

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 who have EAPs in their own countries, may offer
them to ensure a stable, healthy, productive work force. 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 work force
would be cost- effective for the government as it's services for the unemployed and their
families would lessen. This would indirectly improve the economy by maintaining a
healthy, productive work force.

Resources

Dr. Manuel Sommer
CAP A - EAP Portugal
R. SACADURA Cabral,4lA
1495 Crut-Quebrada I DATUNDO
manuel. sommer((v,c1ix.pt

Jaime Miheiro, I\1D
President
Portuguese Association for Mental Heaalth
Cabrilho 108
Apartado 15044
P-4l08 Porto Corda
PortugalAlcoholics Anonymous

Tel: 011-351-1-395-0986

Association of Trained Social Workers - APSS
Av. Casal Ribeiro 37 - 1
1000 Lisboa, Portugal
011-351-11-315-2810
Fax: 011-351-1-363-3257

Paca das Industrias
1399
Lisboa, Portugal

ICEP
Avenida 5 de Outubro 101
1016 Lisbon
Codex, Portugal
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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

Joaquim Margalro Carri1ho, M.D.
EAP A Portuguese Armed Forces
Portugal Navy
R. Sofia Carvalho Bloco A,2
1495 Alges
Ledto, Portugal

Comissao De Comb ate Ao Alcool
Rua Pinheiro Chagas, 69
1000 Lisbon
Portugal
Tel: 011-351-1-560-347

Dr. F. Almeida Conde
Secretary General
Palacial dl Bolsa
P.O. Box 4000 Porta
Portugal
Fax: 011-351-2-208-2760

Fernando de Sousa
General Manager
Hotel Infante de Sagres
Praca O. Filipa de Lancastre, 6
4000 Porto
Portugal
011-351-2-201-9031
Fax: 011-351-2-314-937

Ora. Maria Lucilia Melo
Centro De Recuperacao de Alccolicos
Hospital Sobra1 Cid
Coimbra, Portugal

Portugal Chamber of Commerce and Industry
Rua das Portas de Santo Antao 89,
1194 Lisboa, Portugal

Portuguese Society for Family Therapy
Tel: 011-3511-1-355-5193

Prevention and Care of Drug Abuse
011-351-1-726-9695
Fax: 011-351-1-726-4919

Portuguese US Chamber of Commerce
5 West 47th Street
New York, NY 11036
Tel: (212) 354-4627

Eduardo CASTRO EVIMARAES
Electricidade de Portugal, SA
Servico Social
4000 -PORTO
Tel: 022/207.26.00

Maria Antonia Rodrigues
Urbanizacao Da Portela
Lote 83-1 DRT
Sacavem 22685
Portugal
Tel: 351-001-943-4635

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

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

Eng. Ludgero Marque
President
Av Boavista
261,4100
M2000
Porto
Portugal
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Puerto Rico
Vivian Rodriguez, MSW, DCSW, Director, Intercultural Counseling Associates

Introduction
Puerto Rico is a Caribbean island lOO miles long and 35 miles wide. Its culture is a
mixture of Spanish, Ta'no Indian, and African cultural influences, with a growing
American presence during the past century. Puerto Rico had been a Spanish colony for
four centuries, other than a brief period of autonomy in the 1890s. It was annexed by the
United States after the Spanish-American War of 1898, and prior to World War I, its
people were given United States citizenship.

Since then, there has been a continued growth of light industry throughout the island, as
economic incentives, particularly the recently repealed Law 936, lured US-based industries
to establish sites. At present, all the major pharmaceutical manufacturers have plants in
Puerto Rico.

Puerto Rico has been a commonwealth of the United States since July 25, 1952. This
form of government is officially known as Estado Libre Asociado, or Free Associated
State. It has three major political parties: the New Progressive Party, who want
statehood; the Popular Democratic Party, who want a permanent relationship with the
United States; and the Puerto Rico Independence Party, as well as an elected governor.
Its rapid economic growth and development after World War II, beginning with Operation
Bootstrap, turned Puerto Rico in one generation from a mainly agricultural into an
industrial society. This produced a massive population shift to urban areas, especially to
San Juan, its capital.

Description of the Health Care System
Similar to that proposed in the United States by the Clinton administration, health care
reform has been implemented in all parts of Puerto Rico except San Juan and Ponce, its
two largest cities. It is the bequest of Puerto Rico's current governor, Pedro Rossellu,
himself a physician. In its implementation, the island has been divided into nine health care
regions, administered by managed care companies for different health plans.

There has been no evidence that the health reform has increased access to health care, nor
that the health care provided privately through the health reform is superior to the old
public health system. At the same time, the managed care companies and medical plans
are reporting record profits. There is increasing dissatisfaction by health care providers
(physicians, other non-medical providers, laboratories, and pharmacies) over late
payments, no payment, excessive paperwork, endless "phone tag," and other bureaucratic
nightmares. Thus far, this dissatisfaction has caused a widespread physicians' strike in
1999 and the refusal of many hospitals to accept patients with the government plan. This
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has affected the care being received by the patients, as clinical decision-making is no
longer in the hands of the provider, who is caught between the desire to serve his patient
and the need to survive economically.

This affects and is of great concern to EAPs, as their ability to refer employees to
providers with whom they have built a professional relationship based on competency is
increasingly curtailed by the pressure of managed care to use their provider panels. Also,
government employees have been included under the health reform during the past year,
and this has already created controversy, due to the difficulties in access encountered
under the reform.

EAPs in Puerto Rico
History and Legislation
EAPs have existed in Puerto Rico since the early 1970s, notably Xerox and Johnson &
Johnson in the private sector and the establishment of an Occupational Assistance
Program, attached to the local government's Anti-Addiction Services Agency (AASA) and
the Puerto Rico Electric Power Authority in the public sector. In addition, federal agencies
have had EAPs since the 1970s, as they were required by law.

There were no local government regulations in this area until 1984, when Executive Order
#4345 proposed the creation of EAPs in all Puerto Rico government agencies and gave
the above-mentioned Anti-Addiction Services Agency responsibility for the development
of these programs. This was later ratified by another Exective Order, #4635, in 1986,
which included municipal governments and private industry in its scope.

In 1996, Law 26 rescinded the prior Executive Orders and directed the establishment of
EAPs in all dependencies of the Executive Branch of the Puerto Rico government and
encouraged such establishment in the municipalities and public corporations. The Law
stipulated that those in charge of EAPs should be specialists in the area of human
behavior, requires them to take 30 hours of continuing education annually, and again
appoints the AASA to oversee its implementation. The most recent Laws #59, #78, and
#30, regulate drug testing in different areas of government and industry.

Puerto Rico is trying to establish a Drug-Free Workplace. The United States Drug-Free
Workplace Act, which applies to Puerto Rico, applies to all local government agencies
that contract with the federal government or those that receive agency funding (Programa
De Ayuda, n.d.). This federal law requires agencies that receive funds of$25,000 or more
to maintain a drug-free workplace. The United States Department of Transportation
(DOT) and the United States Department of Defense (DOD) have established additional
regulations. For example, all organizations in the commercial transportation industry are
required to start drug-free workplace programs. These laws apply as well to Puerto Rico's
transportation and military departments (Programa De Ayuda, n.d.).

Since the mid-1980s, the employee assistance field has undergone rapid expansion in
Puerto Rico. Several providers are listed in the EAP Association (EAP A) directory and
include: Intercultural Counseling Associates and Magellan Behavioral Health Care as
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external providers; and Puerto Rico Electric Power Authority, Puerto Rico Telephone
Company, and Johnson & Johnson Shared Services as internal programs.
Puerto Rico has both internal and external EAPs, but there are notable differences in their
functioning. The public sector is not as regulated in requiring a professional license for an
EAP counselor as is the private sector; thus, EAP practitioners can have a wide range of
professional backgrounds. Most have had little training or experience specifically in the
EAP area, and this, combined with the lack of adequate resources, has limited the EAPs
effectiveness in many cases. The private sector, on the other hand, has self-imposed
restrictions and its professionals are required to have graduate-level education, as well as
be licensed in their profession, usually psychology or social work.

In 1994, a group of EAP professionals from both the private and public sectors,
spearheaded by Motorola, began the process of establishing a Puerto Rico chapter of the
EAP A. Although as yet not an official chapter of EAP A, this group is well-respected
locally and has made its presence felt, especially in the local government arena. Conscious
of the training needs of its members, the group meets monthly and has a strong continuing
education curriculum. One of its main focus areas at present is the development of
uniform standards for EAPs that are in accordance with international EAP A criteria.

Services Performed
EAPs in Puerto Rico help employees and family members with problems in the workplace.
They also conduct seminars and workshops on current issues, such as violence in the
workplace, employee relations, stress management, relocation, assertiveness training, and
team-building. They also provide assessments, short-term individual and family
counseling, and management consultation.

Workplace Issues
The main concern raised by EAPs is the high incidence of drug and alcohol
abuse/dependence by employees. This problem is usually tolerated by both management
and co-workers, and much training needs to be done to educate them on how to deal with
this issue.

Another workplace issue is job security. Due to downsizing by the federal government
and other employers, and the repercussions of the elimination of Law 936, many workers
fear losing their job.

A third issue is workplace violence. Although it has not occurred in Puerto Rico to the
extent it has in the US, it is of major concern to both management and employees. It has
become a frequent training request.

Substance Abuse
Puerto Rico's drug of choice is alcohol. In 1970, Puerto Rico topped the world in per
capita alcohol consumption. In 1986, it dropped to third behind the United States and the
then USSR. Alcohol is culturally accepted in the Puerto Rican way oflife. For males, it is
considered "macho" to drink: a man standing on a street in front of a bar with a drink in
his hand is regarded as normal and masculine, yet this is not acceptable for women. The
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media have also played a part in this image, with commercials showing good-looking
young men drinking their favorite liquor and surrounded by half-dressed women. Beer
commercials are now targeting the under-21 group. Puerto Rican women also consume
alcohol, but society expects them to be more discreet. Alcoholic women are rejected by
society. Drug use other than alcohol is not socially acceptable and is thus rejected. Crack
has arrived on the Puerto Rican drug scene and has contributed to the increase in violent
crime, which has become the major concern of the Puerto Rican people in the past decade.
There has also been a rise in alcohol and drug use among teens and the affluent. A study
of drug usage determined that the prevalence of illicit drug use in Puerto Rico, though a
problem in the workplace, is considerably lower in comparison to the United States
(Canino, Anthony, Freeman & Shrout, 1993); however, it has risen notably in the past few
years.

Addiction treatment in government-run programs is limited to the addict/alcoholic. Their
families are not included due to budget constraints. In the private sector, treatment is
based on the medical model and conducted by psychiatrists, due to the limitations of most
major medical plans which only cover MDs.

One-fourth of the Puerto Rican workforce is employed by the government, but until
recently there was no provision for drug and alcohol treatment in their health plans. After-
care is limited to referrals to self-help groups, such as Narcotics Anonymous and
Alcoholics Anonymous. Family members are not included in private treatment, either.

Conclusion
As the problems in the Puerto Rico workplace become more complex, there is an even
greater need for trained, qualified EAP professionals. The EAP A chapter in formation
needs to take an active role in the development and implementation of standards of EAP
practice that will be enforced by both the public and private sectors. This is particularly
important in light of a widespread lack of knowledge about what EAPs entail; i.e. they are
not limited to telephone hot lines, psychological counseling or assessment only, but rather
are complete programs in and of themselves. The chapter needs to be a more vocal
exponent of its own interests.
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Resources

Vivian Rodrlguez, MSW, DCSW, CAC III
Director
Intercultural Counseling Associates
Calle Dresde #469
Villa Borlnquen
Rio Piedras, P.R. 00920
Tel: (787) 792-0278
Fax: (787) 792-7994

Ada I. Amaro, MSW
Interim President
EAP A Chapter in Formation
AMSSCA
P.O. Box 21414
San Juan, P.R. 00928-1414
Tel: (787) 763-7575 Ext. #2265

Dr. Christella Navedo
Interim Manager
Employee Assistance Program Adm.
Puerto Rico Telephone Company
P.O. Box 360998
San Juan, P.R. 00936-0998
Tel: (787) 273-8076

Edgar Almodovar, MA, CEAP
Clinical Manager, P.R. Operations
Magellan Behavioral Health Care
Ave. Paran- #1663
Rio Piedras Heights
Rio Piedras, Puerto Rico 00926
Tel: (787) 754-9630

Iris Tous Fernos, MA
EAP Counselor
US Postal Service
Health Management Systems of America
14 Bucare, Apt.Punta Las MarIas
Santurce, Puerto Rico 00902

Jorge Barreto Arce
Supervisor, EAP
Puerto Rico Electric Power Authority
PO. Box 364267
San Juan, Puerto Rico 00936-4267
Tel: (787) 289-4265

Zulma PErez, MSW, CEAP
Health & Wellness Manager
Johnson & Johnson Share Services
P.O. Box 1959
Caguas, Puerto Rico 00726-1959
Tel: (787) 286-7816
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Russia
Patricia W. Crigler, Ph.D., Director of Clinical Operations, United Behavioral
Health

Introduction
To understand the complex social, economic, and political realities of the Russian
Federation today requires an historical perspective that spans several centuries, including
the Russians' unique national relationship with the manufacture and usage of vodka. For
hundreds of years the Slavic people known as the Rus lived in a region noted for its harsh
climate and long winters, poor agricultural land, and access by outside invaders such as
the Swedes, Tartars, Mongols, and other tribes who conquered and enslaved them. As
Western Europe was going through successive waves of cultural and institutional
development, such as the creation of the first democracy in Venice, the Renaissance, the
Reformation and Protestant movements, and the wars of revolution and independence, the
Tsarist regimes in Russia became more self-contained, isolated, and xenophobic. The
seeds of what emerged in the West as humanism and a belief in the intrinsic value of the
individual person did not take hold in Russia.

Instead, Russia developed as a slave society controlled by the tsars, their armies, and an
elite class of landowners. Social identity was oriented towards the local community and
determined by the ruling class and the Orthodox Church. Following the end of slavery in
the 1860s, industrialization emerged, which began to break down the cohesion of
communal life with major migrations into cities and industrial areas to find work, resulting
in social disorganization, alienation, and frustration. While WWI required a concerted
national effort, the revolution that followed split the country into a bloody civil war and
eliminated significant institutional bases such as the monarchy and the church. Although
Lenin's ideal was to create a communal utopian socialist state, what rapidly developed
was a cruel, dehumanizing, expansionist, and paranoid totalitarian regime ruled by the
Communist Party.

The worst excesses occurred during Stalin's thirty year reign. Forced migrations of
millions of people, waves of political purges, and the development of concentration camps
called gulags resulted in the deaths of 20 million Soviet citizens, more than the 18 million
killed during the war with Nazi Germany. After Stalin's death, some easing of control
occurred, but all activities and decisions were still managed by the state, such as where
someone lived, worked, studied, received medical care, and shopped for food.

In the 1980s, President Mikhail Gorbachev launched a reform process intended to open up
the Soviet state. His policies of glasnost [openness], perestroika [restructuring/renewal]
and demokrazatsia [democratization] were designed to encourage more freedom of
speech, create enterprises, and introduce some of the basic elements of democratic
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thinking. Unfortunately, his reform process did not adequately address the economic and
agricultural sectors and the need to shift from state control to market forces. This policy
caused massive shortages in goods and food supplies and resulted in Gorbachev becoming
one of the most reviled figures in Soviet history, in spite of his successful efforts to end the
Cold War.

Post-Soviet Russia
. The collapse of the US SR in 1991 led to many social and economic changes. Extensive
state subsidies and guarantees were abolished, including those for scientific and academic
institutions. Guaranteed jobs and pensions were no longer feasible. This came as a shock
to a population accustomed to full employment as a fixture of social life. The collapse
also resulted in the beginning of private ownership and significant unemployment. For the
first time since the 1930s, Russian economists estimated that unemployment would
eventually reach 6-7 million, or about 8% of the population. In response, the Russian
government instituted a series of measures designed to protect the most heavily affected
population, including reinstituting unemployment insurance which had been abolished in
1930.

While the private sector grew between 1991 and 1998, creating new industries and job
categories, corruption and governmental mismanagement led to a profound economic
collapse in August, 1998. Russia defaulted on billions of dollars of international debt,
most of the banks failed or were taken over by the state, the previously vibrant stock
market was ruined, and millions of people lost their entire life savings. It will take years to
regain what was lost, both financially and psychologically, as people struggle once again
for their most basic survival needs such as food and shelter.

Currently, the Russian Federation has a population of 146.5 million. Between 1992 and
September, 1998 the population shrank 2.2 million persons. The birth rate has dropped
6% since 1989, while the death rate has climbed 3.5%, to levels as high as they might be
for a country at war. It is estimated that by 2015 the population will be just 138 million
(Russian Life, 1999). Life expectancy continues to suffer from the cumulative effects of
environmental contamination and degradation, unsafe workplaces, rampant alcohol, drug,
and tobacco addiction (70% of adults aged 30 to 39 are smokers), poor nutrition, stress,
extensive poverty, widespread criminal activity, and even worse medical care than was
characteristic under the former Soviet Union. Male life expectancy has declined from 68
years in the late 1960s to 57 in the late 1990s. Life expectancy for women has also
declined, averaging mid-60s.

According to a study reported in the British Medical Journal, "the fall in life expectancy
varied widely between regions ...with the largest falls in predominantly urban [wealthiest]
areas, with high rates oflabor turnover, large increases in recorded crime (which indicate a
breakdown in social cohesion), and a higher but unequal distribution of household income.
For both men and women increasing rates of death between the ages of 30 and 60 years
accounted for most of the fall in life expectancy, with the greatest contributions being
from conditions directly or indirectly associated with heavy alcohol consumption"
(Walberg, et all, 1998). In addition, more than 2 million children are living without
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families, and almost two-thirds of these live homeless on the street. In a study by the
non-governmental Association of Child Psychologists and Psychiatrists, this number
surpasses that of the period following WWII (Russian Life, 1999). In Ekaterinberg, a city
in the Ural region that suffers from significant industrial pollution, only 2% of all live
births are children without birth defects.

Russia spends barely 4% of its gross domestic product (GDP) on health care, less than
many Third World countries (Mosolova, 1998). For example, atherosclerosis and other
heart diseases account for more than 60% of all deaths in Russia (1.2 million people per
year, 90% men) and treatment options are quite limited (McLaren, 1998). Only 57
hospitals in Russia are equipped to perform cardiovascular surgery compared to 280,000
medical establishments in the US Compulsory medical insurance, begun in 1993, has not
improved the situation because the system usually only reimburses approximately 10% of
the actual costs of required medical care (McLaren, 1998). One third of Russian hospitals
do not have running water, and most suffer from chronic shortages of the most basic
supplies such as disposable syringes, transfusion equipment, antibiotics, etc. It is also
striking to note that by 1996, 85% of Russian doctors were living in poverty with incomes
averaging $50 per month.

EAPs/Occupational Alcoholism
The employee has never been a focus in the Russian workplace, just as the individual was
never the focus of the social system. Individual employees and their needs were of less
importance than the work and required outputs. However, the workplace often included
access to local primary health care at factory-based polyclinics and dispensaries, and other
safety nets such as sanitariums (spas) or vacation sites for workers and their families. No
functional social work or behavioral healthcare system existed for counseling,
psychotherapy, or chemical dependency treatment to assist individuals with personal or
workplace problems that could be affecting their productivity. Indeed, the basic work
ethic in the Soviet Union became "You pretend to pay, we pretend to work," a sardonic
perspective that reflected the experience of not being valued.

As part of the reform process, Gorbachev began to focus on the alcoholism problem in
Soviet society and to break through the widespread denial that permeated government
policy. The All Union Voluntary Temperance Promotion Society (TPS) was formed by
the Soviet Council of Ministries to address the massive impact of drunkenness This
action resulted in trade unions beginning to take an active stance against workplace
alcoholism, including the posting of photographs at plants of "resident alcoholics" whose
employment had been terminated. This type of public humiliation is typical of the attitude
of shaming and degrading rather than treating those with diagnosed alcohol problems
(Powell, 1991). During this period, perestroika provided the first opportunities for new
human resource information to be offered to the Soviet work environment through US-
USSR exchanges that included the introduction of the concept ofEAPs .

•
Before late 1987, Soviet managers knew nothing about EAPs. Although they began to
recognize there were problems that needed to be addressed, the core principles of
professional EAP counseling- confidentiality and self-referral - were difficult for them to
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accept. These EAP cornerstones were unfamiliar concepts, as were any form of individual
or family therapy. The definition of alcoholism needed to be updated with a thorough
understanding of the disease model. Furthermore, there was no recovery-oriented, AA-
based treatment available (Powell, 1991). No manager could self-identify as needing
assistance with a drinking problem without automatically losing his/her job. Also, alcohol
intake was so integrated into daily life that factories provided time for workers to meet in
their "drinking groups" at work, an idea similar to coffee breaks except that the beverage
was generally vodka and the breaks often lasted more than an hour several times a day.

Alcoholism in Russia
It is helpful to have a brief overview of the development of Russia as "the drunken
society," a term used by Boris Segal, MD in his seminal volumes on Russian and Soviet
alcoholism (Segal, 1987, 1990). At the end of the 14th century, Genoese merchants
introduced distilled spirits to Russia, originally called aqua vitae or water of life.
Previously, beer, mead, and wine were the only alcoholic beverages used, and generally
only with feasts or certain rituals and celebrations. As the distillation process improved,
vodka - which means little water or dear water - soon came under government control.
Tsar Ivan IV ("the Terrible," 1533-1584) built the first kabaki (taverns) and state-owned
distilleries, profiting from the manufacture, sale, and taxation of alcohol. Over the next
hundred years, various policies to enlarge or decrease the government involvement with
alcohol were enacted, but by 1649 Tsar Alexis codified the state's monopoly over alcohol
production and sales. At that point in time, alcohol provided up to 40% of the revenue for
the Russian government and was the most important single fiscal resource. As alcoholism
grew, the police created special facilities called vytrezviteli (sobering up units) that often
housed thousands of people together in brutal conditions (Levin, Nebelkopf, & Wright,
1996). By 1912, there were 8,000 temperance societies in Russia reflecting growing
public concern about alcohol abuse, and new policies were being discussed to try to
intervene in the problem. One result was that Tsar Nicholas enacted the dry laws during
WWI to try to keep the army sober enough to fight.

After the Russian revolution, Lenin continued a basic prohibition stance on ideological
grounds, fearing that alcoholism would keep Russia from moving forward to communism.
However, this effort failed miserably as more than one third of all households were already
brewing illicit alcohol called samogon. In the 1930s Stalin ordered the expansion of state
manufactured alcohol and by 1940 "there were more shops selling vodka than meat, fruit,
and vegetables put together" (Richardson and Ivanov, 1998). During WWII, vodka was
issued to Russian troops as part of their rations. When the Soviet Union began nuclear
testing and then built nuclear reactors and nuclear submarines, atomic energy and naval
workers were also required to ingest vodka as a prophylactic in the blood to "protect"
against exposure to nuclear radiation - a policy based on the 15th century belief that vodka
is medicinal or "the water of life." What emerged from the "Bolshevik experiment" was
the formation of a Soviet society characterized by "an alcoholic style" of operating (Segal,
1990). By drinking so heavily, the Russians gratify their dependency needs without taking
social responsibility. Socialization not only includes learning to use alcohol in response to
stresses and on special social occasions, as in other societies, but also includes "abusing
alcohol in any situation at any time and at any price" (Segal, 1990).
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From the 1940s to the 1980s consumption of alcohol quadrupled in the Soviet Union until
it became the world's largest consumer of alcoholic beverages and the most heavily
alcohol-dependent nation. The costs were enormous - alcohol abuse became the largest
cause cited for divorce, 74% of all murders and rapes were committed under the influence
of alcohol; 75-90% of all absences from work were alcohol related; and economic
production was said to drop by up to 30% following weekends and paydays. By one
estimate, the economic losses from alcohol abuse in the 1980s were three times the
amount taken in through taxes on alcohol (Richardson & Ivanov, 1998).

According to the Russian Ministry of Health, the adult per capita consumption in 1996
was 18 liters of pure alcohol, the equivalent of 38 liters of 1OO-proof vodka per person per
year, a consumption rate nearly four times greater than the 8 liters per adult per year in the
US, and sales continue to rise (Taylor, 1998). Kontinent reports that alcoholism has
increased 30% in Russia during 1993-98, and drug addiction 600% (Russian Life, 1999).
It is conservatively estimated that up to 15-20% of the adult population is alcoholic. Hard
drinking has also increased significantly among women and youth over the past ten years,
as well as tobacco and drug usage. As the nascent market economy has opened up
competition to government regulated alcohol products, many impure and harmful mixtures
are sold in the grey economy resulting in a steady increase in the rates of alcohol
poisoning. Nezavisimaya Gazeta recently estimated that 43,000 Russians die each year
from vodka poisoning alone, and in 1997 the total number of alcohol poisonings from fake
wine and vodka (both fatal and non-fatal) reached 90,000 (Taylor, 1998). In 1998, the
Russian Tax Police reported that 90,000 died from drinking methanol and other
substandard brews (Hiltzik, 1999). In the US a few hundred people per year die of
alcohol poisoning, generally from overdosing or from consuming poorly distilled home
brewed products.

The Anti-Alcohol Campaign
When Mikhail Gorbachev implemented the program entitled "On Measures to Overcome
Drunkenness and Alcoholism" on June 1, 1985, he was attempting to eradicate alcoholism
from Soviet society (Joyce, 1992). Policies arose that encouraged the first statistics on
alcoholism and alcohol consumption to be released since 1930, providing an atmosphere in
which the true scope and consequences of the alcohol problem could be assessed and
studied. Known as the Anti-Alcohol Campaign, the program emphasized restrictions,
punishment, and sanctions. Treml (1995) finds that the campaign practically ignored a
range of issues such as treatment, hospitalization, medicine, and counseling. Fines were
enacted for consumption of alcohol in public places, appearing intoxicated in public or at
the workplace, supervisory failure to check such conduct, and abetting underage (under
21) drinking. Much larger fines and corrective labor were decreed for illicit distilling or
speculation in alcohol. Government alcohol production was drastically cut, plants were
closed, and irreversible destruction of grape fields was zealously pursued. Hours during
which alcohol could be purchased from government stores were reduced. A media blitz
describing the dangers of alcohol and heavy drinking began. Prices for alcohol were
increased by 20% and later by another 30% These price increases were later recognized
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by the government to be a major policy error because the decisions were not supported by
the Soviet population.

For two years significant progress was made. By 1987, alcohol sales reportedly decreased
by 60% (UNDCP, 1995). According to government statistics, drinking at the workplace
and absenteeism due to drunkenness were reduced by 50% (Davis, 1994). The mortality
rate also dropped from 10.5 to 9.7 per 1,000. Treml (1995) found that per capita
consumption of alcohol was cut by 10% in 1985, 20% in 1986, and 2% in 1987. By 1987,
the government boasted an overall reduction in the per capita consumption to 4.44 liters -
a decrease of more than 60% since the campaign began.

Did Soviet citizens stop drinking as much as figures would indicate? No, they simply
moved underground. While official figures for alcohol sales dropped, the difference was
made up by the consumption of samogon, estimated to be one third of the alcohol
consumed during this period. Other substances such as insecticides, cologne, antifreeze,
chemical solvents, and other mixtures with substantial alcohol content were also abused.
This generated huge state losses from alcohol tax revenues. Widespread shortages of
consumer goods resulted from the diminished tax base and the increased purchasing power
among consumers with funds that would have otherwise been spent on alcohol
(Richardson and Ivanov, 1998).

By late 1987, the Anti-Alcohol Campaign was stymied and people began to rebel.
According to members of TPS, 85% of the Soviet people were against the program and
believed it was too radical for a populace that believed vodka was an integral part of their
culture (Davis, 1994). The campaign slowed down and liquor sales expanded, with total
official alcohol consumption increasing to 12.3 liters per capita in 1991 The introduction
of market reforms in 1992 also impacted sales and consumption. By July 1994, the
comprehensive consumers price index has risen 1,229 times, but only 421 times for
alcoholic beverages. Against the total economy, the net effect was that the relative price
of alcohol had dropped three times, and by 1994 the per capital consumption had reached
14.5 liters (UNDCP, 1995). In Moscow alone, 12 billion liters of alcohol were produced
during the first 10 months of 1998, and an average of 1 million bottles of liquor were sold
daily (Aliabyev, 1998). Increased consumption has contributed to a staggering increase
of violent deaths. The Russian Prosecutor General Yuri Chaika reported 10,000 first
degree murders in 1998 (Moscow Times, 1999). The number of suicides rose from
39,200 in 1990 to 61,900 in 1994 (Saradzhyan, 1999), a year that also saw a 141%
increase in fatal alcohol poisonings.
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The Drug Problem
In contrast to Western societies, drug abuse did not emerge as a major problem in the
Soviet Union until the 1980s. Historically, most non-medical drug usage consisted of self-
medicating with pharmaceuticals and very limited access to marijuana and poppy products
produced in the southern Soviet republics. Drug trading was severely punished and the
borders were strictly controlled to prevent any influx of illicit substances such as cocaine,
psychedelics, heroin, and amphetamines. One of the unfortunate outcomes of the reform
movement and the ending of the Soviet Union was a rapid increase in drug abuse that
reached epidemic levels by the late 1990s. The official government estimates in 1999 are
that there are three million Russian drug addicts and the Interior Ministry reports that
illegal narcotics are a $2 billion industry (Filipov, 1999). The most prevalent substance is
heroin from Central Asia, smuggled in by crime groups based in Taijikistan, and sold
through numerous Russian mafia distribution networks. There has been a 900% increase
in drug-related crimes in the last decade (Okno, 1998). More than 250,000 people were
arrested in 1998 on drug charges, and new anti-drug laws being passed are so harsh they
violate basic human rights principles (Filipov, 1999).

Many of the addicts are young people from middle-class families who begin by sniffing
gasoline and solvents, experiment with hashish and poppy straw, and then become
addicted to cheap, readily available heroin. In St. Petersburg, one in every five children
has tried drugs at least once (Okno, 1998). Another large segment of addicts are veterans
of the wars in Afghanistan and Chechnya, in which soldiers were often supplied with
injectable drugs to numb themselves against the trauma and horrors of killing. In addition,
my cases are doubling annually, primarily as a result of needle users and the rapid rise in
prostitution. Mikhail Narkevich, head of the AIDS Prevention Department of the Ministry
of Health stated that 90% of new my cases in Russia were drug addicts (Naumenko,
1998).

