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Dale A. Masi
Washington DC, August 2000

8

mailto:masirsrch@aol.com


Introduction

Christina H. Thompson, LCSW, MSWAC, CEAP,
Vice President, EAP and Addiction Services, Magellan Behavioral Health

As in the past, Employee Assistance Programs (EAPs) and those they serve will undergo
many changes. EAPs will continue to demonstrate their ability to stay focused on current
multiple needs of customers and responding to outside influences that will dictate their
future direction. Many trends will set the tone for EAPs, but they will primarily be
influenced by economic globalization, technology advances, and changing employee
demographics.

First, economic globalization will open up new markets and expand competttion
internationally. Overseas economic developments will impact domestic companies,
especially those with a multi-national presence. Success will depend on the development
of work places that can change with market place conditions. Mergers and acquisitions
have been, and will continue to be, common place. Strategic alliances among global
competitors will occur to position companies for global competition.

Second, technology advances such as e-commerce and the merging of phone, computers,
and video capabilities will transform product design and delivery. This will support
decentralization of the work place. Home and mobile offices will become the norm.

Third, changing demographics will increase the number of women and minorities in the
workplace, particularly those who own their own business. More emphasis will be placed
on knowledge, and companies will need to be creative about how they retain and attract
employees. Retention of workers will be a major focus, and companies must develop
creative benefits, flexible work arrangements, and management that de-emphasizes
hierarchical leadership and emphasizes loyalty Employees are living longer and are
healthier, so they will postpone retirement. Furthermore, child care and elder care issues
will increase in focus throughout the next century.

Given those trends, EAPs will continue to influence and be influenced- by how all of this
impacts the work place. These trends will dictate how and what services are needed.
EAPs, like all industries, will need to change to keep up with the times and meet the ever
evolving needs of customers, employers, employees, and family members alike.

EAPs will have numerous challenges and opportunities internationally, which is why this
second edition of the International Employee Assistance Anthology will further highlight
the extensive reach that EAP professionals currently have. I am proud to be a part of an
organization that is a leader in providing EAP services and am excited by the amount of
growth we have seen in our industry over the past few decades. The future is what we
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make it, and we have so much to learn from each other as we start our next journey into
the new millennium.
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Argentina
Richard Carmona, Director, Centro Privado de Psicoterapias (CPP)
Jason Collender, MSW

Introduction
Argentina has a unique cultural, political, and economic history. Much of the population
of 34 million is made up of the descendants of the many European settlers who came in
search of land and riches (Namis et al, 1995) Argentina's current population is a blend of
European people. Approximately 70% of the entire population resides in a small portion
of territory consisting of La Pampa and Buenos Aires, two of Argentina's twenty-three
provinces. 3,000,000 people live in the city of Buenos Aires; 8,300,000 people live in the
19 districts of the Greater Buenos Aires. Both are called the Metropolitan Area and 34%
of the entire population resides there. Approximately 70% of the entire population resides
in the Metropolitan Area and the so-called Pampean Region, which comprises the rest of
the Province of Buenos Aires and the Provinces of Cordoba, Entre Rios, Santa Fe and La
Pampa.

In 1980, 16% of the population was below the poverty level; by 1990, it had increased to
approximately 30%. The poor consist of both structurally poor and "new poor." The
former includes migrant workers, indigenous and rural people, and single-parent (women)
households with many underage children in the provinces of northern Argentina The
"new poor" include laid-off mature workers, families with many dependents, and women
and youth without marketable work skills who live in La Pampa and metropolitan Buenos
Aires (Namis et aI, 1995).

In 1992, the Argentine labor force numbered 12 million. In 1994, the unemployment rate
was just over 11% (Namis et aI, 1995). As of 1999, the unemployment rate is up to 17%
due to the privatization of national companies, with the reduction of the number of
employees who were made redundant; the closing up of approximately 250,000 shops
owing to the opening of supermarkets and shopping centers or malls such as WalMart,
Carreflour, etc; and the investment in capital assets and growing productivity Because
many major services are provided by labor unions, the large number of unemployed and
pour places a considerable strain on existing public services.

Agentina is a member of the MERCOSUR, together with Brazil, Uruguay and Paraguay.
This association has become of increasing importance, despite the difficulties it has been
going through. Inflation in 1997 was once again at 0% and the currency parity has been 1
dollar = 1 peso since 1992.
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Changing Labor Climate in Argentina
According to Jose Maria Cartas of the Inter-American Development Bank (IADB), the
labor market in Argentina mixes a weak economy with the European ideal of rapid
advancement (all citations from personal communication, fall 1995) Currently, the
unions in Argentina hold a commanding position among the work force. Membership in
labor unions was once compulsory but has become optional in the last fifteen years.
Workers had job protection under the unions but had to work in poor conditions. It was
and still is difficult to get fired in Argentina as unions continue to provide employment
security.

Changes have occurred in the labor environment according to Cartas Companies have
improved work conditions for their employees as a result of the numerous number of
worker's compensation claims due to illness or injury on the job. Currently, the
government seeks to place a cap on the amount of worker compensation claims. At the
same time, companies have become more flexible in setting work hours and are granting
more vacation time.

The organization of the "AFJP" (Adrninistradoras de Fondos de Jubilaciones y Pensiones)
[Retirement and Pension Funds] contributes to the economy via savings and investments
directed to production and prevents the government from financing deficit situations In
addition, the ART (Adrninistradoras de Riesgo de Trabajo) [Workers' Compensation
Funds] corrected the legal situation that previously favored a number of claims for
compensation due to working accidents that resulted in very high sums of money.

Description of Health Care System
Argentina spends almost 10% of its gross domestic product on health. "Argentina's health
care and delivery financing system comprises three subsectors: public expenditures
through the budget, the quasi-public health insurance funds (the obras sociales), and the
private sector" (Newfarmer et al, 1993, p. 69). These three subsectors are currently
experiencing changes in their interrelationships.

Obras sociales or health insurance funds are a major part of health care in Argentina and
have no counterpart in other countries. They are "obligatory health insurance schemes
financed by a 9% wage tax with a 3:6 contribution ratio for employees and employers,
respectively" (Newfarmer et ai, 1993, p. 70). Obras sociales originated with labor unions
and have maintained a close association with them (Newfarmer et al, 1993). Because of
this, health insurance systems historically have become highly politicized Quality health
care services varies with economic conditions and the power of the labor unions

Obras sociales operate at three political levels municipal, provincial, and national
(Newfarmer et al., 1993) Eighty percent of the health insurance funds utilized by
companies through labor unions must be spent on members' health care, 8% on
administration, and the remaining 12% is discretionary. This has often been violated and
is the focus of much of the health care reform effort (Newfarmer et al., 1993). Legislation
passed in 1970 addressed the mismanagement and inequity of funds by the various obras.
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Obras sociales are maintained through labor union membership and a tax on wages.
Labor unions pay subsidies into the sociales for health benefit plans. Such plans vary,
with some enabling members to choose providers and offering better reimbursement for
costs. Other plans limit choice and are similar to HMOs in that services outside of the
provider network are more costly and reimbursement is not as comprehensive.

Health Sector Update
The most striking change in connection with health regulations has been the "Plan Medico
Obligatorio" (PMO) [Compulsory Medical Plan] that sets forth a broad minimum
coverage, which must be observed by both the Obras Sociales and the private companies,
usually called pre-paid organizations. (This name comes from the fact that the members
must pay their fees in advance).

In addition, the whole health sector has been subject to changes. The primary change is the
freedom of choice arising from the deregulation. Said freedom has been effective from
1997, causing 500,000 people to leave one Obra Social to join another. This is evidence
of the inexorable progress in health care despite political difficulties.

Managed care systems are certainly making some progress owing to the need to compete
for services and costs. The deregulation and the tendency to the managed care have lead
to a growing relationship between the Obras Sociales and the private pre-paid
organizations. Several of the latter have been purchased by American companies (Excel),
Chilean groups (Vida 3, Cruz Blanca), and others who are considering the possibility of
setting up here (Aetna).

The Congress passed a law which made it compulsory to cover AIDS, drug addictions,
alcoholism, and other addictions.

Relevant Legislation
A number of recent legislative initiatives have been passed that focused on the labor sector
(Namis et al, 1995).

Employment Promotion Act
Passed in 1995, this Act provided for a probationary period of three to six months under
indefinite employment contracts, encouraged part-time hiring and temporary contracts for
employees with partial exemption from employee benefits, and apprenticeship contracts.

Small and Medium-Sized Enterprises Act
Also passed in 1995, this Act stipulated special labor conditions for small enterprises
which provide for adaptability of human resource management practices in light of
changing market conditions in an open economy, a special level of collective bargaining
agreements for small enterprises, variations in payment dates for vacations and bonuses,
modification of the end-of-employment system, and renegotiation of collective agreements
for prevention of corporate crises.
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Occupational Hazards Act
This Act was passed to set up a system, privately administered and regulated by the state,
which provides social insurance for employers and easier access to benefits by injured
employees.

EAPs in Argentina
Services Performed
Social workers in Argentina are regarded as "do-gooders" or advocates for the poor
Traditions in Argentine social work education are oriented toward the American concept
according to Gustavo Marquez of the IADB Social Programs Division (Personal
communication, Fall 1995). Social workers serve the unfortunate and impoverished. It is
an honorable profession, but not a profitable one. Marquez also noted that mental health
services are available through private and public providers via employee benefits packages
He also stated that any services for drug and alcohol use were included in the package, but
were considered of little importance.

Mr. Oscar Rodriguez-Rozic, Assistant to the Secretary of the IADB, spoke of the current
shifts toward managed care in Argentine mental health (Personal communication, Fall
1995). Psychologists and psychiatrists provide psychotherapy to many citizens seeking
mental health services. He stated that the psychoanalytic tradition was very strong in
Argentina, particularly as the city of Buenos Aires and its surrounding areas are home to
many people who can afford this longer-term type of treatment. Currently, Argentina's
apparent lag in more progressive systems (OSWs and EAPs) can be explained by the
presence of traditional roles in the mental health profession. The changes in health care
toward a managed care model are introducing the concept of shorter term-treatment,
however

EAPs are scarce in Argentina, however, there is one company, Centro Privado de
Psicoterapias (CPP) which has started the first undertaking of the EAP. They have
developed a program that began in 1999. The registered name is EAP de Argentina

Conclusion
As health care in Argentina evolves toward a managed care system, the country may be
compelled to examine other possibilities for providing social services to its citizens.
Perhaps EAPs will step in and fill this role for Argentina's vast number of workers.
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Richard Carmona
Centro Privado de Psicoterapias (CPP)
E.A.P. de Argentina
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Republica Argentina
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Labor Relations
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Washington, DC
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Mrs. Maria Louisa Escobar
Social Programs Division
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Mr. Gustavo Marquez
Social Programs Division
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1300 New York Avenue NW,
Washington, DC 20577
Tel: (202) 623-2885

Resources

Mr. Oscar Rodriguez-Rozic
Assistant to the Secretary
Inter-American Development Bank
1300 New York Avenue, NW
Washington, DC 20577
Tel: (202) 623-3401

Federacion Argentina de Associones de
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Tel: (54)-1-953-2330

American Chamber of Commerce in Argentina
Av. Leandro N. Alem 1110
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Universidad de Buenos Aires
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Australia
Kenneth Neilson, CEAP, President, EAPA Chapter for Australia
Dale Rampell, MSW

Introduction
Australia is roughly the size of mainland United States, with a population of 18 million
people, 70% of whom live in cities. Since World War II, there has been unprecedented
growth in population due to immigration. The result is a multicultural society originating
from 200 countries.

Australia participates internationally on a variety of issues such as trade, arms control,
human rights, democracy, the status of women, the environment and the development of
humanitarian assistance (Australia, 1995).

At the turn of the twentieth century Australia began to emerge as an industrial society.
With this development came a variety of social problems in the workplace, such as
increased stress, accidents, injuries, and alcoholism-vall of which resulted in increased
absenteeism, lower productivity, and higher cost to the companies.

Description of the Health Care System
The health care system was designed to provide access to quality hospital care and other
medical services for all citizens. Underlying the policies are three principles adopted by
the federal and state/territory governments: belief in universal access, commitment that
health services be of the highest quality, and equitable financing (Health Ministers Forum,
1994).

The current national system--Medicare--was established in 1984. With it, every citizen is
entitled to free public (state-owned or established for charitable purposes) hospital
accommodation and medical care services from physicians nominated by the hospital.
Citizens also have the ability to choose private hospitals and physicians, and may be
reimbursed in whole or in part through medical benefits. Medication may be purchased at
reasonable prices by means of The Pharmaceutical Benefits Scheme (PBS) which
subsidizes prescriptions. Medicare does not replace worker's compensation nor provide
services for veterans, both of which are covered separately (Schneider, 1992).

Mental health policy aims to ensure that all Australians have ready access to appropriate
mental health care services (National Mental Health Policy, 1992). Within the context of
the health care system, services provided through the public, private, and non-government
sectors include crisis services for individuals/families, assessment and treatment,
rehabilitation, acute care, etc. (National Mental Health Policy, 1992).
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While everyone is entitled to care, private insurance is available for those who would like
to supplement Medicare benefits. Employers do not typically provide health insurance
coverage as a benefit (c. David, personal communication, Fall 1995). Except for those
over 65, the % who purchase private insurance is decreasing. Utilization of public
services is rising without an equivalent increase in funding. Many studies and debates are
consequently underway within the health care field and in the government, not only about
the quality and effectiveness of medical services, but also about the future of Medicare and
general health care in Australia.