Domestic Violence
One of the most significant social issues in Soviet and Russian society is the widespread
prevalence of domestic violence. While the problem was virtually ignored and unreported
under the Soviet regime, by 1993 there were 331,815 reported crimes against women,
many committed under the influence of alcohol. In 1995 more than 16,000 women were
murdered by male partners, in comparison with 1,432 women killed by intimates in the US
(Horne, 1999). In spite of the breadth of the problem, domestic violence remains a low
priority to the government as well as the private sector. There are no battered women's
shelters, and very few trained mental health and medical personnel to provide services.
Chronic housing shortages and low wages have made it nearly impossible for most women
to move away from abusive situations. Police often will not protect women and courts
frequently refuse to punish offenders. A 1995 study reported that half of the respondents
believed that women provoke violent behavior from their partners and that violence was
an "internal family affair," but that intervention was appropriate if a child was being beaten
(Horne, 1999). Any significant progress in social and health care reform will require a
fundamental shift in the ingrained cultural perspective that domestic violence is a normal
and acceptable aspect of daily life.
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Soviet Treatment
Before Gorbachev's initiative, a system of government "narcology" hospitals and clinics
had been created. Narcology is the Russian term that means alcohol and drug abuse
treatment. The basic treatment approach was to detoxify patients and house them for
some period of time (often six to nine months) to separate them from access to alcohol.
Various methods were utilized to halt or reduce alcohol intake, including the surgical
implantation of disulfiram (Antibuse), aversive and shock therapies, "torpedoes" - placebo
injections given with the verbal message that if the patient drinks again death will occur,
and "coding" - a series of stress inducing hypnotic sessions to frighten patients from
drinking or taking drugs. Many institutions, such as Narcology Hospital #17 in Moscow
(the largest in the USSR with 6,500 patients) utilized "work therapy" or forced labor.
Patients were sent to work with little or no pay in local automotive factories, tire
manufacturing plants, and other heavy industry and utilized for the most menial and
backbreaking tasks.

In addition, a nationwide prison system called LTP was built specifically for alcoholics
and addicts, who could be sent without trial for indeterrninent sentences of months or
years by the militia (police) or by doctors working in narcology hospitals. Originally
conceived in 1968 as an attempt to officially "cure" alcoholics, the LTP system grew to
171 facilities housing some 140,000 inmates (Theones, 1994). All narcology patients and
LTP inmates had stamps placed in their domestic passports and work papers declaring that
they were alcoholics or addicts, which often resulted in the loss of jobs, housing, shopping
privileges, retirement pensions, and other necessary means of survival. These abusive
approaches were based on a paradigm of control and punishment, intended to force men
and women with addictive disorders to become "normal drinkers." In the most alcohol
dependent country in the world, alcoholism was considered the most shameful and
despicable disorder. Paradoxically, abstinence was only a short-term treatment goal, and
it was expected that patients would naturally return to drinking, because drinking was
considered a normal social behavior. According to Treml (1995), much of the Soviet
treatment practices hinged on the following beliefs:

• Heavy drinking is the product of the bourgeois-capitalist state and would disappear
in a classless society

• Alcohol abuse stems from individual character flaws, absence of will power, peer
pressures, and foreign influences

• Heavy drinking is a product of low educational, cultural, and income levels; thus
education would reduce alcohol abuse (This was contrary to all evidence.)

• Deviant, disruptive, and violent behavior associated with heavy drinking can be
contained by restrictive and penal measures and controlled by law enforcement
agencies
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• Responsibility for treatment should be restricted to only the worst clinical cases of
alcoholism, cirrhosis of the liver, and alcohol psychoses

• Alcoholism is a moral and legal problem. The involvement of medical, public
health, educational, and social organizations in prevention, counseling, and
rehabilitation of alcoholics should not be seriously considered

• The setting of higher than average excise taxes on alcoholic beverages will
discourage drinking and provide the treasury with significant revenues. This belief
continued despite strong evidence suggesting that high prices of state produced
beverages encouraged illegal distillation of samogon

• Law enforcement agencies will be able to either eliminate or minimize the making
of samogon. (This is also contrary to all evidence)

Under the Soviet narcology system, few people recovered from alcoholism and drug
addiction. Most continued a downward spiral as the disease progressed, gradually losing
their physical health, jobs, family ties, and ability to function in society. Totalitarian and
punitive methods only added to the ever increasing problem and mortality rates.

The Recovery Movement
On April 10, 1985, in Kiev (Ukraine) the first Alcoholics Anonymous (AA) meeting was
held in the Soviet Union. It was organized by a delegation of American AA members who
were part of Creating a Sober World (CASW), a US-based voluntary organization that
negotiated with the Soviet government for three years to gain permission to launch AA in
the USSR. During the initial CASW trip, AA meetings were also created in Moscow and
Leningrad (St. Petersburg). Additional delegations including AA and Al-Anon (for
families of alcoholics) members returned to these sites and branched out to other cities and
regions throughout the country. Slowly, a grassroots 12 Step movement formed and
small numbers of Soviet citizens began to live clean and sober lifestyles.

In 1988, CASW member Leo Kiley moved from the San Francisco Bay Area to Kiev, to
provide ongoing technical support for the nascent 12 Step movement. In late 1989, he
transferred to Moscow and began the first AA meetings in a narcology institution, at
Narcology Hospital #17. In early 1990, Kiley began the first process-oriented group
therapy ever held for narcology professionals, including physicians, psychologists, nurses,
and administrators who were interested in exploring this new methodology. His plan was
to begin training professionals to have some of the core skills necessary for operating
recovery-oriented and social model treatment programs. By 1991, two model AA-based
units were operating under the auspices of Narcology Hospital #17. One was organized by
Salus International Health Institute and the second, Recovery Treatment Center (RTC),
was originally sponsored by Chit Chat Farms and then the International Institute of
Alcohol Education and Training. These demonstration programs offered voluntary,
anonymous, self-pay, inpatient 28 day post-detox treatment, including individual
psychotherapy, group therapy, family counseling, psychoeducational training about
addiction and relapse prevention, AA and Al-Anon meetings, and other standard
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components of Minnesota-model treatment. RTC is still operational and continues to be
the leading free-standing treatment center in Russia.

Introduction of EAP
The year 1988 marked the first cooperative efforts between the Soviet Union and the US
in regard to EAPs. In February 1988, a "citizens' summit" was held in Rye, New York to
address alcoholism. During this summit, five members of the Soviet Peace Committee
toured alcoholism treatment facilities in Connecticut, studied the EAP at US Tobacco in
Greenwich, Connecticut, and attended AA meetings. In November, a delegation of
narcologists came to the US and received EAP training from Robert Fuller, Director of
Training at US Tobacco (Powell, 1991).

An additional development during this time included the formation of the American/Soviet
Committee on Alcoholism. In 1989, the Committee sponsored a US-Soviet conference in
Moscow that formulated specific goals addressing the major issues of destigmatizing
alcoholism; enhancing the understanding of EAPs; developing a common understanding of
alcoholism, including the disease model, medical and biogenetic aspects, special needs
(e.g., female alcoholics), and treatment outcome evaluation measurements; and how to
deal with the atheism of the Soviet regime that could limit the development of AA in the
Soviet Union (Powell & Fuller, 1991). The conference resulted in an agreement between
Soviet and American delegates that became known as the Joint Resolution on EAP
Cooperation, which each representative signed, and which included the following
language: "This resolution declares the mutual humanitarian interests of the United States
and the Soviet Union, and acknowledges the social and economic importance of
combating alcoholism in the industrial sectors of the two nations" (Powell & Fuller, 1991).

Another important result of the conference was the USSR's acknowledgment of the
critical role to be played by nonmedical personnel such as psychologists, social workers,
and recovering alcoholics in the counseling aspects of an EAP. Since no system
equivalent to EAP existed in their country, the adoption and utilization of counseling skills
was seen as a key component towards the identification of chemical dependency in
employees and the utilization of interventions to help alcoholics face their disease. The
responsibility of recognizing the alcoholic Soviet worker was primarily placed upon the
supervisor, yet these key personnel received no training on the signs or symptoms of the
disease. Powell found that about 80% of EAP-like workplace referrals to narcology
treatment were supervisory, and occurred only when an employee's alcohol problem
became evident to others. As such, his perspective was that these referrals are most
appropriately termed mandatory. There was no confidentiality - employers were informed
of workplace drunkenness, and fines and other sanctions were frequently imposed. Soviet
supervisors typically employed methods of detection used by US supervisors more than 25
years ago, when detection consisted of smelling alcohol on the breath or observing a
worker stagger on the job. As the result of poor screening tools and high tolerance for
drinking behaviors, Soviet employees tended to be diagnosed in the late stages of
alcoholism (Powell & Fuller, 1991)
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Other outreach projects included the 1990 Soviet delegation visit to the US Navy's
Alcohol Rehabilitation Center, and the 1992 Addictions Orientation for Health Care
Providers course attended by Soviet and Navy representatives. In 1991 Salus
International Health Institute and the United States Information Agency (USIA) co-
sponsored a week-long series of meetings in Washington, D.C. for Soviet narcologists,
policymakers, and media specialists with a wide range of US government agencies
concerned with alcohol and drug matters. These agencies included National Institute for
Alcohol Abuse and Alcoholism, National Institute for Drug Abuse, National
Clearinghouse for Drug Abuse Information, Office of Substance Abuse Prevention, Drug
Enforcement Agency, State Department, Office of National Drug Control Policy,
Departments of Transportation, Education, Justice and Defense, and congressional and
White House representatives. Also included in the week-long gathering, were site visits to
area hospitals and treatment centers. A reciprocal trip to Moscow was led by Lee
Johnson, Director of the USIA Drug Unit, to continue the intergovernmental dialogue. In
1992, the editor of this book was sponsored by USIA and Salus to lecture for two weeks
in Moscow on the subject ofEAPs.

After the collapse of the Soviet Union in 1991, the United States Agency for International
Development (USAID) launched a series of projects aimed at improving the health status
of Russia and other members of the Commonwealth of Independent States (CIS - also
known in the US as Newly Independent States or NIS). One was a community
mobilization project in the city of Dubna which brought together law enforcement,
educators, health professionals, social workers, media, municipal government, business
leaders, and other local stakeholders. The project's goal was to radically shift the
community's relationship with the problem of addiction via a major public education
initiative, school-based prevention programs, new treatment centers, reforms in public
policy, and other social change activities (AIHA, 1998). Another USAID grant was
awarded to Salus (1994-97) to provide a nationwide professional training and
development program in bio-psycho-social-spiritual model chemical dependency
treatment, education, and prevention for Russian health care specialists, social workers,
and educators. During this period, the author - a former Navy psychologist and Salus
trainer in Moscow and St. Petersburg - interviewed dozens of multinational companies
building a presence in the Russian market to learn more about their development of
Human Resources (HR) capacities and the possible role of US-style EAP services.

The Growth of Business
Between 1992 and 1998, business developed at a phenomenal rate in Russia and
somewhat more slowly in other CIS countries. Hundreds of US and European companies
established operations for trade, manufacturing, consumer goods, telecommunications,
natural resource development, retail, food services, etc .. Thousands of Russian companies
were formed, the banking sector was created, a stock market was born, and the media
exploded with a broad diversity in radio, television, film, and print. Expatriate
professionals moved from the US, Europe, Japan, and Latin America to Moscow, St.
Petersburg, and other centers of commerce, and millions of national employees were hired
as the business sector grew. In 1997, Russia was considered the most lucrative emerging
market in the world for foreign investment. As companies expanded their operations,
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Human Resource departments emerged, and a cadre of Western-trained HR. professionals
began to actively function in the Russian workplace. Although firms were competing in
the market, HR. personnel formed cooperative organizations and means of communication
to educate and support each other, the most vital being the American Chamber of
Commerce in Russia Human Resources Committee.

As HR. managers and staff became involved with screening and hiring, job training, work
performance evaluations, employee health care issues, employee retention, and other
critical functions that help maintain productivity and corporate profitability, awareness
slowly grew about the need for some means to address stress disorders, chemical
dependency problems, and other behavior healthcare issues. However, no funding or
priority was focused in this direction because the potential benefits of EAP support
services were not understood by the Russian employees or many expat managers. There is
no cultural tradition or generalized experience in the population regarding the utilization
of counseling, psychotherapy, or humanistic addiction treatment because these fields did
not exist under the Soviet regime. There is no functioning mental health system. Russians
are not used to going outside of their closest circle of family and friends to discuss
anything personal or to seek psychological assistance, due to decades of living with the
dangers of persecution from the secret police and the governmental control of psychiatry
as a system of repression and suppression.

Economic Issues
When the Russian economy collapsed in August, 1998, companies were forced to
drastically cut expenses in order to survive. This negative vortex had a debilitating effect
on HR. departments and a crippling impact on the development of EAP in the private
sector. Only the most critical core business activities were budgeted and cash flow
problems reached crisis levels (Akin, 1998). In Moscow alone, 150,000 workers were
fired or sent on unpaid leave during the first month of the crisis according to the Moscow
City Committee for Labor and Employment, reaching 20% unemployment by October
(Lokotkova, 1998). The Ministry of Economics reported that Russia's 1998 GDP
contracted by 5%, industrial output slumped 5.5%, inflation rose to 84.4 %, and the ruble
dropped 246.5 % from 5.96 per dollar on January 1,1998 to 20.65 per dollar a year later.
Equity prices fell 80%, imports declined 25%, and exports contracted 17.6%, in part due
to the serious fall in world-wide oil prices, Russia's largest export commodity. Russia was
the worst performer among 32 transitional economy countries monitored by the
International Finance Corporation. The International Monetary Fund predicted an
additional 8.3% GDP contraction in 1999, which makes the $160 billion in foreign debt
more difficult to service. The nation's debt to GDP ratio stood at 120% while budget
revenues only amounted to 10% of the GDP (Semenenko, 1999)

By early 1999, thousands of previously thriving Russian firms had failed, banks had
stopped functioning, and many multinationals were closing down operations or severely
curtailing any plans for growth and investment expenditures. Thousands of expatriate
employees left the region and 15 million downsized Russian and NIS industrial workers
who lost their jobs and life savings were no longer able to find new jobs in the service
sector, which had previously been the main source of economic growth (Semenenko,
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1999). More than 40% of Russians live below the country's poverty line of $32 per
month, and the average wage tumbled to $60 per month, a two-thirds decrease from ten
years ago, equaling 10% of the average income per capita in the US (Bloomberg News,
1999). The government owes workers more than $5 billion in back wages, which has
contributed to increased labor strikes and national protests.

Alcohol and Tobacco Revenues
One of the repercussions of the economic collapse was the reestablishment of the
government monopoly on the production and sale of alcohol, announced by Yeltsin on
November 1, 1998. The decree had two primary purposes - to reduce the amount of
illegal liquor which often contains harmful methyl alcohol and causes alcohol poisoning,
and to regain approximately $2 billion in tax revenues, based on the annual sale of 2.15
billion liters of hard liquor. Tax collections had fallen to 2-4% of the state budget versus
25-40% during Soviet times (Reuters, 1998). A national crime-fighting unit was formed
to shut down illegal bootleg producers, confiscate dangerously low-quality alcohol, and
reduce smuggling operations. The crackdown has stimulated increased sales of state
licensed products and generated a much needed rise in tax revenues (Solovyova, 1998).

In a parallel move, the heads of television stations and advertising agencies began lobbying
the State Duma (legislature) to lift the 1995 Law on Advertising which bans cigarette and
liquor commercials in the electronic media (Zolotov, 1998). Although the advertising
industry expects to earn up to $20 million from alcohol and tobacco companies, the
predictable rise in consumption resulting from TV ads could result in significantly higher
costs for society due to lost productivity, increased morbidity and mortality rates, and the
impact of the positive image conveyed to youth about the desirability of using alcohol and
cigarettes. Short-term economic rescue measures may have long-term negative
consequences that will further hinder progress towards Russia becoming a healthy and
dynamic nation.

The Future of EAP in Russia
With the unpredictability of economic forecasts and expected lack of political stability for
several years ahead, including the potential impact of Year 2000 breakdowns on the fragile
Russian and CIS infrastructures, it is estimated that it will take at least five to ten years
before any real progress will be made in establishing working EAPs in the former Soviet
Union. It is very unlikely that scarce resources will be devoted to developing the human
services delivery sector necessary to provide employees and their families with the type of
safety net EAPs offer. This situation is truly unfortunate, because the population is living
through an extremely challenging period. A full range of EAP services would be of
tremendous value and directly assist in the capacity building needed for economic, social,
and political recovery.
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Resources

Patricia Crigler, Ph.D.
Director of Clinical Operations,
United Behavioral Health
San Diego, CA
Email: pcrigler@sdubh.com

Dennis Hopple, President, CBSD,
Training organization in moscow.
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Fax: 70 95 234-0768
Email: dhopple@matrix.ru
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Singapore
Bruce Parry, CEAP, National ManagerlDirector IPS Employee Assistance

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, Britanica 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, Britannica
1995).

With a population of over 3.5 million, Singapore's greatest asset is its people and the
government are using this resource to its maximum potential. 1997/8 was the year when
the tremendous economic growth that had been consistently experienced in the previous
decade came to a very sudden halt with the economic "meltdown" in Asia generally.

In 1998, Singapore's strong but open economy began to suffer the effects of the economic
crisis that had begun in mid-1997 with the devaluation of the Thai Bath. Growth for the
year was 1.5%, with the final quarter showing negative results. Some 28,000 jobs were
shed, significantly higher than the 19,500 lost in the last recession of 1985. The Straits
Times Index for the share market touched the psychological bottom of 1,000 points, and
then fell below that bottom. Property prices softened by half or more, and reports of
forced sales by banks scared many homeowners. (Singapore, 1999).

The dream of an Asia-Pacific Century formed the conventional wisdom, in the early half of
the 1990s, that the region in the 21 st century would surely rise to equality and prominence
in the world. As the region rose, the vision was that Singapore would secure a future as a
key global city. This, too, came to be questioned in 1998 (Singapore, 1999).

This sudden halt to economic growth and rising prosperity sent the Singaporean
population into shock. The country's collective self-esteem and self-image took a severe
blow. The government and the people were forced to re-evaluate their whole world view.
With typical Asian pragmatism however this too became a positive as the following quote
vividly illustrates
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"What does not kill us, it is said, makes us stronger." The Chinese character for "crisis"
many observed, is also that for "opportunity". The year of 1998 was, as such, a crucible
for change under the pressure of the crisis" (Singapore, 1999).

In the face of these obstacles, Singaporeans turned to its most important asset - its people.
They were encouraged to work harder (and longer hours) and strive for greater things.
The country's dilemma was framed as their personal dilemma. This seems to have worked,
and grim predications for further economic gloom have not materialised. Singapore is
again growing and thriving. It has faired best of all the Asian countries, and is now
attracting investment from allover the world again.

This reliance on the work ethic of the people to overcome the economic downturn now
seems to be taking its toll on both individuals and family relationships, with increased
stress levels being a significant concern.

Work in Singapore
As Singapore is land and resource scarce, it is heavily reliant on the quality of its
workforce. The emphasis on a workforce of excellence, combined with strong Asian
values and a conservative demeanor, has resulted in a corporate culture, which is a
harmonious blending of both Eastern and Western corporate practices.

Investment in people and development of commerce and industry are paramount.
Competition between organisations and individuals is a way of life and is increasing. The
Singaporean workplace is probably one of the most competitive in the world. And
maximising individual potential is a high priority.

I

II

Singapore's economic blueprint for the next century, Industry 21, will create 20000 to
25000 jobs every year. Manufacturing (including 1.T.) will create 15000 jobs a year;
exportable services will create 5000 to 10000 jobs a year. Many multinational
corporations have stepped up investments in Singapore, while others, such as Caltex
Petroleum, have opted to locate their global headquarters there.

The areas of greatest employment and growth are:
Electronics
The electronics industry is the largest manufacturing sector, contributing to around 10%
of Singapore's GDP and accounting for 6% of total employment. Singapore continues to
attract new investments because of its efficient infrastructure and enjoys continued growth
in its major export markets like Europe and US.

Chemicals
The chemicals industry is the second largest manufacturing sector, contributing to 22% of
manufacturing output with a total employment of 28,696 in 1998. Singapore is also the
third largest petroleum-refining centre in the world after Houston and Rotterdam.
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Engineering
The engineering industry is the third largest in the manufacturing sector. The industry has
more than 2000 companies employing 145,560 workers. It is made up of three main
clusters of precision engineering, process engineering, and transport engineering to offer a
variety of posts like aerospace and automotive engineering.

Information Technology
By 2003, 50% of Singapore businesses will be some form of e-commerce This growth in
the software and service development, multimedia broadband services, IT security and
consultancy areas is receiving considerable investment.

Financial Services
Increased financial liberalisation is only one part of Singapore's plans to become a world-
class financial centre. There is increasing demand for professionals in risk management,
currency derivatives, equities and securities trading, underwriting, debt structuring,
derivative product development, investment banking and consultancy.
(Contact Singapore 1999).

Description of the Health Care System
Singaporeans enjoy a high standard of health care through a good and comprehensive
health care network. Health standards have risen steadily over the last decade through
improved living standards, a good health care network and comprehensive public
education programs. This is evident by the low infant mortality rate of 3.8 per 1000 live
births and the high life expectancy age of 77 years (1999). To make health care services
affordable to every Singaporean, the government subsidises health care services very
heavily Permanent residents and employment pass holders also enjoy the same subsidised
fees as Singaporeans at all public sector hospitals and polyclinics (except for obstetric
services). Public sector hospitals include both government owned hospitals and
restructured hospitals. Restructured hospitals are former government hospitals, which
have been privati sed and are given management and operational autonomy but are
generally run on a non-profit basis. (Singapore 1998).

With over 2000 health care establishments, Singapore leads the region in health care. It
has 21 hospitals with over 1100 beds. Like many aspects in this area, health is linked to
maximising success both for individuals and the state. This quotation from Singapore 1999
sums it up, "Health is wealth, Singaporeans know the importance of good health."(1999)

This is evidenced by very comprehensive healthy lifestyle promotional campaigns. The
main areas of emphasis include regular physical activity, good nutrition, and not smoking.
Little is done in the area of alcohol and other drug education. These are treated quite
separately, and aimed at targeted "at risk" groups (particularly ex-prisoners).
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Drug Rehabilitation
Illicit drug use and addiction is treated very seriously by the Singapore government
instituting among the harshest penalties in the world for offences.

There is a zero tolerance approach to drug abuse in Singapore, with the government's
general view that "drug addiction is a social and behavioural problem; the onus is on the
individual to turn over a new leaf. He will be assisted in every way by the community and
various rehabilitative agencies but the ultimate effort must come from him"(Singapore
1998).

It is significant that these services are controlled by the Prisons' Department and the
Singapore Corporation of Rehabilitative Enterprises (SCORE) is aimed at helping
"prisoners and drug users" to return to society as useful citizens. There are Aftercare
Counselling Programs and Voluntary Treatment Programs as well as the prisons run Drug
Rehabilitation Centres. There is now a preventative drug education program, which is
coordinated by the Central Narcotics Bureau and the National Council Agent Drug Abuse.
It provides some self-help groups. Religious and volunteer groups do carry out some anti
drug programs targeted at high-risk youths (Singapore 1999).

Mental Health Programs
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. The 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 financing philosophy is based on individual responsibility, coupled
with help from the community and government for those unable to pay on their own.
Patients are expected to pay part of the cost of the health care services they consume, and
pay more when they demand higher levels of service in terms of comfort and ward
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amenities. This co-payment principle applies even to the most heavily subsidised wards to
avoid over-consumption of medical services that are perceived to be "free." To help
Singaporeans pay for their share of healthcare expenses, three schemes known collectively
as the "3Ms" have been introduced - Medisave, MediShield and Medifund (Singapore
1999).

Medisave
Medisave is a compulsory savings scheme to help Singaporeans save and pay for their
hospitalisation expenses, especially after their retirement. Under the scheme, every
employee sets aside 6-8 per cent of his/her monthly income into a personal Medisave
account, from which they may withdraw to pay for hospitalisation expenses incurred by
themselves or their family.

MediShield
MediShield is a low-cost national catastrophic illness insurance scheme. It is designed to
help members meet the medical expenses from major or prolonged illness, which their
Medisave balance would not be sufficient to cover. The premium can be paid from
Medisave funds. While Medisave is compulsory, MediShield is voluntary.

Medifund
This is an endowment fund set up by the government to help needy Singaporeans pay their
medical bills. Interest income from the endowment fund provides the safety net for those
who are so poor that they cannot even afford the heavily subsidised charges at the public
sector hospitals and clinics. These patients can apply to the hospitals for help. Every
hospital has a Hospital Medifund Committee to consider such applications.

Together with Government subsidies, Medisave, MediShield and Medifund ensure that no
Singaporean is denied good, basic health care because of the inability to pay (Singapore
1999).

Central Provident Fund
The Central Provident Fund (CPF) was set up in 1955 to provide financial security for
workers upon retirement or when they are no longer able to work. Over the years, it has
evolved into a comprehensive social security savings scheme which not only takes care of
a member's retirements, home ownership and healthcare needs but also provides financial
protection to CPF members and their families through its insurance schemes.

Both the employer and employee contribute to the employee's CPF Account. The total
contribution rate for workers up to 55 years is 40%, with equal contributions of20% each
from the employer and employee. The maximum contribution is $1,200 each for both
employer and employee, based on a salary ceiling of $6,000 per month.

Contribution rates for CPF members above 55 are as follows: 20% for those aged 56 to
60 years (with employers and employees contributing 7.5% and 12.5% respectively); 15%
for those aged 61 to 65 years (7.5% each); and 10% for those above 65 years (%
each)(Singapore 1999).
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CPF Accounts
Ordinary Account savings can be used for retirement, buying a home, buying CPF
insurance, investment and education.
Medisave Account savings are used to pay hospital bills and approved medical insurance.
Special Account savings are reserved for old age contingencies. (Singapore, 1999)

Child Care Services
Increasingly, large numbers of women are now part of the full time workforce, with the
majority of families now needing two incomes.

Child care services are promoted and developed to encourage married women to work,
and indirectly to support population growth. The MCD (Ministry of Community
Development) monitors the demand for and supply of child care centres, co-ordinates
plans for their development and ensures that standards set out in the ChildCare Centres
Act (Chapter 37A) and Regulations (Chapter 37A Section 19) are met. In addition, free
consultancy and information services are made available to potential operators and to
parents.

Individuals, organisations and employers in the public and private sectors are encouraged
to set up child care centres. Financial and administrative support is given to non-profit
organisations and employers to develop and expand such centres. This includes capital
grants for converting void deck spaces in public housing estates into child care centres.

A monthly subsidy of $150 (full day) or $75 (half-day) is given for children of working
mothers who attend childcare centres.

In 1998, there were 503 child care centres in Singapore, of which 208 were operated by
VWOs (Voluntary Welfare Organisations) or other non-profit organisations. (Singapore,
1999). As Singaporeans are working longer hours, more families are requiring two
incomes, and the extended family networks are breaking down. The need for high quality,
low cost child care is a significant issue.

EAPs in Singapore
In the first addition of the International Employee Assistance Anthology, Singapore was
listed as having no EAPs. This is certainly not true in the year 2000.

With the rapid rise in foreign investment in South East Asia over the last two decades,
many western companies have established significant operations in Singapore. As
Singapore is generally seen as the most westernized Asian country, it has often been
chosen as the Asian headquarters for many North American, European, and Australasian
comparnes.

For this reason there has been a large influx of expatriates and a growing need to provide
EAP and other support services to international residents. These needs had largely been
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serviced by expatriate counsellors living III Singapore, but increasingly western EAP
providers have started operations here.

There are now significant numbers of organisations who provide EAP services, not only to
expatriate employees but also to the local employees of western companies in Singapore:
Nortel Networks, Dupont, and Black & Veatch among them.

What is also very pleasing is that Singaporean based companies are now showing a desire
to assist troubled employees, and as a result are developing specifically tailored EAPs to
their employees. Singapore Airlines is perhaps the largest of these.

The reasons leading to this development are interesting. Anne Hammond, consultant
psychologist for the Centre for Effective Living, a Singaporean based EAP provider says,
"A recent impetus in the development ofEAPs in Singapore has been the pressures arising
from regional difficulties over the past couple of years, not just financial crises but also
social and political disruption and upheaval. This has overlaid the other pressures felt by
organisations and their employees resulting from "globalization" and demands to join the
"knowledge-based economy" (Personal Communication, January 2000).

Singapore's greatest asset is its people and their collective intellectual potential rather than
its geological or agricultural assets, as with other Asian economies. Surviving in the highly
competitive information technology, financial services and electronics industries where
Singapore positions itself, means that companies and their workforces must be very
competitive indeed. Competition and striving for excellence in every aspect of business is
the byword in Singapore, and society here is probably one of the most competitive on
earth.

Attending the right pre-school, grade school, and particularly university, are crucial to
Singaporeans, and there is significant pressure to succeed at all levels. This is intensified in
the workplace and it is for this reason that EAPs have developed in Singapore but for
slightly different reasons than in other countries.

EAPs in Singapore are seen as a tool for ensuring that both individuals and the workplace
collectively achieve to their utmost potential. "Organisational reticence is being reframed
to acceptance as companies see the pivotal role that a comprehensive EAP plays in
optimizing the well-being and in turn the effectiveness of individuals and teams" (Personal
Communication from Anne Hammond, January 2000).

The economic crisis in Asia, in general, has added significantly to the need to succeed in
Singapore - and succeed they have. Of all Asian countries, Singapore has faired best by
capitalizing on their best asset, its people.

Employees in Singapore work very long hours, and with the incessant emphasis on
productivity and excellence plus the pace of economic change, it now means that stress
is a major issue. Significant changes in the social fabric, particularly the role of the
extended family in child rearing and family support, have emerged as major concerns.
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Thus, EAPs are seen as mechanisms for overcoming barriers to personal and corporate
success and to maximise potential. The Asian value of "saving face" is a very important
one in Singapore, and the EAP model that has developed deals with this issue and frames
counselling as an acceptable option.

From our experience as an EAP provider, the dissolving of this reticence is being
propelled by the implementation of the "preventive" component of an EAP package. For
instance, recent topical workshops/seminars on issues such as "Rafting the Rapids of
Change and Transition;" "Using Stress for Success;" and "Personal Effectiveness and
Parachuting into the 21st Century." Such forums, as well as playing the preventive role,
have also provided an acceptable vehicle for employees to access counselling. Many
individuals make such access with openers along the lines of "after you spoke to us
about..... I've got some questions which I'd like to discuss with you .... " Also allowing
counselling to be seen as solution-orientated and skill building rather than sickness and
problem-focused deals with any concerns about loss of "face". (Personal Communication
from Anne Hammond, January 2000).

EAPs in Singapore take on many forms, from in-house models to full external EAPs,
offering the wide range of services that we see in western EAP models. Still many EAPs
are provided by individual professionals (psychologists and social workers in private
practice).

EAPs are now certainly part of the Singaporean corporate scene, and this was evidenced
when the third Asia Pacific EAP Conference was held in Singapore in July 1999. This
three day conference was hosted by IPS Employee Assistance and was well attended by
EAP professionals and human resource specialists from all over Asia, and the keynote
address was given by Richard Hopkins, International Director of EAPA. This forum
showed that there are many players in the EAP field in Singapore and indicated significant
levels of interest from organisations of all kinds. The future of EAPs in Singapore appears
to be very promising. With further education of human resource specialists and senior
managers, EAPs will become an integral part of the Singaporean human resource strategy
in the new millennium.

Conclusion
Singapore is a fast growing, energetic, and highly competitive player on the world stage.
Its largest asset is the collective intellectual property and incredible drive of its workforce.
Competitiveness, tempered somewhat by Asian values, is evident at all levels in society. It
begins early, with children whose preparation for university begins at a very young age
Getting admission to the "right" universities is absolutely crucial. Succeeding in the school
system and then at university is given paramount importance and is a major stressor in
families and in society in general.

Competitiveness is also significant within organisations where employees are expected to
work very long hours and provide many unpaid services to their employers. Workplaces,
like their society in general, are very regimented and highly structured. The emphasis on
being the best as an organisation and as an individual are constantly reinforced. Combined
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with the breakdown of the traditional extended family and the high cost of living, one can
see that life in Singapore over the last decade has become something of a pressure cooker.

It is not surprising then that EAPs have been embraced. Not for the reasons that EAPs
have emerged in other countries, but more as a tool for ensuring that everyone has the
ability to achieve their optimum level. Anything that precludes this must be dealt with as
expediently and as professionally as possible. Drug and alcohol issues are not seen as
organisational / EAP issues but rather as socio/legal concerns.

This is a strictly controlled, highly charged, and dynamic society; one that is hard for many
Westerners expatriates to keep up with. It is also highly structured socially with the
majority of people living in vast apartment blocks full of small apartments. This population
density makes it difficult to relax and get away from it all.

These can be important issues for expatriates living in Singapore and the pressures of
living there should not be underestimated.

Singapore has not been daunted by the economic crisis and is growing and prospering.
Overseas investment is increasing significantly and EAPs are growing in unison. At this
rate, they will become an integral part of the Singaporean workplace in the near future
although they will be packaged and targeted quite differently to western EAPs.

Bruce Parry
National Manager/Director
IPS Employee Assistance
(International Psychological Services)
Head Office
Level 3, 85 Castlereagh Street
Sydney NSW 2000 Australia
(Offices throughout Asia Pacific)
Tel: 61 2 9221 1166
Fax: 61 2 92325060
Email:ips@eap.com.au

Resources

Anne Hammond
Consultant Psychologist
Centre for Effective Living
1 Orchard Boulevard, #09-03,
Camden Medical Centre
Singapore 248649
Tel: 65 338-3383
Fax: 65 338-3188
Email:effectivelife@pacific.net.sg
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Dr. James S. Allen
Medical Director Asia
Unocal Corporation
501 Orchard Road
#04-06/08 Wheelock Place
Singapore 23880
Tel: 65 839-2118
Fax: 65 737-6929
Emai1:James.Allen@unocal.com

Paul Heck
Senior Consultant
Global Employee Assistance Services
Dupont Corporation
Email: Paul.W.Heck-l@usa.dupont.com

Department of Psychological Medicine
National University Hospital
5 Lower Kent Ridge Road
Singapore 119074
Tel: 65 772-4510
Fax: 65 777-2191

Mrs Lorna Wong
Personnel Department Director
National University of Singapore
10 Kent Ridge Crescent
Singapore 119260
Tel: 65 874-2325
Fax: 65 778-3948

David Ang CheeChim
S.HR.I.
Executive Director
60 Collyer Quay 5th floor
Change Alley Aerial Plaza Tower
Singapore 049322
Tel: 65 438-0012
Fax: 65 438-0029
email:shri@singnet.com.sg
website: http://www.shri.org.sg

Burke Psychological Medicine
Gleneagles Medcial Centre
Dr. Terrance Burke
6NA Pier Road 409-12
Singapore 258499
Tel: 65 7322-6322

Ann Chan
Director
Dynamic EAP South Pacific Pte Ltd.
Level 15 Prudential Tower
30 Cecil Street
Singapore 049712
Tel: 65 232-2759
Fax: 65 232-2715

The Ministry of Community Development
512 Thomson Road
Singapore 298136
Tel: 65 258-9595
Fax: 65 354-8128

Mrs Ewelyn Wong
Director
Institute of Labour Studies
NTUC Annexe
Shenton Way
Singapore 068810
Fax: 65 224-9358

Divisional Director Labour Welfare
Division
Ministry of Manpower
18, Havelock Road
#07-01
Singapore 059764
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Dr. S. Vasoo
Head of Department
Department of Social Work and Psychology
Faculty of Arts and Social Science
National University of Singapore
10 Kent Ridge Crescent
Singapore 119260
Tel: 65 874-3811
Fax: 65 778-1213

Mr Juan Kiat Koh
Executive Director
Singapore National Employers Federation
19 Tanglin Road #10-01/04
Tangling Shopping Centre
Singapore 249909
Tel: 65 235-8911
Fax: 65 235-3904

Dr. Elena Lui Hah Wah
President
Singapore Association of Social Workers
c/o Family Resource and Training Centre
Blk 324 Clementi Ave 5
# 01-209
Singapore 120324

Ms Tam Wai Han
Human Resource Executive
Information Technology Institute
11 Science Park Road
Singapore Science Park II
Singapore 117685
Fax: 65 770-5748

Mrs Chew Ping Phoon
Deputy Director
Labour Policy Division
Ministry of Manpower
18, Havelock Road
#07-01
Singapore 059764

Lim Sah Soon
Honorable Sec. General
Singapore Federation of Chambers of
Commerce and Industries
47 Hill St, #03-01
Chinese Chamber of Commerce Bldg.
Singapore M9365
Tel: 65 338-9761
Fax: 65 339-5630

Ministry of Health
College of Medicine Building
16 College Road
Singapore 169854
Tel: 65 325-9220
Fax: 65 224-1677

National Council of Social Service
11 Penang Lane
Singapore 238485
Tel: 65 336-1544
Fax: 65 336-9769

Mr Philip Yeo
Chairman
Economic Development Board
25 N Bridge Road #24-00
Raffles City Tower
Singapore 179101
Tel: 65 336-2288
Fax: 65 339-6077
website:http://www.sedb.com.sg

National Trade Union Congress
Manager of Industrial Relations
A2 Shenton Way #01-00
Singapore 068810
Tel: 65 222-6555
Fax 65 220-5110
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Executive Director
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South Africa
Tracy Harper, MSW, President, Tracey Harper and Associates

Introduction
South Africa And Its People (World Almanac, 2000)

The total population is 43.4 million persons.

Language and culture
South Africa's people represent a variety of cultures and races. Under the new
constitution there are 11 official languages; English, Afrikaans, Zulu, Xhosa, Pedi,
Tswana, Sotho, Tsonga, Swati, Venda, and Ndebele. English is the official language and
the most widely understood language, although not the largest home language. Religious
beliefs range from monotheism to witchcraft. There are 20 ethnic groups, and cultures
ranging from Stone Age customs of the San hunt-gatherers to the traditions of Zulu and
Scottish clans.

Race break down
Africans
Asians
Coloureds
Whites
Unspecified/ other

Age breakdown

0- 14 years
15 - 19 years
20 - 29 years
30 - 39 years
40 - 49 years
50 -59 years
60 + years

31. 1 million
1.0 million
3.6 million
4.4 million
0.4 million

+/- 13.5 million
+/- 4.25 million
+/- 8.25 million
+/- 6.5 million
+/- 5 million
+/- 2.5 million
+/- 2.5 million

54% OfSA's Population Is Under The Age Of 24 Years

By geographic distribution
Urban areas 21.7 million
Non - urban areas 18.8 Million

The working population is estimated to be around 13 million persons with the current
figure of unemployment being at 23% of the population eligible to work. With down-
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sizing re-engineering and the impact of global competition, this figure is growing rather
than reducing and is a major socio-economic concern for the government, the people and
business.

Issues In The South African Workplace
South African organisations are fighting for survival in a highly competitive, cost cutting,
outcome oriented global economy. People issues and challenges facing business and
industry in other parts of the world have now also become part of the South African
workplace. These workplace issues include:

Increased prevalence of depression, anxiety and acute/cumulative stress
Workplace violence
Domestic violence
Strained interpersonal relationships
Work-Life issues of childcare, financial management
Facing the challenge of "Employability"
Retention and attraction of skilled staff
Health care cost management
Career review and alignment
Substance Abuse
The social economic impact of downsizing leading not only to massive
unemployment but also job insecurity

This is coupled with a parallel process of the introduction of structures, processes and
regulations i.e. the labour relations act;

Basic Conditions of Employment Act 75 of 1997,
Labour Relations Act 66 of 1995
The Employee Equity Act 55 of 1998,
The Occupational Health and Safety Act 85 of 1993,
The Medical Schemes Act,
The Skills Development Act, No. 97 of 1998.

To address past and present workplace discriminatory policies and practices, move these
laws towards a more non-discriminatory and participative workplace. Workplace issues
arising out of these necessary changes include

Managing diversity
Developing disability friendly workplaces
Managing disability
Effective mv/AIDS management
Managing uncertainty and expectations of entitlement
Managing transformation and transitions
Affirming the disadvantaged which includes blacks, Indians, women and the
disabled.
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Other people issues workplaces' are facing include

Managing the impact of violent crime on employees, families and business
Managing fraud
Managing the implications and opportunities brought by technology
Managing the impact of rising unemployment.

These diverse workplace challenges are forcing companies and especially human resource
departments, to think and plan more strategically. They also challenge EAPs to become
more dynamic and to focus on entire systems--employees, the organisation, and the
communities in which they operate--to be more effective in managing and addressing
issues of the day.

Occupational Social Work (OSW)
The Three Core Factors Affecting The Development Of Occupational Social Work In
South Africa

1. The historical segregated approach to welfare service delivery

"First the formal state welfare system [that] was borne out of the massive
"poor white" problem in the 1930s; the focus [being] on whites as the
primary recipients of welfare serves [which] was of course entrenched in
the system of apartheid which followed the Nationalist Government
[coming] to power in 1948." [Du Plessis] Until the democratic election of
1994, when the ANC came to power, social services for the different race
groups were structurally separated, in respect to both quantity and quality
of service delivery

The focus on affirming the "poor white" only was further supported
through the Nationalist partys' "Civilised Labour Policy in which the
Nationalist government embarked on a deliberate policy of protecting the
positions of skilled whites and providing jobs for poor whites largely in
state-run institutions. Such policy invites social workers into the
workplace to offer supportive services. The theme of early service delivery
was material aid, which changed over time to deal with personal problems.
An example is the employment of social workers in 1935 within the state
run railway services." [Du Plessis] This was followed in 1954 by white
social workers being employed by SASOL [ the state owned enterprise
commissioned to provide oil], ISCOR [South African Iron and Steel
Corporation] and the mining houses. ISCOR employed its first black
practitioner in 1969.

"The point however does have to made that in the majority of occupational
social workers posts developed since the 1980s were not limited to
providing services along racial lines and in most cases work-place based
services were accessible to all employees '" [du plessis].
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The new labour, human rights, and welfare legislation has addressed these
inequalities

2. The philosophy underpinning service intervention

Inherent in the nationalist system was the rejection of a welfare state.
Hence, welfare services were seen as a privilege and not a right. Secondly,
the main focus of service intervention was aimed at the individual and the
family with the key goal being that of 'changing the person with the
problem'. This suppressed the need to consider intervention solutions that
incorporated preventive, developmental and educational services. Thus in
South Africa, both in the community social work services and in
occupational social work, the key focus of service intervention has been
case work. This is now changing, albeit slowly in some arena's with the
focus moving towards a more holistic approach involving case work,
preventative, developmental and educational services, and systems

3. The Northern Hemisphere

Mckendrick, Du Plessis, Harper, Mkhize and other occupational social
workers have found there has been a heavy reliance on models from the
Northern Hemisphere and especially the USA and UK. The latters' models
have been designed in alignment with these countries developed, urbanised,
resourceful and industrialised democracies. South Africa's realities are
somewhat different. Resources are limited, the socio-economic
environment has features of both first and third world democracies and so
forth. Hence direct application of these models have often proven to be
ineffective due to an initial inappropriate conception of service design. A
classical example is that of the North American design and features of the
Employee Assistance Programme. Those programmes that have focused
on the "troubled employee" and have been reactive in nature have fallen by
the wayside. Those programmes whose design have managed to align
themselves with and support business strategies, the South African socio
economic realities, added value to self- and other management ,
incorporated work-life management service, demonstrated equitable
service delivery, and/or have been perceived to contribute either to Code of
good employment practice or personal problem risk support have survived.

Current Scenario
Occupational Social Workers are now moving towards providing a wider base of
services which include interventions which not only focus on the individual but
also the process, practices, and systems within organisations. The opportunities to
make a difference are vast. Key challenge lies in overcoming the obstacle of the
historic perception of the Social Work Profession in general as well as within the
Social Work professional itself Du Plessis found in her research that Occupational
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Social Workers themselves recognised the need to "hone their skills and
knowledge base, and to [creatively] find ways to [develop] and sustain their
capacity to take risks and be courageous as they face the road ahead."

The Forum Of Occupational Social Workers
In 1984 the Forum of Occupational Social Workers was founded. The initial aim
of this forum was to provide support, cross coaching and networking
opportunities. One of the first obstacles the author, Du Plessis and others had to
overcome at the first planning meeting was the refusal by some of the mine-based
"white colleagues" to accept "black colleagues" because the concern that black
practitioners may politicise the agenda. This was overcome, and the Forum of
Occupational Social Workers has continued to exist ever non-racial democratic
body ever since. It is most active in the Gauteng Province of South Africa. Much
work has been done with the support of University of the Witwatersrand's,
Occupational social work staff to provide ongoing education and honing of
knowledge and skills. The latter have also been very active in getting
Occupational social work recognised as a distinct specialisation. within the
profession of social work.

Education And Training In Occupational Social Work
There are three universities that offer specialised and specific training and
qualifications in Occupational Social Work, namely:

The University of the Witwatersrand,
The University of Pretoria
The Rand Afrikaans University.

A number of other universities offer modules on Occupational Social Work and/or
Employee Assistance Practice as part of more generalist curriculi.

Outside the university arena there are several consultancies that offer training and
upskilling in Employee Assistance Practice.

Employee Assistance Programmes in South Africa
History
Unlike American EAPs, which evolved from occupational alcohol programmes,
South African EAPs essentially evolved from changing social-and legislative
conditions within the workplace environment.

The start of structured occupational counselling services within an industrial
setting was first noted by the Chamber of Mines of South Africa (COM) Still in
existence today, COM was the co-ordinating body for mining houses. At the time,
COM was predominantly concerned with returning World War II soldiers in the
mid-1940s. Most soldiers had few choices and were forced to work in the mines
which had unhealthy and unsafe work conditions. A hospital, Springkell
Sanatorium, was built to provide various health care services, including alcohol
and drug-related services and mental health care to miners. A social worker was
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appointed to oversee the treatment of the miners. Then in the 1980s, the COM
hired a consultant to research the feasibility of an externally provided EAP for the
mining industry. In 1986, the concept was accepted and introduced into two of
the main mining areas through the COM. Today, the COM, as part of its re-
engineering processes, has sold off their EAP service. The latter has now become
an independent national service provider.

During the 1980s, a number of other organisations also implemented EAPs. The
driving force behind implementation was more one of internal social responsibility,
especially in respect of disadvantaged employees whose community psycho-social
resources were virtually non-existent, rather than part of core business and human
resource strategy. Hence, in recent times of cut back EAPs have been seen by
many a business leader as nice to have rather than a core business tool.

Occupational health practitioners (nurses) have played a key role in many
companies to introduce these programs. This reflects the tendency amongst South
African industries to identify more readily with health-related issues rather than
with psycho-social and welfare determinants of productivity. The factory clinic
tended to become the safe place to discuss personal problems, some of which were
exhibited as psycho-social complaints. This tendency to position EAPs within the
company clinic has resulted in limiting the range of EAP services offered. It has
also often limited the influence Employee Assistance Practitioners have on key
human resource decisions because of the low status accorded to occupational
health nurses in corporations. This has made it difficult to introduce meaningful
and often necessary other mental health and biopsycho-social service through the
EAP into the workplace.

Current Drivers
Currently, the implementation of EAPs is on the increase in South Africa. In
199511996, a survey was done of the top hundred companies in respect to the
prevalence, model design and service delivery features and standards. This
revealed that 42% companies had "EAPs" in place. At present this figure is
estimated at being around 60% -65%. The key driving forces behind the growth
ofEAPs are:

the recognition that the EAP system can play a key role in supporting employees
and managers in the management of their work-life stressors, behavioural health
and physical health risks arising out of the transformation processes taking place
within organisation's and government bodies

the recognition that the processes and rights embedded within the EAP system can
playa major supportive role in the application of the requirements embedded in the
Labour Relations Act and the Employment Equity Act, Executive managers
themselves are not coping with the multiple stressors and are starting to realise the
potential the EAP system can play in keeping people functional in the workplace
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Models Of Service Delivery
During the 1980s and mid 1990s, the preferred EAP model was the in-house or
co-ordinator model. The trend has now moved towards the outsourcing of EAPs,
or a combination of in-house and outsourcing contracting features. This has
resulted in the growth of the vendor market. Prior to 1997, there was only one
key vendor that could deliver EAP services on a national basis. There are now 4
national players and a number of excellent regional players in the field. Coupled
with this is the emergence of the fly-by night provider and EAP consultant. This is
being addressed by the Employee Assistance Professional Association of South
Africa. The competition has had a positive impact on the quality of service
delivery. The South African EAP market has also seen the arrival of international
players such as PPl and lCAS. At this stage the need exists to empower purchasers
of services in assessing potential vendors and their products making a selection and
effectively manage their chosen outsource provider.

Another model that is still very popular in South Africa is the Primary Mental
Health Co-ordinator model. Here identified employees are trained up to be first-
line counsellors and case-management co-ordinators. Some of these programmes
have formalised contracts with managed networks of counsellors and some take a
social investment route and have agreements with a variety of community
resources. The latter services are also supported by the Corporate Social
Investment Department of their organisation

The use of call-centres as part of the EAP package is starting to be introduced.
The value of professional call-centres is that they provide a cost effective means of
making quality, multi lingual, multicultural professional counselling services
available and accessible to families and business in non-urban as well as urban
areas.

Angela Du Plessis (1992), while Director of the Industrial Social Work Program at
the University of Witwatersrand in Johannesburg, found that EAPs in South Africa
follow more of a macro approach, differing from the US micro model. Research
findings also indicate that the majority of EAPs favour a comprehensive approach
in relation to the individual approach. They focus on supporting and developing
the present and potential capacity of employees, their families, and communities
for healthier and more productive lives. This finding was supported in research
undertaken in 1996 into the prevalence, nature and service standards of the top
100 industrial companies in South Africa. Forty two had EAPs in place.
Organisations have also begun to consult with EAP professionals on developments
and events that impact the well-being of their employees. Occupational social
workers with knowledge and appropriate skill training are playing a greater role in
this area. Many EAPs are also involved in employee development, mental and
biopsycho-social health prevention and lifestyle disease management.

319



Key Issues And Trends In South African Eaps Today [1998/1999 J
Top problem issues

Marital and Family relational problems
Interpersonal workplace conflict
Substance Abuse
Depression/anxiety and suicide
Financial difficulties
Work-life management issues such as elder care, child care, spouse
care, family crime [note unlike the USA - work-life information and
support services are integral rather than separate within South African
EAPsJ
Death and bereavement
Gambling
Hostility
Domestic violence and rape
Post traumatic stress related to violent crime

Nature of referrals

Those EAPs that provide services on-site or have a combination model of
on and off-site delivery tend to have a balance between self-referrals and
those referred either by line or human resources. Secondly, these referrals
tend to be used equally for self- management and other management
purposes. Those EAPs that provide only an off-site service tend to be used
far less as part of core human resource and business practice. 70% of
referrals tend to be self-referrals and are primarily utilised for self
management purposes and tend to mirror more of a mental health insurance
product.

The Employee Assistance Professional Association - South Africa [EAP A - SAJ
The Employee Assistance Professional Association of South Africa, which is
affiliated to EAPA-INC., historical foundations, lie within the Institute of
Personnel Management [!PM]. In 1993, an interest group was started within the
!PM structure for those members involved in or wishing to become involved in
providing and or implementing EAPs. This interest group over the next 10 years
grew to become a national body with membership running parallel to that of !PM
membership. In 1993, a transformation process began which resulted in the interest
group becoming a separate body. The Employee Assistance Professional
Association of South Africa- linked to EAP A was launched in 1997. The launch of
EAP A-SA was the start of a process of "'professionalising" the EAP business in
South Africa. To-date, draft ethics, programming and professional standards have
been developed. The body's constitution is in its final stage of review.
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Employee Assistance And Substance Abuse Management
In 1956, the information office on alcohol and drug dependence was opened in
Johannesburg following a visit by Marty Mann of the US. This was the first
treatment effort for alcohol and drug dependence in South Africa. From the office
emerged the South African National Council on Alcohol Dependence (SANCA,
later became SANCAD with the addition of drug dependence) (Wilcocks &
Edmonds, 1992).

In-patient treatment programs are provided for people suffering from either
alcoholism or drug addiction. These programs range from 5-day to 28-day
treatment programs for non-state institutions. State programs allow for longer
programs--anywhere from six weeks to six months. Programs for adolescents also
tend to be longer Most follow-up with aftercare programs of varying structure
and intensity. Outpatient programs are generally urban-based. Most require daily
attendance for the initial three months. During this time, the patient is monitored
for withdrawal symptoms and treated with medication to assist the process.
Attendance can then decrease to three times a week and continues to decrease
during the nine months following, upon which weekly visits begin. Antabuse is
offered throughout the process and is encouraged during the first year. A
combination of group and individual therapy is practised, along with educational
groups, following the initial six-month treatment. After this, patients may continue
to keep contact with their therapist if they so choose.

Aftercare is provided following discharge from an in-patient treatment program,
where on many occasions treatment consists of attendance in an out-patient
treatment facility. Both AA and NA groups are encouraged during out-patient and
aftercare programs. Although addictions is an area addressed by EAPs in South
Africa, it is not treated with the same level of expertise nor emphasis as in the US
Despite the encouragement by labour legislation to address alcohol and drugs in
the workplace, the findings of Maiden in 1992 of South African workplaces found
that organisations tend to address substance abuse in the later stages of the disease
when the intervention approach is more curative rather than preventive is still
prevalent.

Employee Assistance And HIV/ AIDS Management
The mY/AIDS epidemic in South Africa is entering its symptomatic phase.
Employers are beginning to see staff that are visibly sick, or who have died of
AIDS. The impact of AIDS is becoming an issue of concern to companies as its
impact is being felt in the workplace. Currently, on average, 27% of the
workforce is infected with the Hl V virus, with 3-4% actually being ill with AIDS
It is expected by the year 2009, 17% of the workforce will be showing the
symptomology of AIDS. With South Africa's limited social resource network
organisations are being forced to assess their responsibility towards their
employees that are going home "literally to die." Home-based care and education
interventions are being considered.
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The LRA treats mV/AIDS like any other incapacity situation. The EEA protects
the employee with mV/AIDS from discrimination. Forward thinking
organisations are now realising that in order to survive, they must actively manage
the impact of mV/AIDS in their organisations. Most organisations have
mV/AIDS policies but many have not embarked on an integrated and strategic
approach to managing and preventing the inevitable impact of mV/AIDS as the
bottom line. Educational awareness had done little to change behaviour. Those
peer education programmes that have taken into consideration the diversity of
beliefs, attitudes, and practices of the workforce population are life-skilled based
and apply behaviour change technology are showing the best results.

EAP practitioners are starting to playa greater role primarily from a management
perspective as well as assisting managers in managing the complex people issues
this epidemic brings to workplace.

Employee Assistance And Retrenchment
With South Africa becoming part of the global market, organisations, in order to
survive, have had to re-engineer their organisations. This coupled with a down
turn in the economy has resulted in an ongoing process of
downsizing/retrenchment exercises. Several forms of employee support
interventions have been introduced to manage the impact on the individual who
has been retrenched and those who have remained and on the morale of the
organisation. These forms of intervention include:

Pre- and post retrenchment counselling
Vocational guidance
Career re-alignment
Job searching
Change management initiatives, and
Emotional management initiatives.

Employee Assistance And Health Care Management
At this stage, management of mental health and substance abuse, as in the US is
almost non-existent. Some of the managed care features such a pre-authorisation
before hospitalisation are becoming more prevalent and commonplace. One of the
key influential factors is that very few medical insurers cover mental health and
substance abuse treatment. If they do, there is a strict capitation limit or it is
incorporated as part of the individual's budget for acute and or day to day illness.
A managed care approach is being introduced for mY/AIDs.

Employee Assistance And Disability
With the advent of the Employment Equity Act and its inclusion of disability also
within the area of affirmative action this is a developing area. At this stage, EAPs
are playing a limited role in the area of disability management and accommodation
in the workplace. This is an area that is likely to grow
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Employee Assistance And Violence
Violence resulting from crime
South Africa has a culture of violence, with its base being that of the apartheid era where
the government took away the human rights of most of its people. This was often done
using violence. Before 1994 communities were forced to protect themselves from the
army and police attacks. Weapons became part of everyday life. After 1994, the
government changed, but some people still use violence and weapons to try to solve their
problems. Violence is very much part of our culture.

The use of violence by criminals and organised crime is common place It is no longer "if
I get hi-jacked" but rather "when I get hi-jacked." Everybody knows someone personally
who has been a victim of violent crime. Most medium to large organisations have some
employee assistance service in place to support employees who have been victims of
violent crime. Post traumatic stress knowledge and skill is a fundamental requirement for
an EA or human resource practitioner. There are a number of service providers who
specialise in offering these services to organisations. All EAPs deal with post violence
stress reactions.

Domestic
Public campaigns and the introduction for the New Domestic Violence Act of 1988 and the
Prevention of Family Violence Act have raised the awareness of the prevalence of
domestic violence in South Africa. Research has indicated that 1/5 of women are
physically or sexually abused by their partners. Where organisations employ mainly
women, this is one of the top two people problems. At this stage, interventions are
primarily reactive in nature.

Employee Assistance And Sexual Harassment
The Employment Equity Act 55 of 1988 prohibits unfair discrimination by employers and
specifically identifies harassment of an employee as prohibited.

A Code of Good Practice on the handling of sexual harassment cases was published by
NEDLAC in July 1998. This code aims to eliminate sexual harassment in the workplace
and provides appropriate procedures to deal with the problem and to prevent its
recurrence. It encourages and promotes the development and implementation of policies
and procedures that will lead to the creation of workplaces that are free of sexual
harassment, where employers and employees respect one another's integrity and dignity,
their privacy, and their right to equity in the workplace. Most organisations have a sexual
harassment policy but few have embarked on comprehensive training.

Employee Assistance And Workplace Stress
Workplace stress is on the increase. Workplaces are seeing far more incidents of clinical
depression and anxiety. Employees are much more hostile and the anger tolerance
threshold is lowered. Many organisations are providing stress management, employability
and change management workshops to equip employees with the knowledge and skills to
manage today's workplace. Emotional intelligence and a variety of relationship
intelligence workshops are also very popular interventions.
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Tracy Harper and Associates
Independent Specialists in Organisational
Health, Employee Assistance Services
and People Development
Contact:Tracy Harper
9, Sixth Street
Houghton
2198
Tel: 27 11. 447-1679
Fax: 27 11 442-5126
Email: tharper@pixie.co.za

ICAS -Southern Africa
Employee Assistance Specialists
P.O. Box 2280
Parklands
2121
Contact:Ms Pat Gumede
Tel: 27 11 325-7121
Fax: 27 11 325 7122

Project Noah
Specialists in Retrenchment
[Downsizing]management
SAB
Beer Division
P.O. Box 782178
Sandton
2146
Contact: Jenny Gillies
Tel: 27 11.884-3323
Fax: 27 11 8842719

Jenni Gillies and Associates
Specialists in mV/AIDS management
Contact: Jenny Gillies
10, 10th Avenue
Parktown North
2196

TellFax:27 11 4473485

Resources

Centre for Human DevelopmentlPPI
Employee Assistance Specialists
P.O. Box 4009
Witbank
1035
Contact:Andre van Jaarsveld
Tel: 27-13 690-2224
Fax: 27-13 6903177

Centre for the Study of Violence
Tel: 27 11 403 56 50

Pro care
Professional Occupational Counselling and
Social Work Services
P.O. Box 16420
Lyttleton
Contact: Elsebe Englebrecht
Tel: 27-126673990
Fax:27 126676528

Renate Volpe & Associates
Employee Assistance and Training &
Development Specialists
16 A Nicole Rd
Bedfordview
ContactRenata Volpe
Tel: 2711 622 1582
Fax: 27 11 622 3458

National Network on Violence against
Women
476 Kings Highway
Lynwood
Pretoria
0081
Tel: 27.12.348-1231/3/4
Fax:27 12348 1235
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Employee Assistance Professional
Association of South Africa
C/O ESCOM
P.O. box 1091
Johannesburg 2000
Tel:27 11 800 2732

Co-ordination Board Members 1999- 2001
Immediate Past Chairperson
Chairperson
Vice Chairperson
Membership co-ordination
Standards co-ordination
Ethics
Treasurer
Secretary
Roestenburg
Conference co-ordinator
Western Cape Representative
Eastern Cape Representative
Kwazulu Natal Representative
Egoli-Southern Gauteng Representative
Jacaranda-Northern Gauteng Representative
Mpumalanga Representative

Forum of Occupational Social Work
TellFax: 27 11 678-6636
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The Countries of South America (an overview)
(Argentina, Bolivia, Brazil, Chile, Columbia, Ecuador, French Guiana, Paraguay,
Peru, Suriname, Venezuela)
By Kenneth Burgess, M.Ed., CPH Tecnologia em Saude

This chapter describes the history of Employee Assistance (EAP) and related services
provided within the twelve countries of South America. (Brazil is also discussed in another
chapter.) Because of the strong link between social work and EAP in this area of the
world, a brief review of the Social Assistance movement is also presented.

Introduction
Comprised of twelve individual countries and one protectorate (French Guiana), South
America is the fourth largest of the world's continents. Representing 6.8 million square
miles, the South American continent is almost twice the size of the United States. From its
northern tip in Venezuela, to the port city of Ushuaia, in southern Argentina's Tierra del
Fuego, it is more than 4,600 miles in length. At its widest point, the continent is more than
3,000 miles across. The climate of this vast region runs from the hot and humid tropical
rainforests of Colombia, Venezuela, and Brazil, to the cool and stormy climate of
Southern Argentina and the glacial regions of Chile.

The population of South America has been increasing rapidly, despite the fact that
immigration to this region of the world has been minimal since the 1930s. In fact, its
population more than doubled over the thirty-year period from 1960 - 1990. Today, the
twelve countries have more than 340 million inhabitants. And, while some regions have
fewer than five persons per-square mile, the metropolitan population of Sao Paulo, the
world's third largest city, exceeds 19 million. Most of the cities of South America lag well
behind the sophistication of those found in the United States. (Although, Buenos Aires is
called the "Paris" of the new world, and Santiago, Chile has a distinctly European flavor.)

Despite its close proximity to the United States, and the fact that its early history parallels
US history, South America remains an enigma to most North Americans. The industrial
revolution came quickly to the United States, but the technology of the industrial
revolution is just now coming to many parts of South America. As such, the differences
found between these two world regions is staggering. Where the industrial revolution
moved the US economy at a skyrocket pace after the close of the last century, major
economic growth in South America has occurred only since the end WWII. The
magnitude of the economic growth in the US benefitted not only business, but also the
general population. The benefits of economic growth in South America have not been
distributed so evenly. Only its major cities and few of its people have realized anything
like the economic success found in the United States.
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South America is unusual in other respects as well. Except in Brazil, where Portuguese is
spoken, Spanish is universal. South America is also unusual because of its religious
homogeneity. More than 90 % of its population is Roman Catholic. And, while the
population has a somewhat diverse ethnic background, its principal heritage is Native
American mixed with Spanish, Portuguese, and African. Unlike the population of the
United States, the population of South America is essentially mixed, and because of this,
one finds far less racial and ethnic tension than in other areas of the world.