Relevant Legislation
Two levels of government, federal and state, provide legislation in the areas of
occupational health, safety, and welfare; but each state has different laws pertaining to the
workplace. There is no specific legislation requiring EAPs or occupational social work
programs. Various acts of Parliament passed since the early 1900s address some of the
industry-related problems. For example, by 1914, worker's compensation legislation was
in place for all the states and the federal government (Skully, 1988). Australia's concern
for the health, welfare and safety of its workforce is evidenced in other acts passed in the
last 25 years, including the Industrial Relations Act, the Racial Discrimination Act, the Sex
Discrimination Act, the Occupational Health, Safety and Welfare Act, and the Disability
Discrimination Act. Worker's Compensation Acts protect workers who become ill or
injured on the job. The Occupational Health and Safety Act (1986) sets forth extensive
requirements for employers to provide good safe working conditions for their employees

Many organizations provide social services to administer and implement the various
programs developed from legislation. Early on, state governments protected the workers
by providing compensation for wages and rehabilitation for work-related accidents,
injuries, or illnesses that prevented them from working. Since 1920, "welfare activities" in
industry were performed by "untrained welfare staff' (Uri, 1988, p. 22). Through years of
industrial growth, there was a growing concern about alcoholism in the workplace, as
studies reported the high costs to Australian industry. Thus, in 1977, social workers first
became involved in workplace alcoholism programs (Uri, 1988). More recently, EAPs
have developed from these drug/alcohol programs and are often staffed with social
workers and psychologists. They have been effective in providing a variety of social
services for companies and their employees.

National policies are being proposed for greater services for families with personal crises,
such as grief, loss, troubled relationships, and alcohol and drug abuse. Because work
performance is often impacted by family problems, such laws to address family problems
would undoubtedly help in the workplace as well.

EAPs in Australia
The industrial revolution was a contributing factor to the increase of alcohol and substance
abuse in the workplace, which produced significant losses in productivity and revenue. To
address these problems, the National Alcohol and Drug Dependence Industry Committee
(NADDIC) was formed in 1976 by a federal government tripartite initiative to develop
and implement Occupational Drug and Alcohol programs (Buon & Compton, 1990a).
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The three entities that composed the committee represented unions, employers, and the
government. Senior representatives from the Australian Council of Trade Unions
(ACTU), the Confederation of Australian Industry (CAl), and the Alcohol and Drug
Foundation of Australia were selected for the committee (Buon & Compton, 1990a).
Funded by the federal government, agencies were set up in each state/territory to address
alcohol and other drug problems in the workplace ( EAP policies, 1992). Occupational
program consultants in each state/territory encouraged employers to implement joint
labor/management alcoholism programs (Stolz, 1986). While many policies and
procedures to combat drug/alcohol problems were initiated, these early programs were
unsuccessful due to a lack of services (Buon & Compton, 1990a).

By 1984, NADDIC had changed its name to the EAP Council of Australia. The EAP was
designed to assist "employees where personal or work-related problems are affecting their
work" (Buon & Compton, 1994, p. 20). The initial focus on alcohol and drug abuse
programs was expanded to include many other human resource issues including
management/supervisor training, stress management, AIDS education, consulting, etc.
(Buon & Compton, 1994). These programs are staffed by psychologists and social
workers qualified to perform a variety of services beyond basic counseling, training and
referral (EASACT Annual Report).

Australia has a few EAP providers that operate in both private and public organizations.
In 1991, national guidelines that define the goals and purpose and outline essential
requirements of EAPs were established by the EAP Council of Australia. Each
state/territory has EAP "service centres" that have been authorized by the Council through
which employers can establish EAPs (National Guidelines, 1991). The Employee
Assistance Service ACT (EASACT) is the endorsed EAP provider in the Australian
Capital Territory. New South Wales has Industrial Program Service (IPS); South
Australia has Occupational Consultancy Assessment Referral Service (OCAR);
Queensland has Interlock; Victoria and Tasmania have Occupational Assistance Service;
Western Australia has Indrad Services; and the Northern Territories have NT Employee
Assistance Service. EAPs (on-site or off-site) developed through these service centers are
endorsed by the tripartite committee. There are also private consultants who provide
similar services authorized by the Council (National Guidelines, 1991).

Unlike the US, occupational social work is not used in Australia in conjunction with
providing social services in the workplace. Yet many types of social work, from
individual counseling and case management to organizational policy making and change
management, are performed in the workplace by trained personnel, including social
workers. Although occupational social work is underdeveloped as a profession, social
services in the workplace have been performed by various people over the years to ensure
the health, welfare, and safety of employees in Australia.

Unions play an important and powerful role in protecting the rights and in addressing the
needs of Australian workers. By hiring social workers, unions have been instrumental in
developing their own involvement in the workplace (Work, n.d.).
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Social work in the workplace is more widely promoted through institutionalized EAPs
(Work, n.d.). The structure is now firmly entrenched in Australia as it has its own chapter
in the Employee Assistance Program Association (EAP A).

When first created, EAPs offered assessment, referral, and counseling services for workers
with substance abuse problems. Many of the programs were developed and implemented
through the personnel departments (Uri, 1988). These services were provided by
IIqualified personnel, II namely psychologists and social workers who were skilled in
counseling (Employee Assistance Service, 1993). Those with organizational training and
experience were employed by companies, unions, or contracted vendors specializing in
providing industrial welfare services. Typically, occupational counseling is performed by
social workers in the public sector and by psychologists in the private sector, since the
latter are able to implement a scientific approach that fits economic reality.

The effectiveness of EAPs became evident at, for example, General Motors-Holden's
Automotive Ltd. when employee dismissals declined and work performance improved
following the use of EAP services (Ball, 1989). Such success stories contributed to the
growth of EAPs and many more services were added to the offerings as the programs
began successfully to address other problems. National guidelines were adopted and
documented for EAPs in 1991 by the EAP Council. The model EAP is outlined in the
EAP Council guide which discusses the program rationale, guidelines, training and
education, the supervisor/manager referral process, and preventive services While
programs vary between companies and states, the common elements that must be included
are given in the guide (National Guidelines, 1991).

Services are provided for the individual employee, company management, and the
company as a whole. The individual assessment, counseling, and referral services are no
longer limited to alcohol and drug problems. They now include marital/family issues,
emotional stress, work-related problems, financial worries, gambling or other addictions,
grief, trauma, and serious illnesses such as AIDS and cancer (National Guidelines, 1991).
EAP personnel train upper management, supervisors and staff on using the EAP and
promoting its use throughout the organization. The EAP staff provides programs to
enhance the health, well-being, and personal development of employees as preventive
measures. In some cases, an EAP firm may offer sessions at a company conference or
design a complete training program aimed at IIassessing, identifying, and assisting suffering
staff" (Day, 1992, p.36). An example of a comprehensive list of services provided by
OCAR includes workplace mediation and conflict resolution, training and development,
trauma management, employee counseling, stress management programs, alcohol and
other drugs in the workplace consulting, change management, and coaching for managers
and supervisors (Employee Assistance Programs, n.d.) Social workers trained in policy
may provide service to assist companies in setting policies and procedures that are in line
with federal and state legislation. They may also serve as advocates in the community on
behalf of employees and attempt to influence laws and policies that affect the workers.
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Financing
Initial funding for EAPs was provided by the federal government initiative to deal with
alcohol and drug problems in the workplace. As EAPs expanded to include a multitude of
services for the workplace, they became profitable and no longer required government
financing. Public and private employers currently provide funding for EAPs that serve
their organizations, with the exception of the Northern Territories which continues to
receive funds from government programs.

Federal and state governments fund some employee benefits and services. Social security
is provided to those who earn less than a certain income or who have disabilities that
prevent them from working. Worker's compensation benefits are also provided for those
who cannot work due to a work-related accident, injury, or illness; and medical services
are offered for veterans.

(ACT) delivered a formal statement on alcohol and drug dependency to the 1989
Congress in support of using EAPs to offer help and treatment rather than dismissing
employees with alcohol or drug dependence (Congress, 1989). They recognized that such
dependence is treatable and that early intervention and rehabilitation can often bring the
employee back as a productive and valued worker. The unions are influential in
pressuring employers to provide EAP services and often hire social workers themselves.

In 1987, when governments began to cut funding of the original not-for-profit providers,
such as IPS, and GAS private providers began to emerge, a group of EAP professionals
commenced a Chapter of EAP A in Melbourne.

Although it recruited members from all states of Australia, it confined most of its
activities to Melbourne, where from its inception, it has conducted professional
development meetings each second. Additionally, it has conducted the occasional
conference to which attendees from all over the country have attended. Recently, it
restructured itself by forming state branches of the chapter in Victoria and new South
Wales. The latter is very active in recruiting as well. Its main activity also is conducting
regular professional development sessions. The chapter is working towards the
establishment of other branches. The chapter is also active in promoting CEAP and
currently has a number of its members with or working towards their CEAP accreditation.

With the privatisation of the initial providers, we saw new organisations enter the field.
In Australia the growth of EAPs has been quite dramatic. IPS reports that in 1983 there
were only a few EAP programs in operation in Australia. By 1990, there were
approximately 500 programs. Today, there are in excess of 3000 programs in operation.
A recent research study undertaken by IPS Employee Assistance reported that 42 out of
the top 50 private companies in Australia had established EAPs.

Further, over 90% of Government Departments had established programs.
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IPS Case Study
Founded in 1977, IPS Employee Assistance is Australia's oldest provider of employee
counseling services. IPS was originally formed to develop a model for EAPs suitable for
the Australian workplace, working closely with business, government, and trade unions.

A tripartite committee managed IPS until late 1993. In October 1993, IPS became a
private company through a management buy-out supported by government and the IPS
Board. In late 1995, the name Industrial Program Service was replaced by the more
descriptive name of IPS Employee Assistance.

IPS currently delivers EAPs to over 600 organisations across the full spectrum of
Australian business and government. Their clients include organisations of all sizes, from
multi-nationals to small businesses, as well as government departments, professional
associations, and trade unions. They even provided an EAP to the Sydney Olympics. IPS
has offices in every Australian state and territory. IPS also has offices throughout the
Asia-Pacific, and is currently exporting services to several Asian countries. In 1998, IPS
was certified through Standards Australia as a Quality Endorsed Company under the ISO
900 certification. This was the first time known that an EAP Provider anywhere in the
world received formal international quality certification.

City of Melbourne Case Study
The CoM has a daytime business, working and visiting population of more than 400,000,
and is host to an increasing number of regional and international visitors. As the
headquarters of numerous Victorian national and international companies, and the location
of many Commonwealth Government agencies, Melbourne is the central decision making
and coordination point for metropolitan, regional, and rural Victoria.

Melbourne is home to people from a vast diversity of backgrounds and interests, a city
that is safe, accessible, and welcoming. The CoM has an employee base of approximately
900 people. The majority of employees work in the "white collar" area, however, there
are some sectors of the organisation that are also "blue" collar. Many of the CoM services
are outsourced and are internally contract managed. The Com is very proud of its diverse
employee base.

To support the CoM employees, there are a variety of Human Resource programs which
includes the Unit, Workplace Health Safety and Diversity This Unit covers a range of
Employee Assistance Programs The Unit has an internal employee assistance contract
manager/social worker and program managers. The major EAP programs are contracted
out to providers. The EAP programs include: counselling service for both employees,
executives, and their immediate family; a health promotion program; medical services; a
recreation program; formal occupational health and safety, Workcover, and diversity
management programs.

The Unit acts as an integrated team, working toward a shared vision of well ness within the
workplace and works very closely with EAP program providers.
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WORKCARE Australia: Case Study
WORKCARE Australia Pty Ltd is one the fastest growing organisations in the provision
of quality Employee Assistance Programmes in Australia. WORKCARE Australia has
offices in all states and territories and provides employee counselling and other related
services to industry throughout Australia. WORKCARE Australia has been instrumental
in establishing Employee Assistance Programmes for many of Australia's largest and most
successful corporations' Government Departments, both state and federal, and provides an
invaluable support service for the management and employees of these organisations.

WORKCARE Australia was the recipient of the International Humanitarian Award in the
Advancement of Universal Peace and Humanitarian Relief within the category of Human
Resources in both 1995 and 1996. This prestigious award was presented to WORKCARE
Australia by CARE International for work in providing counselling and debriefing services
to employees.

WORKCARE Australia programme offers client organisations a high standard of support
and educational packages to ensure that their employee counselling programme is fully
responsive and tailored to the precise requirements of the work environment.
Workcare also provides other EAP-related programmes,' Critical Incident Debriefing,
Education and Training to organisations.

Occupational Services of Australia Pty Ltd. Case Study
Occupational Services of Australia Pty Ltd was established in 1993 and is a 100%
Australian owned private company with over 200 locations throughout Australia and New
Zealand, specialising in the development of tailored Employee Assistance Programs
Occupational Services has established an outstanding record for tailoring programs to
meet the needs of both the organisation and the individual participants.