In most of the countries of South America, there is a feeling of similarity among the
people. While the continent represents thirteen separate political entities, the struggle for
political and economic freedom was fought, primarily against one foe: Spain. Simon
Bolivar (Venezuela) and Jose de San Martin (Argentina) were its heroes, and there was a
great deal of cooperation among regions during South America's revolutionary period.

The history of the United States and South America is not one of cooperation. Until the
"good neighbor" policy of President Roosevelt (1933), US policy in South and Central
America was referred to as "dollar diplomacy"and "big stick"policy by its southern
neighbors. It was not until John Kennedy's presidency that the tension between the United
States and most South American countries began to subside, and it was not until the
economic problems of the 1980s that business here was truly open to US investment.

In response to mounting foreign debt and an international recession, the privatization of
major industries (oil/gas, electricity, and communications) began to take place in
Venezuela, Chile, Argentina, Brazil, and Peru during the mid-1980s. This privatization of
former national companies helped South American countries to improve industrial
efficiency, and privatization has greatly increased the presence of US companies
throughout the continent. Privatization has also increased the exposure of the population
to US business practices and terminology, including Employee Assistance strategies.

Employee Assistance In North America
Prior to the establishment of Alcoholics Anonymous (AA), the forerunner of self-help
groups, there was little assistance available for employees suffering from alcoholism.
Mental health professionals were reluctant to treat alcoholic workers for a variety of
reasons, the most obvious of which was the alcoholic's poor prognosis for a "cure".
Because of this, the mental health profession was slow to enter into this area of treatment.
After many successful recoveries within the fellowship of Alcoholics Anonymous,
company physicians, management, and union representatives began to take notice of the
success of the AA approach Management was particularly impressed by the improvement
in performance they saw in employees who were formerly impaired by addiction to
alcohol.

Recovering alcoholics, either on their own or with company support, established Alcohol
Recovery Programs in US business and industry. These programs were the forerunners of
EAP in North America. (The first of these programs appeared in the late 193as) More
than thirty years later (1974), using the job performance model of intervention, these
programs became "broad brush" Employee Assistance Programs. The EAP was much
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more comprehensive in its focus and scope, and the EAP addressed many problems in
addition to alcoholism.

Social Work In South America
In South American countries, a completely different evolutionary process occurred. The
first occupational mental health professionals on the scene within most of the countries of
South America, were the social workers, or "asistentes sociales." These professionals,
mostly female, were brought into business and industry because of the intense poverty that
accompanied the general workforce to their jobs. Throughout South America, these new
professionals were trained and supported by the Catholic Church. Of interest, the time
period of the introduction of occupational social work in South America closely parallels
the beginning of business-based Alcoholism Programming in the United States (the late
1930s and early 1940s). This historical fact is merely coincidental, though, as the two
movements were unrelated.

With strong support from the Catholic Church, occupational social workers gained
political support, and with the move to nationalize industries during the 1940s and 1950s,
the South American social worker became firmly entrenched within larger companies.
(This was, and is particularly true for Venezuela, Argentina, Chile, Colombia, and Brazil.)
The South American Social Work movement gained both its insight and direction from
European, rather than US Social Work practices.

In contrast to the United States, where alcoholism programs moved from alcoholism
efforts only to broad brush EAPs, the South American social workers moved from broad
brush programs, to programs more focused on mental health and addictive disease. Today,
some asistentes sociales are moving into the area of EAP.

Two of the very first EAPs in South America were the programs offered by Johnson &
Johnson in the Sao Jose dos Campos region of Sao Paulo, Brazil (1982), and the program
started at the Aluminum Company of America (Alcoa's) Sao Luis Operations in Northern
Brazil (1989). Both of these programs were implemented by social workers. (The Alcoa
program is still operating and has been recognized by the media as a model for
programming in Brazil.)

The First EAPs
While it can be argued that the occupational social worker offers an EAP-like service, the
EAP concept was probably brought to South America by North American multinationals
and/or EAP providers. (The Johnson & Johnson program in Brazil, for example, was
started by a Brazilian social worker with guidance from Tom Desmond, then Director of
the J & J EAP in the United States.)

Many of these early programs were also begun as expatriate family support services, not
as services for host country nationals. Examples of these early efforts include the services
offered by Chevron, Mobil, and Conoco in Venezuela. These programs were (and still are)
provided through Dr. Lila Scott, a Canadian psychiatrist who has lived in Venezuela for
many years. Dr. Scott provides a network of English-speaking psychologists in Caracas
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and at other locations in Venezuela. The program offered by Conoco is particularly well
developed and includes a host of on-going family support services for all of the company's
expatriate families living in Venezuela. The Conoco program has also expanded its
services to include host nationals. Developed by Dixie Wilson (with Conoco's EAP team
in Houston, Texas), Dr. Lila Scott, and Conoco's Venezuelan Human Resource group,
this EAP continues to expand upon its service offerings, and has become a very active
program.

Another example of early programming is the Aluminum Company of America (Alcoa's)
offering in Suriname and Brazil provided by Science Applications, International (SAlC)
The Alcoa/SAlC program began operations in 1994, and was initially run by local in-
country providers. Today, SAlC provides its South American EAP services through
contract with CPH Tecnologia em Saude, a Sao Paulo-based EAP company with a
network of English-speaking psychologists, social workers, and psychiatrists (located
throughout South America).

Early on, two US EAP professionals were instrumental in carrying the EAP concept to
South America. These two pioneers are Tony Aguilar, formerly the manager of the EAP
for US Computer Services, and Celina Pagani-Tousignant, formerly of Levi-Strauss &
Company. (Aguilar is currently the manager of Aguilar, Aguirre & Associates, Elk Grove,
CA; Pagani-Tousignant is the President of Norrnisur International, San Rafael, CA.)

Tony Aguilar and Dr. Bill Durkin (Durkin was then manager of the EAP for ARCO) were
invited through the US Information Agency in 1993, to speak on the topic of Employee
Assistance in Venezuela. Aguilar's and Durkin's visit was also supported by the
Venezuelan government. During this 1993 visit, the two presented on the EAP concept to
management of the Venezuelan oil companies. Aguilar later returned alone to Chile,
having been invited to meet with business, labor, and government representatives to talk
about the economic and social reasons for offering these types of programs. He then met
with a group of Chilean social workers through the University of Santiago, and talked
with them about the importance of their involvement in these programs. Aguilar's
presentations were covered by the press, radio, and television, and his work received much
fanfare.

Celina Pagani-Tousignant, originally from Uruguay, has been working as an EAP and
behavioral health consultant in South America since 1994. Pagani- Tousignant's work has
focused on Chile. She has been instrumental in helping the Servicio Medico, an HMO-like
family medical practice, to implement their EAP, the Progama de Asistencia al Empleado,
within Chilean business and industry. Unlike most other US EAP professionals, though,
Pagani- Tousignant's work has focused on the provision of EAP services to nationals, not
just on expatriate families. She continues to serve as Servicio Medico's representative in
the United States, and she has been instrumental in the development of this company's new
programming.
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EAPs Today
Dow Chemical has programs in place in Colombia, Venezuela, Ecuador, and Brazil.
Under the direction of Dow Chemical's EAP manager in the United States, Ken Petersen,
this company is now expanding its operations to include EAP services in Argentina and
Chile. Dow's programs are for nationals as well as for expatriates. Dow Chemical began
its South American operations in Brazil in 1997, as an EAP contract service through CNR
Health, a US EAP and managed care company based in Milwaukee, Wisconsin. CNR
Health subcontracts the Dow program in Brazil to MIND (EAP), located in Rio de
Janeiro. All of Dow Chemical's South American programs are provided through CNR
Health.

Two additional multinationals are beginning to expand their world operations to South
America: Motorola and the Dupont Corporation. Both of these companies are leaders in
the field of EAP, and both have strong corporate commitment to implement their
programming worldwide.

Motorola, under the direction of Sheila Monaghan, manages all of its programs internally
This company has just put a program in place in Brazil. The Dupont program is managed
by Paul Heck, a seasoned international EAP professional who has helped Dupont to
develop benchmark programming around the world. Much more will be heard about these
two companies in South America over the next several years.

PPC International, of St. Louis, MO, is also a provider ofEAP services in South America.
The PPCI programs are provided through its established network of professionals
(psychologists, social workers, and psychiatrists) located in Brazil, Argentina, Chile, Peru,
Colombia, Uruguay, Bolivia, Paraguay, Ecuador, and Venezuela. In South America,
PPCI directly contracts for clients such as Bloomberg and Faulding Pharmaceuticals, and
also provides services to client organizations on behalf of Magellan Behavioral Healthcare,
Ceridian Performance Partners, CONCERN: EAP, and Davidson Trahaire.

Family Guidance, International (FGI) of Thornhill Ontario, Canada has been providing
services in South America since 1997. A major provider of expatriate relocation and
family support services, FGI's Global Relocation programming is currently active in nine
countries (Argentina, Bolivia, Brazil, Chile, Colombia, Ecuador, Peru, Uruguay, and
Venezuela). FGI also provides EAP for expatriates and their families, and the program
they provide for Procter & Gamble's families in Venezuela is an example.

Science Applications International Corporation (SAlC) provides its expatriate family
support service (the Overseas Assistance Program) to a number of US multinationals,
including Alcoa, Dow-Corning, Anheuser-Busch, and Eastman Chemical. SAIC has been
active in South America since 1994, and currently provides programs in Brazil, Argentina,
Chile, Peru, Colombia, Venezuela, and Suriname. SAlC's South American representative
is CPH Tecnoloiga em Saude, and CPH provides in-country supervision of SAlC's local
providers.
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While there are now many South American mental health professionals serving as EAP
affiliates throughout South America, there are really only five EAP contract providers on
the continent: CPH Tecnologia em Saude, Sao Paulo, Brazil; Mind EAP, Rio de
Janeiro; PAE Argentina, Buenos Aires; EAP Chile (Servicio Medico), Santiago;
Humana, Caracas, Venezuela; and Dr. Lila Scott's Family Support Service, Caracas,
Venezuela.

CPH Tecnologia em Saude of Sao Paulo was begun as an Employee Assistance Program
in 1998. CPH is under the direction of Ken Burgess, LPC, CEAP, a US EAP professional
with more than twenty-years of experience as an internal EAP manager (a full description
of CPH is included in the chapter on Brazil). The Clinical Director for CPH is Liliana
Scheliga, a psychologist who has worked with US EAP providers and multinationals since
the late 1980s. (Scheliga is also the Secretary of the Brazil Chapter of the Employee
Assistance Professionals Association (EAP A) - PAE Brazil.)

EAP Argentina, of Buenos Aires, began operations in early 1998. Under the direction of
Hugo Hirsch, a psychologist well known in Latin America for his work in brief therapy,
EAP Argentina offers a full-service EAP in Argentina-only. In addition to its service
alliance with international EAP provider PPCI (of the United States), EAP Argentina also
maintains a working relationship with CPH Tecnologia em Saude, Brazil. This company's
current list of clients includes Ford Motors of Argentina, La Nacion (the major newspaper
in Argentina), and PPC, International (through which PAE Argentina provides services to
Bloomberg, and JP Morgan).

PAE Argentina is an extension of the services provided through Centro Privado de
Psicoterapias, a behavioral health company with more than twenty-years of history in
Argentina. Hugo Hirsch and his fellow Directors at the Centro Privado de Psicoterapias,
Ricardo Stern and Hector Barrios, have been instrumental in bringing the EAP concept to
Argentina. Their program is based on the International Guidelines of EAP from the
Employee Assistance Professionals Association (EAP A), and their services are essentially
broad-brush EAP. This group is also involved in working with expatriate families.

EAP Chile, located in Santiago, is under the direction of Jorge Pavez. This EAP service
has been in operation since 1997. Housed within the Servicio Medico, an HMO-like
health care provider (in operation since 1962), EAP Chile is a full service program
providing services primarily to Chilean nationals.

EAP Chile began as an internal EAP for the employees of Servicio Medico (with 500
employees at locations around the country). From this internal effort came EAP Chile, a
contract EAP service which currently provides programs to Banco Santiago, Cecinas San
Jorge, Super Sal Lobos, Sigdo Koppers, and IANSA (all Chilean companies). At this
time, EAP Chile is beginning to work with US multinationals. Celina Pagani-Tousignant
(formerly with Levi Strauss & Company) is a consultant to Servicio Medico, and has been
instrumental in helping them to implement this new service. This group has been very
active in spreading the EAP concept in the country, and its staff is very involved in the
Chile Chapter of the Employee Assistance Professionals Association (EAP A)
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Humana (in no way linked to the US company) is a substance abuse treatment center with
a strong outpatient component. It is located in Caracas, Venezuela. Under the direction
of Drs. Pedro Delgado, Manuel Ortega, and Cecilia Carbajal, Humana offers a host of
EAP and EAP-like services to companies based in Venezuela. (Delgado received his
training in the United States.) Among this company's major clients are British Petroleum,
the State Telecommunications company, and the Venezuelan State Oil Company. (Drs.
Delgado and Ortega also hold tenured positions with the Central University of Venezuela,
in Caracas.)

Under Dr. Delgado's leadership, Humana has begun to offer a program to business and
industry which is 'similar to the early alcoholism programs offered in the United States.
The Humana program also offers a full host of training and education services related to
work performance intervention, personal problems in the workplace, and stress
management. Humana's programs are offered throughout Venezuela.

Dr. Lila Scott of Caracas, Venezuela is a Canadian-born psychiatrist with many years of
practice in Venezuela. Dr. Scott's Family Support Service is an outgrowth of her
professional work, primarily with North American oil companies. Scott's programming
with Conoco of Houston, Texas, has resulted in a full-service expatriate family support
service for US and other expatriate families living and working in Venezuela. Dixie
Wilson, of Conoco's EAP, has been instrumental in helping Dr. Scott to implement this
service.

In addition to her own clinical practice, Dr. Scott has developed a network of professional
providers who work under her direction. The Family Support Service offered by Dr.
Scott and her team is particularly well developed, and includes a full array of clinical and
non-clinical services, including family orientation services, family group discussions, family
education programming, emergency and crisis intervention, family and individual
counseling, and psychiatric services. Dr. Scott is a provider for Family Guidance
International (FGI), CPH Tecnologia em Saude, Conoco, Chevron, Procter & Gamble,
and GTE.

Conclusion
Despite the fact that EAP services have been present in South America for more than
eighteen years (Johnson & Johnson, Brazil 1982), the EAP concept is really just
beginning to grow in this area of the world. Most of the effort thus far has been on the
part of multinationals (US and others), and has been related to the provision of family
support services to expatriate families on international assignment. Expatriate
programming has had a positive effect on the EAP movement here because through the
delivery of EAP services to US families, national employees have learned that these
programs exist. The expansion of EAP to nationals has come about through the desire of
local management to provide these programs to their local employee populations.
There has also been great fanfare related to governmental and business sponsorship of
EAP training activities in South America. The American Chamber of Commerce, for
example, has been very supportive of the importation of EAP in Brazil, Argentina, Chile,
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and Venezuela, and both the US government and local governments have backed training
and orientation activities. In some ways, the move to import EAP to South America has
to do with the perception that such programming is uniquely North American, and
because it originated in the United States, it is considered to be a good business practice.

There is also a long standing history of government and business supported social service
activities throughout Latin America, and the presence of the occupational social worker
within most large organizations here is proof of the applicability of EAP services to the
South American business culture. The great interest that the Asistentes Socia1es are
currently showing in this new product will also help to sustain the movement.

Finally, the never ending business expansion of US companies into South America, and the
increasing number of expatriate families continually being sent here, will most certainly
have a positive effect on the growth of EAP.

Liliana Scheliga, M.A.
Ken Burgess LPC, CEAP
CPH Tecnologia em Saude
Ala. dos Jurupis, 1005 Cj-72, Moema
Sao Paulo, Brazil 04088-003
Tel: 011-55-11-509-65413
Fax: 011-55-11-536-5044
Email: pae@cph.com.br
burgkm@aol.com

Celina Pagani-Tousignant
President - Normisur International
95 Billou Street
San Rafael, CA 94901
Tel 415-459-6747
Fax: 415-453-6105
Email: celina@sirius.com

Carol Simmonds, Marketing Manager
Family Guidance, International
10 Commerce Valley Drive, East, S. 200
Thornhill, Ontario Canada L3T7N7
Tel (800) 263-1401
Fax: 905-886-4337
Email:info@fgiworld.com

Resources

Tony Aguilar, MFCC, CEAP
Manager, Aguilar, Aguirre & Associates
7809 Melfort Way
Elk Grove, CA 95758
Tel: 916-683-7265
Email:TCAguilar@aol.com

Debra Sheperis, Product Manager
PPC, International LLC
315 J.S. McDonnell Blvd.
Building 305 fi 2 East
Hazelwood, MO 63042
Tel: 314-214-8900
Fax: 314-214-8910
Email: dsheperis@stlnet.com

Jane Richardson
CNR Health, Incorporated
11 Greenway Plaza, Suite 2202
Houston, Texas 77046
Tel: 713-965-1690
Email:JRichardson@I-R-Group.com
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Jorge Pavez, Director
EAP Chile
Servicio Medico C.CR. C
Quebec - 15 - Providencia
Santiago, Chile
Tel: 011-56-2-339-1602
Email: proypae@cmet.net

Eduardo Lambardi, Program Manager
Silvina Sterin Pensel, Product Manager
EAP Argentina
Av. Santa Fe 3312 8th Floor AlB
P.O. Box 1425
Buenos Aires, Argentina S.A
Tel: 011-54-114-825-6647
Fax: 011-54-114-825-6560
Email:eap@pinos.com

Lila Scott, M.D.
3601 Final Ave. Los Jardines
Prados del Este
Caracas 1080 A, Venezuela
Tel: 011-58-2-977-0815
Fax: 011-58-2-977-0815
Email: lilascott@cantv.net

Art Bennett, Vice President
Science Applications International Corp.
(SAlC)
1710 Goodridge Drive, T3-3
McClean VA 22102
Tel: 703-676-2310, 703-676-2314
Fax: 703-676-2410
Email:Carol.a.lepere@cprnx.saic.comStaS

Stacey Platt
Compsych International, Inc.
NBC Tower, 24th Floor
455 N. Cityfront Plaza Drive
Chicago, III 60611 fi 5506
Tel: 312-595-4000
Fax: 312-595-4055
Email: counselor@compsych.com
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Spain
Pilar Fuentes, MSW
Danielle Doets-ch, MSW,
Barry Roysdon, DSW

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 1999 population is 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 and
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 commander -in-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.
Spain also 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 (Si, Spain, 1995).

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 ofleisure (Si, Spain, 1995).
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This near-universal health plan may be a contributing factor to Spain's ranking as the
healthiest in the European Union (Si, 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 (INSALUD)
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 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 individual
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 (Si,
Spain, 1995).

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 (Si, 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)
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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 unemployment
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) (Si, Spain, 1995).

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.

EAPs in Spain
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.
However, 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 workers, more women in the
workplace, and union agendas that go beyond mere economic issues. Implementing EAPs
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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
Editor's Comment at the end of the chapter.) A National Plan on Addictions was
developed by the Ministry of Health in 1985, and provided for coordinating the activities
of individual departments within the Central, Autonomic, and Local Administrations, as
well as a number of non-governmental 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.

EAPs in Spain
Spain does not have employee assistance programs or "programa de ayuda a empleados"
per se. However, occupational social workers seem to have the same role as the EA
professionals. Occupational social workers (OSWs) focus on the workplace, as a safe and
healthy environment, and on employee needs. OSWs in Spain provide assistance to
employees, retirees, and their family members. According to Pilar Fernandez, OSW in
Telefonica, occupational social workers may have an active role in the distribution of
social benefits, recruiting process, promotions, absenteeism, monitoring work-related
accidents and/or illnesses, and retirement. In their efforts to implement prevention
programs developed by the government, OSWs try to get management to play an active
role.

During their individual sessions with employees, occupational social workers address,
among other things, the following issues:

work related problems such as absenteeism, tardiness, relationships with co-workers,
including supervisors, and job performance
use of alcohol and other substances
employee support system
history regarding the problem
family issues

Thanks to strong health and safety regulations in the workplace together with the
universal access to health care of every citizen, OSW s are able to direct their efforts to
social problems of employees.
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There is not an official census of OSW s. However, the largest number of professionals can
be found in Madrid and Barcelona, followed by cities such as Bilbao, and Sevilla.
Currently, there is not a law that regulates OSW; however, they are working on a law that
will regulate the social work profession nationwide.

Spain also lacks national or regional organizations for OSW. Madrid and Barcelona have
their own societies of social work. Most of the OSWs receive professional support from
the European association ENOS. Their last meeting took place in 1999 in Ireland.

Public and private companies in Spain benefit from hiring OSWs. Among the large
companies that employ OSWs are Iberia, Telefonica, petroleum industries such as
CEPSA, and insurance companies. The most common requirements for an OSW in a
company are possession of a license in social work and submission of a project.
OSW was originally called industrial social work. It started in the 1930's in the School of
Social Work in Barcelona, Cataluoa. After the death of Francisco Franco, the dictator,
social work in general and OSW in particular expanded rapidly, but during the last years
this specialization has gone through a recession period. In the last years, companies have
applied policies to reduce costs and OSWs have been affected by these policies. In recent
years, new OSWs have rarely been hired and some of the existing positions have been
closed. As a consequence, there is a higher number ofOSWs practicing privately, and thus
competing with each other in offering services to both companies and individually to
employees. This trend might redirect the professional contents of OSW towards new
services, such as providing assistance to employees who lost their jobs, to workers with
short-term contracts, developing prevention policies, etc.

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.
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Editor's Comments
The editor was the Group Leader in the People to People program that convened in
Spain. During official presentations in Madrid, a great deal was learned 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, numerous government officials 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. 40 % of drug addicts in outpatient
treatment tested positive for HIV, while 60 % of drug addicts in inpatient treatment tested
positive. Penal officials estimated that one in every three jail inmates was HIV positive.

They also stated 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 Sebastian and the
Basque country, consumption, possession, and sale of cocaine are legal. It was noted
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), it was revealed that heroin is the drug of choice
for 96 % of the addicts in treatment. Three % reported cocaine as their drug of choice,
with the last one % accounted 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 % of the population in
Barcelona was alcoholic. The average "career" of a heroin addict was about 6 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
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Contra La Drog 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. The program must be positive 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.
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Sweden
Mary Sherman, MSW

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

Description of Health Care System
The Swedish health care system operates on the premise that the public sector is
responsihle for providing and financing medical services for the entire population. The
system aims to promote good health by providing equal access to health care (Swedish
Institute, 1995). The three political and administrative levels that maintain the health care
system are the central government, the county council, and local authority. The central
government creates basic policies through laws and ordinances which guide the health and
medical services. The county council provides the majority of medical services financed
through taxes. The local authorities are mainly responsible for the care of elderly and
disabled persons in places which they live.

Sweden's cost for medical and health services for 1992 was 108.8 billion kronor (Swedish
Institute, 1995), most of which was spent on care provided by the county council. An
earlier system of financial control budgeted fixed amounts allocated annually, but in 1994,
Sweden switched to a purchaser-provider model where the money given is based on the
number of patients a hospital treats (Swedish Institute, 1995). This new model tried to
create competition in the hopes of achieving higher quality service for lower prices.
Isacsson (1995) states that although the government believes there is a need for greater
privatization and competition, most Swedish citizens have confidence in the health care
program and they support financing the program through taxation.

Over the last ten years, numerous changes regarding psychiatric care have occurred.
Sweden moved away from institutionalizing patients and towards using more community-
based treatment options. In-patient treatment proved to be very expensive, while less
restrictive outpatient settings cost less and allowed patients to remain part of the
community. Hospitals have also changed their treatment focus by using more short-term
care and less long-term treatment. For both long-term and short-term care, there has been
a decrease in the number of days of treatment per person and per year for all age groups
(Swedish Institute, 1995).
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Childcare
Sweden's generous child care benefits range from lengthy leaves of absence for birth and
child illness to child care amenities beginning at twelve months of age. Such benefits are
important for the large number of women in the labor force. More than 75% of all women
aged sixteen to sixty-four are employed. Parents are legally entitled to twelve months of
paid leave from work for the birth of a child (Swedish Institute, 1994b). Mother and
father can share the leave at their discretion, but all twelve months must be used by the
child's eighth birthday. Swedish parents can also take up to 120 days annually to tend to a
sick child while receiving 80% of their income (Swedish Institute, 1994b). Sweden also
provides a childcare allowance to assist parents with the costs of raising a child. Parents
receive 2,000 kronor per month for all children ages one to three years unless the child
attends municipal or private child care in which case the benefit is reduced depending upon
the fee level (Swedish Institute, 1994b). Starting in 1995, municipal authorities were
required to provide daycare services for children aged one to six and before- and after-
school care for children six to twelve for gainfully employed parents (Swedish Institute,
1994b). For divorced parents, the state pays a maintenance advance when the non-
custodial parent does not pay. By law, the municipalities must provide a variety of
benefits which specifically include child care.

Relevant Legislation
Numerous laws affect how OSW functions in Sweden. In 1993, Sweden changed the
sick-leave benefits provided to employees under the 1992 Sick Pay Act. Since then,
employers have been responsible for paying the first two weeks of sick leave (75% of
income for second and third day, 90% for the remainder) which state insurance had
previously paid. After fourteen days, the state insurance office takes over payment
(Swedish Institute, 1993b). Employers are further responsible for establishing
rehabilitation plans for employees who remain ill over four weeks. Employers receive an
incentive to keep employees healthy and reduce sick benefit payments.

The Social Services Act of 1982 mandated that local authorities, specifically social welfare
committees, provide prevention and treatment programs for substance abuse (Swedish
Institute, 1993b). Each municipality has social service offices which provide the majority
of outpatient treatment for drug and alcohol abusers together with other health care
services. Social service offices are responsible for seeking out substance abusers who may
be unaware of their need for assistance. In addition to these, there are public and private
special groups who treat only substance abusers in structured outpatient programs
(Swedish Institute, 1993b). Sweden recognizes how social and environmental factors
contribute to substance abuse. Welfare policies are designed to combat social isolation,
unemployment, and unsatisfactory work, living and leisure situations (Swedish Institute,
1993b).

The 1976 Act on Employee Participation in Decision-Making not only affects employers
and employees, but occupational social workers as well (Swedish Institute, 1993b).
Employers are held responsible for employee-involvement in the decision-making process
involving changes in the work environment and in their own jobs. Employers are also
responsible for providing a healthy workplace and employees are expected to assist in this
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process. OSW plays an important role in carrying out the requirements of this act by
working with both groups.

A final piece of relevant legislation falls under the law which requires rehabilitation for
drugs and alcohol. The Social Services Act of 1982 sets forth that social welfare
committees must take steps to prevent and treat abuse of alcohol and other addictive
substances. The National Insurance Act further mandates eligibility of alcohol abusers for
disability pension and sickness benefits (Swedish Institute, 1993a). Sweden utilizes large
amounts of resources to combat substance abuse through prevention and treatment
programs.

Many of the benefits employees receive come under the social insurance system which sets
out in law what each resident will receive. The Swedish social insurance system includes
health and parental insurance, pension insurance, work injury insurance, and
unemployment insurance. The national occupational injury insurance system pays health
care costs for work-related accidents. The work injuries insurance pays out indemnity for
illness (through sickness benefit), long-term impaired work capacity (through life annuity),
or death (through death benefit) (Swedish Institute, 1993b). Furthermore, both
employees and employers finance basic old age pensions payable to everyone age 65 and
older. The state provides a supplemental pension from employer payroll fees.

The state takes care of their residents from cradle to grave with monetary support from
employers and taxpayers. These numerous entitlements assist in caring for people in any
situation which may arise but the costs are high. Employers pay 3 1.36% in social security
contributions and payroll taxes in order to cover employee pensions, health insurance, and
other social benefits (Swedish Institute, 1993b). Companies pay an additional 6-6.8% for
pensions and benefits under collective bargaining agreements between employers and the
trade unions (Swedish Institute, 1993b), who represent approximately 80% of all
employees in Sweden (Swedish Institute, 1994a). Through negotiation, trade unions are
able to provide upgrades in health benefits for employees through the occupational health
care centers. These provide better service than the general health care benefit offered to
everyone through the public social services and may also provide the services of an
occupational social worker(s) as a benefit to employees.

Occupational Social Work
Sweden's first occupational social worker was Kerstin Hesselgren. Beginning in the
1920s, Hesselgren and others focused on the care of children of working mothers and
employees' financial problems. There was a renewed attention towards the field in the
1960s when all state employees gained access to OSW services. In the 1970s, workplace
legislation mandated that employers accommodate both social and psychological issues in
order to create a healthy work environment for employees. Further changes that
developed that same decade created an even greater emphasis on social and psychological
aspects and employees soon became involved in issues affecting them, according to
Elizabeth Frey, an occupational social worker in Goteborg (All citations from personal
communication, Fall 1995).
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The focus of OSW has changed throughout the years. Emphasis has shifted from child
care for working mothers to helping workers with personal problems in order to improve
their work performance. Ms. Frey reports that OSW s typically refer out personal
problems to a mental health professional. They work more with employees in their work
situation.

Since the later 1970s, more and more employees gained access to the services provided by
occupational social workers, who are referred to as personalkonsult. Traditionally, larger
companies such as Volvo have had in-house staff as part of their medical or personnel
departments, with approximately one social worker for every 1,000 employees. Most
small companies did not have social workers due to access for mental health services
through the public welfare and health system. However, they recognized the need and
began to hire outside consultants. OSW services are usually provided only to the
employee and not extended to family members.

Historically, Swedish citizens have had access to public social services that address a wide
array of personal problems, but the recent decreases in public financing have resulted in
limited services and a decline in quality. One might think that this would provide Swedish
companies an incentive to provide services for which there had previously been demand.
Unfortunately, many employers are unaware of the costs associated with poor employee
performance.

Services Provided
OSW provides a variety of services that include individual supervision and trammg,
general development programs for managers, organizational development programs for
both managers and staff, and management training in appraisal interviews. Swedish OSW
is similar to EAPs in the United States in that they conduct supervisory training to assist
managers in identifying employee problems and in dealing with a variety of work
situations. For example, workers unhappy with their work situation (signaled through
frequent use of sick leave, for example) or those who find the work environment
inconducive for accomplishing their work goals can consult with the OSW to help
improve the work situation. Social workers also work with employees and managers to
facilitate organizational and developmental change. Frey has observed that top
management should support the OSW's suggestions in order to successfully implement
organizational change. Legislation created to enhance employee participation in
workplace decision-making also presents an opportunity for occupational social workers
to intervene in creating a healthier work environment.

Mobbing, Stress, HIVIAIDS and Substance Abuse
Elis Envall, President of the International Federation of Social Workers (IFSW), cited
AIDS, alcohol and drugs, stress, and mobbing (harassment on the job, excluding sexual)
as the four main problem areas currently addressed by occupational social work (Personal
communication, Fall 1995). Another area includes conflicts between people and groups.
Frey has observed that the problem with general harassment in the workplace is potentially
due to poor communication or management skills. OSW s work with the distressed
employee and supervisors to alleviate mobbing in the workplace. Training, education, and
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prevention also assist in the process. Sexual harassment in the workplace does exist, but
is not as large an issue as it is in the US, according to Frey.

Swedish employers attempt to alleviate work-related stress through flexible work
schedules, leaves of absence, and availability of reduced work hours (Moen & Forest,
1990). Increased participation from employees in shaping their work environment also is
an important factor. OSW s work with troubled individuals while investigating possible
organizational changes to reduce the amount of stress for the employee report K.
Lindgren and U. Hermansson, of the Stockholm Energy Distribution Authority. (All
citations from personal communications, Fall 1995.)

mv;AIDS policies in Sweden are currently undergoing change. Isacsson (1995) reports
that Sweden is trying to decide whether to continue its broad-based approach aimed at the
entire population or utilize a more economical approach in targeting high-risk groups.
Sweden has already worked with drug addicts by providing needle exchange programs.
The nation has spent 350 million kronor (1 kronor = 0.14 USD) on AIDS prevention and
care with the goal of reaching all addicts for testing, detoxification, and treatment
(Swedish Institute, 1993a). Those who test positive for HfV are counseled by social
workers. Emphasis on AIDS has recently subsided, leaving occupational social workers
with a larger role in providing education and prevention for Hlv? AIDS in the workplace.

Sweden has placed strong emphasis on drug and alcohol prevention. It is estimated that
as many as 300,000 of the total population drink alcohol to excess---to the point where
their health and social lives suffer as a result. Outpatient care is provided at 118 clinics
and 50 residential care facilities for alcohol abusers. For narcotics addiction there are 47
outpatient and 1,000 residential facilities, and an additional 260 facilities for young
addicts.

Alcohol abusers are eligible for disability pension and sickness benefits along with job
protection through The Security of Employment Act of 1982 (Swedish Institute, 1993a).
The employer must pay the sick benefit and contribute to the disability pension while also
keeping the position open for the troubled employee. The Swedish government believes in
treating the alcohol abuser while recognizing the importance and self-worth obtained from
having a job.

Ost-ALNA (ALNA refers to AL-alcohol and NA-narcotics) is a consulting company that
provides education and information to employees regarding alcohol and drug prevention.
The company also works with supervisors in confronting employees suspected of
substance abuse. Ost-ALNA negotiates prices with treatment centers to lower costs to
organizations who are Ost-ALNA members. Their 39 social workers provide services to
employee organizations and unions representing approximately 31,000 employees. The
social workers are qualified in EAP procedures as well.
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Financing
Financing depends on where the occupational social worker is affiliated. If an employee
of a company such as Volvo, the company pays the OSW salary. If the OSW works for
an occupational health care center, then a number of different companies pay fees to utilize
the services which in tum pay the OSW's salary. The OSW might also be engaged as an
individual consultant to a company, or like American EAPs, be employed by a company of
consultants where financing comes from the clients. Finally, a number of different
consulting companies may be utilized for specific individual services on contract to a client
company.

EAPs in Sweden
The history of EAPs in Sweden is not as extensive as that of occupational social work.
Otto Jones, former CEO of Human Affairs International (HAl), sold the EAP concept to
Scandinavian Airlines (SAS) in 1975 and this initiated the first EAP in Sweden. A few
EAPs provide consulting services to companies in Sweden. Empatica, Perlan, and
Sandahl Partners are all consulting firms which offer some type of out-sourced EAP
services according to Lindgren and Hermansson. Frey, Lindgren, and Hermansson all
confirm that EAPs are not widespread with only a few full-scale operations in existence--
probably due to citizens having complete access to mental health care. There are,
however, numerous occupational alcoholism programs.

When asked about the prevalence of EAPs in Sweden, Dr. Jorgen Herlofson, clinical
director of a private EAP consulting firm in Stockholm, noted:

EAPs are hardly known as a concept in Sweden, where there is very little
demand for organized EAP services. One reason might be that people
believe that public health care systems together with corporate health
organizations can sufficiently provide these kinds of services. In addition,
if you are in need of psychological treatment, there are quite a few private
psychologists available, although you have to pay the full price for
consultations unless you have been referred from psychiatric inpatient or
outpatient care.

Historically, there has been a focus on alcohol/drug problems in the general
population as well as in organizations and companies. Corporate health
organizations have played an important role together with alcohol and drug
departments within the public healthcare system. But the broad brush EAP
concept that Empatica is following is unknown in Sweden so far
(Lipscomb, 1996, p. 36).

A Case Study in Services Performed: Empatica
Empatica is a pioneering EAP company in Sweden. It is a small, independent company
that works in collaboration with PPCI. They follow a one-to-ten session model and if
necessary refer out to public psychiatric services. Because these services are included
within the Swedish Security Systems, the cost to the employee is minimal. Empatica
provides the majority of services from their own resources using qualified therapists who
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have work experience in psychiatry. It is estimated that 5 to 10% of their clients are
referred for psychological and alcohol/drug problems (Lipscomb, 1996).

Conclusion
OSW plays an active role in the Swedish workplace. Although Sweden provides extensive
medical and health benefits to all residents, occupational social workers deal with
problems in the workplace, ranging from the micro- (e.g., employees, managers, and small
groups) to the macro-level (e.g., organizational/developmental change). OSW has grown
in scope throughout the years together with growing concern for employee participation in
the work environment. Occupational social workers tackle a wide array of problems
including mobbing, stress, AIDS, and drug and alcohol abuse. As more and more
companies recognize the costs of troubled employees and an unhealthy workplace, the role
of the occupational social worker will expand as well.

The concept of EAPs does not work as well for a country like Sweden, which already
provides mental health care for its people. However, the desire to improve employee
performance by addressing personal or job issues is an EAP function that is not currently
being performed by Swedish OSWs. Swedish EAPs could offer higher quality and more
time-efficient care in light of the recent public social service problems previously
mentioned. Elizabeth Frey believes that EAPs have a difficult time in Sweden because
85% of employees have access to occupational health care. The occupational health care
centers provide employees with a service upgrade above what the state offers.

Editor's Comment
Sweden is an anomaly in that occupational social work, EAPs, and Occupational
Alcoholism Programs all operate within the same country. How these will co-exist or
merge is an open question and one that could provide a model for other countries if done
successfully.
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Switzerland
Verena Hufschmid, SW, Secretary of the European Network for Occupational
Social Workers (ENOS)
Michelle Carlstrom, MSW

Introduction
Switzerland (officially The Swiss Confederation) is known for political neutrality and as
the headquarters of the United Nations and the International Red Cross. Although rather
small with a population of 7 million, it is a focal point of Europe as it brings together four
major languages--German, French, Iormanic, and Italian--all of which are official Swiss
languages (Central Intelligence Agency [CIA], 1993).

Switzerland is one of the wealthiest countries in the world, due partly to over 150 years of
peace. Banking, commerce, and tourism all support the economy and stimulate
employment The education system is designed to train workers for accessible jobs, and
employment is readily available.

The Swiss are well-educated and have a literacy rate of 99% reading at or above eighth
grade level by the age of 15 (CIA, 1993). All individuals must attend nine years of school
followed by optional secondary education in vocational, agricultural, commercial,
preparatory, or teacher-training institutions. Students who select apprenticeships rather
than secondary school must continue to attend vocational school part-time. Over 95% of
the country's workforce is employed, and the unemployment rate is falling. There is a
growing need for EAPs, even though they are new to Switzerland. Many companies are
in the exploratory stage of implementing EAP programs.

Description of the Health Care System
Switzerland has one of the highest life expectancy rates in the world. The country
incorporates a private health care system which is subsidized by the government Bubb
explained that each person has the opportunity to select his/her own insurance plan based
on personal preference with regards to hospitalization The most expensive option is
"private," with hospitals providing an exclusive room for the patient The mid-grade level
is "semi-private" and hospital accommodations are shared with one additional person. The
least expensive option is "normal," with four to eight people per hospital room. The
quality of care is the same for all three options. The stratified class system is based on the
insurance option people can afford. Similarly, each insurance plan grants individuals the
opportunity to select their own physicians, and covers the cost of office visits and
prescription medication. One can purchase most prescription drugs from a pharmacist
without a prescription, but the individual must cover these costs as insurance only
reimburses for prescribed medication.
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There is a great deal of public funding in the health care system. Individuals pay one fee
to health insurance providers who, in turn, cover the cost of care. However, the cost of
care is still much higher than the amount providers pay and the difference is covered by
the state.

An alternative to health insurance is the Health Maintenance Option which appeared on
the market two years ago. While gaining in popularity, HMOs still encounter some
apprehension. The majority of Swiss are concerned with the quality of care and pursue
free-choice health care options. Despite the skepticism in HMOs, Switzerland is faced
with an increasing federal deficit and the growing realization that private health care will
not be affordable in future decades.

According to a report on contagious diseases from the Federal Office of Public Health,
AIDS has had the greatest social effect on Switzerland by far. The country leads Europe
with a rate of over 33 cases per 100,000 inhabitants (Weiss, 1993). [Editor's Note: The
Swiss thought they could handle their heroin problem by establishing "needle parks"
where users could openly partake of their drug. However, the resulting rise in AIDS
cases soon brought this to a quick end J

Technological development, work organization, and job content have also affected work
and health. They have been found to cause increasing mental stress as they allow little
opportunity for initiative and decision-making while taking control over the work situation
away from the worker (Weiss, 1993). Mental stress leads to such health problems such as
psychosomatic complaints, depression and exhaustion, sleeplessness, and more frequent
periods of sick leave. Indirect damage to health also appears in greater consumption of
alcohol, sleeping pills and tranquilizers, and cigarettes (Weiss, 1993). A growing
degenerative disease rate, combined with work-related accidents, occupational diseases,
and mental stress, have led to legislation requiring all Swiss inhabitants to have health
care.

Relevant Legislation
Parliamentary legislation mandating OSW support does not exist, nor does Switzerland
belong to any international organizations which call for this service. Even if Switzerland
does not belong to the European Community (EC), Swiss OSW are members of ENOS,
and Switzerland runs the Secretary of ENOS together with the Netherlands (Verena
Hufschmid and Fer Schuur). The subject is controversial and publicly debated among the
Swiss. One side holds to the "free Swiss" philosophy in which people refuse to belong to
a powerful governing body which could control their destiny. Contrasting this are those
who believe in "needing Europe" to avoid difficulties in areas such as customs (Bichsel,
1995). The advantages of joining the EC lie in the freedom to transfer employment
between countries and the acceptance of native currency within the union. Along with the
benefit of membership, however, comes the allegiance to a formal ruling body that can not
be greatly influenced by such a small nation (Bichsel, 1995). Nevertheless, Hufschmid
believes that Switzerland will seek and attain EC membership within the next decade.
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Although the Swiss parliament has not set forth laws in terms of OSW services, they have
passed legislation regarding general client treatment. Laws outlining professional conduct
create an umbrella of protection for the client from company harm and damage. Not
connected with this legislation but equally important, according to Hufschmid, is the code
of practice laid down by the Swiss Association of Social Workers (SBS). These ethical
guidelines specify professional discretion, confidentiality, free service to employees of all
levels, and respect for a client's right to self-determination. Hufschrnid believes formal
legislation will be developed in the near future.

Occupational Social Work (OSW)
Historical literature relevant to OSWs in Switzerland is scarce because there is no
academic research about OSW in Switzerland. A short number of dissertations and studies
were edited by schools of social work. Occupational Social Work in Switzerland was
established in 1922 at the Maschinenfabrik Gebr. Buhler AG, Niederuzwil, by the
Schweizer Verb and Volksdienst (today: SV-Service), a nonprofit organization, which was
performing services since 1918. They started with an external counselor, because the
social worker should be neutral. At that time, the political tension between workers and
employers was very strong. There were 10% unemployed, and the real income had lost
30% of its value. The number of SV-Service advisory boards was increasing very slowly
onto 18 boards in 1945 for 74 companies, with 19 social workers. In 1942, Schweizer
Verb and Volksdienst ran the first advisory board for a group of small and medium sized
companies. Later on, in-house advisory boards were also established, according to Verena
Hufschrnid, director of SV-Service, and most of them originally had been established by
SV-Service as out-of-the-house advisory boards. In 1944, factory social workers united to
become the Swiss Association, which since 1961 has been called the Swiss Professional
Association of Occupational Social Workers (SAOSW).

The field has moved from micro- to macro-level as individual employee needs have given
way to a systems orientation (Googins et al., 1986). Patterns of practice have also moved
from a peripheral role to an integrated component within the organization, meaning that
OSW functions support the needs, goals, and values of the work place. Switzerland
practices OSW, but suffers from a slow growth process which inhibits formalization. The
Swiss do not belong to the Employee Assistance Program Association (EAP A), for
example, but have formed the SAOSW which generates its own set of guidelines for
occupational social work.

In light of the population and unemployment rate, OSW services are highly functional. The
Swiss consider OSW services a specialty within general social work which operates under
the same aims and principles. Its primary function, however, is to assist working people
with problems arising in the work environment. Options include OSW vendors as well as
on-site services. This is unique as most countries with OSW personnel utilize them as
internal staff Swiss OSW programs are both external and internal, and competition exists
between vendors and in-house providers. Generally, large corporations such as Nestle,
the Swiss Bank Corporation, and Swiss Credit utilize an in-house provider. Vendors, on
the other hand, usually service smaller companies.
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SV-Service is the largest vendor in Switzerland. As of 1997, it had 72 contracts, 15
offices, and 39 social workers. The service is responsible for assigning and educating
social workers, adapting functions to changing circumstances, formulating work contracts,
and interpreting new methods of social work (Gumpfer, 1942). The director and co-
author Verena Mufschmid, is a social worker and her training is in behavior and systems
therapy. In addition to the SV-Service, she is Secretary for the European Network for
Occupational Social Workers (ENOS).

Services Performed
Occupational social work lends aid and assistance based on methodical standards and
professional ethics. Support is offered to people of all working levels within a company.
OSW does not offer "programs" because in Switzerland such a term implies an endpoint
to the service. OSW services provide unlimited counseling in personal and family
problems, relationship issues, physical health, mental health, addictive behavior, legal
complications, social assurance problems of accidents and invalidity, and issues in the
workplace pertaining to tasks and staff members. The critical variables to providing these
services are the nature of employees, the culture of the company, and the capability of the
OSW.

At SV-Service, specific services provided are varied according to the culture of the
individual organization. Although counselors are available to address a wide variety of
problems, the nature of the organization may give rise to a particular problem. The most
prevalent problems include personal and family issues, physical and mental health, financial
loss, legal complications, and issues pertaining to the workplace. Prevailing topics in the
US, such as workplace violence and AIDS, are not of primary concern. Incidences of
workplace violence are rare and the issue of AIDS has only recently been an area of
concern for some companies. Much depends on the manager's awareness of the company
population and the administration's willingness to address such an issue. Verbal and
emotional abuse are problems for several companies, but SV-Service cannot focus on such
issues without specific request from the client company. They can only provide services
solicited by the company and can point to problems and offer interventions but cannot
follow through until the company agrees other services are needed. Of this, Hufschmid
says, "We play the role they want within the values and aims of social work." Persuading
upper-level management to act is a significant challenge.

Drug and alcohol problems are also present. Some companies have "American-style"
programs which include seminars and workshops. Here, the social worker may organize
programs or deliver clinical support to employees with addictions. Hufschmid also
believes that sexual harassment in the workplace is an increasing concern. Many
companies have requested training workshops and have developed support groups for this
issue. In 1997, the law for equalization of the genders and against sexual harassment was
established. Since then, every company has to establish an advisory function for employees
who were concerned by discimination or are victims of sexual harassment. Most of the
SV-Service counselors are members of those special advisory teams.
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General services offered by OSW vendors vary slightly from those offered by an in-house
OSW. The difference between the two is concerning the role of the OSW, but not the
problems. An out-of-the-house OSW has a neutral position towards employee and
employer, he/she has a mediating or negotiating role. The decision about the treatment of
more private/personal or work-oriented problems by the OSW does not depend on his/her
position. All varieties are known.

In addition to fulfilling the functions of an in-house OSW, vendor services are categorized
into four areas. Firstly, it is the OSW's responsibility to provide an outlet for all levels of
company employees who seek advice. This involves issues not directly related to the
workplace, such as personal or family problems, or problems which might manifest
themselves in the workplace. The OSW may also deal with mental health issues and
substance abuse addictions. Proactive approaches recognize these problems as early as
possible, and refer employees to external agencies specializing in the problem area where
more intensive treatment is delivered.

Secondly, an OSW renders practical assistance to employees regarding the workplace.
For example, an OSW might address on-the-job money issues such as a paycheck error, or
the acquisition and utilization of necessary resources for a task. Also included in this
category are communication problems between individual employees and between
employees and management. Practical assistance may also involve dealing with employee
health problems which may have resulted from the workplace environment.

Thirdly, the OSW reacts to employee problems that arise from the work environment.
Employees experiencing downsizing or restructuring within an organization may call on a
social worker for assistance. An OSW program lends support during a time of extensive
lay-offs or factory closure, and counselors advise employees through early or general
retirement planning.

The final category of service that a typical OSW vendor provides is training. Social
workers must inform and promote their services in the workplace. To do this, they deliver
training workshops to employees on current topics and provide updates on services. To
the executives of a company, social workers offer training programs which address
problems in the company and teach the skills to aid executives in handling employee
grievances. In addition to training, OSW vendors are urged to provide experience
opportunities for social work students by creating internships. It is also the OSW's duty
to educate themselves on new methods of practice and current social work matters. This
also facilitates awareness of present and future social problems.

Whether part of an in-house program or an external vendor, industrial social workers are
seen as a component of the contracting company. On-site counselors literally occupy staff
positions within the organization because confidentiality issues exempt the worker from
normal channels of communication within the company. In theory, counselors report to
the personnel manager, but professionally are responsible for themselves. They do not fill
a managerial function but are often called upon to advise personnel on specific matters.
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Financing
In SV-Service's case, contracting companies pay all fees directly to the vendor agency.
Information regarding the application of utilization rates as a factor for pricing was not
disclosed, but SV-Service did share that their utilization rate varied between 3% and 8%,
with some companies having a higher rate due to the nature of the organization.

Service delivery is set-up differently from the US because the Swiss utilize a long-term
perspective. Contracts are lengthy, lasting from 30 to 75 years in some cases. Generally,
a client seen for five sessions is categorized as "short-term" treatment. Consultation
consisting often to thirty sessions or more is called "intensive," and "long-term" treatment
usually lasts for a period of more than one year. While the US utilizes models with a
specified number of sessions (e.g., eight-session model), the Swiss do not limit the number
of sessions available, and therefore require a different mode of pricing, especially for long-
term treatment. Companies have the option of paying per case or for a certain amount of
time. Fees are also incurred for company training and workshops, and an overhead charge
is added to cover the cost of office and administrative support. This model for pricing
varies with the individual contract.

Employee Assistance Programs (EAPs) in Switzerland
As OSW became rooted in Switzerland after WWI, practices developed which placed
counselors physically in the workplace. OSWs early functions included primarily
supplying practical help, as the salaries were very low, and there was no social security
OSWs supplied cheap cloth, they organised courses for cooking with a low budget, for
sewing, holidays for workers' children in the mountains and so on. With changes in the
working world, new problems arose and the social worker's position in the company
became more independent and professional according to Hufschrnid. What Americans
term Employee Assistance Programs (EAPs) began to grow from Swiss personnel
departments. Individuals often received training in OSW while employed by a company,
and upon completion would move into a personnel or managerial role (Googins et al,
1986). Many companies grew to value social work training as preparation for employee
management and favored the employment of those with specialized education (Googins et
al., 1986).

Although the Swiss do not use the term "EAP," they do provide occupational social work
services which follow EAP practices. Hufschrnid explains that OSW services function
exactly like an EAP with one main difference. Where an EAP concentrates on the short-
term with two to three year contracts, Swiss OSWs consistently maintain long-term
contracts (30 to 75 years as mentioned earlier). This is typical in Swiss culture.

The Swiss fear that converting to a traditional EAP format might inadvertently limit the
scope of a broader, more fully developed approach to OSW (Googins et al., 1986).
Individual-oriented help tasks are only one piece of workplace social services, and a small
part of a much larger OSW plan which entails activities throughout the life of a company
(Googins et al., 1986).
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Conclusion
Swiss OSW practitioners wear an EAP face, especially as some are outside vendors. This
arrangement was described in detail because in most cases the EAP has both internal and
external models, but the occupational social worker has been strictly internal. How these
two systems will evolve will be interesting.

Resources

Verena Hufschmid
SV-Service
Neumunsterallee 1, Postfach
CH-8032 Zurich
Switzerland
Tel:O1-385-5312

Patrick Coidan
Director, Chambre de Commerce et Industrie de
Geneve
4 bd du Theatre, 1211
Geneva 11, Ml, 600
Switzerland
Tel: 41-22-819-9111

Mary Darniamakif
3 1 F Ruggellerstrasse
FL 9487 Gamprin
Liechtenstein
Tel: 41-75-373-3206

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

Rayne Golay, CAC, CEAP
DuPont de Nemours International, S.A
PO. Box 50, CH 1218
Le Grand Saconnex
Geneva, Switzerland
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Weyermann, Mrs. Kurt
Swisscom
Hangweg 8
3125 Toffen
Tel: 0041 31 8196939
Email: Kurt.Weyermann@swisscom.com

Lindt und Spiuengli AG
Seestrasse 204
8802 Kilchberg
Zurich, Switzerland
Tel: 41-1-716-2233

Sally Lipscomb
International Regional Director
EAP Association (Belgium)
Ave. J. Charlotte 13
B-1330
Rixensart 1860, Belgium
Tel: 322-653-5560

Schweizerischer Berufsverband
Soziale Arbeit
Holligenstrasse 70, postfach
CH-3008
Bern 21, Switzerland
Tel: 41-31-382-1125

Renee Mercier
Assistante Sociale
Societe des Produits Nestle S.A
Fabrique de Broc
Switzerland
Tel: 41-21-924-3111
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John Kermisch
Geneva Trade Office
Geneva, Switzwerland
Tel: 41-22-798-1605

Sturzenneger, Mrs. Yvonne
SBB Kreis 2 Luzem-Olten
Vogelsangstrasse 10
6205 Eich
Tel: 0041 41 4600310

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

Thomas Johannesen
Secretary General
International Federation of Social Workers
Postfach 6875
Schwarztorstrasse 20
CH-3000 Bern 1
Switzerland

ENOS Contacts:
Koepfli, Mr. David
SV-Service
Sonnenhof6
6232 Geuensee
Tel: 00 41 92 15 571
Email: dkoepfli@stamet.ch

Schoch, Mrs. Liselotte
Rentenanstalt Swiss Life
Wiesengrundstrasse 22
8942 Oberrieden
Tel: 0041 17200627
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Ricola AG
Baselstrasse,
4242 Laufen, Switzerland
Tel: 41-61- 765-4121

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

Archer Tongue
International Council on Alcohol and Addictions
Case postal189
10001 Lausanne
Switzerland

Leclerc, Mrs. Elisabeth
Service Social Inter-Entreprises
147 Rue de Lausanne
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Tel: 0041 22 73 88541

Lips, Mrs. Anita
United Bank of Switzerland
Management of Social Services
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8967 Widen AG
Tel/Fax: 00 41 56 63 33 28 2

Struder, Mrs. Susanne
Supervisor
Swisscom
Peter Ochs Strasse 33
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Tel: 00 41 61 36 16 84 9
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Taiwan
Brian Elliott, MSW

Introduction
The Republic of China (ROC) was founded on January 1, 1912, as the first constitutional
republic in Asia and included both Taiwan and mainland China. In 1950, at the end of
Communist rebellion on the mainland, Taiwan became an independent nation. Its major
city, Taipei, has been the provisional capital since 1949. Taiwan has since emerged as the
world's second most densely populated area, with a population of over 20 million. 50 %
of Taiwan's population live in the island's four major cities-- Taipei, Taichung, Tainan, and
Kaohsiung.

Work in Taiwan
Taiwan has a unique labor problem--too many jobs. Taiwan's dynamic economy boasts a
GDP of 7% per annum and a 1.6% unemployment rate. Although these figures have
transformed Taiwan into a world economic power, the island sufers from high employee
turnover. With a wide range of employment opportunities, employers scramble to replace
a staff which continuously migrates to better offers. Younger professionals change jobs
with alarming frequency, while experienced managers migrate to more lucrative positions
in mainland China. Since the number of projects in China easily surpass the available
supply of managers with experience, headhunters are targeting Taiwan to fulfill their
managerial needs. Quantitatively, Taiwan has the third highest turnover rate in East Asia,
a remarkable 10% among the eight major industries between 1994-95. A recent study by
the Directorate General of Budget, Accounting and Statistics revealed that 89% of
employees who have changed jobs in the last five years did so every year (Duff, 1995).
According to Duff, human resource professionals are troubled by the trend of "the
transient work force having a mercenary mentality, devoid of loyalty, prepared to switch
jobs at a moments notice" (p. 24). They are brainstorming for creative solutions to help
abate this trend. One company has developed a system called the Ranking and
Development Program to assess employee performance and screen for potential managers
(Duff, 1995). Managers rank employees based on their current contributions and compute
compensation based on that contribution. Those employees who receive top rankings are
selected for management training positions. In addition, these employees play an active
role in the construction of their career development plan. Employees who receive low
rankings do not return (Duff, 1995). In their efforts to retain personnel, many employees
are now being trained to customize their career development plans.

Description of the Health Care System
Until 1995, 13 health insurance programs existed under three major insurance systems--
the Labor Insurance, the Government Workers Insurance, and the Farmers Insurance.
These 13 programs covered most workers, retirees, and some parents and spouses. Most
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Taiwan workers were insured under the Labor Insurance, established by the Labor
Insurance Act of 1950.

Labor Insurance was mandatory for all persons aged 15-60 who were either union
members or hired by businesses with five or more employees. It covered general and
occupational injuries. General insurance provided benefits for maternity, injury and
sickness, medical care, disability, unemployment, old-age, and death. Under this
construct, employers paid 80% of the premium, while employees paid the rest. For
workers in craft unions without definite employers, 40% of the premium was paid by the
employer and 60% by the government. The occupational injury insurance was paid
entirely by employers and provided coverage against medical expenses, disability, injury or
sickness, and death (Council of Labor Affairs, 1993).

National Health Insurance
In December 1993, 58.3% of people in Taiwan held health insurance. However, Taiwan's
economic prosperity has resulted in improved access to many health care resources. As a
result, the government has recently unveiled a nationalized universal health care system.
On March 1, 1995, Taiwan promulgated the National Health Insurance (NHI) program
(Lin, 1995). All individuals in Taiwan are covered, except for servicemen who receive
free government medical care. Under the new insurance scheme, employees will pay 30%
of the insurance premium, employers will pay 60%, and the government pays 10%. An
average Taiwan worker, earning US$800, with a spouse and two children, pays US$42
the first year. The law mandates a first-year premium of 4.25% of the employee's monthly
wage, with a maximum of 6%.

The Council of Labor Affairs (CLA) also mandates that companies with more than 49
employees must establish an Employee Welfare Fund. Companies must earmark 5% of
their total capital, 0.05% to 0.15% of its entire monthly income, and 20-40% of the
moneys gained from sale of wastes for the Welfare Fund. Employees must contribute
0.5% of their monthly salary or wage. Each company has a welfare committee charged
with the responsibility of allocating the funds (Council of Labor Affairs, 1993).

Child care
The government is subsidizing day care centers 40 % of Taiwan's 9 million person work
force are women, 1 million of whom care for children under age 12 In 1993, the CLA
gave four businesses $35,800 each to establish a nursery. In addition, the CLA provided
$8,500 to 35 companies with existing on-site day care centers. For businesses with off-
site day care centers, the CLA provides $1000.

Relevant Legislation
Legislation protecting worker's welfare is fundamentally evident in the ROC constitution,
drafted in 1946. Article 153 of the Constitution enumerates, "The State, in order to
improve the livelihood of laborers and farmers and to improve their production skills,
should enact laws and carry out policies for their protection"
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The 1984 Labor Standards Law is the most crucial piece of legislation for the workplace
in Taiwan. The Law establishes minimum standards for work conditions, delineating the
rights and responsibilities of workers and employers (Council of Labor Affairs, 1993).
The law covers eight categories of workers involved in agriculture, forestry and fishing,
quarrying and mining, construction, manufacturing, public utilities, transportation and
storage, mass communications, and other occupations designated by the ROC
government. Since the workers in these eight categories represent only 39% of Taiwan's
work force, the government is now extending the Law's coverage to include workers in
department stores, restaurants, financial and banking organizations, insurance companies,
law firms, and information service companies.

Another important piece of legislation is the 1992 Employment Services Act. This act
legalizes the employment of foreign workers in the ROC. It acts as a safeguard for foreign
workers, ensuring their due rights are protected and they are paid at least the national
minimum wage (Council of Labor Affairs, 1993). The CLA works in tandem with the
Ministry of Economic Affairs (MOEA) to address Taiwan's overall labor supply. In the
mid-1980s, the MOEA predicted an imminent labor shortage crisis. In response, the CLA
developed the guest worker program involving 180,000 foreign workers--72% from
Thailand, 20% from the Philippines, and the remaining from various South East Asian
countries. However, limitations are in place--foreign workers cannot represent more than
35% of the total work force. Amid pressure to raise the limit, the CLA is wary that
industries may become dependent on them and resist restructuring. Dependence upon
foreign labor-intensive workers could harm the economy and jeopardize the creation of
higher paying jobs for domestic workers (Ruhr, 1995).

The guest worker program is part of Taiwan's aspirations to become a major operations
center by the year 2000. The government launched the Regional Operations Center plan
in January 1995. The plan hopes to create additional opportunities for domestic
companies, as well as lure multinationals operating in the region. The ultimate goal of the
plan is to make Taiwan an operations center for manufacturing, sea and air transportation,
financial services, telecommunications, and the media (internet). Pursuant to this goal,
Taiwan must satisfy its demand for manufacturing and construction laborers.
Management and technical specialists are also in demand and are earmarked as major
participants in the Regional Operations Plan. The CLA must delicately balance the
demand for new capital, goods, information, and employees without abrogating their
responsibility to domestic workers (Ruhr, 1995).

The CLA is analogous to the US Department of Labor, and is the eminent government
agency affecting workplace welfare. Its overriding mission is to ensure the health, safety,
and welfare of workers (Ruhr, 1995), and it plays an instrumental role in the Taiwan
business world. The CLA encompasses the Labor-Management Relations Department,
the Working Conditions Department, the Labor Insurance Department, the Labor Safety
and Health Department, the Labor Inspection Department, and the Labor Welfare
Department. Various divisions and departments of these agencies are in Taiwan on the
city and county level (Council of Labor Affairs, 1993). The Council of Labor Affairs
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oversees all regional departments and bureaus. The CLA is empowered to regulate and
modify all labor legislation.

Legislation is pending that could provide the impetus for EAPs. The Council of Labor
Affairs is presently drafting guidelines for implementing counseling and assistance for
workers who lose employment because of plant closings or corporate bankruptcy.

EAPs in Taiwan
Taiwan's Council of Labor Affairs has encouraged companies to establish full-time
counseling positions since 1981. EAPs have been used since 1993 by a limited number of
large Taiwan companies. 90 % of Taiwan companies have less than 100 employees.
Some of the largest companies (500-1000 employees) have a Personal Assistance
Department which sometimes includes a psychologist who can be consulted at no cost to
the employee. The I & R Telephone Counseling Service offered by the Labor Welfare
Department could be the forerunner of an EAP. The following information written by
Lisa Lin (1996), Consultant to Human Dynamic Asia Pacific Ltd., is relevant.

In Taiwan, both government and industry are gradually paying more
attention to the need for employee assistance. Many major companies are
hiring full- or part-time officers to provide services, usually covering the
areas of counseling, education, recreation, complaints, and consultation.
There are also some foreign investment companies contracting their EAP
service to local counseling organizations.