EAPs address a wide range of personal and work related issues affecting the work
performance of employees that require professional counselling, e.g. marital/partnership
problems, family issues, alcohol and substance abuse, stress management, coping with
change, mediation etc. Occupational Services has over 250 full-time professional
consultants available throughout Australasia.

General Workplace Training Programs:
• Alcohol and Other Substance Abuse in the Workplace
• Conflict in the Workplace
• Managing Stress
• Planning for Retirement
• Trauma at Work
• Critical Incident Stress
• Management Training
• Managing Change
• Peer-Support Programs
• Mediation
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• Negotiation Skills
• People Management Skills

Occupational Services also provides a broad range of value-added psychological services
that provide organisational solutions for Human Resource Management that include:

• Mediation
• Conflict resolution skills
• Psychological assessment
• Corporate development training
• Focus groups
• Surveys, questionnaires
• Climate/needs analysis

Conclusion
EAPs provide a variety of workplace social services to Australian employees; and are
growing as the benefits to employers, unions, and government are recognized. EAPs
continue to expand their services to meet the current needs of the workplace including
violence, women's issues, and many others. They are fast becoming an integral part of the
overall delivery of health and mental health related services. The strong support of the
government, unions, and industry has been a key factor in the growth of EAPs and will be
important in the future.

Editor's Comments:
In June 1994, I was invited by EASACT to provide workshops in EAPs and workplace
violence in Canberra, Australia. I also became involved in consulting to the Australian
Post and delivered other workshops in Sydney and Brisbane. From this experience, J was
able to see first hand what the authors describe. EAPs are growing and developing in
Australia. They seem to be following the US pattern of partial in-house and partial
contractual models. The merger with Coopers and Lybrand could be a forerunner of a
fascinating combination of services. One issue that remains under-addressed is that of
alcohol, which will be a continuing financial drain on employers. As Australia grows and
prospers so will EAPs. There is tremendous potential for their development in this
country. My understanding, however, is that there is division among EAPA members and
another professional group. Hopefully, as international standards are developed this
situation will be resolved.
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Resources

Kenneth W. Neilson
President
Employee Assistance Professionals Association,
Australian Chapter.
C/- Finance Sector Union
341 Queen Street
Melbourne.3000, Australia
Email: kenneilson@fsunion.org.au
Tel: + 61 3 9261 5372
Home Address
4 Jura Crt
Park Orchards 3 114
Australia
Tel. + 61 3 9876 1867

Tony Buon, CEAP, Vice President Australian
Chapter EAP A
National Manager IPS Employee Assistance
Level 3, 85 Castlereagh St
Sydney NSW 2000, Australia
Email: tonyb@eap.com.au
Tel:+61 29221 1166
Web:www eap com. au

Don Vogt
Secretary EAP A Australia
Occupational Services of Australia Pty Ltd
Level 2.341 Queen Street
Melbourne 3000, Australia
Tel +61 3 9600-4949
Email: osa@ozemail.com.au

Workplace Health & Safety
A.CTU.
393 Swanston Street
Melbournce Victoria 3000, Australia
Fax +61-3 9663-4051
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Mr. Harry Parker
EAP A Treasurer
General Manager
Occupational Services of Australia Pty Ltd
1/341 Queen Street
Melbourne 3000, Australia
Email: osa@ozemail.com.au

Trish Ritinan
Trish Ritinan & Associates
198 Barkers Road
Hawthorn Melbourne 3 122, Australia
Tel:+61 3 9634-4345
Fax:+61 3 9632-3268

Robin L Smith, CEAP, President NSW Branch
EAP A Australian Chapter
Managing Director IPS Employee Assistance
Level 3, 85 Castlereagh St
Sydney NSW 2000, Australia
Email: robins@eap.com.au
Tel:+61 29221 1166
Web.www.eap.com.au

Ms Debbie Sonin
City of Melbourne
Contract Manager/Social Worker
Team Leader,
Workplace Health Safety and Diversity Unit
GPO Box 1603M
Melbourne 3001, Australia
Tel: +61 3 96589881
Fax: +61396502003
Email: debson@melbournevicgov au

mailto:kenneilson@fsunion.org.au
mailto:tonyb@eap.com.au
mailto:osa@ozemail.com.au
mailto:osa@ozemail.com.au
mailto:robins@eap.com.au
http://Web.www.eap.com.au


Eddy Kleynhans,
Director of Workcare
2/222 La Trobe Street
Melbourne 3000, Australia
Telephone +613 9667 0218
Email: workcare@bigpond.com.au

Raymond Dorling and Associates
Box 289
55 Lindsay Street
Hamilton 2303, Australia
Tel: +61 4961-6800

Roger Frank Peters
RF Peters & Associates
P.O. Box 148
New Castle 2300, Australia
Tel:+61 4 926-4779

Konrad Gawlik
13 Barrelder Rd
Torrens Park, South Australia
Australia 5062

Treena Mossop
Treena Mossop & Associates
Druids House 407 -409
Swanston Street
Melbourne 3000, Australia
Tel:+61 3 9639-1449

Paddi Roberts-Jacobson
PR!. & Associates PIL
2119 Beach Street Port
Melbourne Victoria 3207, Australia
Tel:+61 3 9646-5620

Diane McDonald
Resolutions
Williams Rd
Toorak 3142, Australia
Tel: +61 3 9827-4466

Richard Kasperczyk
RTK Corporate Human Resources
Level 13
123 Queen St
Melbourne 3000, Australia
Tel: +61 3 98274888

Robert Keage
BLOCKS
Education Department of South Australia
Adelaide, South Australia 5000
Tel: +61 882267555
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Austria
Wolfgang P. Beiglboeck, Ph.D.
Senta Th. Feselmayer, Ph.D., Clinical and Health Psychologists
at the Anton-Proksch-Institute

Introduction
Austria is a republic with a democratic parliament and a population of somewhat more
than 8 million people, 64% of whom live in cities. It lies in Central Europe, and its national
territory is about 25% of that of the Federal Republic of Germany. The official language is
German, in some regions also Croatian and Slovenian.

Austria is a member of a number of international organizations (UN, WHO) and a member
state of the European Union. Due to the good economic data (Austria belongs to the
richest and most stable countries in the European Union), and together with eleven other
European states, Austria will adopt the unified European currency EURO as its national
currency as part of the European economic and monetary union.

7% of Austrian employees work in the farming business, 30% in industry and 63% in the
services sector (OST AT 1997). The Austrian economy is strongly influenced by the
service industry which depends a great deal on tourism. The industrial production is
particularly influenced by machines and steel construction, food and semi-luxurious foods,
and the production of motor engines However, the production of electronic integrated
circuits forms an essential section of industrial production. Almost 80% of the Austrian
companies are of small or medium size.

Description of the Health Care System
Austria has an extensive social security and welfare system, which begins before birth and
accompanies the Austrian during his whole life. This system contains many fields of social
welfare, such as looking after pregnant women, kindergartens, schools, special schools
(for handicapped children), youth and student homes, homes for the elderly, house
building, hospitals, accident insurance, and many more. The social welfare legislation
contains an obligatory extensive insurance, covering accidents, illness (including
operations), birth and treatment at health resorts, unemployment, disability, and old age,
as well as providing for the surviving dependents (http://wwwaustria.gov.at) This
insurance cover is financed by both the employee and the employer.

Citizens also have the possibility to choose private hospitals or physicians. The costs may
be reimbursed totally or partially by the insurance companies

The Mental Health Policy guarantees that every Austrian has access to according
inpatient or outpatient institutions of the public as well as the non-governmental sector.
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This concerns both primary health care and treatment, as well as rehabilitation. As a rule,
these institutions have a high quality standard.

Relevant Legislation
There are no legal rules regarding EAPs or internal company social work. However, since
the amendment of the Arbeitnehmerlnnenschutzgesetz law for the protection of
employees in 1994, health promotion plays a more important role in Austrian industrial
law.

Here, the necessity of company internal health services, of risk analysis and of the state of
the art are legally established as standards for the workplace. For the first time employers
are legally committed to actively examine and judge risks and to establish corresponding
measures. It is the task of so-called "safety confidants" or
"Sicherheitsvertrauenspersonen", sort of intermediary agents for safety problems, to
actively take part in ensuring safety and health care. All employees of a company must be
informed about all matters concerning their safety and health.

This amendment is the first one to define legal regulations concerning preventive services
and the establishment of centers dealing with safety and industrial medicine. Companies
having more than 100 employees are obliged to establish a committee responsible for the
maintenance of industrial health and safety standards. The tasks of this committee are to
coordinate and counsel in problems concerning health promotion and to create a humane
workplace. Companies employing more than 750 people must provide space for a
company doctor. In companies with less than 750 employees this can be the space
intended for first aid.

Adolescents, women, and mothers enjoy special protection, (e.g. employing women 8
weeks before and after the birth of a child is prohibited); and beginning with the day their
child is born, both parents can take a year off for child-care (including financial grants and
protection against dismissal). Each employee has the right to claim at least 5 weeks of
vacation per year. If he/she falls ill, his/her pay continues or he/she receives a sickness
benefit from social security. If a close relative falls ill, he/she can consume an additional
week of vacation per year for taking care of this relative

These legal regulations are strictly controlled.

Each employee and pupil is insured against accidents within the framework of the legal
regulations. However, the general legal insurance companies increasingly see as their
responsibility not only paying rents after industrial accidents and the treatment of the
results of an accident, but also preventing industrial accidents and occupational diseases.

Additionally, health promotion as part of the legal health insurance is legally established in
the 50th amendment of the social security law.
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Employee Assistance Programs (EAPs) in Austria
Neither occupational social work, nor the implementation of EAPs has a great tradition in
Austria. Except for very few exceptions, no company social workers are employed in
Austrian companies. Starting an academy (school) for social work and founding advice
centers focusing on social work are two examples of how attempts to increase this field
have been made over the last few months. Also, the services of industrial psychologists -
except for assessment - are represented to a highly insufficient extent. Extensive EAPs, if
they exist at all, are only being built up at the moment. The preventive tasks in companies
are covered by occupational doctors who consult external counselors if necessary.

The WHO and the EU conduct a European network of health promotion in companies
which has become more and more important for Austria since it joined the ED. Since
1995, the health insurance company of one state has taken the responsibility for these
tasks. In a 1995/96, an opinion poll on health promotion in companies was carried out in
Austria (OOGKK 1997). 24 companies reported ongoing activities in health promotion.
These activities mainly concerned preventive medicine, the environmental conditions in the
workplace, nutrition, exercise, and stress. Without exception, all environment-related
measures only represented the reduction of stressors in the workplace, such as working
hours, nutrition, career counseling and job rotation. 50 % of the individual-related
measures were exercise programs or healthchecks. In order to promote health awareness,
these companies only took individual-related measures, e.g. lectures, (medical
healthchecks) examinations, courses on eating healthy and sensibly, nicotine cessation, and
cardiovascular training.

In 1996 (Busch et al. 1998), the Department of Psychology of the University ofInnsbruck
published case studies on how health promotion in companies is put into practice 15
companies (of which 6 were large concerns) in three states reporting health promotion and
personality related measures at the workplace were examined. These programs mostly
were started on the initiative of managers, company doctors, or external counselors. The
implementation is mostly carried out by the personnel department or the department of the
company doctor.

11 of the 15 companies offered activities in handling alcohol and nicotine. 9 companies
imparted skills in social competence, executive competence, and stress management.
Exercise programs or cardiovascular trainings were offered in 6 or 7 companies. It was
interesting to see that most companies tried to cover the topic "handling alcohol" with
lectures and individual counseling, which normally is not sufficient. Further measures
included changes in working hours, founding company sports teams, as well as changes in
the offered meals.

However, none of the examined companies had established or planned extensive EAPs. In
the meantime, very few large concerns have started to establish such groups

In the last 10 years, however, a rather large number of Austrian companies have decided
to establish extensive preventive alcohol programs. In doing so, the following procedure
has proved to be worthwhile in Austria
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1) problem analysis
2) goal definition
3) development of an internal company prevention program
4) development of an internal company EAP.

Problem Analysis
As a first step, it is necessary to analyze how the company has handled alcohol so far, how
it is embedded in the company policy, and how the company deals with at-risk employees.
This must be done to be able to take the according measures.

Goal Definition
Often the client only wants to help those employees who are already affected. However,
this is, although an essential task, only one part of the necessary intervention. When the
specific goals for the company are defined, attention must be paid to implementation of
appropriate primary and secondary preventive programs. If not, it may be true that the
addicts are treated, but the causes are not taken into account.

Implementation of a Preventive and Supportive Program
The most difficult part for a company is to install an internal program for prevention and
early diagnosis.

Such an internal program can, as mentioned above, only work if it is supported by the
entire company - top management, works committee, medium management, and basis. It
must be consistent and transparent. Experience has shown that even if only one of these
levels does not take part in or even sabotages the program, the defined goal cannot be
achieved.

Therefore, it is important to achieve a sensitization on all levels of a company before such
a program can be implemented. This must be done with great care, in order to counter
against the often observed defense behavior. As neutral observers having the
corresponding specialized knowledge, they can bring up the "hot topic" with the necessary
care.