In 1995, Human Dynamic Asia Pacific Ltd. was appointed by National
Semiconductor to provide EAP services in the Asia Pacific Region. In
1996, we began serving Northern Telecom and Polaroid employees in
Taiwan. To accomplish this service, we have affiliated with the Center for
Human Development, the first professional counseling organization in
Taiwan. The Center has a team of clinical psychologists and professional
counselors to provide counseling, psychological testing, training, and
workshops in various areas.

While in Hong Kong, the editor met with Dr. Wayne Julian, who provides services for US
government employees in the Far East (see Hong Kong chapter). Dr. Julian stated that
the Community Services Center in Taipei (Don Belton is the contact person) provides
mental health services for expatriates. In addition, an annual conference for mental
health professionals serving expatriates in Asia is held in Taipei.

Services Performed
The Labor Welfare Department functions as an informational resource for employees.
Until 1993, one Service Center provided this information and referral service (Monthly
Bulletin of Labor Statistics, 1995). Dramatic increases in utilization have since spawned
63 Service Centers in all parts of Taiwan. In 1987, 1,441 persons used the labor service
hotline. This level remained consistent until 1992, when usage exploded to 11,723 cases,
and again increased in 1993 to 20,045 cases. In 1994, the number more than doubled to
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46,806. Through the first 4 months of 1995, 15,620 people have used this service. Over
12 months, this pace would translate to nearly 47,000 cases (Monthly Bulletin of Labor
Statistics, 1995).

The department has a free information hotline, and many services are provided via
telephone. Employees use the center to help interpret laws and regulations, to report
grievances, and to ask for general employment-related advice. The most commonly asked
questions are those concerning wages, working hours, employment management,
protection and labor welfare, labor insurance, foreign labor issues, and specific career
planning/counseling (Monthly Bulletin of Labor Statistics, 1995).

Referrals are made to "foundations" or private agencies in operation which include
drug/alcohol treatment facilities, smoking cessation programs, environmental protection
facilities, and safe driving programs. Companies and individuals sponsor the foundations,
thus receiving tax breaks in return (S.Q. Lin, all citations from personal communication,
Fall 1995). In addition, the Service Center is a referral agency for labor education
services, providing links to career training courses. Editor's Note: the Labor Welfare
Department's service centers could be the forerunner of EAPs.

Substance Abuse
Drinking is a socially acceptable activity, even among employees and their superiors It is
not uncommon for employees and their bosses to become inebriated together. If alcohol
begins to affect work performance, employees are referred to government-funded
treatment facilities, or private foundations. When an employee seeks alcohol treatment,
his/her job is held until they return.

Drug use in Taiwan is considered a taboo topic. Some companies with safety-sensitive
machinery utilize pre-employment drug testing, but drug testing remains an uncommon
practice among most companies (S.Q. Lin).

Conclusion
The island of Taiwan has established itself among the world's economic powers.
However, unlike many competitive industrialized nations, Taiwan does not support a
formalized EAP system. The monetary aid of the seemingly omnipresent Council of Labor
Affairs, coupled with the many institutionalized benefits, give Taiwan an attractive
working environment. Yet the labor demand continues to outweigh the labor supply.
Moreover, Taiwan's stiff labor regulations are facilitating the migration of high level
executives to exploit more lucrative and liberal labor environments.

As a result of Taiwan's dynamic, labor intensive workplace, the island is a fertile field
onto which employee assistance programs in particular can prosper.

In an interview in June, 2000 with Paul Heck, Senior Consultant, Global EAP Dupont
deNemours, Inc., he stated that the Taiwanese government has offered $50,000 (US.
dollar equivalien) in seed money to a non-profit company in Taiwan to create EAP-like
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services for their new business development (similar to US Silicon Valley). It is an
incentive to the non-profits to bid for such services.

II

I Resources

Don Belton
Community Services Center
Taipei, Taiwan
Rep. of China
Tel: 886 2 836-8134
Fax: 8862 835-2530

Daisy Chang
Secretary,
American Chamber of Commerce, Kaohsiung
IF, #123-7, TaPei Road, Niaosung
Kaohsiung, Taiwan
Rep. of China

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

Paul Heck,
Senior Consultant,
Global EAP,
Dupont deNemours, Inc.
Tel: 302-774-2545
Email: Paul.W.Heck-l@usa.dupont.com
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Tony Hsu
Dean, International Trade Institute
China External Trade
Development Council
333 Keelung Road, Sec. 1, Taipei 110
Taiwan,
Rep. of China
Tel: (886-2)-725-5200
Fax: (886-2)-757-6653

Duke D. C. Lee
Director
Public Service Center
Tamkang University
18 Li-shui Street 10606
Taipei, Taiwan,
Rep. of China
Tel: (02) 321-6320
Fax: (02) 391-3352

San-Quei Lin
Senior Labor Officer
Taipei Economic and Cultural Representative
Office
4301 Connecticut Ave., N.W. Suite 420
Washington D.C. 20008
Tel: (202) 686-6400
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Thailand
A Conversation with Paul Heck, Senior Consultant, Global EAP, Dupont
deNemours, Inc.

Brief Summary
SAlC used to maintain full-time staff, however, since the previous edition, SAlC no longer
maintains a full-time office in Thailand. Currently, there is now a social worker (Ron
Silvesterino - US'SAlC staffperson) who goes back and forth from US In addition, the
Community Services of Bangkok which provides overall social services structured like a
non-profit has full time and part time staff. Many of them are US or Europeans living in
Thailand. They are now developing separate products towards a full EAP. Scott Paper and
Dupont are particularly supportive and interested in their development. They are adapting
the program towards the expatriates who are living in Thailand from all countries.
However, it has to be an acculturated program for all expatriates.

Resources:

Paul Heck
Senior Consultant,
Global EAP,
Dupont deNemours, Inc.
302-774-2545
Email: Paul.W.Heck-l@usa.dupont.com

Ronald Silversterino, Executive Director
Community Services
15-1 Sal 33
Sukhumvit Rd.
Bangkok, 10110 Thailand
Tel: 662 258 4998 or 662 258 5652
Fax: 6622603563

Office of the Narcotics Control Board
Din Daeng Road
Phyathai District
Bangkok 10400
Thailand
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Trinidad and Tobago
Patricia Elder, PhD., CEAP, Director, Elder Associates Ltd.
Thomas R. Wachter, MSW

Introduction
Trinidad has been colonized by the Spanish, Dutch, French, and English. Trinidad and
Tobago became a single British colony in 1888, independence was achieved in 1962, and a
republic under the British Commonwealth was established in 1976. The country elects a
President and is governed by a Prime Minister and Cabinet reporting to Parliament. The
Supreme Court and District Courts comprise the judicial system. Administratively,
Trinidad is divided into 8 counties, which are further subdivided into 29 wards. Tobago,
subdivided into 9 parishes, is the 30th ward (Black et al, 1976). The official language is
English.

The total population is 1.2 million (64.8% urban, 35.2% rural) with an annual growth rate
of 1.3% and density of 248.2 per square kilometer. The birth rate of 18.4 per 1000 is
lower than the world average of 26.0 per 1000 and infant mortality is 17 per 1000 births.
Life expectancy is 68 years for males and 73.2 years for females. There is 1 physician per
1,275 persons and I hospital bed per 285 persons. Literacy increased from 74% in 1946
to 95% in 1984 (Meditz and Hanratty, 1987).

Work in Trinidad
Labor unions have a very long and militant history in Trinidad, and the workforce is
heavily unionized. Unions offer their members such services as optical care, dental care,
and scholarships. Other benefits, such as additional health care, disability, and worker's
compensation are obtained through negotiations with the employer or the government.
One major petroleum company has its own hospital and 8 health centers (Remy, all
citations from personal communication, Fall 1995).

Three disturbing demographic trends were identified by the national government in the
mid-1980s: excessive population growth, a population shift to the urban centers, and
regional migration imbalances. Unskilled workers were entering the workforce from other
Caribbean nations. Educated and skilled workers were emigrating, often after receiving
training and education from government subsidies. Local governments in the urban areas
were unable to keep up essential services and overcrowding was stressing the physical
infrastructure. Welfare and unemployment were significantly aggravated by the
immigration imbalance (Meditz and Hanratty, 1987).

Trinidad's major social problem has been chronic unemployment, which reached a high of
19% in 1993. The rate for younger workers aged 15-19 was 43% (Cameron & Box,
1996). Government responses to high unemployment over the years have included youth
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education and training programs, youth organization activities, special works programs in
construction and maintenance, government purchase of equity in troubled companies in
order to retain workers, and tax incentives for firms creating new jobs (Black et al., 1976).

Trinidad has not experienced the extremes of poverty found in other developing countries.
There is a relatively high level and more even distribution of income, combined with a
strong extended family system, which contributes to the support of impoverished
individuals. Public services include education, medical and child care, housing, nutrition,
and relief services and pensions for the elderly (Black et al., 1976).

Description of Health Care System
There is an extensive public health care system in Trinidad, with the government playing
the largest role in health care policy and delivery. The Ministry of Health operates several
hospitals, as well as the medical office in each county. Every neighborhood has its own
medical health center. The warden's office in each county coordinates all neighborhood
services, including those of the medical centers. A government subsidy for the
unemployed, plus a health surcharge paid by employers and employees, funds medical
services for all at no cost or for a minimal amount (Babb, personal communication, Fall
1995).

Mental Health and Substance Abuse Treatment
The mid-1970s brought a decentralization of mental health care, with a community mental
health focus on providing psychiatric care and prevention through the local health
facilities. A 1987 government report listed alcoholism as the most serious drug abuse
problem and mentioned the rise of marijuana and cocaine use (Meditz & Hanratty, 1987).

Substance abuse treatment is offered at St. Ann's Hospital. Caura, a government hospital
directed by the current chair of NADAPP, also provides extensive substance abuse
treatment at no cost to the patient. This includes 2-6 weeks of inpatient treatment and
twice-weekly outpatient treatment. Acupuncture treatment is also available. Government
grants and private insurance partially support private facilities such as Rebirth House, a
successful halfway house based on the principle of addicts helping addicts (Rarnkeesoon).

Major changes in health care delivery began in 1995. Much of the government's health
care bureaucracy is eventually being turned over to public corporations along the lines of
the British regional health system model. Five autonomous regions will be run as private
sector operations by government-appointed boards with the authority to manage their own
staff. Public civil servant positions will be eliminated and replaced with private sector
positions. The goal is to improve service and efficiency through increased competition.
Physicians are reportedly resisting this effort, anticipating severely negative impact from
cost controls to be implemented by the new boards (Remy). This type of privatization
appears similar to that experienced by many local and state public health institutions in the
US as a result of budget cuts and managed care competition.
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Relevant Legislation
There is no specific legislation addressing workplace services. The practice of counseling
is regulated by legislation concerning supplemental medical services. Social work practice
is directly controlled by the Medical Board (c. Bartholomew, personal communication,
Fall 1995). Of particular concern to those who operate and work for EAPs, is the lack of
legislation delineating the confidentiality of information. Without the assurance of
confidentiality, people are not likely to use the services. J.D. Rarnkeesoon explains that
"in a small place like this you have to be more confidential and it's harder, not only to have
confidentiality, but to have the perception of it."

EAPs in Trinidad
Workplace social services began in the recovery movement. Professionals in the field
credit Dr. Michael Beaubrun, Professor of Psychiatry, University of the West Indies, for
bringing widespread attention and resources to address the problems of alcohol abuse. He
is the founder of the Caribbean Institute of Alcohol and Drug Addictions (CARIAD). A
landmark conference which he initiated in 1956 is the reference point when discussing
alcoholism services. This conference led to the founding of a National Council on
Alcoholism (NCA) (J. D. Ramkeesoon, all citations from personal communication, Fall
1995; Remy). In the ensuing years, Trinidad became the forerunner in the treatment of
alcoholism in the Caribbean (Masi, 1984).

EAPs in the Public Sector
According to J.R.P. Dumas:
In 1981, the matter the matter of an EAP in the public sector was first discussed during
the National Consultation on Productivity as presented by Dr. Michael Beaubrun. In 1985,
the Public Service Review Task Force and the EAP Development Unit of the Trinidad and
Tobago National Council on Alcoholism and Addictions held discussions on the issue of
establishing an EAP for the Public Service. A proposal was presented to implement a
feasibility study to determine the need of the Public Service for an EAP.

It was at this time that Dr. Peter Lewis reported on the number of persons using the
Ministry of Health Resources seeking help for mental health and substance abuse
problems. It was therefore agreed that indeed an EAP was needed within the Public
Service and the recommendation was made to conduct a needs assessment.

A cabinet decision was made in 1988 to take positive approaches toward improving the
level of productivity of the public servant. In 1989, the Advisory Committee on
Alcoholism and Drug Abuse was formed and held talks with various international agencies
including a US Delegation from the Select Committee on Narcotics Abuse. The goal was
to decrease the demand for drugs through education and control. (The Public Service
Reform Task force was then charged with the task of determining feasibility of
establishing the EAP for the Public Service Employees). An agreement was signed with
the United Nations Fund for Drug Abuse Control providing funding for an educational
programme to change the attitude and behaviour of the population However, in 1990,
after the attempted coup, Mr. Dumas, Head of the Public Service reports that he was
aware of the effect of this traumatic event on members of the service and on the Cabinet.
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He presented a note to the Cabinet which was accepted. In 1993, 3 years later, the
Ministry of Education launched its' Pilot Employee Assistance Programme for its
employees and their dependents.

The provider selected was a private independent consultant, Patricia Elder, Ph.D., CEAP
Director of Elder Associated Limited, providing comprehensive EAP services for the
Ministry of Education.

EAPs in the Private Sector
Present day EAPs are an outgrowth of these earlier alcohol programs. A very large and
influential recovery movement developed based on the Alcoholics Anonymous model. It
is estimated that there are currently 130 such self-help groups active in the country. Given
a population of 1.2 million, Trinidad has the highest number of such recovery groups per
capita in the world. By contrast, Jamaica, its West Indian neighbor, only has 8 such
groups for a population of 2.5 million. Building on the structure set up for alcoholism,
Trinidad was better able to deal with drug abuse issues such as marijuana in the 1970s and
the crack epidemic which started in the 1980s. The availability and cooperation of the
recovery movement is cited as an important resource and contributing factor to the
expansion of substance abuse prevention and treatment into the workplace (Ramkeesoon;
Remy).

For over 20 years, CARIAD has served as the training ground for substance abuse and
EAP practitioners. During the first two weeks of June in each year, a major conference
brings together a wide variety of people from all the Caribbean islands to learn about
addictions. Physicians, nurses, priests, nuns, lawyers, union officials, politicians, human
resource managers, and mental health professionals are among those who attend. Initially,
the focus was on alcoholism, then it expanded to include drug abuse, and later Dr.
Beaubrun introduced EAP sessions.

Based on a 1979 study which showed that 47% of all admissions to a major hospital were
for alcohol-related illnesses, the NCA formally called upon labor and management to
develop programs addressing this problem in the workplace. In 1982, the Council
developed a seminar on EAPs. The government's Minister of State Enterprises
encouraged the establishment of EAPs to provide early identification of problems,
particularly in relation to alcohol and drug abuse (Masi, 1984). A pattern of such
collaboration between professionals in other countries has continued. Trinidad EAP
professionals have visited the US to observe EAP practices and methods of dealing with
substance abuse problems (Masi, 1984), and they have shared their skills and information
with other countries in the West Indies (Ramkeesoon).

In 1985, a strategic national plan for substance abuse and EAPs was developed. This plan
led to $2 million in funding in 1988 from the United Nations for the purpose of creating
and implementing a national substance abuse prevention program. This is part of the
continuing link between Trinidad professionals and agencies abroad in the further
development ofEAPs in Trinidad (Remy).
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Over a period of several years, the United States Information Agency (USIA) financially
supported awareness seminars through the Trinidad and Tobago National Alcoholism and
Drug Abuse Prevention Program (NADAPP). This was a non-governmental project
which conducted seminars in various locations, using experts from the United States and
Trinidad from 1988 to 1992. By presenting information on topics such as enhancing
productivity through the use of EAPs, the intent was to sensitize business and government
leaders to the value of EAPs and the connection of social services with the workplace. A
special effort was made to invite different individuals to these seminars which were
directed at key leaders such as chief executive officers, bank managers, human resource
managers, and civil service department heads (Ramkeesoon).

Another factor in the rapid development of EAPs in Trinidad over the past 10-12 years
has been the action taken by American corporations to obtain such coverage for their
employees. These companies influence employment practices in the petroleum industry,
and in related industries such as service and construction, which form a large part of the
country's economic base (Remy). Nearly all large companies, as well as many smaller
ones (200-300 employees), now have EAPs and the market is still growing. The
government is also experimenting with such programs for its employees As Lionel Remy
remarked, "The whole country is going EAP" One vendor, Dr. 1. D. Ramkeesoon of
Health Consultants, has contracts to provide EAP services to Carib Brewery, Ltd., a large
local brewery which produces beer, stout, and non-alcoholic malts. Another contract is
with Indonesia-based ISPAT, Ltd., which is the only steel company in the Caribbean and
one of the largest steel companies in the world. Another vendor, Families in Action, holds
contracts for EAPs with US based Amoco, as well as the Trinidad government's Ministry
of Education (Gibson, personal communication, Fall 1995). This latter program is
significant as it was designed to operate for two years as the model federal program for all
government agencies. Lionel Remy, MSW, runs the internal EAP for Petrotrin, the largest
petroleum company in the region and formerly a government operation.

Services Performed
Most programs are external and are integrated with human resources departments. The
emphasis is on broad brush EAP services which are not limited to substance abuse but
cover most problems faced by the employee. There is a heavy emphasis on prevention
which reflects the country's many years of experience with substance abuse counseling
programs (Remy).

A relatively small number of professionals are trained in both psychiatric and substance
abuse issues. One estimate is that the number of individuals working in this field totals
about 100, with the average experience being 10-15 years. Roughly 20 of these are social
workers, a few more than that psychologists, and the majority are psychiatrists Of these,
only a handful have experience in designing, implementing and evaluating EAPs. It is left
to these individuals to provide services to the approximately 100,000 to 200,000
employees currently covered by an EAP

EAP professionals have been active in NADAPP which has its own EAP subcommittee,
chaired by the former head of Texaco's EAP program. This group is in the process of

377



establishing professional standards and is involved in an effort to establish a chapter of the
Employee Assistance Professionals Association (EAP A) (Ramkeesoon).

A Case Study: Petrotrin
Petrotrin's EAP has been serving employees of the national oil company since 1988.
Petrotrin and its predecessor companies (Trintoc and Trintopec) have sponsored 100
participants at CARIAD training over the past 20 years. The impact of this training and
the company's relationship with CARIAD led to establishing an EAP.

The services of this in-house program are provided by professionals employed by the
company, as well as some contracted employees, both fully integrated with the Human
Resources Department. The program has the visible support of the chief executive officer,
the board, divisional managers, and union representatives. An Advisory Committee
consisting of representatives from many divisions and union officials monitors and
evaluates the program and makes policy recommendations. Employee participation is
voluntary, although they may be referred through a constructive intervention process. The
utilization rate is a very encouraging 6% per capita, while the problem base is estimated at
25-30%.

In addition to comprehensive medical services at its own hospital and 8 health centers,
Petrotrin provides a wide range of social services for employees and their families.
According to a newspaper article:

Petrotrin's EAP offers confidential professional help to employees and
families who may be experiencing problems of alcohol and other drug
abuse, marital relationship problems, child and family problems, stress,
domestic violence, financial management and other psycho-social
difficulties. The aim is to assist in the identification and resolution of any
personal problems which may adversely affect job performance or personal
functioning/well being (At Petrotrin, 1995, p. 4).

An information flyer distributed to all employees delineated the following available
services: assessment and referral, counseling, employee education, EAP management and
supervisory training and consultation, stress management, peer support services,
organizational support, prevention services and external consultancy. The EAP advertised
its services to address the following types of issues: marital and/or relationship, child and
family, alcohol and drugs, financial management, stress (interpersonal and job related),
emotional and psychological, violence/abuse, critical incidents, and other personal
problems (10 Facts, n.d.).

The EAP has collaborated with the company's medical department to offer a stress
management program, worked with the training department to conduct EAP management/
supervisory training, and set up peer support groups and alcohol reduction programs (At
Petrotrin, 1995). A monthly forum series featured a discussion on domestic violence with
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a panel consisting of a child psychiatrist, a clinical psychologist, a medical social worker,
and the EAP administrator (Invitation, 1995).

Petrotrin has also created a Peer Support Program consisting of specially trained
employees who offer understanding and personal support to co-workers and channel those
who may need help to the EAP. Applicants to the Peer Support Program are
recommended by supervisors, union representatives or EAP staff based on their ability to
motivate and influence other employees. Final selection is dependent upon approval by
the EAP Administrator and training is provided in skills such as non-judgmental listening
and maintaining confidentiality. Peer Support programs assist the EAP with outreach and
education. Some have used their training to give talks to community groups on relevant
issues such as substance abuse or AIDS (Petrotrin peer, 1995).

A Case Study: Trinmar Limited
Trinmar Limited is a marine oil and gas company with about 700 employees. The
company has an American partner from which they have borrowed performance methods
and appraisal systems. Employees believe that this partnership has helped in the successful
establishment and implementation of the EAP.

Due to its remote location (offshore exploration and production bases), the company
decided to have an in-house EAP instead of accessing external providers. Problems have
included a high incidence of extra-marital affairs, several partners and children out of
multiple relationships with the attendant financial and relationship conflicts, as well as
alcohol and other forms of drug abuse. Trinmar is currently developing a drug-free
workplace program and a harassment policy.

There have been varying degrees of acceptance of EAPs. There is a group of practitioners
working to promote the awareness of EAPs to the corporate community on the islands. A
lack of trust in an EAP's confidentiality has prevented many from utilizing the services; it
is the provider's responsibility to overcome this obstacle.

A Case Study: Ministry of Education (Model for the Government)
In 1993, the Ministry of Education contracted Dr. Patricia Elder to design and implement
an EAP for its employees. This is an external program, and one designed specifically for
the Ministry according to its stated needs, as well as EAP A standards.

The program has been successful and has exceeded its goals. These include orientations
for each of the Ministry's 635 worksites nationwide (over 12,000 attended); the
availability of crisis intervention everyday for 24 hours via telephone; conducting regular
supervisor training sessions (over 100 were held); conducting regular educational
workshops for staff on various topics (4,700 participants); providing short-term
counseling services nationwide at Elder Associates offices (2,500 clients); and distributing
a quarterly newsletter, EAP/Link, to promote the EAP. Anonymous responses by users to
a survey further indicates that the program has been successful.
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A Case Study: Health Consultants, Inc.
J.D. Ramkeesoon, head of the EAP vendor Health Consultants, is also a proponent of
broad brush programs. Services provided by this company include counseling on family
matters, relationships, depression, stress, financial, legal, literacy, wellness, and work
performance. Supervisors are trained to identify troubled employees. Orientation and
education is provided for all staff of client companies. Seminars and films are offered on
how to raise a drug-free child, the medical aspects of substance abuse, stress management,
exercise, and other topics which may be of concern to employees.

The company also assists in introducing pre-employment and random drug testing. In
support of this function, Ramkeesoon spent time in the US in 1994 with the Boston and
the Houston Police EAPs. His company is currently working on EAP and drug testing
implementation for the Trinidad Protective Services which has employees in the prison
system, the army, fire departments, and the coast guard.

The vendor has made efforts to reach out to labor unions, making presentations to union
leaders to increase awareness of the role and functions of EAPs. Unions are encouraged
to request EAP coverage for their members where it is not currently available. A few
unions, such as the waterfront and oil field workers, send people to CARIAD every year.

Ramkeesoon has also traveled to Barbados, Jamaica, and Grenada in connection with
alcohol and drug abuse prevention and treatment efforts. There are very few resources in
those countries, so referrals are beginning to come to Trinidad for substance abuse
treatment. Professionals work as providers in cooperation with a treatment team. There
are a few EAPs in Trinidad which offer mainly information and referral services, but the
majority address a broad range of issues (Ramkeesoon).

A Case Study: Elder Associates Limited
Directed by Patricia Elder, Elder Associates Ltd. is a private firm that offers a full range of
psychological services to organizations and individuals. These include marital, child,
group, and individual counseling, testing, and training services. The company also
specializes in the design and implementation of EAPs.

The company was founded in 1993 by Dr. Elder, who is a counseling psychologist and a
Certified Employee Assistance Professional (CEAP). Its focus is on the culturally diverse
environment of Trinidad and Tobago, as well as the wider Caribbean region. Elder
Associates is staffed by a team of clinicians who are trained in the fields of psychology,
social work, counseling, and business.

Elder provides EAP services in accordance with EAP A standards. Their programs are
designed specifically to suit the needs of client organizations. Services include: needs
assessment, orientation, management consultation, supervisor training, assessment,
counseling, referral, follow-up, crisis intervention, and educational workshops. It also
offers a range of programs for staff development, including workshops on time
management, stress management, and team building.
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Financing
With the exception of a government program initiated at the Ministry of Education as a
pilot project, EAPs are financed by employers. The role of the unions has been a passive
one where they agree to the introduction of EAPs at the employers direction and expense.
There is a long history of outside financial support, especially for promoting the EAP
concept and holding training seminars for professionals, managers, and other interested
parties. Funding has come from the United Nations, the Pan-American Health
Organization, USIA, and the National Council on Alcoholism. A project is underway
wherein the USIA provides funding and specialists to assist NADAPP in reaching out to
publicize substance abuse issues, in both Trinidad and other Caribbean islands
(Ramkeesoon) .

Conclusion
Trinidad's Employee Assistance Programs evolved from a highly successful alcoholism
recovery movement which came to national prominence in the 1950s under the leadership
of Dr. Michael Beaubrun. The Caribbean Institute on Alcoholism and Drug Abuse has
provided a training ground for substance abuse and EAP practitioners for over 20 years.
The growth of EAPs was spurred by national and international sources which helped to
fund training and awareness efforts and international academic exchanges; and by the
influence of American corporations wishing to obtain coverage for their employees.

The EAP field includes an estimated 100 practitioners (mostly psychiatrists, social
workers, psychologists and nurses) who provide services for nearly all the large companies
and a growing market of smaller companies. Most EAPs are operated by vendors who
provide external, broad brush programs. They typically offer a wide range of services that
includes assessment and referral for substance abuse; supervisory training and
consultation; wellness education; critical incidents; and counseling for stress management,
marital/relationship, child and family, and emotional issues. Substance abuse treatment is
offered as part of an extensive, government health care network as well as through some
private, non-governmental facilities.

Trinidad stands out as an international leader in the EAP and recovery services available to
its citizens. The external vendor model borrowed from American companies has been
successfully adapted, implemented, and expanded throughout the country by dedicated
local practitioners. A flourishing EAP field continues to grow in Trinidad, and
practitioners have begun sharing their knowledge and expertise with other Caribbean
countries.
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Resources

Patricia Elder, PhD., CEAP
Director
Elder Associates Limited
Te1:809-639-1554
Fax: 809-625-6123
Email: eal@trinidad.net

Carmena Baird
Gen. Mgr.,
Trinidad & Tobago Chamber ofIndustry and
Commerce
P.O. Box 499, P 1,200,00,M 304
Port Of Spain, Trinidad W.I.

Ms. C. Baptiste
Ministry of Health
TeleTel: 809-624-6412
Fax: 809-623-9528

Mrs. Babb
Embassy of Trinidad and Tobago
Washington, DC
Tel: 202467-6490
Carol Bartholomew
Senior Psychiatric Social Worker
St. Ann's Hospital
Ministry of Health, St Ann's
Port of Spain, Trinidad W.I
Tel: 809-624-4379
Fax: 809-624-4379

Ms. Glenda Esdelle
Manager
Trade and Industry Development Services
Trinidad and Tobago Chamber ofIndustry and
Commerce
First Floor, Salvatori Building
Frederick Street
Port-of-Spain, Trinidad. W.I.
Tel: 809-623-8841/6
Fax: 809-624-7727

Ivis Gibson
Executive Director
Family Services in Action (FSA)
82 Marval Road
Port-of-Spain, Trinidad, W.I.
Tel: 809-622-6952
809-628-2333
Fax: 809-628-2333

June Maharaj
Exec. Dir.
American Chamber of Commerce of Trinidad &
Tobago
Hilton International
P 1,300,000, M 150
Port Of Spain, Trinidad W.I.
Fax: 809-627-7405

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

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

Dr. Victor Coombs
Chief Medical Officer
Trinidad & Tobago Oil Company, Ltd
Administration Building
Pointe-A-Pierre, Trinidad W.I.

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

Mr. Iveme Yearwood
Society for the Promotion of Social Care in
Trinidad and Tobago
Tel: 809-665-9104
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Lionel Remy, MSW, Administrator, Petrotrin
EAP,
Tel: 809-658-1291
Fax: 809-658-1291

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

Jennifer Sampson
Chief Technical Officer
Ministry of Social Development
1st Floor, Salvatori Building
Frederick Street
Port of Spain, Trinidad, W.I.
Tel: 809-623-8841

South Trinidad Chamber of Commerce
Suite 2311
Cross Crossing Shopping Centre
P 33,400
San Fernando, Trinidad W.I.
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United Kingdom
Eileen MacAlister, Senior Account Manager, Personal Performance Consultants,
(PPC)
Michael Shaw, The Validium Group

Introduction
The United Kingdom (UK) of Great Britain and Northern Ireland spans an area of over
240,000 square kilometres and hosts a population of approximately 59 million people; it
is a constitutional monarchy comprising the Queen and Parliament which is the main
legislature. Primarily an importer, the UK's natural resources consist of coal, oil and gas.
The literacy rate is 99%, and unemployment stands at approximately 10%.

The main organ of welfare provision in the UK is Social Services who have a long-
standing tradition of government responsibility rooted in the 'Statute of Cambridge' 1388
which sought to provide work for 'sturdy' beggars and to offer relief to those incapable of
work due to disability.

Since 1948, health care has been provided by the National Health Services (NBS) whose
purpose is to provide medical treatment on demand and free of charge at the point of
delivery. The NHS is run and regulated by the government. The government has
traditionally used the Health Education Authority to inform the UK population about the
NHS.

The UK's health and welfare services are becoming overburdened by the needs of its
people. As a result, private health care companies and voluntary organisations have arisen
as supplements to the government system.

Although under the NHS health care is supposed to be readily available on demand,
waiting lists especially for surgical procedures are long. Those who can afford it are
turning to the private sector in order to circumvent the waiting lists. Currently, 6 million
people opt to use private organisations to meet their health care needs.

Description of the Health Care Service
Historical Context
While the welfare state has its origins in the 14th century it was not until the early 20th
century that the first call for a National Health Service was made in a report to a Royal
Commission on the Poor Law in 1919. The scheme that took effect in 1911 was
administered by 'approved societies' and was financed by voluntary contributions from
employees, employers and the exchequer It was essentially an insurance scheme which
provided the services of a 'panel' doctor for all male workers earning no more than the
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national average wage. It did not cover hospital treatment for non working family
members. However, in return for extra voluntary contributions many 'approved societies'
also provided additional services, from spectacles and dentistry to cover for other family
members and, for those who could afford the contributions, hospital care.