Only after this phase has been completed, the installation of a "kick-off group" is
appropriate. However, in general, the following seems reasonable: the activity of such
groups should not be limited to addiction problems. They should also strive for attaining
competencies for developing a broader health program. This not only increases the
acceptance of the program among the staff, it also has relevance in dealing with other
psychosocial problems (e.g. psychosomatic diseases) or health-damaging behavior (eg.
inadequate nutrition).

In the field of primary prevention, for instance, this would be: designing an information
folder, sensitizing of the top management, and handling alcohol problems within the
company. Perhaps, there also should be target-group-specific actions, as for trainees.
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In the field of secondary prevention the measures are, among others, the following:
installing a "crisis group", working out a graduated plan, and schooling of executives

When translating all these measures into action, all superiors must be trained sufficiently;
particularly in ways it concerns conversations with at-risk persons.

Case Study
An example of a successful implementation of a preventive alcohol program and
intervention, the corresponding activities of the "EA-Generali Lebensversicherung", a life
insurance company with about 900 employees in Vienna, is presented below

The implementation lasted less than three years and contained the following fields:

After the project had been approved by the management, a project group was set up It
was composed of the company doctor, and by representatives of the employees and the
personnel department. Two organizational psychologists of the Anton-Proksch-Institute
were put in charge of the group and functioned as external counselors

One refrained deliberately from banning alcohol from the company. Instead the
sensitization of the staff was the goal.

As a first step, there were seminars for all executives of the enterprise. The goal of these
seminars was not only to impart knowledge (what is alcoholism, early diagnosis, correct
conversation, etc.), but also a sensitivity toward their company and their own ways of
handling alcohol (e.g at company parties) Despite the voluntary participation in these
seminars more than 90% of the executives were reached during the project. The effects of
these seminars were evaluated by an anonymous questionnaire 6 months after they had
taken place. In addition, this topic was repeatedly mentioned in other relevant training of
the staff The works committee repeatedly talked about the project and pushed through
changes in the way drinks were offered at company parties. Furthermore, several articles
were published in the company's internal media and a folder was designed This folder
blended in with the company policy, "We stand by our responsibility," and was handed out
to each employee

The evaluation showed changes in the way the participants of the seminar applied alcohol,
the fact that consumption of alcohol had decreased at company internal further education
courses, and a more open discussion about alcohol use and abuse Some departments even
developed regulations concerning the handling of alcohol at work.

That this procedure proved to meet the company's needs, can be seen in the fact that the
regional branches and subsidiary companies also wanted to take part in the seminars.

After the successful sensitization, the project group began to develop a graduated plan
concerning the handling of at-risk employees. This plan was completed in the form of a
written agreement between the management and the works committee. This program, or



rather the handling of this program, was taught in continuous seminars and vanous
lectures on different executive levels of the company.

As far as one can tell from investigations within the company, this program led to a series
of treatments and treatment interviews. However, it is difficult to give exact numbers, as
the first confronting conversations should be held confidentially.

As a next step, a crisis group, composed of the personnel department, company doctor,
and works committee, was installed to function as contact and source of information for
employees and management.

Finally, as a following step, these seminars should not only be open to the management,
but also with slightly modified contents, to other employees. This project was converted
into a permanent facility of the company and shall be extended to all regional branches of
the company in the future.

Conclusion
In Austria, EAPs - apart from some strictly defined fields, as in the prevention of accidents
and in preventive drug and alcohol programs - hardly exist. All in all, prevention not only
at work but also in other settings, only happens in form of single activities. These activities
are being linked very slowly. It is hoped that the Austrian contact for the EU will give
health promotion in companies new impetus. However, it is clear that there is a growing
interest in this field, as company advice centers increasingly make offers in this context.
Hopefully, health promotion will become a field of activity for Austrian health experts in
the future.
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Resources

Wolfgang P. Beiglboeck, Ph.D.
Senta Th. Feselmayer, Ph.D.
Clinical and Health Psychologists
at the Anton-Proksch-Institute,
Organisational Psychologists,
Lecturer at the University of Vienna
Anton Proksch Institut
Mackgasse 7-11
A-1237 Wien, Austria-Europe
Tel: +43 1 888 25 33
Fax +43 1 888 25 33
Web: http://www.api.or.at
Email:wbeigl@via.at

Bundesministerium fr Arbeit und Soziales
(Ministry for Health and Social Affairs)
Zemtral- Arbeitsinspektorat
Dr. Eva-Elisabeth SZYMANSKI
Praterstr. 3 1
A-I020 WIEN
Tel: +43 1 711 00

AUVA - Allgemeine
Unfallversicherungsanstalt
Adalbert Stifter-Strafle 65
A-1201 WIEN
Tel: +43 1 33 1110

Esterreichische Kontaktstelle fur
betriebliche Gesundheitsf'rderung
der Europaeischen Kommission
Oberoesterreichische Gebietskrankenkasse
Gruberstrafle 77
A-4020 LINZ
Tel: +43 0732 78070
Fax: +43 0732 7807 2707
Email: ooegk@ooegk.or.at

Gesunde Organisation
Gesundheits- und
Organisationspsychologische Beratung
Dr. Wolfgang P Beiglboeck
Boltzmanngasse 18/2
A-I090 WIEN
Tel: +43 1 7208483
Fax:+43 1 7208483
Email: wbeigl@via.at

Institut fuer Gesellschafts- und Sozialpolitik
Sozialwissenschaftliche Vereinigung
Freistaedterstr. 315
A-4040 LINZ
Tel: +43 73224687161
Fax: +43 7322468 7172
Email: e.bauernfeind@jk.uni-linz.ac.at

ENOS Contact
Deimbacher, Mr. Wolfgang
Austria Tabak Werke
Porzellangasse 51
A-I090 Vienna
Tel: 0043 1 31342 1415 or
00 43 1 545 70 42

35

http://www.api.or.at
mailto:Email:wbeigl@via.at
mailto:ooegk@ooegk.or.at
mailto:wbeigl@via.at
mailto:e.bauernfeind@jk.uni-linz.ac.at


References

Austrian Government - http://w\n\ ..austriagov.at

Bamberg, E., Ducki, A & Metz, AM, (1998) Handbuch betriebliche Gesundheits-forderung. Verlag fur
angewandte Psychologie, Gottingen,

Beiglbock, W & Feselmayer, S, (1998) Alcohol in the workplace: Attitudes, Policies and Progranunes in
Austria. Country Report for the European Commission DGV F3.

Busch, Ch., Huber, E. & Themessl, M. (1998) Zum Stand betrieblicher Gesundheitsforderung in Osterreich.
In: Bamberg, E., Ducki, A & Metz, A-M. (1998) Handbuch betriebliche Gesundheitsforderung Verlag fur
angewandte Psychologie, Gottingen ..

OSTAT - Osterreichisches Statistisches Zentralamt (1997): Statistisches Jahrbuch fur die Republik Osterreich
1996. Osterreichische Staatsdruckerei, Wien.

OOGKK (1997) Betriebliche Gesundheitsforderung in Osterreich. Eigenverlag, Linz.

36



Belgium
Elyse Sharpe, MSW

Introduction
Belgium is a highly developed and densely populated country of nearly 10 million people.
Since its founding in 1830, it has been a hereditary, representative, and constitutional
monarchy Culturally and geographically, Belgium is heterogeneous, divided between the
Flemish, who speak a unique language related to Dutch, and the Walloons who speak
French. The crime rate in Belgium is one of the lowest in Europe and life is characterized
by a generally peaceful atmosphere. In international polls, Belgians are among those most
satisfied with their life and least inclined to emigrate

Belgium's highly productive economy has kept inflation low and has helped maintain one
of the highest standards of living in the world. Its central location gives it a significant
trading advantage Brussels, the capital city, houses the headquarters for both the North
Atlantic Treaty Organization and the European Community. Belgium has many valuable
economic resources, including a very skilled workforce with a proven penchant for hard
work. According to recent German statistics (1992), industrial productivity (measured as
amount of goods produced per worker) is 20% higher than that of neighboring Holland,
the next most productive country in Europe (Heylighten, 1995). This is due to
widespread automation, highly skilled labor, shift work that minimizes idle time, and low
absenteeism.

Although workers have vacation time, free time, and can easily take time off for illness
without risk of losing their jobs, few work days are actually lost This may be due to the
excellent system of low cost medicine and the tradition of resolving industrial conflicts by
negotiation.

Role of Unions
The Belgian economy is based on free trade and private enterprise, although since the end
of World War II, the state has been gradually redefining its liberal, non-interventionist
approach to economic affairs (Wickman, 1984) Belgium is one of the most highly
unionized countries in the world Estimates of union membership range from 60 to 70%
of the working population. The degree of unionization varies, however, from more than
80% for blue-collar workers to 37% for white collar workers. The industrial relations
system shows a clear preference for autonomous rule-making on pay scales and work
hours through the collective bargaining process The government has generally played a
supplementary role since it relinquished its position as wage regulator in 1956. Collective
bargaining takes place at four levels: national inter-industry, national industry, regional
industry, and individual enterprise. High level bargaining sets only minimum standards for
wages and labor conditions, which can then be improved upon at lower levels.

37



The lara est trade unions are not organized by profession or craft, but by industrial branch.
The dezree of unionization is partly due to the links between the more important trade1::1

unions and the political parties. The political pressure exerted by trade unions has
profoundly influenced labor legislation, which is extensive and covers practically all work
conditions, social security regulations, and other social benefits (Heylighten, 1995).

Socio-economic problems are largely avoided by labor agreements wherein trade unions
and employers reach compromise on wage increases for the coming period Only when
unions and employers cannot reach consensus will the government intervene by proposing
compromises (Wickman, 1984).

Description of the Health Care System
Resulting from a constitutional revision in 1980, the Flemish and Walloon communities
each have legislative council and administrative government responsibilities which include
health care. Below these, the nine Belgian provinces are divided into administrative
districts and communities, and are each under the authority of a governor with some
legislative power exercised by a provincial council. The central and regional authorities
have only financial and supervisory responsibilities in health care. As a rule, they do not
provide the actual health services which are typically left to municipal and private
initiative.

The compulsory social security system encompasses five areas: pensions, unemployment,
family allowances, annual holidays for workers, health sickness, and involuntary insurance.
The government manages and distributes the benefits to the appropriate bodies. Within
the health care sector, the distribution of benefits is done through "mutualities" As in
most Western European countries, the role of private insurers is minimal. Instead,
mutualities take care of the reimbursement and coverage of medical costs. Mutualities is
an accepted term in most continental European countries, however, some use the term
"sickness funds" or Krankendassen.

A citizen in need of health care either calls or goes to a physician's office. Emergency care
can be received immediately with a single telephone number (900) established for
summoning an ambulance, the police, the fire brigade, or other forms of emergency
service. Access to hospital care is closely related to the health insurance system. To gain
admission into a hospital, prior authorization from the health insurance physician is
required except in emergencies. In private practice, this is given automatically
(Groenewegen, 1985).

Funding
Benefits are financed by contributions from employees and employers, and by State

subsidies. The task of collecting contributions is centralized within the National Office for
Social Security (ONSS) The ONSS in turn redistributes the funds among the various
public institutions. As it was concluded that the easiest way to contain costs (or to
increase income) was to have the insured contribute to the expense of medical care, the
principle of free hospital care has been abandoned. The government has decided that
patients must pay part of the fee from the very first day of hospitalization. Patients must
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also contribute to the costs of drugs and dental and medical care, both inside and outside
of the hospital. A real cut in the consumption of care is anticipated but has not yet been
realized. Most experts believe that serious increase of personal contributions is likely to
be followed by a decrease in the consumption of care, particularly within the less-
privileged groups. This mechanism has therefore been used carefully for it can easily lead
to serious problems for the poor

Benefit plans are executed either by exclusively public bodies as in the pensions sector, by
social welfare organizations (mutualities, trade unions, etc.) and public institutions, or by
employer organizations as in family allowances. The benefits distributed for sickness and
disability amounted to 6.5% of the GNP in 1991, whereas the total social benefits
amounted to more than 18% of the GNP in 1992.

Occupational Social Work (OSW)
Occupational social workers' tasks cover a wide range of administrative and management
support such as group animation, social inquiry, visiting sick employees, activities for
pensioned workers, attending funerals, helping widows, information activities, board
meetings, and secretaryship. In addition, their function includes assisting individual
employees, conducting interventions, promoting teamwork and groupwork, dealing with
new organizational structures and new visions on management, administering social
benefits, and overseeing recreational and sporting activities and events (Fletcher, 1985)
The role of the occupational social worker has grown to reflect management's interest in
increased productivity and in the reduction of employees' problems which affect
productivity. Occupational social work was established to enhance the company's
compliance with laws requiring them to hire special groups of employees and integrate
them into the company, e.g., Islamic immigrants who have found assimilation into Western
culture and system difficult. Most importantly, the role of occupational social worker,
social counselor, and/or social assistant has been to develop a work environment in which
the self-fulfillment of employees, as well as their career needs are accommodated.

OSW began during and immediately after World Wars I and II as the devastation of war
gave way to reconstruction. It evolved from the humanitarian concerns of paternalistic
employers, as employee need for housing and living arrangements prompted many
companies to incorporate social workers to assist in meeting them. A second need arose
from the virtual absence of social workers within labor unions. There was no evidence of
any social workers directly employed by or working within union organizations. A high
degree of interaction had occurred between social workers and unions through various
work councils throughout Western Europe, but no autonomous practice was observed
(Googins, Reisner & Milton, 1986)

Industrial Social Work exhibited a definite set of developmental stages through which the
practice grew. The focus of social work began with attention to the individual employee
needs and later evolved into more of a systems orientation. The actual development was
directly related to the degree of social work integration in the corporation, moving from a
mostly peripheral and extraneous function to an internal and highly integrated one
(Kurzman & Akabas, 1993).
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After World War I, Belgian companies assisted the families of workers in an approach
borrowed from the English welfare model which provided direct service to workers who
had injuries, minor ailments, and welfare needs. The effort was oriented toward giving aid
to individuals and families in need. A change in ideology emerged in the mid-1930s from
social welfare provider to social advisor. The focus of the occupational social worker
consequently shifted from providing welfare in times of hardship to building a better
relationship between the worker and the organization. Over time, the focus of social work
intervention shifted to include a greater emphasis on work-related problems (Ozawa,
1980).

During the 1950s, the industrial social worker came to have both internal and external
responsibilities, with the internal function taking greater precedence. External work was
characterized by its emphasis on housing, family, and financial problems. Internal
activities included psycho-social assistance for individuals or groups of employees, work
with vulnerable populations in the workplace, management consultation, influencing
personnel policies, and counseling employees affected by reorganization. Management
supported the shift toward an internal focus because the emphasis was seen to have
greater value and was less paternalistic

By the 1960s, the role of OSW had become more widely accepted in providing social
function to the organization and support for the employees. One characteristic of
industrialization was that it subjected the social system and family life to its own unique
pressures. This did not occur without strong resistance from the workforce whose
opposition led to developments in the work system such as trade unionism.

The 1970s were characterized by a rise in the standard of living, training levels, and the
aspiration for sexual equality. This led to the emergence of new demands concerning the
quality of life, first from outside, but eventually from within the workplace In addition,
the '70s showed an increased rate of gain in union density, with the larger proportion of
the labor force belonging to unions.

In the 1980s, personnel policies of organizations such as Renault expanded the function of
occupational social workers to include a wider range of tasks which provided assistance to
individual employees, teams, work groups, and new organizational structures, and offered
visions on management. Emphasis on intervention techniques was also encouraged.

The 1990s brought the introduction of employee assistance programs to Belgium due to
the overall concern for employee well-being and productivity. The occupational social
workers' role changed once again to accommodate a differing degree of formality and type
of services offered to employees in reaction to one of the most prevalent health and
productivity problems affecting their country at the time: alcoholism (Uri, 1987)

Education
Higher education for social work includes short and long term programs offered by non-
university institutions. Programs in Social Counseling prepare students for general
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training in personnel management and business and public administration services. Course
work is supplemented with visits to businesses and institutions, practical training, and
computer instruction. Formal courses include management, law, economics, social
security, social work, psychology, and the like. Students must also write a graduation
thesis. Graduates of these programs may obtain licensing in related fields such as work
science, economics, and applied social science. Admission to programs in Social Work
Counseling requires a certificate of higher secondary education and the successful
completion of an entrance exam. Although individual programs vary, each school must
offer a minimum of 28 hours per week of coursework in the first year, including 24 hours
of required courses. During the second and third years, there are 30-32 hours per week of
coursework. Finally, in the third year, there are 20 hours devoted to practical training and
special methodology. The special methodology portion can be in industrial or
occupational social work.

EAPs in Belgium
There has been steady growth in the number of occupational alcoholism programs in
Western Europe over the past few years. Because of Belgium's long-standing tradition of
both occupational social welfare and occupational alcoholism programs, EAPs have been
quite successful in blending both models (Yandrick, 1986).

Several groups and service companies have made attempts to build EAPs in Europe.
These ongoing efforts in the last decade are specifically due to the growing awareness
among European industry and business of the potential damage substance abuse poses to
their functional capability.

The World Health Organization (WHO) recently completed the first European Alcohol
Action Plan and found that Europe ranks highest among the world in alcohol production,
export trade, and consumption (Lipscomb, 1994). At 10 liters per capita consumed in
1990, Belgium ranked ninth out of 27 countries, including all of Western and Eastern
Europe, Iceland, Turkey, and the Republics of the former Soviet Union. The Flemish
Association for Alcohol and Other Drug Problems (VAD) cites that 5-10% of chronic and
occasional drinkers may cause problems at work. The association acknowledges,
however, that no reliable data currently exists on the problem. Over the past 10 years,
VAD has provided alcohol and drug policy consultation and related
management/supervisory training to several hundred Belgian companies. This non-profit
group teaches that it is not only the chronic drinker who can cause problems, but also
often the occasional drinker gets out of hand. As a result, European corporations are
beginning to seriously consider the cost benefit of rehabilitating rather than firing alcohol-
abusing employees.

Konstantin Von Vietinghoff-Scheel is a clinical psychologist and Managing Director of
Corporate Caring Systems, a European consulting firm providing preventive occupational
health care systems in Europe. Since 1987, he has been co-chair of the Business and
Industry Section of the International Congress on Alcohol and Addictions. He has also
worked to promote and develop EAPs in the European market. Corporate Caring
Systems, headquartered in Brussels, has expanded over time to extend EAP services to
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other countries. Von Vietinghoff-Scheel believes it is absolutely crucial to be sensitive to
and aware of cultural differences and traditions to be successful in the application of the
EAP concept to Belgian industries (Von Vietinghoff-Scheel, 1990).

Barbara Sumner (1995), an American expatriate for nearly 22 years, resides near Brussels
and has been a consultant with the Institute for Training in Intercultural Management
based in the Netherlands. She also acknowledges the power of cultural differences. It is
her belief that when a new EAP market beckons, there is typically a rush to meet the new
demand. In many cases, overnight business consultants refashion themselves into cultural
experts. Like Von Vietinghoff-Scheel, Sumner believes that it is crucial for companies to
develop a heightened understanding of the implications involved in a multi-cultural
environment. (Sumner, 1995.)

Sally Lipscomb (1994) provides consulting service to European-based corporations and
also serves as EAP A's Regional Director. Lipscomb believes Belgium offers fertile
ground for newly developed programs and EAP core services in alcoholism. She notes
that EAP successes include managers who recognize alcohol and other substance abuse
problems and take steps to intervene. Managers are also taking an active role in helping
the problem employee and in seeking expert assistance to develop programs. Lipscomb
observes that the current European economy leaves little room for employee illness,
accidents, absenteeism, or early retirement-vall of which are phenomena EAPs are proven
to reduce. Pressed by local unemployment payout requirements to retain trained workers,
business leaders in Belgium are more receptive to EAP assistance. Lipscomb believes it
does not matter whether the EAP is provided internally by the corporation or by foreign or
local contractors. What she finds crucial is that the program be carefully tailored to the
needs and culture of its host organization, and should carry its own uniquely Belgian
stamp of quality and individuality. EAPs should succeed because of their heavy utilization
of trained professionals who are skilled and knowledgeable about addictions, mental
health, and the specific corporate culture.

Many American companies located in Belgium have developed a range of assistance
programs. These include Delacre Biscuit, DuPont, Exxon Chemical International, Levi-
Strauss Europe, and Procter & Gamble. While their corporate programs differ in degrees
of formality and types of service offered to employees, they are united in addressing the
prevailing alcoholism problem No other function within the EAP core is more heavily
utilized.
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Delacre Biscuit
Daniel Willems, Human Resource Director of Delacre Biscuit, a subsidiary of

Campbell Foods in Lambermont, states that his goals for the EAP are to reduce
absenteeism and to have people come to work happy, thereby improving the social
atmosphere and productivity. Eighty % of the bakery's 500 employees are women and
60% are divorced or separated. Last year's program statistics showed that 34% of EAP
users sought help for problems with relationships, 20% for emotional issues, and 20% for
family problems (Lipscomb, 1994).

DuPont
Dr. Rozemarijn Laureyssesn (Lipscomb 1994), European Medical Director at

DuPont in Mechelen, directs the company's program which is available to 1,000
employees and their families. She regards the program as a huge success as it has helped
many employees and family members, which in turn has resulted in higher productivity.
According to Laureyssesn, the utilization of the EAP has assisted over 30 serious cases
who sought treatment and rehabilitation in a four-year period.

Dr. Laureyssens believes that a corporation needs to expand an alcohol program to one
serving a multitude of human problems. She states, "when you treat an individual's
alcohol problems, you may find he or she has other equally serious problems to be
resolved. Often family members look to you for help with their problems as well."
Experience with depression, marital, family, and financial issues motivated DuPont's
European headquarters in Geneva to expand its Alcohol Program to a full service EAP in
September of 1994. All other European locations have the objective of introducing the
same service in the coming months.

Exxon
Exxon Chemical's Brussels headquarters for operations in Europe, Asia, the

Middle East, and Africa, started its full service EAP in 1986. Medical Advisor Dr. Guy
Binst (Von Vietinghoff-Scheel, personal communication, Fall 1995) stated that the
company's goal was to give employees and family members access to external professional
assistance Provided contractually by Corporate Caring Systems, the program offers a
confidential 24-hour telephone helpline to employees, families, and management. Callers
may see the EAP professional up to 8 times per problem per year, with the company
covering the costs. If the employee needs additional services, these are selected and
coordinated by the EAP. Binst states that last year's 4.5% penetration rate proves that
employees are fully utilizing the service. The most frequently reported issues are marital
conflicts followed by problems related to children.

Levi-Strauss
Levi-Strauss Europe introduced its full service EAP to the 280 employees in its

Brussels headquarters in April 1994. Human Resources Manager, Alison de Maret
(Lipscomb, 1994) noted that management had discussed the idea for several years before
implementing it. Management was concerned that employees would not utilize the mental
health services, but de Maret's research has demonstrated the contrary. Apparently, Levi's
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huge success in Europe added stress in the personal lives of employees and they utilized
the program to organize and balance both their family and work lives.

Procter & Gamble
Dr. Jan De Saedeleer, Procter and Gamble's Medical Director of Occupational

Health Services for Europe, Africa, and the Middle East, is one of several Brussels
corporate executives collecting data on the problem of alcoholism. He states that "when
you compare a drinking employee with a non-drinking employee, the drinker misses up to
16 extra days of work" (Lipscomb, 1994).

Conclusion
The roles of OSW and EAPs have evolved in recent decades. Social workers in the
occupational field have experienced a wide array of tasks from providing assistance to
individual employees to enhancing an organization's structure with new visions on
management. EAPs have tailored their programs to incorporate the needs and culture of
its host organization. The 1990s have isolated alcoholism as one of the most prevalent
health and productivity problems affecting Belgium. This is the natural entry point for
EAPs. Belgium appears to be fertile ground for providing EAP core skills in alcoholism
and addressing the challenging threats of corporate productivity. How the traditional
occupational social workers and newer EAP professionals work together will bear
scrutiny. Hopefully, it will be cooperative for the sake of employers and employees.
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Resources

Ms. JoAnn Brager
General Manager
American Chamber of Commerce in Belgium
Avenue des Arts
Boite 5, b-1040, M 1,000, Belgium

Chamber of Commerce and Industry
Markgravestraat 12
2000, P 1,000,0000 m 2,000
Belgium

Kamer Voor Handel en Nijverheid
Von Kortrijk
Casinoplein 20, B-8500, P
76,000, M 1,4001, Belgium

Leekens Rene
Director
Chamber of Commerce and Industry of
Louvain
Tiensevest 61,3200, P
400,000, M 3,000, Belgium

M. Vermeulen
Secretary General
Chamber of Commerce and Industry-Ghent
Area
Martelaarslaan 41,9000, P 148,000 M 1000
Belgium

Konstantin Von Vietinghoff-Scheel
Managing Director
Corporate Caring Systems
505 Avenue Louise
Box 17
Brussels, Brussels B-1050, Belgium
Tel: 3 22 648-6087
Fax: 3 22648-7894

Lue 1. Je Wolf
Executive Director
Brussels Chamber of Commerce
Avenue Louise 500
1050, P 9,8000,000, M 5,000, Belgium
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Bermuda
Vena Darling, MSW, LCSW, CEAP, Legislative Manager, EAPA

Introduction
The islands of Bermuda were first discovered in 1503 by the Spanish sea captain, Juan
Bermudez. For the next century, the Spanish considered the islands as a navigational
point of reference as they returned from the Caribbean to Spain. In 1609, Sir George
Somers, on his way to the English colony at Jamestown, was blown off course and was
shipwrecked on the shallow reefs surrounding the islands. Eventually the British decided
the islands were habitable and developed the first town, St. George.

Bermuda is the oldest self-governing colony of the United Kingdom, and is located
approximately 660 miles due east of North Carolina. Over half of Bermuda's 60,000
residents are members of the workforce.

Bermuda has no rivers, streams, or fresh water springs. It is dependent on rain for its
crops. As the soil is very shallow, the islands have had to depend on food imports from
the earliest days. For some time during the 19th century, Bermuda did export onions,
arrowroot and potatoes. But the American market was able to produce these foods itself
and so did not continue to import from Bermuda.