During the 1920s and 193Os, it became increasingly apparent that the service could not
support itself from the voluntary contributions. Pressure for change grew continuing up to
the second World War. "It was the war, which forced the setting up of emergency medical
and hospital services to treat troops, bombing casualties and evacuees, that demonstrated
that a state organised health service could be run." (Timmins 1996.) What made it
possible was the 'Beverage Report' of 1942. This was followed by a White Paper in 1944
which declared "Everybody, irrespective of means, age, sex or occupation, shall have
equal opportunity to benefit from the best and most up-to-date medical and allied services
available." It went on to assert that the service would be "comprehensive" and "free of
charge," and that it would encourage good health "rather than the treatment of bad". In
1946, the National Health Service Act was passed by Parliament, and on 5 July 1948, the
NBS was established.

The NHS Today
Despite many changes in its organisation, financing and administration, the NBS has
maintained its fundamental philosophy. It guarantees health care to everyone in the UK
and has reciprocal arrangements with the European Union and others. The service
remains the responsibility of central government and is administered through local health
authorities as agents for planning and managing health services for their designated areas.

The service is financed through general taxation (86%), national insurance (11%), and
prescription charges (3%) (Elliot 1993).

Health care is provided on a comprehensive basis. Primary health services are supplied by
General Practitioners (GPs), dentists, opticians and pharmacists, who work within the
NBS as independent practitioners. Health Visitors, District Nurses and Midwives are
mainly employees of the NBS although they also work directly with GP's. Approximately
80% of these health care workers operate as teams from local health centres which allows
them to provide a multi-disciplined approach within a unified setting.

Along with direct treatment the NBS is responsible for preventative services. This takes
the form of education through the Health Education Authorities (HEA) , a component of
the NBS. The primary purpose of the HEA is to increase information and awareness in
order to influence personal behaviour in so far as it pertains to health (e.g. alcohol
consumption, family planning). The UK has adopted a preventative approach to those
health problems considered to be lifestyle related. Individual responsibility is now seen as
a key element in promoting healthy living.

In the fifty years of its existence, the NBS has undergone many changes and survived
numerous crises, none more so than in the area of financing. The NBS is subject to
increasing demands which impose ever increasing pressures on the economics of the
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service. In part, these pressures have been eased by improvements in efficiency but
financial difficulties remain. In the 1980s, hospitals began closing beds and services and
waiting times lengthened.

In the last decade, central government began to realise that a new approach to financing
the service was necessary if it was to survive.

"What finally emerged was the creation of a purchaser/provider split in the NBS with the
aim of running an internal market" (Timmins, 1996).

Health authorities ceased to have direct responsibility for running hospitals. Instead they
would become purchasers of health care on behalf of their populations, both from the
public and private sectors.

"Hospitals and community health services were to be allowed to become self governing,
created as free standing enterprises in their own right, while remaining in the public
sector" (Ibid).

Family doctors also were allowed to control their own budgets, thus placing them in
competition as purchasers of health care with other doctors and with the health
authorities. The scheme took effect on 1 April 1991, with the creation of 57 Hospital
Trusts and 306 Fund Holding doctors' practices electing to manage their own finances.

The creation of the internal market had little effect on the financing of the NBS, but did
have the effect of reducing waiting lists, at least in the short term. It also had another
significant effect. In the 1980s, approximately 11% of the population were covered by
private health care insurance. This figure remained constant until the mid 1990s.

"In this tight market the NBS Trusts prospered, providing increasing numbers of
dedicated pay beds ... and expanding their share of private patient treatment. .." (Timmins2
1996).

By 1995, the NBS Trusts had taken 16.5% of the private health care market. The NHS is
the largest single provider of private health care in the UK.

At the beginning of 1997, Family Health Service Authorities (FHSAs) were removed from
being a separate Authority and brought under the Local Health Authority (Health
Commission). However, some smaller FHSAs may still be in the process of transition at
the time of writing.

The NBS is not perfect; expectations will probably always exceed capacity. However,
international comparisons have been favourable, both in terms of measurable outcomes
and most certainly in terms of cost to the nation.
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Private Health Care
Private health care in the UK has been growing steadily over the past decade.
Approximately 6 million people, or 11% of the UK population, have private health care.
Of this 11%, 50% of individuals are insured by their companies. BUP A is the UK market
leader in Private Health Care in the UK and celebrated their 50th Birthday in 1997.
Different levels of care are offered to those individuals within private health care cover.
Currently, claims on private medical insurance amount to £26 million per week. Some
links and partnerships have been formed with joint research or projects between private
health care providers and the NBS.

Relevant Legislation
The Health and Safety at Work Act 1974 provides the main controlling legislation in the
UK. This Act covers the health, safety and welfare of employees and others from work
related activities. The Act requires that provision is made for:

1. Safe systems of work
2. Safe plant and equipment
3. Safe working environments

The Act is laid out as a series of general duties on both employers and employees.

The Health and Safety Commission is the body who develop policies, while the Health and
Safety Executive enforce the law.

Until recently, the focus for the Health and Safety Commission has been on physical rather
than psychological hazards in the workplace. However, a recent legal case (Walker versus
Northumberland County Council) has tested the attitude ofthe English courts towards the
employer's duty to protect against psychiatric harm generally.

Following the award of damages to Walker, the judge's view was that:

"whereas the law on the extent of this duty has developed almost exclusively in cases
involving physical injury to the employee as distinct from injury to his mental health, there
is no logical reason why risk of psychiatric damage should be excluded from the scope of
duty of care."

John Walker was a middle manager in Northumberland County Council Social Services
Department from 1970 to 1987. Between 1985 and 1987, despite repeated complaints to
his supervisor, suggestions about how his work could be reorganized, and warnings that
he was finding it very difficult to cope, John Walker's workload steadily increased. In
November 1986, he suffered a nervous breakdown. In March 1987, he returned to work
with the promise of assistance with his workload. However, this assistance was
intermittent and was eventually withdrawn. The combined backlog from his absence plus
new increases in his caseload lead John Walker to once more experience symptoms of
stress. He suffered a second nervous breakdown and retired on the grounds of ill health.
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The judge ruled that the employer was liable for the second nervous breakdown but not
the first.

Employee Assistance Programmes (EAPs) in the UK
In the UK, the first EAPs have been in existence from 1980. These were mainly in-house
programmes. However, by the end 1980s, several external providers were supplying EAPs
to large corporate organisations. The Britannic chapter of the Employee Assistance
Professional Association (EAP A) was first founded in 1991 with 20 active members. The
policies and standards of practice for EAPs in the UK were originally derived from
American professionals in the field, but the UK EAP A chapter recognized the differing
needs of the UK workforce and in response formed its own Program Standards Sub-
committee. This committee revised US standards for EAPs and adapted them to fit the
cultural, social, political, and linguistic needs of British society. Currently, UK EAPs
provide services to between 5-6% of the UK workforce covering 1,285,000 employees
(Berridge et al).

EAP A material describes UK EAP services as having a dual structure. EAPs are designed
to help employees with any personal problems or work related issues including stress,
relationship or family, financial, legal, and drug and alcohol problems. Also, they aim to
identify and address productivity issues in companies where an employee's problems have
affected their ability to work. EAPs provide services to three main client groups:
employees and their families, supervisory staff, and the organization as a whole. The
specific core activities of UK EAP include:

• Promotion programs that inform all employees of services available and how to u
se them. This is coupled with easy access to such services

• Expert consultation and training for managers, supervisors and other support staff
in the identification and amelioration of employees' job performance issues

Confidential, appropriate and timely problem assessment

Short-term professional counseling and other assistance, where appropriate

• Referrals for appropriate diagnosis, longer term treatment and assistance

Formation of links between the EAP service and other community resources that
provide relevant support services

Follow-up and monitoring of employees who use such services (UK Standards,
1995).

New developments in the UK include the UK were published in Fall 1998. Also a Scottish
chapter of the EAP A has beeb operational since Spring 1998.

Case Study: Personal Performance Consultants UK Limited
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Personal Performance Consultants UK Limited (PPC UK), one of the largest EAP
providers in the United Kingdom. The wide variety of services supplied are individualized
and structured around the specific culture of the organizations they serve. PPC UK has
offices in Oxford, London, Manchester, the Midlands, Edinburgh and Aberdeen.

PPC UK offers a 24-hour help-line which operates 365 days a year and is staffed by
trained counsellors. Employees access EAP services via this method and can receive
comprehensive assessment and immediate intervention concerning personal issues such as
finances and health. Employees also receive legal advice through a separate help-line
staffed by lawyers who will answer questions and may provide written documentation if
requested. The help-line is a key factor in preventing many problems from intensifying,
because it is accessible at any time from the client's home and offers confidential support.
To keep services current, PPC UK conducts regular evaluation surveys.

Help-line counsellors refer callers for face to face counselling when appropriate.
Counselling can be arranged within 48 hours and clients usually receive services within 3-5
days of their initial call. PPC UK has a national network of 500 counsellors from different
professional backgrounds including clinical psychology, psychotherapy, psychiatric social
work, community nursing, and others accredited by the British Association for
Counselling. The client's needs are of the utmost priority when being matched with a
counsellor. PPC UK recognizes that obtaining counselling is a very personal matter and
attempts to accommodate the client's preferences for gender, ethnicity, religious
background, and/or geographic location.

PPC UK believes that in order for an EAP to be effective it must be successfully
integrated into the contracted organization. Therefore, once a package of services has
been targeted for an organization, they provide "awareness sessions," which are designed
to educate employees and mangers about services and procedures. Managers are also
provided with training to identify and approach employees with performance issues who
could benefit from EAP services.

PPC UK recognizes that tragedies occur which can have catastrophic effects on an
employee's well-being. They were the first EAP in the UK to develop a Critical Incident
Management Unit to deal with catastrophic crises. This unit is designed to provide
specialized support for psychological recovery to persons affected by fires, floods,
explosions, accidents, and violent crimes. The Critical Incident Management Unit is multi-
faceted. Crises are addressed through a comprehensive approach which includes pre-
incident support planning, training for personnel, telephone counselling, debriefing those
affected, and short term post-trauma counselling. This system for handling crises can help
minimise the effect of trauma on the workforce and stimulates the continuation of an
effective working environment.

Implementation of a PPC Employee Assistance Program is a three-stage process which
includes assessment of needs, delivery of relevant programs and evaluation for
effectiveness. PPC UK is an excellent example of the wide range of services that EAPs
can provide to organizations.
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Case Study: ICAS Ltd
ICAS Ltd was established in the mid-1980s to provide counselling services to the business
community. It is a large EAP provider in the United Kingdom. It works with client
companies to tailor programs that complement the organizational culture and the services
already provided by the client. Services are provided through a national and international
network of professionals, and ICAS has offices in England and Scotland.

ICAS services include a 24-hour help-line staffed by counsellors, manager referral
programs, a referral process aimed at managers with troubled employees, critical incident
management, education and training that cover such topics as stress management and
specialist services on mentoring, managerial consultancy, diversity, managed care and
others (lCAS brochure). ICAS services cover 300,000 people from 120 organizations of
which 90% are private sector and the remaining 10% from public sector employment.

Case Study: The Validium Group Limited
The Validium Group Limited was established in the late-1990s with a view toward
offering an enhanced EAP, effectively an Organisational Support Service with a broad-
brush EAP at its centre. Validium works with its customers to specify EAP services that
are tailored to its requirements.

Validium worked hard from the outset to set the highest possible standards. In 1999,
Validium became certified to the international quality standard IS0900 I, and in early
2000, became the first non-manufacturing company in the world to be certified to
SA8000, the only independently auditable standard for ethical sourcing and social
accountability. At a service delivery level, Validium primarily uses Chartered
Psychologists as its providers for the delivery of face-to-face counselling services. In the
UK, a recognised professional body, the British Psychological Society, regulates
Chartered Psychologists. In every case, a provider is selected that best matches the
client's needs. The company is a registered external provider with EAP A, UK.

Validium's services include a 24-hour, 365-day help line staffed by counsellors, nurses,
lawyers, accountants and information staff. Management training is fundamental to the
Validium EAP and a seminar covering issues such as EAP management referral and
recognition of the troubled employee is made available to each manager prior to
implementation of the service. Employees and their families have access to the Validium
web site customer area that includes useful information on the service as well as links to a
wide selection of useful resources. This service can be linked to a company's Intranet site
if required.

In addition to face-to-face intervention, Validium offers a range of organisational
consultancy services, including critical incident management, psychological assessment
services, general management training and coaching, sickness absence management, audits
and surveys, drug and alcohol policy development and implementation, expatriate support
services, and training.
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Perhaps uniquely, Validium's EAP services are included as an intrinsic part of the
Expatriate Private Medical Insurance Policy operated by Europe's largest health insurer.

Validium has customers in the UK, Ireland, and continental Europe and covers the EAP
needs of expatriates throughout the world.

Case Study: Ceridian Performance Partners, Limited, UK
Ceridian Performance Partners, Limited, UK is a subsidiary of Ceridian Performance
Partners headquartered in Minneapolis, Minnesota. Service in the UK include the life-
works service, a telephone help line for employees, as well as consulting in the area of
work-life balance. Life-Works represents a combination of employee assistance and work-
life programs. In the US, it is referred to as "One Source." Penny deValk is the managing
director for Ceridian in the UK.

Case Study: Counselling in Companies (OC)
Launched in 1988, CiC has grown into a major provider of consultancy and counselling
services to the managers and staff of companies, local authorities, and voluntary
organizations. It has its own extended network of qualified counsellors and therapists
throughout the country selected for their experience and orientation. Coherence of
approach is important as much for the effectiveness as for evaluation and research.

CiC draws on the experience of a broad team of senior and executive level managers from
industry combined with the work of the WPF, its parent body located in Kensington. This
was founded in 1969 and is both a major training institution for counsellors and
psychotherapists and one of the largest general counselling agencies in Britain. By the mid
90s, through its network of 50 affiliated and associated centres across the UK each week,
some 1,700 people were receiving psychological support, either individually or in groups.
WPF is a charitable organisation which strives to counsel members of the public
irrespective of status, income, ethnicity, sexual orientation or religious affiliation. CiC
contributes all its earnings towards the continuance ofWPF's counselling services.

Financing
British vendors utilize one of three models for financing EAPs. The first determines cost
on a per capita basis. The level of services contracted and size of the company determine
the cost of the EAP for each employee who is covered by the program.

Another means of financing uses a set project management fee with additional expenses
for specific services rendered. This approach charges an initial fee for the implementation
of the EAP and accrues additional costs depending on the number of counselling hours
provided. The third means of financing is the global fee. Global fees are an integration of
the project management and counselling costs. Companies are charged by the number of
hours of counselling services they receive. The per-hour counselling fee includes all of the
expenses of the EAP, including implementation and service delivery.

While all methods of financing are used, the per-capita method IS the most common
(Hopkins, per. com., Fall 1995).
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Alcohol Issues
Alcohol problems in the UK are receiving increased attention in the workplace. Baggot
and Powell (1994) write:

"Studies of alcohol consumption in the UK suggest that up to 28% of the male workforce
and 11% of the female workforce may be consuming amounts above recommended limit
and that heavier drinking is associated with increased sickness absence. Inappropriate
drinking, such as heavy drinking during the week and drinking at work, have also been
associated with low productivity and sickness absence. The total cost to UK industry of
alcohol related industrial accidents, absenteeism, low productivity and premature death,
may be as high as £2 billion at current prices. "

Current UK Government recommendations are as follows:
For Men

regular consumption of 3 to 4 units a day by men of all ages - low level of risk
consistently drinking 4 or more units a day is not advised
the health benefit from drinking applies only to men over 40. Drinking one or two
units a day will offer some protection against heart disease

For Women
regular consumption of 2 to 3 units a day by women of all ages - low level of risk
consistently drinking 3 or more units a day is not advised
the health benefit from drinking applies only to women who have been through
the menopause. Drinking one or two units a day will offer some protection
against heart disease
women who are pregnant or trying to become pregnant should not drink more than
1 or 2 units of alcohol, once or twice a week.

What is a unit?

A unit of alcohol is
a half pint of ordinary strength beer or cider

• a small glass of wine
a pub measure of spirits.

Department of Health (1995)
Recent research conducted in 1997 (University of Strathclyde) found that "It is apparent
that the evaluation of the effectiveness of alcohol policies is in its infancy. Few firms keep
and collect any data which would enable such evaluation to take place."

Findings from this recent study concluded that in the UK:

The consumption of alcohol in the work place is a regular but localised problem
rather than a broadly based chronic problem
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Certain firms and certain groups of employees show patterns of alcohol
consumption in general, and patterns of alcohol consumption during working
hours that differ from other firms/groups. Male manual workers appear to be the
highest consumers; above average consumption is also reported by those in arts
and media; the position of more highly paid women invites some further
investigation

Alcohol-related absenteeism is higher among heavier drinkers. However, there
appears to be no simple relationship between alcohol use either in general, or
during working hours, and absenteeism

It appears that more lax and tolerant attitudes on the part of management are
sometimes associated with higher levels of consumption. It also appears that this
set of circumstances is more likely to arise in industries where the work is carried
out is seen as less safety critical

A majority of alcohol policies seem to have been put in place as a response to
external pressure. Foremost amongst these appears to be legislation.

How EAPs will address this problem will be most interesting to follow.

Conclusion
The increasing development and use of EAPs in the UK reflects the changing needs of UK
society and demonstrates the extension of private and independent providers into the
workplace. The presence of EAPs in the UK is history-making in itself in that it places the
emphasis for personal health onto the individual. (Thus, changing the relationship
between UK citizens and the Welfare State).
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United States
Dale A. Masi, DSW, Professor, University of Maryland Graduate School of Social
Work, President and CEO, Masi Research Consultants, Inc. (MASI)

Introduction
Over the past several decades, Employee Assistance Programs in the US have grown to be
very well accepted as human resource offerings that deal with employee needs that may
affect workplace performance. Originally, an EAP had been defined as a professional
assessment, referral, and/or short-term counseling service offered to employees with
alcohol, drug, or mental health problems. Employees are either self-referred or referred by
supervisors. Today, in the US, EAP services also broadened to include different models as
well as additional services.

Description of the Health Care System
History
Up until the 1930s with President Franklin Delano Roosevelt, Americans paid for their
health care out-of-pocket. Physicians were expected to donate one day a week free for the
poor and these were usually served in clinics attached to hospitals. Roosevelt began the
new system of employers paying or contributing to costs of health care. This system
flourished in the US with a laissez faire approach. As health care became more expensive,
Managed Care was introduced. Through a system of gatekeepers, Americans have to
obtain approval to be seen by specialists and/or for hospitalization before being admitted.
Depending upon their plan, they may co-pay 50% or less. A system of Preferred
Providers Organizations (PPOs) has been established whereby specific rates have been
negotiated with the Managed Care company and the patient must use one of the
designated providers or incur a charge for outpatient services.

An additional major health plan system is the Health Maintenance Organization (HMO)
where everything is pre-paid by the employer and the patient pays nothing or considerably
less than full rates. There is much criticism of the HMO model because pre-pay leans
towards restriction of care.

For the poor in the US, MEDICAID is available. This covers medical expenses and
provides a floor for services. For those 65 and over, regardless of income, MEDICARE
exists. This is highly expensive for the US economy, as it provides a great deal of
coverage. There is no national health care system in the US.

Managed Behavioral Care
Mental health coverage follows the Managed Care model. The objective of Managed
Behavioral Care (MBC) is to monitor and control the utilization of mental health and
substance abuse services, specifically concentrating on costs while maintaining the quality
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of care. After the client's needs are met with the appropriate treatment, the delivery and
outcome of the services are monitored by the l\1BC case manager.

Managed Behavioral Care began in the 1970s and expanded into the 1980s to greatly
impact the mental health and substance abuse treatment fields. Three historical
developments define the growth application of Managed Care to the behavioral treatment
field:

1) During the 1960s, most insurance carriers reimbursed services provided by a relatively
small group of the country's psychiatrists. During the following two decades, the nation's
attitude toward therapy for emotional and substance abuse issues dramatically changed.
This resulted in the expansion and divergence of the counseling professions into
psychologists, social workers, marriage and family therapists, substance abuse counselors,
and clinical nursing specialists.

2) By the end of the 1980s, most larger communities had their own competing in-patient-
based substance abuse and/or adolescent treatment facilities, which offered intensive and
costly care. They became large employers of counseling professionals (psychiatrists,
psychologists, social workers, chemical dependency counselors). This new venue for
clinical services became an important source of income for these professionals, out-
producing their private out-patient practices. Many employee-sponsored health plans do
not provide equal benefits for mental health care. Recent legislation in the US may change
this.

3) As managed care for special health developers began to have an impact on the
behavioral health care, separate companies provided management of mental health and
substance abuse services. PPOs were formed from mental health professionals. HMOs
required the primary care physician to be the referring resource for mental health as well
as physical health specialists.

The Mental Health Parity Act was signed September 26, 1996 by President Clinton and
requires health care plans to provide equal limits (annual and lifetime) for medical/surgical
benefits and mental health benefits. The MPHA does not require that health care plans
offer mental health benefits, but if they do, the benefits cannot be lower than those for
medical/surgical. Companies with fewer than 50 workers and federally funded health care
plans are exempt from compliance with MPHA. Otherwise, companies must comply with
the Act. The regulations took effect beginning January 1, 1998 and end on or after
September 30, 2001 unless additional congressional action is taken. Responsible
companies are moving toward mental parity. Others will follow suit, particularly in the
present atmosphere of a competitive labor market.

The Substance Abuse Treatment Parity Act
In 1997, Rep. Jim Ramstad (R-MN) and Sen. Paul D. Wellstone (D-MN) introduced the
Substance Abuse Treatment Parity Act (SATP A) to address parity for substance abuse
treatment benefits. Like the MPHA, the SATP A would require health and insurance plans
that offer substance abuse treatment benefits to have those benefit amounts equal to
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medical/surgical benefits. Also similar to the MPHA, the SATP A would not require plans
to offer substance abuse treatment benefits, but if they did, the benefits cannot be lower
than those given for medical/surgical treatment. As with MPHA, to contain costs
employers and insurers may reduce benefit coverage overall, not offer substance abuse
benefits, or require higher co-payments or deductibles.

History of OAPs and EAPs
Employee Assistance Programs in the United States evolved out of Occupational
Alcoholism Programs (OAPs) which began in the 1940s. OAPs were developed through
the efforts of recovering alcoholics and dealt exclusively with alcoholic employees. GAP
counselors were recovering alcoholics themselves. They were aware of the denial
mechanism utilized by alcoholics, the value of confrontation, and of using the job as
leverage in the treatment process in order to get help for an impaired employee.

During the 1970s, there was a transition in the GAP field. It became increasingly difficult
to justify treating only alcoholic employees. Consequently, the evolution of broader-based
programs called Employee Assistance Programs (EAPs) began. Unlike OAPs, EAPs
treated other maladies such as emotional, family, and marital problems.

In the early 1970s, members of the GAP field formed the Association of Labor-
Management Administrators and Consultants on Alcoholism (ALMACA). ALMACA
began as a non-profit, government supported organization of practitioners involved in
occupational alcoholism and employee assistance programming. In 1989, it was renamed
the Employee Assistance Professionals Association (EAP A) to signify a broader
representation than alcoholism programs. This organization, now self-supporting,
continues to serve as the professional body for OAPIEAP practitioners. The organization
has chapters throughout the United States with approximately 7,000 members and has
many working national committees which continually address professional issues. There
are also chapters in many other countries.

In addition, the Employee Assistance Society of North America (EASNA) serves as a
professional organization for EAP practitioners and has members from both Canada and
the United States. EASNA is considerably smaller than EAP A. Its primary mission has
been to accredit EAPs. It has recently partnered with the Council on Accreditation (CGA)
and is launching a major effort to regulate and standardize EAPs by providing recognized
criteria for practice. With federal government support, this will have major implications for
the EAP field in the US.

The EAP field expanded in the 1980s as large numbers of employers, from Wall Street
corporations, manufacturing plants, and hospitals to small companies and sports teams,
became concerned with drugs at the worksite. The passing of the Drug Free Workplace
Act of 1988 encouraged companies to implement EAPs.

Today, the large corporation without an EAP is the exception. Middle-sized and small
businesses are also rapidly developing programs.
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Relevant Legislation
Various laws in the US have been a strong impetus for the development ofEAPs.

The passage of The Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment
and Rehabilitation Act (the Hughes Act) by the United States Congress in 1970 was a
significant factor in the development of occupational alcoholism programs. This law
established the National Institute of Alcohol Abuse and Alcoholism (NIAAA) in the US
Department of Health, Education, and Welfare to guide the national efforts in combatting
alcohol problems in the public and private sectors, and mandated that alcoholism programs
be instituted in all federal agencies and military installations. It was amended in 1972 to
include drug abuse. The Occupational Program Branch of the NIAAA offered technical
assistance and guidance to organizations interested in implementing programs and also
provided an impetus to the occupational alcoholism movement. The Department of Health
and Human Services funded two OA employees in every state. One staff member was to
develop programs in the public sector and one in the private. This was a major boost for
the EAP field.

42 CFR Ch.I: Confidentiality of Alcohol and Drug Abuse Patient Records established
very strict confidentiality rules for alcohol and drug records. However, because EAP cases
include mental health cases, US Department of Health and Human Services attorneys
ruled that EAP cases would also come under this legislation. Otherwise there would have
to be two systems of records, thus identifying the substance abusing clients.

In 1988, the passage of The Drug Free Workplace Act required all federal contractors and
grantees to maintain a drug-free workplace. The Act mandated drug awareness programs
for employees and training of supervisors for companies that have federal contracts.
Employers that have a single contract of$25,000 or more with the federal government and
those that have received a grant from the federal government are affected by this Act.

The Act requires covered entities to:

Certify that they would provide a drug-free workplace
Publish a statement notifying employees of the prohibitions against drug use,
distribution, and possession in the workplace. Employees are also to be informed
of the penalties for violation of this prohibition
Establish a drug-free awareness program and inform employees of the resources
available to them
Require each employee directly involved in the work of the contract or grant to
notify the company/grantee of any criminal/drug statute conviction for a violation
occurring in the workplace
Recommend having an EAP available

• Notify the federal government of such a violation
Require the imposition of sanctions or remedial measures for an employee
convicted of a drug abuse violation in the workplace.
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The Americans with Disabilities Act of 1990 (ADA) applies to companies with 15 or more
employees. Title I (Employment) of the ADA prohibits the discrimination of an applicant
or employee on the basis of a perceived disability. The ADA legislation expanded the
protection provided by the Rehabilitation Act of 1973, which prohibited discrimination
against handicapped individuals working for the federal government under federal
contracts. The ADA defines a "qualified individual with a disability" as "an individual with
a disability who, with or without reasonable accommodation, can perform the essential
functions of the employment position that such individual holds or desires. "

The ADA also states that employers may:
Hold an alcoholic or drug user to the same standards of employment or job
performance as other employees, even if unsatisfactory performance or behavior
is related to the employee's alcoholism or drug use
Require compliance with federal regulations and standards regarding use of
alcohol and drugs.

An employee's condition as an alcoholic cannot be used to excuse him or her from
performance standards applicable to others. If an employee needs an accommodation, he
or she must ask the employer for it. In return, the employer has to provide some form of
accommodation to enable the employee to perform his/her essential functions.

The Family and Medical Leave Act entitles covered employees to up to twelve weeks of
job-protected but uncompensated leave to treat their own serious health condition which
may include alcoholism and drug abuse.

The Omnibus Transportation Employee Testing Act (Public Law 102-143, Title V)
The Omnibus Transportation Employee Testing Act (Omnibus Act) of 1991 expanded
existing drug-testing rules from 1988 by requiring alcohol and drug testing of safety-
sensitive employees in the aviation, motor carrier, railroad, and mass transit industries
(which includes the non-federal public and private sectors). All persons with commercial
driver licenses are included. It additionally covers breath alcohol testing procedures and
provides guidelines for split urine sampling-the process of dividing a urine specimen into
two so that the second, or "split", sample can be used for confirmation testing-and the
Substance Abuse Professional (SAP) assessment.

On February 15, 1994, the Department of Transportation (DOT) required implementation
of drug- and alcohol-abuse prevention programs by January 1, 1995, for employers with
50 or more safety-sensitive positions and January 1, 1996, for employers with less than 50
workers. Employers are responsible for implementing and conducting these programs.
They can choose to contract out for these services, use their own employees, or enter into
a consortium with other businesses.

EAPs in the US
The 1990s brought many changes to the EAP field. Increasing health care costs
accelerated the development of Managed Care and the re-orientation of EAPs toward
health benefits. Workforce 2000 (the influx of women in part-time positions, the
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decreasing numbers of young people, and an increasingly aging population) brought an
expanded emphasis on work-family, cultural diversity, and health promotion programs.
Finally, mergers and acquisitions and downsizing of companies resulted in EAPs becoming
expert consultants in critical incident debriefing and the prevention of violence in the
workplace. Recent estimates conclude that there are now approximately 13,000 EAPs in
American work organizations, as compared to 5,000 in 1981.

It is now estimated that approximately 50 to 60 million lives covered by EAPs. The annual
cost per employee is estimated to be $25-35 per employee per year. Funding is done on a
per capita basis. The EAP annual revenue is roughly $430 million. The highest rate of
growth is occurring in companies with 25 - 500 employees. (These figures are understated
because of EAP costs incurred by self-insured employers offering combined
EAPlManaged Behavioral Health Care products.)

Most EAPs in the US are delivered through external providers. There are many different
EAP models specifically designed to meet the needs of a variety of companies. Company
size, geographic location and diversity, employee population, and goals of the program are
all factors in the decision of which model a company will choose:

1) An in-house (or internal) model is one in which the entire EAP staff is
employed by the company. A company manager supervises the program's personnel,
approves policy, and finalizes all procedures. It can be housed physically in or away from
the company's worksite.

2) An out-of-house (or external) model is one in which an outside firm is
contracted to provide the EAP staff and services. The contractor might provide services in
its offices, in the company's offices, or both. This model is viewed as providing better
accountability, lower legal liability, and ease of program start-up and implementation.
Many companies prefer a contractual approach because they believe an outside vendor can
foster an employee's confidence in the confidentiality of the program.

3) A consortium model is an EAP in which several companies pool their resources
to develop a collaborative program and maximize individual resources. This enables the
vendor to reach multiple employers under one program umbrella and is ideal for
companies that do not have enough employees to warrant their own EAPs. Federal
agencies have utilized this approach more than private corporations.

4) An affiliate/subcontractor model is a model in which a vendor subcontracts
with local professionals rather than using salaried staff. This model allows for service
delivery in remote areas or areas in which the company employs a small number of people.
Increasingly, EAP vendors are reducing staff and utilizing affiliates.

The current trends in EAPs are moving toward one of three directions: 1) a traditional
stand alone EAP; 2) a Managed CarelEAP product; or 3) a Work-Life Human Resource
Program emphasis.
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The first model, which is the traditional stand-alone EAP, offers the following essential
ingredients:

- Organization Design/Model
- Program Support
- Program Plan
- Policy Statement
- 800 Line
- Legal Issues
- Funding, Budgeting
- Evaluation
- Union Training
- Workplace Violence Training
- Assessment/Referral
- Short Term Counseling
- Appropriate Follow-Up
- Clinical Supervision
- Referral Network
- Management Consultation *
- Supervisory Training
- Employee OrientationlEducation
- Critical Incident Debriefing

* Developing also as organizational development.