Because of its location, Bermuda was able to benefit from trade with North America. For
example, during the American Civil War, sailors were able to deliver the cotton from the
American South using Bermuda as a stop over before proceeding on to England.

Tourism was the first reliable money maker for Bermuda. This occurred when Princess
Louise, the daughter of Queen Victoria, visited the islands in 1883 to get away from the
cold Canadian winters. Her visits received great publicity, describing Bermuda as a place
of beauty and ease. Other notables soon followed and wrote favorably about the islands,
thus encouraging others from North America to visit and enjoy its weather, natural beauty,
and welcoming people.

Today Bermuda's economy is based mainly on tourism and international financial
operations, such as insurance and re-insurance companies and financial institutions.
Additionally, there are excellent legal, banking, and accounting support services.

Workplace History
Businesses in Bermuda usually have a traditional top-down management system As with
businesses in Europe and Northern America, the past decade has seen a shift to more
participatory management. Younger Bermudians, returning from education and work
experiences in the UK and USA, bring expectations for increasing employee participation
in and influence on the management of businesses.
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There are a Human Rights Commission, strong labour union influences, the Bermuda
Personnel Association, and the Bermuda Employers' Council.

Associations and Colleges
The professional associations are the Bermuda Counselors' Association, the Bermuda
Social Workers' Association, and the Bermuda Psychological Association. These
organizations work on various issues of mutual interest, such as working with the health
insurance companies to improve coverage for employees and families for mental health
services, and setting standards of education and degree levels for licensing and
certification of mental health and substance abuse treatment providers.

The Bermuda College offers several 2 year programmes with certification in areas such as
hospitality, early childhood development, and law. There are no courses or programmes
leading to degrees for counselors or therapists. However, the college does team with the
National Drug Commission to provide courses given by visiting experts on substance
abuse issues for social workers, school counselors, psychologists, and others in the
treatment community.

Description of the Health Care System
The general hospital is King Edward VII Memorial Hospital and Saint Brendan's is the
psychiatric hospital. Turning Point, the inpatient substance abuse hospital, Community
Mental Health Services, and Child and Adolescent Psychiatric Services all come under the
umbrella of St. Brendan's. Both King Edward and St. Brendan's are run by the Bermuda
Hospitals Board, which technically is not part of the government. Medical Health care in
Bermuda requires health insurance. Most people have private insurance through their
work and a government health plan covers basic emergency hospital care in a public ward.
Some plans offer mental health coverage; however, the government employees' health
insurance plan does not. There is no charge for services at the Community Mental Health
Services, Turning Point and Child and Adolescent Psychiatric Services. St. Brendan's is
developing a system by which people with insurance can receive services for what the
insurance pays without co-pay.

Relevant Legislation
Bermuda is a British protectorate. It has a Governor, appointed by the Queen, who is
responsible for external affairs. Bermuda has a bi-cameral system, the Premier being the
leader of the majority party. Today, there are two political parties, the Progressive Labour
Party (PLP) and the United Bermuda Party (UBP).

The UBP government formed the National Drug Commission, which the current PLP
government supports. The commission is currently working on a Drug-Free Workplace
Policy.

The Health and Safety at Work Act was passed in the mid-80s. It addresses the physical
and emotional welfare of Bermuda's employees. Union negotiations produced joint
consultative committees between union and management where issues of employee
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physical and emotional welfare have been addressed. The Human Rights Commission was
formed in the late 1970s, following the riots of 1977, which led to the Pitt Commission
and the Pitt Report. The Drug-Free Workplace initiatives grew out of the Royal
Commission into the use and misuse of drugs (The Archibald Report of 1985).

History of Occupational Social Work and EAPs
Prior to the introduction of employee assistance programs an employee with a substance
abuse problem was dependent on the benevolence of the employer. If the employer knew
about the problem the employee might be sent to Montrose, the alcoholism treatment
program at King Edward VII Memorial Hospital, or sent overseas to a treatment program.
Employee assistance programs began in the late 1970s and early 1980s. Deborah Carr and
Vaughn Mosher were working in the alcoholism treatment program at the King Edward
VII Memorial Hospital, and each subsequently formed two separate companies and began
delivering services to consortia of companies. While Benedict Associates , the EAP
formed by Vaughn Mosher, was the first EAP on Bermuda; the EAP of Bermuda is the
largest EAP service on the island, serving approximately 7,000 employees in 170
companies and the government of Bermuda.

Status of EAPs Today
Because companies and businesses tend to have relatively few employees, there are no
internal EAPs, except for the program at the King Edward VII Memorial Hospital. The
government of Bermuda has approximately 7,000 employees and is the largest employer.
The next two largest employers are the Bank of Bermuda and the Bank of Butterfield,
each employing about 400 to 500 employees. Most organizations have less than 100
employees. Consequently, the consortium model, introduced by Deborah Carr and
Vaughn Mosher, is the form EAPs take. Ashton Associates and Transitions provide
treatment within their organization, unless referring out into the public sector.
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Resources

Vena Darling, MSW, LCSW, CEAP
Legislative Manager
Employee Assistance Professionals Association
2101 Wilson Blvd., Suite 500
Arlington, VA 22201
Tel: 703-522-4585
Email: Darlingvhm@aol.com

There is only one internal employee assistance programme in Bermuda. It was started in
1990 by Mrs. Doris DaCosta through the Bermuda Hospitals Board and is located in King
Edward VII Memorial Hospital. Tel: 441-236-2345 ext. 1531 All other EAPs are external
and are provided by one of four groups.

Benedict Associates
President, Vaughn Mosher
Tel: 441-295-2070 ext.321
Provides: policy development, management consulting, assessment, brief treatment and
referral. Training is outsourced to trainers in the community.

Employee Assistance Programme of Bermuda
Executive Director, Deborah Carr
Tel: 441-292-9000
Provides: policy development, management consulting, assessment, brief treatment, and
referral, training and educational programmes and Wellness Bermuda.

Ashton Associates
Director, Bernd Miller
Tel: 441-295-0999
Provides: educational services and therapy

Transitions
Director, Sarah White
Tel: 441-292-2667
Provides: educational services and therapy
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Brazil
Kenneth Burgess, M.Ed., LPC; Liliana Scheliga, MS; and Heloisa Ribeiro da Silva,
SW, CPR Tecnologia em Saude

Introduction
Brazil was discovered in 1500 by Portuguese explorer, Pedro Alvarez Cabral. Colonized
soon afterward, it remained a Portuguese colony until 1822. In Portugal, it was felt that
somewhere within this tropical region might be found the physical site of Paradise, as
described in the Bible. Like the voyage of Columbus for Spain, it was also hoped that
these new lands would feed both the desires and the purses of those still in Europe, and
that the dream of finding treasure would be enough to move anyone to embark on an
adventure to this new land.

But Brazil proved to be a challenge. Unlike North America, there was no indication of
gold or precious stones, and the indigenous peoples of Brazil did not accept the
Portuguese, the French, or the Spanish with open arms. There were millions of people
already living here, more than 170 languages spoken, and to survive, one was forced to
live side by side with the tribes found on the Brazilian coast. Where force was used to
overcome and drive away the original inhabitants in North America, other methods proved
successful in Brazil.

This new country was an enigma to those trying to settle it. Even the seeds of plants
commonly grown in Europe failed to take root in its soil, and settlers literally starved to
death under trees which bore unknown, but edible fruit. To survive in Brazil meant to
forget about what worked in Europe. One had to quickly learn what worked in Brazil
from its natives, or perish

A unique form of colonization occurred here, unlike that found anywhere else in the
world. And what occurred during those early days has had a profound effect on this
country and its people To live side by side meant (to the native peoples) that one was
either a member of the family (tribe) or an enemy. To live amongst the family meant that
one had to be either a blood relative or a relative by marriage. Marrying a native woman
instantly made a man a member of the group, and the first Portuguese who married
according to this custom quickly learned the advantage of this new way of thinking.

Brazil has, from its onset, been a society that has understood and accepted racial and
cultural intermarriage as necessary for peaceful co-existence. Few countries in the world
accept new things with such an open-minded willingness as does Brazil, and this liberal
attitude is at least partially related to the country's history of racial democracy

Today, Brazil's population of more than 170 million makes it the fifth most populated
country on earth. From Belem in the North, to Porto Alegre in the South, it is more than

51



2,000 miles in length. The land mass of Brazil is more than 8.5-million square km.. Its
climates, north to south, range from hot, tropical rain forest, to the cool climate found in
Rio Grande do SuI. In the Northeast, you see ox and horse-driven carts on the same
highways with automobiles, buses, and trucks. In this region, meats as well as produce are
normally displayed for sale in the open-air markets and "feiras". In Sao Paulo, it is, at
times, difficult to distinguish just where you are, because this huge city has such a strong
European flavor. The beaches and resorts of Rio de Janeiro and Salvador (in Bahia) rival
those found in Hawaii and other tropical paradises; yet; the squalor found in their favellas
are as difficult and inhuman as those found anywhere in the world Throughout its vast
land mass, Brazil remains an enigma.

Since 1889, Brazil has been a Federal Republic with a President. It has two houses of
government, the Senate and the Parliament, both of whose members are popularly elected.
Brazil's gross national product is more than $800 billion, but its per-capita income is less
than $5,000.00 (US). Health conditions in Brazil rank it low among its Latin American
neighbors (19th), and the life expectancy of Brazilian men is only fifty-nine, for women,
sixty-nine. Brazil is also eighty-three percent Catholic, and it is this Catholic heritage that
gave birth to social work and social services.

May 15th is Social Work Day in Brazil. It is a day celebrated not only by those who
practice social work, but also by the government and by the Catholic Church. The field of
social work came into existence in Brazil through the Catholic Church, specifically
through the Religious Order of Saint Augustine. There is actually a date given for the
origin of social work as a profession: May 15, 1932. This is the date that the Center of
Studies and Social Action (CEAS) was formed in Sao Paulo. The formal reason given by
the Church for its strong backing of Social Work was that it "better prepared social agents
for the church."

In the early 1930s, great interest was expressed by Church laypersons (primarily women)
for looking into this area of service. The first courses in social services were given
through the Church by Mademoiselle Adele de Loneaux, who was brought from Brussels,
Belgium to teach in Brazil. The objective for offering these courses was to promote the
study of Church doctrine and to establish social policies and action following Church
guidelines.

After Adele de Loneaux's visit, the Order of Saint Augustine sent two women to Belgium
to take coursework in professional Social Work. Upon their return, in February 1936, the
first School of Social Work opened in Sao Paulo Under the direction of Cardinal Leme,
the second School of Social Work opened in Rio de Janeiro in 1937. Given the name, The
Institute of Family and Social Education, this school's focus was to find and teach agents
to correct social injustice

From its inception, the field of social work in Brazil has been active in its stance against
poverty and injustice, and social workers have always had strong support from the
religious community (particularly Catholicism) and the government. The roles of social
workers here are also more profound than one finds in other parts of the world.
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History of Occupational Social Work (OSW)
Since the late 1940s, for example, Brazilian social workers have found employment in
industry, and occupational social workers, the Assistentes Sociais, are entrenched within
the structure of large Brazilian companies. US as well as European and other
multinationals, have accepted the social worker as part of the company infrastructure, and
this is why the EAP movement here has had such a strong social work influence. In short,
the first EAP representatives in Brazil were social workers.

The Brazilian social work profession identified early on those areas social workers, or the
Assistentes Sociais, belonged. These areas included:

• Health Promotion
• Education
• Habitation
• Urban Planning
• Adolescent and Children's Services
• Private and Public Companies
• Institutions
• Community Services, and
• Quality of Life programs

From their positions within the company, the Assistentes Sociais began to build their
programs toward those areas viewed as the domain of social work (The social workers
here are almost all females.) From their onset, company social service programs took on a
very "wide-brush" approach. Today, typical social service efforts include many of the
areas listed above, with most handling even more areas of responsibility. Daycare, for
example, generally falls under the jurisdiction of the social worker, and many large
companies choose to run their own centers. Within some companies, the social worker is
also responsible for Benefits administration.

The late Brazilian President, Getulio Vargas (President from 1937-1945), whose party
and platform were strongly socialistic, paved the way for the social worker. During
Vargas' term, many Brazilian national companies were formed and placed under
governmental control. Petrobras, (the oil company), Banco do Brasil (the national banking
institution), the country's telecommunications and power giants, and the governmental
infrastructure necessary to run these huge corporations were all formed under his
direction. Paternalistic as well as socialistic in his doctrine, Vargas expected that these
companies would provide for their people, and this expectation continues to this day
Brazilian companies, as well as others doing business in Brazil, have maintained this
"helping" tradition
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Social Work Today
Corporations like Scania (the bus and heavy truck manufacturer), Eletropaulo (the Electric
Company), FURNAS; and Compania Vale do Rio Doce (CVRD) are excellent examples
of companies that offer broad brush occupational social assistance services. Other
companies doing business in Brazil have implemented these services as well: Avon
Products; Volkswagen do Brasil, Bank Boston, ALCOA, Bosch; Caterpillar, and Dow
Chemical are but a few such examples.