The second EAP model, the integrated Behavioral Health Care model, includes the
following essential ingredients in addition to the above:

- Gatekeeper
- Case Management of Benefits (not clinical)
- Developing Preferred Provider Networks

The third, which emphasizes work/family and human resources, includes the list below
This is the fastest growing area, with new programs are being added.

- Career Development and Growth
- Childcare
- Concierge Services
- Critical Incident Stress Debriefing
- Cultural Diversity Counseling
- Educational Counseling
- Eldercare
- Financial Counseling
- Free Legal Services
- Health Promotion
- Literacy and other essential skills
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- Outplacement Services
- Preventing Occupational Violence
- Relocation Counseling
- Retirement Counseling
- Work/F amily Issues

Future Trends
I) Increased Professionalism - Further development of the Certified Employee Assistance
Program (CEAP) and move toward licensure. As of January 2000, there are 4,492
CEAPs.

2) Accreditation - As stated above, at the present time, the Council on Accreditation
(COA) and the Employee Assistance Society of North America (EASNA) have formed a
partnership which will set standards for new policies and procedures for service delivery.
Beta testing of the new standards will occur in Summer 2000.

3) Technological Developments - EAPs are heavily involved in telephone counseling and
online counseling. Distance education for professionals is underway.

4) International Growth by US companies - At the present time many countries in all of
the continents have EAPs for US companies. EAP A chapters exist in the UK, Ireland,
South Africa, Australia, Brazil, and others.

Training
There is a lack of training in the EAP field. Most EAP programs are in schools of social
work with the University of Maryland hosting the largest EAP program. Other schools call
their program Occupational Social Work. Current programs include:

University of Maryland
Columbia University
Syracuse University
Hunter College
New York University

Students graduating per year
45 - 50 students
37
25
24
11

In addition, there is the EAP Advanced Management and Practice School provided by the
University of Maryland School of Social Work which is held annually to provide an
intensive week-long course dealing with advanced EAP knowledge, and "cutting-edge"
developments for EAP professionals.

EAP Providers
There are many mid-size to national employee assistance providers in the US. National
employee assistance providers have the advantage of national provider networks and
delivery systems. Mid-sized, regional employee assistance programs have the advantage of
the capacity to serve many multi-state employers, flexibility to customize services for
payers, and the ability to delivery programs that are perceived to have better personal
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service. However, regional EAPs more often have greater financial complications
National providers have greater financial ability to invest in information systems that are
capable of complex data gathering and collection. Their biggest disadvantage is a lack of
consistency within all programs across the country.

The largest providers and their respective covered lives are as follows: Magellan Health
Services (11,000,000); Managed Health Network (3,773,778 ValueOptions, Inc.
(3,000,000); Horizon Health Corporation (2,000,000); ComPsych Corporation
(2,800,000); FEI Behavioral Health (2,800,000); VMC Behavioral Health Services
(1,900,000); Ceridian Performance Partners (1,712,295);. (All of the following data were
taken from Open Minds Industry Profile, September 1998 - July 1999).

Ceridian Performance Partners represents the largest EAP with a major work/life
emphasis. Their program is referred to as Life Works One Source. It is headquartered in
Minneapolis, :MN.

Com Psych Corporation is a national and international for-profit provider of EAP,
managed behavioral health, work-life, legal and financial services, and organizational
consulting services. It is headquartered in Chicago, IL.

FEI Behavioral Health has been providing national and international comparues
behavioral services since 1979. It is headquartered in Milwaukee, WI.

Horizon Health Corporation is a for-profit behavioral health services to provide EAP
and managed behavioral health. It is headquartered in Lewisville, TX

Magellan Health Services is America's largest managed care organization and covers 68
million individuals nationwide. It employs over 11,600 workers and is a $2 billion
managed care organization. One of their core companies, Magellan Behavioral Health
consists of three strategic divisions: Health Plan Solutions Group, Public Solutions Group,
and Workplace Solutions Group. Workplace Solutions Group now manages services for
23. 1 million individuals in the US and in 60 countries through a unique, integrated
portfolio of locally and nationally based services, including a network of more than 5,000
specialty EAP providers and 40,000 behavioral health care providers. It is headquartered
in Columbia, MD.

Managed Health Network (MHN) is a for-profit subsidiary of Foundational Health
Systems. It operates with nearly 52 regional and branch offices in 15 states. It is
headquartered in San Rafael, CA.

ValueOptions, Inc. is a privately held, for-profit managed behavioral health organization
which resulted from a merger of OPTIONS Health Care, Inc. and Value Behavioral
Health in 1998. It is headquartered in Falls Church, VA.

VMC Behavioral Healthcare Services, a division of the Vasquez Group, Inc. is a
provider of EAP, work-life, and managed behavioral healthcare programs since 1976. It
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provides EAP services in over 10,000 locations across the US It is headquartered in
Gurnee, IL.

Conclusion
The field of EAPs in the US today is vastly different from the occupational alcoholism
model of 1940. With the present US labor shortage, employers are continuing to offer
many enticements to retain employees. The additional EAP services are examples. With
the projected employee shortage, EAPs will continue to maintain an important role within
the US workforce. Technological advances are changing delivery models dramatically and
lastly, the expanding and changing global workforce provides additional challenges to the
EAPfield.

Resources

Dr. Dale Masi
Professor
Employee Assistance Specialization
University of Maryland School of Social Work
525 West Redwood Street
Baltimore, MD 21201
Tel: 410-706-3616
Email: masirsrch@aol.com
Web: http://www.eapmasi.com

Employee Assistance Society of North America (EASNA)
Barbara Marsden, President
Manager, Genesis Health System EAP
2535 Maplecrest, ste 26
Bettendorf, IA 52722
Tel: 319-421-3660
Email: marsden@genesishealth.com

Employee Assistance Professionals Association, Inc. (EAP A)
Sheila Macdonald, Director, Legislation & Public Policy
2101 Wilson Boulevard, Suite 500
Arlington, VA 22201-3062
Tel: 703-387-1000 x309
Email: Ippdir@eap-association.org

David Liederman
President & CEO
Council on Accreditation (COA)
120 Wall Street, 11th Floor
New York, NY 10005
Tel: 212-797-3000
Email: coanet@aol.com
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Programs in the United States Armed Forces
Tammy Farmer, MSW

Introduction
Department of Defense
The United States military is one of the largest "industries" in the world, employing over 2
million active duty and civilian personnel. The Department of Defense (DOD), whose
mission is "to provide the military forces needed to deter war and to protect the security
of our country," employs these personnel. The Department of Defense is a cabinet-level
organization comprised of three military branches (Army, Navy, and Air Force) and
fourteen defense agencies. The Marine Corps is a second armed service operated under
the Navy. As of September 1998, there were 1,394,429 active duty personnel serving all
over the world, including the United States and its territories, Europe, the former Soviet
Union, East Asia and the Pacific, North Africa, the Near East, Sub-Saharan Africa, and
numerous other foreign countries. The DOD also employs 703,000 civilians whose
various jobs are designed to support the military personnel and the DOD mission. Like
the military, these civilians serve allover the world, often in remote locations along side
active duty military. There are also approximately 1.5 million military retirees, living in
the United States and abroad. As retirees, they remain eligible for many of the services
provided to the military, though there are some limitations. Finally, there are 1.35 million
ready and stand-by reserves, who are able to be called up for active duty service at a
moments notice. Recent peacekeeping missions such as Bosnia have seen the activation of
reserve troops, often leaving behind families for extended periods (Defense Almanac,
1999).

Issues to consider
Composition of the force
Though many different people serve in the military, the vast majority are young, likely to
be married and to have children. Over 62 % of the active duty military members are age
30 or under, and over 92 % are age 40 or under. Many minorities choose to serve in the
military. Over 36 % of all enlisted members are minorities, while only 16.4 % of
minorities are officers. Women also make up a large portion of the military, with almost
200,000 on active duty service in 1998. Education levels vary greatly among military
personnel, from no high school diploma (or GED) to advanced degrees. The vast majority
of officers (89.4%) have a baccalaureate degree or higher, while less than five % of
enlisted personnel have a baccalaureate degree or higher (Defense Almanac, 1999) It is
evident, based on these statistics, that military service providers must be able to provide
services to a diverse population.
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The Military Family
When discussing service provided to the military, one must also consider the family
members of active duty, civilian, and reserve personnel. The Military Family Resource
Center (1998) estimates that over 58% of active duty members are married. Additionally,
many married military couples have children, often young (40 % are 5 years of age or
younger). In fact, "military family members outnumber service members 60 % to 40 %"
(Military Resource Center, 1998). The growth of females in active duty service has
resulted in numerous dual military couples (where both husband and wife are on active
duty service), with many mothers facing deployment and leaving children behind for long
periods of time.

Military spouses and children are an important part of the military community. In the past,
military spouses have often been forgotten. However, the military has recently begun to
realize the valuable contributions they make and recognize their efforts. For example,
when members of the 1st Armored Division returned from an II-month deployment to
Bosnia, spouses of the soldiers were recognized during the awards ceremony and
presented with a IIScroll of Appreciation" to recognize their sacrifices in support of the
peacekeeping mission. Military spouses are often asked to endure prolonged separations
from their spouses, sometimes in remote and foreign locations. Further, they must endure
frequent moves, known as a Permanent Change of Station (PCS). Approximately one
third of all military members make a PCS move every year, and the average length of stay
at one site is 2 to 3 years (Military Resource Center, 1998). In testimony to the US House
of Representatives Hearing of the Select Committee on Children, Youth and Families,
eight unique factors facing the military were identified. They are mobility, separation,
periodic absence of parents, adjustment of children, overseas living, high-stress and high-
risk jobs, conflicts between the needs of the military family and those of the military
system, and authoritarian management requirements (Whitworth, 1984).

Case History
Stacia Kerns has been a military spouse for over 11 years. Her husband, who is an active
duty member of the US Navy, has deployed numerous times, often for many months. She
states that over time she has gotten used to his frequent absences, but has noticed that it is
has become harder for their children, ages five and seven. As the mother of a special
needs child, Stacia has had numerous interactions with various programs through the
military and has found them to be a great resource for both information and support,
stating that "anytime I need anything, they have been real supportive" The services
provided by the military give Stacia a place to go to when her family moves to a new duty
assignment to begin obtaining services for her special needs child. She also noted that she
has found a great sense of support from the military community, which is known for
rallying around families in times of need. She states that everyone from her husband's
command to neighbors in the community has always been available to support their family
or anyone else in need.

In 1983, the military began to look at the unique needs of the military family. A paper
published that year by the U. S. Army Chief of Staff titled "The Military Family" listed the
following needs identified by military family members:
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Employment assistance, a referral service which responds to the special needs of the Army
family
• An educational model, establishment of minimum standards of acceptable education

for children.
• Health care, better medical and dental care
• Volunteer recognition, documentation of professional development acquired as a

volunteer
• Expanded transportation, inclusion of off-post families
• Improved youth activities, stronger emphasis on youth orientation programs
• Improved sponsorship programs, to include outsponsoring
• Improved quarters termination procedures, revision of cleaning/clearing policies, and a

more standardized system
• Improved support of child care facilities and extended hours of operation
• Recognition of and sensitivity to individuality of family members (particularly

spouse's role)
• Centralization of activities which support family programs.

As a result of these issues, the Army, as well as the other branches, began developing
policies and programs to meet these challenges (Ortiz & Bassoff, 1987).

A Changing Force
The 1990s saw a drastic reduction in the size of the military force. In 1987, 2,168,000
active duty personnel served in the U. S. military. In 1998, that number had been cut to
1,412,000 (Defense Almanac, 1999). Further, the end of the cold war opened up greater
potential for the military to serve in peacekeeping missions. After the Gulf War, US
troops continued to serve in Saudi Arabia in support of the no-fly zone. Troops have been
deployed to Somalia, Bosnia, Kosovo and other regions in peacekeeping and humanitarian
missions. The result has been that troops are deploying to remote regions more frequently
and for longer periods of time, creating an increase in family separation and overall stress
on military families.

US Army, Navy and Air Force Programs and Services
The stress placed on military service members and their families obviously makes them
susceptible to various behavioral, psychological, and substance abuse problems. For
years, the military has had programs to address the mental health and substance abuse
programs of the active duty members. The same problems among family members were
given less attention until recently. The past 10 to 15 years has seen a rapid development
of programs geared toward the military family. The rationale behind these programs is
that a soldier can not perform his/her duties to the best of his/her ability if there are
problems at home. The programs are designed to improve the overall well being of the
service member and increase personnel retention in all of the Armed Services (Ortiz and
Bassoff, 1987).



Much like employee assistance programs within the civilian sector, many of the programs
provided by the military seek to address problems as early as possible with education,
early identification, and referral. When at all possible, programs attempt to link personnel
with resources in the surrounding civilian community (Ortiz and Bassoff, 1999).

Employee assistance services in the military are provided by active duty, DOD civilian,
and contract employees. Recent reductions in active duty personnel have diminished the
number of active duty professionals providing services, resulting in a greater reliance on
DOD civilian and contract personnel. Army social workers and other service providers
perform a number of functions, from policy development to community practice to direct
service practice. They must consider both war and peacetime scenarios and develop
programs for single soldiers, dual military couples, single parents, military spouses,
children of active duty members, as well as DOD civilian and contract employees (Garber
and McNelis, 1995).

Descriptions of various programs provided by the military for their service members and
their families are provided below. Depending on the branch of service, the name of the
program may vary slightly. However, these descriptions provide an overview of the
standard offerings provided by all three branches. Further, availability of services may be
dependent on the size of the base/post and available personnel. Also, personnel from one
branch may access services from another branch, depending on who is operating such
services. For example, Air Force personnel may access Army Community Services if they
are stationed on a base operated by the Army but also containing Air Force personnel.
Contact information for each branch of service is located at the end of this chapter. To
determine what specific programs are available at a specific location and what branch
administers the services, contact the base community services organization.

Family Advocacy Program
The Family Advocacy Program is designed to prevent, investigate, and provide treatment
for child and spouse abuse. In the Army, the program is split between two different
agencies. Army Community Services focuses on prevention and education through
command and troop education, support programs, respite and foster care, training
programs, and community education. Social work services investigate allegations of child
and spouse abuse and provide clinical intervention services to families involved in
domestic violence through individual, family, and group counseling (Virtual ACS, 1999)
These services are also provided through Air Force Family Support Centers and Navy
Family Service centers (Yokosuka Japan Navy Family Support Center Homepage, 2000;
Fairchild Air Force Base Homepage, 2000).

The military also has a central registry, which tracks all cases of child and spouse abuse
within the military. Due to the transitory nature of military families, it is often difficult to
keep families in treatment at the same location for any period of time. The central registry
allows treatment providers to transfer case records to a military member's new duty station
so they can continue in treatment. Further, this registry allows service providers the
opportunity to determine if families have previous episodes of child or spouse abuse at
other duty assignments, which is important for treatment planning. Finally, persons
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applying to work in any child or youth facility in the military are checked in the registry
prior to employment to ensure they have not been involved in a substantiated case of child
abuse.

Relocation Assistance Program
Relocation Assistance Programs are designed to help military personnel and their families
in the multiple moves they make throughout their military careers. Services include
information about military installations worldwide as well as pre/post move briefings,
orientations, workshops, overseas orientations, pre-deployment briefings, cross-cultural
training, and destination services. They may also provide a lending closet that loans
household items for a limited period of time. This is especially valuable to families who
move to or from overseas, since they may have to wait over a month from the time they
ship their household goods until their belongings arrive at their new assignment (Virtual
ACS, 1999; Navy Family Service Center, 2000; McDill Air Force Base Family Support
Center Homepage, 2000).

Emergency Relief Programs
Emergency Relief Programs are designed to provide financial assistance through interest-
free loans and/or grants to military and their families in emergency situations. Examples of
such emergency situations are to travel in the case of a family illness/death or help with the
costs of emergency car repairs. Funds are provided through the Army Emergency Relief
Program, Navy and Marine Corps Relief Society, and the Air Force Aid Society (Fort
Meade Army Community Services Homepage, 1999; Navy and Marine Corps Relief
Society Homepage, 2000; Air Force Aid Society Homepage, 2000).

Consumer Affairs and Financial Assistance Programs
Financial assistance programs are designed to educate both soldiers and their spouses
regarding various financial issues. Such topics can include money management, proper
use of credit, financial planning for deployment, transition or relocation, insurance, and
check writing principles. Services include budget development, working with creditors,
filing consumer complaints, information on local consumer laws, and tax and investment
information (Virtual ACS, 1999; Navy Family Service Center, 2000; McDill Air Force
Base Family Support Center Hompage, 2000).

Employment Assistance Programs
The purpose of such programs is to help family members of active duty military and DOD
civilian employees who are relocating get information about and obtain employment.
Workshops on such issues as employment skills building, career planning, self assessment,
effective job hunting skills, writing resumes, and filling out application forms are provided
to give family members a competitive edge (Virtual ACS, 1999; Navy Family Service
Center 2000; McDill Air Force Base Family Support Center Homepage, 2000).

Exceptional Family Member Program
The Exceptional Family Member Program is designed to provide information, linkage, and
services for family members with special needs. Services include helping families access
community services, conducting assessments for certain childhood developmental delays,
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and financial counseling regarding medical expenses. Some programs also provide
parental support programs such as support groups and "Mom's Night Out" (Fort Meade
Army Community Service Homepage, 1999; Navy Family Service Centers Homepage,
2000; Tyndall Air Force Base Homepage, 2000).

Alcohol and Drug Prevention and Control Program (ADAPCP)
ADAPCP programs are designed to addressed the problems of drug and alcohol abuse
among the military and their family members. Services include education, assessment, and
treatment for chemical abuse and dependency. A major focus of this program is
prevention through education for all levels of military personnel (Alcohol and Drug
Control Division, 1998).

Other Services in the Army, Navy and Air Force
The military has numerous other services to address various needs of soldiers, sailors,
airmen, and their families. Mental Health clinics on bases throughout the world provide
mental health services. Also, many military hospitals have inpatient psychiatric wards and
in-patient substance abuse programs. Programs designed for youth, such as Youth
Service Centers, provide before and after school programs for school age youth, as well as
sports programs, youth activities and centers for youth to congregate and socialize. DOD
sponsored child-care centers provide day-care services for children of service members at
reduced, sliding scale fees.

Coast Guard
The US Coast Guard falls under the Department of Transportation, not the Department of
Defense. Unlike the other branches, the Coast Guard does not operate medical treatment
facilities. Rather, 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" (Garber and McNelis, 1995). In 1982, the Coast Guard began the
Family Advocacy Program and Family Support Program to address the problems of child
and spouse abuse. Later, the Special Needs Program and Child Care Program were
established as components of the Family Support Program. Today, Coast Guard service
providers must address such issues as "domestic violence, child abuse and neglect, suicide,
rape, sexual assault, and special needs" (Garber and McNelis, 1995).

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 Occupational Social Work (OSW).
Distinctions are made where appropriate.

Military social workers perform multiple functions. Their functions include "child and
family welfare, medical social work, mental health and substance abuse treatment,
research, program administration, and policy formulation" (Garber & McNelis, 1995).
Many of the services provided by the different branches are similar, such as Family
Advocacy Programs, alcohol and drug programs, and child and youth services. Further,
because personnel from different branches of service may be located on one post, Army
personnel may provide services to Navy or Air Force personnel, or vice versa. These
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programs are provided through military treatment centers, as well as "community service
centers" (Army Community Services, Navy Family Service Centers, Air Force Family
Support Centers) located on bases and posts throughout the world.

Though social workers that provide services within the military system may address issues
regularly addressed in the civilian population, the system in which they operate may be
foreign to them. A major barrier for social workers is that problems identified may be
placed in an active duty member's service record, which often is a barrier for developing a
trusting therapeutic relationship. Further, because benefits are directly tied to a service
member's status, both active duty personnel and their family members are not likely to
report problems, for fear of losing benefits. This is also true for others in the community,
who do not wish to "ruin a career" by reporting such problems as child or spouse abuse.
Other structural barriers exist as well. For example, a couple separated for more than 30
days can lose their rights to base housing. This often prevents couples from separating
during marital troubles, even though it may be the best alternative for them at the time
(Ortiz and Bassoff, 1987).

An additional problem which military social workers should consider is the "company
town" atmospheres, since the military controls most aspects of daily life such as housing,
shopping, and community activities. Family members often feel as if they are under
constant scrutiny and lack privacy. This can be especially true on remote and overseas
bases, where families have more barriers to becoming involved in the outside community
This lack of privacy can add considerable stress and tension to a family, increase the social
isolation of spouses and exacerbate the already negative stigma associated with seeking
professional counseling services (Ortiz and 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 (Harris, 1993). A recent example is the deployment of troops to Bosnia in
1996. Active duty social workers, psychiatrists, psychologists, and enlisted mental health
specialists deployed along side cavalry and infantry troops as part of Combat Stress
Control and Mental Health units. Their mission was to provide mental health services to
active duty members who were serving under harsh conditions, in potentially dangerous
situations, and separated from their families. Meanwhile, active duty and civilian social
workers, psychiatrists, and psychologists were providing support and services to the
spouse and children of deployed service members. Since a large portion of the deployed
troops came from units in Germany, service providers had the difficult job of supporting
young spouses with very young children often located in isolated areas without the
support of extended family, who were on another continent. Service providers helped
develop family support groups within units to develop a support system for spouses where
they could swap baby-sitting duties, plan activities, and provide emotional support when
needed. Other services included support groups in schools for children whose parents
were deployed and crisis intervention services, such as providing support to a family after
the death of the active duty member.
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Qualifications of Professional StafT
Military social work touches on almost every aspect of professional social work practice.
Social workers providing services to the military must be able to work with both military
and non-military personnel, enlisted and officer ranks, active duty and retirees. Further,
social workers in the military may often have to work with more than one branch of
service, requiring knowledge of the different rank and command structures.

In 1947, the Army began sending Army officers to train in the social work field at local
universities. This practice continues today, with numerous officers seeking military
funded masters and doctoral training. Many of those officers who receive such training
return to practice within the military, at both the direct practice and policy making levels.
Further, the military has asked many of the most influential persons in the social work field
to act as consultants to the various programs offered by the military (Garber & McNelis,
1995).

Military social work services are provided by either active duty personnel, civilian DOD
employees, or contract workers. Numerous organizations, such as Science Applications
International Corporation, have contracts with the military to provide social work services
in various military programs. The majority of service providers, however, are civilian
DOD employees who are employed through the federal civil service system. They staff
programs throughout the world in hospitals, clinics, and family service centers (Ortiz and
Bassoff, 1987). Most of the service providers have a master's degree or above and are
licensed professionals.

The Army also has a large training program for active duty paraprofessionals, which is
operated at the Medical Field Service School at Fort Sam Houston, Texas. This is the
"oldest continuously running mental health paraprofessional training program in the United
States. " Soldiers who receive training in this program often go on to receive advanced
degrees in social work and other related fields. The Air Force also has a similar program
for mental health paraprofessional training (Garber and McNelis, 1995).

Conclusions
The military offers a broad variety of roles for social workers and other helping
professionals in the Employee Assistance Field. Opportunities for direct practice,
community organization, and policy development are available to military service
providers. However, it also provides a unique set of challenges that is unparalleled in any
other environment. The military has a culture all its own, with a distinct language,
symbols, and traditions, which may be unfamiliar to most helping professionals. These
extensive opportunities, coupled with the immense challenges provide social workers and
other employee assistance professionals an exciting venue for service delivery.
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Resources

US Army Social Work Consultant to the
Surgeon General
COL Griffin Lockett
HQMEDCOM
ATTN: MCHO-CL-H (COL Lockett)
2050 Worth Road, Suite 10
Ft. Sam Houston, TX 78234-6010
Tel: (210) 221-6499

Army Family Advocacy Program Manager
LTC Daniel McFarren
CFSC-FSA
4700 King Street
Alexandria, VA 22302
Tel: (703) 681-7393

u. S. Air Force Social Work Consultant to
the Surgeon General
COL Alice Tarpley
1040 Boston Road
Andrews Air Force Base, MD 20762
Tel: (240) 857-7186

Air Force Chief, Family Advocacy Division
COL John P. Nelson
Air Force Medical Operations Division
Office of the Surgeon General
2601 Doolittle Road, Bldg. 801
Brooks Air Force Base, TX 78235-5254
Tel: (210) 536-2031/32

CPT Torres, US Coast Guard
US Coast Guard HQ
ATTN: G-PWL-2
2100 2nd Street, SW
Washington, DC 20395

Military Family Resource Center
4040 North FairFax: Drive, Room 420
Arlington, VA 22203-1635
Tel: (703) 696-9053
Web :http://mfrc. calib. com

Jesse Harris, D.S.W., s.c D.
Dean and Professor, UMAB SSW
Louis L. Kaplan Hall
525 W. Redwood Street
Baltimore, MD 20201
Tel: (410) 706-7794

u. S. Navy Social Work Consultant to the
Surgeon General
LCDR Springle
5720 Integrity Drive
Millington, TN 38055
Tel: (901) 874-4320
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Other International Resources

The following countries were not researched, but contacts were found in the process of
writing the book:

Albania
Albanian Association of Professional Social Workers
Rvuga "Babe Rexha" Pall 10/1
Ap. 17 Kati 2
Tirana, ALBANIA
Tel and Fax: 355-42-234-20
Email: bcs@maf.org

Bahrain
Bahrain Society of Sociologists
P.O. Box 26488
Manama BAHRAIN
Tel and Fax: 973-727-485

Belarus
Belarusian Union of Social Pedagogues and Social Workers
Ms. Marina Naranovich,
V. Khoruzhya Str. 16-161
Box 179
Minsk 220123 BELARUS
Tel: 375 172602686
Fax: 375 172346435
Email: buxpw({l).nsYs.rninsk.by

Benin
Syndicat National des Techniciens Sociaux du Benin
07 BP 99 Sainte Rita,
Cotonou
REPUBLIQUE DU BENIN
Tel: 229-331603

Bulgaria
Bulgarian Association of Social Workers
Trayanovi vrata str. 107/A 32
Sofia 1408, BULGARIA
Tel: 359-2 517374
Fax: 359-2 598113
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Egypt
Union of Social Professions of Egypt
302 Port Said Str.
Next to Ahmed Maher Hospital
Cairo, EGYPT
Tel: 20-2395 9169
Fax: 20 2 395 1702

Faeroe Islands
Faeroe Islands Association of Social Workers
Postrum 1191, FR - 110 Tooshavn
FAEROE ISLANDS
Tel: 298 15480
Fax: 298-18850
Email: alma@post.olivant.fo

Finland
Union of Professional Social Workers
Rautatielaisenkatu 6
SF - 00520
Helsinki, FINLAND
Tel: 358-9-877-0270
Fax: 358-9-1496-440

Ghana
Ghana Association of Social Workers (GASOW)
Mrs. Ernestine Adams-Lomotey, President
P.O. Box OS 924
Osu-Accra, GHANA
Tel: 233-21-242022
Tel: 233-21-665298
Fax: 233-21-663615

Iceland
Iceland Association of Social Workers
Lagmuli 7
P.O. Box 5150
125 Reykjavik, ICELAND
Tel: 354-1-581-4322
Fax: 354-1-588-9239
Email: soc-work(a)itn.is

Indonesia
Internal Community Activity Center
Jakarta
Eileen Summers
Tel: 62 21 799-2164
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Kenya
Kenya National Association of Social Workers
P.O. Box 28534
Nairobi, KENY A
Tel: 254-2-44-6613
Fax: 254-2-441743

Kuwait
Kuwait Association of Social Workers
P.O. Box 34100
Adeiliya, 73251 KUWAIT
Tel: 965-252-9037
Fax: 965-256-3492

Latvia
Latvian Association of Social Workers
3303a Kr. Valdemara St.
Riga, LV 1010, LATVIA
Tel: 371-7334270
Fax: 371-7830133
Email: lapa@corn.latnet.lv

Macedonia
The Union of Social Workers' Associations of Macedonia
Headquarters Humanitarian Organisation "Dare Gambaz"
91000 Skopje, MACEDONIA
Tel and Fax: 389-91-228016

Malaysia
Malaysian Association of Social Workers
c/o Industrial Training and Rehabilitation Centre for the Disabled
Bangi, Jalan Sg. Merab,
43000 Kajang, Selangor, West Malaysia
MALAYSIA
Tel: 60-3-826-1996
Fax: 60-3-826-1988
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--
Malta

Maltese Association of Social Workers
11a, Piazza Filippo Sciberres
Florina, MALTA
Tel: 356-441272
Fax: 356-446677

Mauritius
Mauritius Association of Professional Social Workers
(MAP SOW)
Mr. Kishore Ramgoolam, Seer. Gen.
Royal Road
Isidore Rose
Quatre Cocos, MAURlTIUS
Tel: 230-413-4244
Fax: 230-4132990

Mongolia
Mongolian Association of Social Workers
Department of Social Work, Pedagogical University
P.O. Box 29, Post Office 49
Ulaanbaatar, MONGOLIA
Tel: 976-1-328261
Email: swdep@magicnet.mn

Nicaragua
Associacion Nicaraguense de Trabajadores Sociales "Mildred Abaunza"
Campo Herois y Martires,
Apartado Postal 3257
Managua, NICARAGUA
Tel: 505-2-23765

Nigeria
Nigerian Association of Social Workers
Mr. Alhaji Musa M. Zakari
Ministry of Social Development
PMB3280
Kano State, NIGERIA

Pakistan
Drug Abuse Prevention and Resource Center (DAPRC)
Pakistan Narcotics Control Board
House 9, Street 2
F713
Islamabad, Pakistan
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Romania
Romanian Association for the Promotion of Social Work
Prof. Dr. Elena Zamfir,
9, Schitul Magureanu
Sector 5 Postcode 70761
Bucharest, ROMANIA
Tel: 40-1-6140010
Fax: 40-1-638-2376
Email: ezamfir@swork swork uniluc ro

Slovak Republic
Association of Social Workers in Slovak Republic
Topolcianska23
851 01 Bratislava
SLOVAK REPUBLIC
Tel: 421-7310-488
Fax: 421-7-5975-1309

Sri Lanka
National Dangerous Drugs Control Board (NDDCB)
375 Havelock Road
Colombo 6, Sri Lanka

Sri Lanka Association of Professional Social Workers
191, Dharmapala Mawatha
COLOMBO, 07
SRI LANKA
Tel: 94-1-689202
Fax: 94-1-689159

Tanzania
Tanzania Association of Social Workers
P.O. Box 7732
Dar-Es-Salaam, TANZANIA
Tel: 255-51-150335

Uganda
National Association of Social Workers of Uganda (NASWU)
Mr. Max Alfred Anyury, General Secretary
P.O. Box 1131
Kampala, UGANDA
Tel: 256-41-567708
Fax: 256-41-567649
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Ukraine
Ukrainian Association of Social Pedagogues and Specialists in Social Work
Irina Zvereva
St. Vorovskogo2
252053, Kiev, ~
Tel: 7-04402120-1423
Fax: 7-0440220-4003

Zimbabwe
National Association of Social Workers
P.O. Box 5369
Harare, ZIMBABWE
Tel: 263-4-726997
Fax: 263-40700510
Email: ssw@esanet.zw
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n on over 40 countries, Including:
• laws and public opinions affecting EAP

and behavioral care services.
• Each nation's healthcare system.
• Social perceptions about alcohol and other drug use.
• Key EAPand behavioral healthcare service providers.
• Contacts, resources and more.
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