The first 12-step treatment program exclusively for alcoholism in Brazil, was a program
run by Donald Lazo, a long-term expatriate from the United States. His program was
named REINDAL, an abbreviation for "Rehabilitation and Integration of the Diseased
Alcoholic," but it was referred to as "Little Farm" because it was located in a rural area of
Sao Paulo, and because it was based on the Chit-Chat Farms model of treatment (Chit-
Chat is located in Pennsylvania, USA). REINDAL opened its doors in 1976, and was
successful in helping to raise public awareness about the growing problems of alcoholism
in Brazil. REINDAL was also successful in drawing clients from the business sector. In
providing its services to Brazilian as well as US owned companies, REINDAL helped to
raise public awareness of the problems of alcoholism. Through Lazo and the work of
others, particularly Dr. John Burns (then living in Rio de Janeiro), there were more than
two hundred Alcoholic's Anonymous (A. A. ) groups active in Brazil by the mid-1980s.
REINDAL closed its doors of operation in Brazil in 1995 and Lazo returned to the United
States in 1998.

Prior to the opening of "Little Farm," Brazilians with alcohol problems had few
alternatives for help. The wealthy were usually treated by their private physicians for
conditions related to alcoholism. Many were eventually referred to psychiatric clinics and
hospitals The rich went to private psychiatric facilities but the poor were not so lucky.
Those with success stories were usually the few who had gone to the United States for
treatment Human resource managers and physicians denied the extent of the problem in
Brazil. But the Assistentes Sociais, whose job it was to take care of families with
problems, knew the problem and the prevalence of chemical dependency well. This group
was strongly supportive of the opening of a new 12-step treatment center in 1982.

History of EAPs
The first official Employee Assistance Program in Brazil was the program begun by the
Johnson & Johnson Corporation in the Sao Jose dos Campos region of Sao Paulo in 1982
This program, like many of the EAPs found in the United States, began as a chemical
dependency program. Unlike US programs, though, the Johnson & Johnson EAP was
offered in addition to the company's already existing social work service. Its first Director,
Maria Isabel E.Volu, was a social worker.

In 1982, an event occurred which had significant impact on the Johnson & Johnson
decision to offer an EAP in Brasil. Vila Serena, the first 12-step chemical dependency
treatment program in Brazil (serving both alcohol and drug dependency) opened its doors
in Rio de Janeiro under the Direction of the afore mentioned John Burns. The Vila Serena
center was actually opened with a loan from Johnson & Johnson, and the fact that the
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startup of this center occurred at the same time as the opening of the country's first EAP
was no chance event.

With the Johnson & Johnson operation located in Sao Jose dos Campos, and its chemical
dependency treatment service located more than 300 miles away in Rio de Janerio, Vila
Serena needed to establish a sound aftercare program for J & J in Sao Paulo. By contract
with Vila Serena, all aftercare was done within the company by Vila Serena staff under the
direction of psychologist Liliana Scheliga.

Tom Desmond, then Director of the Johnson & Johnson EAP in the United States, John
Burns, of Vila Serena, Nancy Bryant of the Hazelden Foundation, and Social Worker
Maria Isabel E. Volu, were all responsible for building this program. Desmond had been
working with Johnson & Johnson management since 1981 to get the program in Brazil
operational. In his efforts, he worked closely with Burns. Together, with help from
Bryant, they implemented not only the first EAP in Brazil, but also its first successful
chemical dependency treatment program. The Johnson & Johnson program continues
today under the direction of Heloisa Ribeiro de Silva, a social worker. Vila Serena remains
the country's largest network of 12-step-based programs, with more than twelve locations
throughout the country.

The second official Employee Assistance Program offered in Brazil was the program
offered by Levi-Strauss and Company This program began operations during 1984. An
EAP in concept, it was named the P AF (Progama de Assistencia ao Funcionario), and was
under the direction of expatriate Human Resource manager, Joyce Mitchell Mitchell,
who was familiar with the EAP concept through her work with Levi's in the US, was
transferred to Brazil and soon after was involved in overseeing and running the P AF. This
program was functional as an in-house service for Levi-Strauss and Company employees
and families located in Cotia (in the State of Sao Paulo) until 1988 Levi-Strauss closed
down its operations here in 1995.

John and Liliana Burns of the Vila Serena Treatment Centers, and Nancy Bryant from
Hazelden, have been instrumental in the development and implementation of substance
dependency programs for business, industry, and the public sector throughout Brazil.
From Johnson & Johnson (which referred to its program as their "EAP"), these substance
dependency programs have spread to others, including the Caterpillar Corporation, CVRD
(mining), Banco do Brasil, Petrobras, ALCOA, Scania, Bank Boston, and Avon Products.
Since 1982, more than one hundred substance dependency programs have been started by
this team of professionals, with Vila Serena acting as the catalyst.

The social service and chemical dependency program at ALCOA's smelting operations in
Sao Luis, in the Northeast state of Maranhao, are examples of these efforts. The service is
named "Socorro", the Portuguese word for "help", and the services offered by the
Assistentes Sociais are "wide brush" in focus. In short, it is a full-service social work
effort and its two social workers (serving almost 2,000 employees) make home visits.
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The ALCOA program is under the direction of Socorro Coelho, who built this service for
ALCOA in 1990. The program has a strong chemical dependency component, and the
ALCOA staff is well trained to deal with chemical dependency problems. In order to
properly prepare themselves, the staff, two social workers, and the Medical Director,
worked for a number of months with the Vila Serena staff. Their training included a 28-
day inpatient stay in Rio de Janeiro.

When the ALCOA social workers identify a chemical dependency problem during an initial
assessment, they determine whether or not the person can be treated on an outpatient
basis. If appropriate, the person is referred to the location's outpatient chemical
dependency service which is run both by the location's social workers and external
consultants. If the employee's problem requires inpatient treatment, he/she is referred to a
12-step based inpatient program, then to the company's outpatient team for continuing
treatment and follow-up. Much can be expected to be found within strong internal EAPs
in the United States, ALCOA has a company "PARE" Committee made up of union and
management representatives who oversee this effort and give the program direction The
ALCOA program is respected throughout Brasil. It is also well utilized by ALCOA
employees and family members.

John and Liliana Burns have also been instrumental in bringing the concept of Employee
Assistance to Brazil, and many formal and informal presentations and meetings on this
subject have been held at Vila Serena and elsewhere through their support. The American
Chamber of Commerce, Sao Paulo, has also been a strong supporter of EAP services, and
this group has sponsored presentations on the topic.

EAPs in Brazil
Despite the momentum created by Vila Serena and Johnson & Johnson in 1982, the selling
of Employee Assistance in Brazil remains a difficult process. And, while Johnson &
Johnson has retained its program, now out sourced, its EAP has become much more
"Brazilianized" over time. The company still offers its substance dependency services, but
its EAP is now more of a social service program. One must be very careful, though, not to
evaluate such services negatively, for the Brazilian Assistentes Sociais are very successful
at their work. In Brazil, the programs of the social worker have cultural relevance and
acceptance, EAP does not.

This does not mean that Employee Assistance Programs are not relevant here. EAP is
relevant in Brazil. But programs here, by nature of the culture, will continue to be quite
different than those offered in North America. And, to overlook the importance of the
Assistentes Sociais in helping to spread the concept of EAP in Brazil, would be a great
mistake.

To take root in Brazil, EAPs must be supported not only by business, but also by the
Assistentes Sociais. Future EAP programs here (at least those within Brazilian
companies), will probably remain an integral part of the services offered through the social
worker.
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Today, the EAPA Chapter of Sao Paulo, named PAE Brasil (referring to Programa de
Assistencia ao Empregado), is comprised mostly of occupational social workers. This
group, active within EAP As international region, is trying to better understand the
workings of EAP and is just now deciding how this North American concept fits into
Brazilian culture. Most likely more will be offered from the Brazil Chapter of EAP A over
the next several years, and the group's leaders are excellent contacts for those interested in
more information about services in Brazil.

The Motorola Corporation, which has the strongest and most elaborate worldwide
network of internal EAP professionals, has just hired its EAP representative in Brazil,
psychologist Maria Elizabeth Pimenta .. This program is one to watch, as Motorola's EAP
represents only the third such internal service in the country, and because Motorola's
programs, under the direction of Sheila Monaghan (Cary, IL, USA), are generally
recognized as very successful efforts This new service offered by Motorola will certainly
have a positive effect upon EAP expansion in Brazil.

Two additional Employee Assistance Programs, both private externals, are currently
operating in Brazil. The first external full-service EAP to be offered here was Mind
Performance. Under the direction of Dr. Ricardo Esch, Mind Performance is located in
Rio de Janeiro. It is a Brazil-wide, full-service EAP, in operation since 1997. Dr. Esch, a
physician, is the former Medical Director of Vila Serena, Rio de Janeiro.

Mind Performance began its operations as a different organization during 1995. Opened
that year as Contexto, an outpatient alcohol and drug counseling service, its program's
first large client was Shell Oil. Shell remains its client today. Dr. Esch and Mind
Performance also run the program for Dow Chemical in Brazil, through subcontract with
CNR Health, USA. Ken Pedersen, Dow's EAP Manager in the United States, was
instrumental in operationalizing this program.

CPH Tecnologia em Saude, based in Sao Paulo, is the country's only other full-service
external EAP at this time. This company began its operations in 1983 as a health
promotion and quality of life consulting group. As a natural expansion of its other
healthcare offerings, CPH expanded its services to include EAP during 1998. The CPH
Employee Assistance Program is under the direction of Ken Burgess, CEAP, formerly
manager of ALCOA's and Blue Cross of California's EAP services. The company's
Clinical Director is Liliana Scheliga, long known to the EAP community in Brazil and the
United States.

In additional to its basic programs, CPH also provides expatriate EAP and other family
support services. At this time, this company's clients are primarily US and other
multinationals (SAlC, IPS of Australia, ALCOA, and Dow-Corning). CPH provides its
services throughout Brazil and through its affiliate networks in Argentina, Chile, Ecuador,
Peru, Colombia, Venezuela, and Suriname.

One other program, a Brazilian work-based counseling service, is also functional at this
time. The program, named PAP, or "Personal Assistance Program", is run by Eliana
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Audi, a psychologist based in Sao Paulo. PAP is primarily a counseling service which fills
a niche within the Brazilian healthcare structure. Many Brazilian companies do not offer
mental health counseling services to employees and families, and PAP fills this need.
Under her direction, Eliana Audi has built this low-cost service into a network of
psychologist providers located throughout Sao Paulo.

Brazil remains a challenge with regard to the country's acceptance of the concept of
Employee Assistance. In its strictest form, EAP, as known in North America (Core
Technology) has little relevance in Brazil. With its long history of social services and its
more recent acceptance of chemical dependency treatment and self-help (AA), a
Brazilianized version of this worthy service is about to blossom.

58



Resources

Ken Burgess, Liliana Scheliga, and Dr. A.
P alis Guimaraes
CPH Tecnologia em Saude
AI. Dos Jurupis, 1005 - Cj. 74 - Moema
Sao Paulo - SP - CEP 04088-003, Brazil
Tel: (011) 55-11-536-5044 (from the
United States)
Fax: 55-11-531-0206
Email: PAE@cph.com.br
Website: http://www.CPH.COM.BR

Amcham Brasil, Sao Paulo
The American Chamber of Commerce
Rua da Paz, 1431
Sao Paulo - SP - 04713-001, Brazil
Tel: (011) 55-11-518-0384 (Help Desk)
Fax: (011) 55-11-5180-3777
Email: amost.amcham.com.br

Mind Performance - Brazil
Dr. Ricardo Esch
Rua da Assembleia, 10/4105
Rio de Janeiro, RJ 20011-000, Brazil
Tel: (011) 55-21- 531-0224, Or
Tel: (011) 55 -21- 531-0217
Email: resch@mindperformance.com.br

Vila Serena, Sao Paulo
Dr. John Burns and Liliana Burns
Centro Para Tratamento de Dependencia
Quirnica
Rua Marseille, 100 - Vila da Represa -
CEP 04826-440
Sao Paulo - SP
Brazil
Tel: (011) 55-11-520-9094, or
Tel: (011) 55-11-520-2098 Email:
v serena@amcham.com.br

Heloisa Ribeiro de Silva
Assistente Social, Johnson & Johnson
Corporation
Av. Pres. Dutra, Km 157 - S. Jose dos
Campos
Tel: (011) 55-11-321-6756

PAE Brazil
(The Employee Assistance Professionals

Association Chapter, EAP A)
Lenice Mancini.
Av. Aguia de Haia 2100, BL 9-112
Sao Paulo - SP - 03694-000, Brazil
TeleFax: (011) 55-11-6280-2330, or
(011) 55-11-613-0840 (from the United
States)
Email:1mancini@mandic.com.br
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Canada
Jack Santa-Barbara, Ph.D., C.Psych., CDC-Working Well TM

Introduction
Over the past two years, Canada has received the highest rating of any nation on the
United Nations Human Development Index (HDI). The HDI is a measure of a nation's
overall health and well being, including social (e.g., child mortality, health care, education,
etc.), as well as economic indicators.

The Dominion of Canada is slightly larger than the United States, with a population of
approximately 28 million. The majority of Canadians (72%) live in cities within 100 miles
of the United States' northern border. Canadians are governed by a parliamentary system
with a Prime Minister as the head of government. The two official languages of French
and English reflect Canada's bicultural origins and continuing diversity This diversity is
further enhanced by the presence of Canada's native peoples, as well as immigrants from
all over the world. The majority of immigrants are from other nations in the British
Commonwealth, of which Canada is a member. Canada also accepts more than its share
of refugees from all corners of the globe. This reflects a tolerance and sense of social
justice among Canadians that, along with Canada's peacekeeping tradition, has given
Canada an excellent reputation internationally.

Canada is similar to the US in many ways, but there are also important differences. In
Canada, universal health care for basic services is publicly funded, including
hospitalization and most outpatient services. Health insurance for supplemental services
(e.g., prescription medications, eyeglasses, dental care, etc) is privately available. Most
large employers provide some form of supplemental coverage as an employee benefit.
Employee Assistance Programs (EAPs) are often included in this benefits package.
Employers also pay a health tax, based on a percentage of employee salaries, as a means of
funding Canada's universal health care system.

The Canadian workforce is well educated and highly skilled, and a strong union tradition
exists in many parts of the country, with over 30% of the national workforce unionized. A
sophisticated legal system balances the interests of employers with labour, health and
human rights legislation. In general, Canadian society is much less litigious than the US

Canada is an affluent, business-oriented environment, with a diverse, export-oriented
economy However, there are only a few hundred employers with a workforce over 1000
employees, and even fewer Canadian multinational corporations There are a sizeable
number of US-owned companies in Canada, as well as a few European enterprises. As in
other nations around the world, business and government's recent focus on debt reduction
has led to increased unemployment (currently about 10%), and reduction in public funding
for health and social services. Despite a growing economy, largely fueled by exports,
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there is an increasing disparity between the poor and well to do. This disparity is still less
than in the US, but is higher than most European countries, and higher than Canada's
traditional value of equalitarianism warrants. Crime rates are still much lower than in the
US, but higher than in Europe. This includes workplace violence crimes. Canadian
regulations regarding gun ownership are much stricter than in the US, and no doubt
contribute to an overall lower rate of violent crime.

Alcohol and tobacco are readily available in Canadian cities as in the US, although overall
use is somewhat less. Legally available substances, including alcohol, tobacco, and
prescription medications continue to be the largest and most serious substance abuse
issues for Canadian society.

Whether Canadians can continue to enjoy a high level of social as well as economic well
being, with the ever-growing pace of globalization of the economy, remains to be seen.
No doubt, these issues will continue to occupy Canadian citizens, governments, and
business for the foreseeable future.

Description of the Health Care System
One of the most distinctive and cherished features of Canadian society is its health care
system. Referred to as Medicare, it is a taxpayer financed, comprehensive health
insurance system that covers medically necessary hospital and doctors' services for all
residents (Vayda et al. 1992). The Canada Health Act (1984) established a national policy
and standards for the structure of the health care system across Canada. Funding derived
from an employer health tax as well as general tax revenue flows from the federal
government to each of the Provinces. Each province (or territory) is then responsible for
the delivery of health care services, within the framework of the Canada Health Act.
Each provincial plan must meet five key requirements to receive full federal funding. With
the decline in the level of federal funding over the last decade, the federal government's
ability to influence provincial health care policy has been challenged. Some provinces
have supported private, fee-for-service medical enterprises, which the federal government
has challenged as being in contravention ofthe Canada Health Act. Previously, provincial
ministries of health directly funded hospitals and a physician network of general
practitioners and specialists. Most Provinces are now turning to regional health
authorities, or boards, which will receive block funding, and be responsible for all health
care in a geographic region. These regional health authorities have the option of
contracting with private organizations to provide some services. The system is
undergoing change, and will continue to evolve.

The principles of the Canada Health Act, which all provincial plans must meet, include:

1. Public Administration - the insurance plan must be administered on a non-profit basis
by a public authority responsible to the provincial government.

2. Comprehensiveness - All medically necessary services performed by doctors or in
hospitals are covered. Insured hospital services include in-patient care at the ward level
(unless private or semi-private rooms are medically necessary) and all necessary drugs,
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supplies and diagnostic tests, as well ~s ~ br~ad ran~e of outpat~ent servic~s. Mental
health services are covered by psychiatrists In hospitals and pnvate practice. Most
hospitals also provide services of ps~cholo?ists and s?cial workers. The latter .are not
covered by the plan if they operate In a pnvate practice. Substance abuse services are
covered in hospitals. Extended care services, such as home care and nursing home care,
are also insured, although charges may be made for accommodation costs.

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

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

5. Portability - Residents are entitled to coverage when they are temporarily absent from
their home province, or when moving to another one. All provinces have some limits on
coverage for services performed outside Canada, and require prior approval for non-
emergency, out-of-province services.

Canadians access health services through the use of a provincial health insurance card
This card is presented to the health care provider or clinic of choice, which then bills the
province or Regional Health Authority. Patients have no insurance forms to complete, no
deductibles, and no co-payments. In addition, there are no dollar limits on coverage and
patients never pay providers directly

This system provides a generally high level of care for all Canadians. Waiting lists occur
for some services. This is an allocation problem for Regional Health Authorities, as well
as a level of funding issue in some cases. Mental health services are not well covered by
Medicare, and there are no legislative requirements for employers to supply certain levels
of mental health coverage, as exists in the US.

Approximately 10% of the Canadian GDP is devoted to health care, compared to about
13% in the US.

Many of the larger Canadian employers also provide some form of health care for their
employees Occupational physicians and nurses manage short- and longer-term
disabilities, as well as ensure various occupational health regulations are honoured
Privately owned and operated occupational health organizations contract with
corporations to provide a broader range of health services, including substance abuse
assessments, and IJ'v1ES(Independent Medical Evaluations).

Overall, Canadians spend over $70 billion per year on healthcare. Approximately 25% to
30% of these funds are expended outside the publicly financed Medicare system. This
percentage is growing, and is at the centre of the debate about the future shape of
Canada's health care.

There is no US style managed health care in Canada.
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Origins of Canadian EAPs
In many ways, Canadian EAPs developed in parallel to those in the US.
Occupational alcoholism programs developed in the 1940s, strongly influenced by
Alcoholics Anonymous. The focus was clearly on substance abuse, referrals were
mandatory, and recovering individuals ran the programs. Initial programs were internal
models. Many of the early innovators were Canadian branches of US corporations.

Over time, there has been a proliferation of EAP models, creating a distinctly Canadian
mosaic. Coverage has expanded to include a full range of personal problems, including
child and eldercare issues and health promotion activities. Mental health professionals
(social workers, psychologists, addiction specialists, etc.) became involved, and most
EAPs in Canada today are operated by external providers.

Several factors contributed to this proliferation. Canadian businesses and mental health
professionals noted the growth of EAPs in the US The first external EAP providers in
Canada were established in the 1970s by the Canadian Mental Health Association and the
Family Service Association in Toronto (Ontario) - two not-for-profit organizations.
Private, for profit operations closely followed.

In 1977, the federal government's Treasury Board mandated EAPs for all federal
departments and agencies, made EAPs part of the government's occupational health
policy, and promoted EAPs for all industries. A joint Federal-Provincial Task Force
supported the implementation of, first, drug and alcohol programs, and then EAPs, in all
federal and provincial departments.

Through this Task Force, funds were made available for a variety of initiatives that shaped
EAP in Canada. Health & Welfare Canada established a health promotion branch to
facilitate the expansion of EAPs across these federal departments and agencies. This
operation provides funds for training referral agents through community colleges, and
provides EAP services directly to federal employees, including health promotion services.
Recently, the government privatized the Health & Welfare operation, allowing it to
provide EAP services to publicly funded bodies at the provincial and municipal levels. As
distinct from the Health & Welfare EAP operation, the federally funded Workplace Health
Project provides for health promotion programs across all corporate sectors.

Many provincial governments established drug and alcohol commissions to provide public
education, research, direct services, and advocacy regarding drug and alcohol issues.
Some of these activities were directed to the workplace, linking labour and management
initiatives to combat alcohol and drug abuse in the workplace. Several of these publicly
funded agencies promoted EAPs, and assisted corporations in developing policies
regarding EAPs, and selecting external providers.

Canadian labour organizations also made significant contributions to the EAP movement.
Some individual unions, such as the Canadian Auto Workers, set up their own union
counsellor programs. These programs were and are paid for by management, but staffed
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and operated by union members who receive special trairung. These are generally
assessment-referral models, where the referred employee may have out-of-pocket
counselling expenses, if union or management do not fund the counselling costs.

Labour associations in the 1970s, such as the Canadian Labour Congress (CLC), or the
Ontario Federation of Labour (OFL), dedicated resources to the promotion of a peer
referral model ofEAP. Many of these initiatives were supported by the Federal-Provincial
Task Force. These organizations promoted this model amongst their member unions and
their respective workplaces, and established a peer referral/union counsellor training
programs. While many of these programs are still in operation (many along side programs
run by external operators), the union movement has been less active at the national and
regional levels over the last 10 to 15 years Joint Labour-Management Committees are
retained in some programs, as the body that administers the internal or external provider

In many of Canada's larger cities, EAP associations or councils were formed in the 1980s.
EAP councils are tri-party organizations representing employers (both public and private
sector), labour organization, and helping professionals (Csiernik, 1988). Their core
functions are community development, public education, professional training and
education, and networking opportunities. Whereas the councils are tri-party organizations
by design, the EAP associations mayor may not represent all sectors of the EAP
community Their goals, however, are often similar, with greater emphasis on networking,
professional education and promotion ofEAPs.

Another factor in promoting EAPs has been the bi-annual "Input Conference," sponsored
by Humber College ofEtobicoke (Ontario) since the mid 1970s. This national conference,
also initiated by the Federal-Provincial Task Force, brings together EAP professionals,
labour and business leaders for review of the state of EAP across Canada. More recently,
other regional conferences such as Vancouver, British Columbia's "Awareness
Conference" have established an important venue for updates on EAP activities.

The founding of the Employee Assistance Society of North America (EASNA) in 1984,
involved considerable Canadian participation, and maintains rotating US and Canadian
presidents, and conferences in both the US and Canada. Several Canadian EAP providers
have voluntarily undergone accreditation by EASNA.

In the mid 1990s, the Canadian Employee Assistance Professionals Association (CEAP A)
was formed to provide a uniquely Canadian perspective on EAPs. In recognition of the
overlap between EASNA and CEAP A, there have been some discussions to co-ordinate
the activities of the two organizations for the relatively small Canadian EAP community

Canada has no dedicated EAP publication. However, Canadian authors are frequent
contributors to EAP A Journal, EAP Digest, and EAP Quarterly EAP articles do
occasionally appear in such Canadian publications as "Employee Health & Productivity,"
"Benefits Canada," and "Canadian HR Reporter." Many Canadian providers are also
Certified Employee Assistance Professionals (CEAPs), attained through an examination
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set by the Employee Assistance Professionals Association (EAP A). A French Canadian
version of the CEAP examination is now available.

Yet another factor in the growth of EAPs in Canada has been the group insurance carriers.
In the 1980s, most major group carriers affiliated with an EAP provider to add EAP to
their benefit offerings to corporate customers. While this process has added some EAPs
to the workplace, primarily to the small case market, most contracted EAPs still occur
directly with external providers.

Consulting groups such as Towers Perrin, Watson Wyatt, William Mercer and Aon
Consulting have recommended EAPs to their corporate customers as a means of reducing
some unnecessary costs of stress-related benefits (e.g., some medication and disability
costs).

The EAP Landscape in Canada
The multiple factors described above have resulted in a vital and diverse EAP landscape
across Canada. There are a variety of EAP models in place across Canadian employers.
The most common model would have all or most of the following features:

• comprehensive coverage for all personal problems/concerns
• brief counselling (of varying duration, usually three, six or eight hour averages or

limits)
• referral to community resources for longer-term and/or specialized treatment
• Critical Incident Stress Debriefing for traumatic workplace events
• eligibility of family members of employees (some programs with a family

emphasis are called Employee & Family Assistance Programs or EFAPs)
• confidential access
• services provided by mental health professionals (social workers or psychologists)
with at least five years of professional experience
• program management which include program design, policy and procedures

development, supervisory orientation, and general employee and family awareness
campaigns

• an external provider

Most EAPs are administered on the customer side by either a human resource or
occupational health professional.

Additional features found in some programs include

• 7/24 access through toll-free numbers
intake workers with professional credentials and crisis counselling experience
specialized childcare, eldercare and legal advisory services
telephone financial counselling
telephone gambling addiction counselling
counselling provided in various languages other than English and French
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• Substance Abuse Professional (SAP) services
health promotion seminars and activities
workplace consultation regarding such issues as cultural diversity, workplace
violence, harassment, organization change (downsizing and restructuring), and
safety or risk-sensitive workplace issues
integration with the organization's disability management activities
employee and family relocation support within and outside of Canada
linkages with providers internationally for Canadians working abroad
specialized, targeted promotional activities for such demand management issues as
depression, stress/anxiety, substance abuse and family violence
telephonic health line information, health counselling, and triage
EASNA accreditation
internal quality assurance procedures to both manage for continuous improvement
and provide an audit-friendly environment.

•
•

•
•
•
•

•
•
•

Most of these latter features are to be found only within the top five external providers,
and/or within the few larger internal programs. Canada's five largest external providers
are (alphabetically): CHC - Working WellTM (recently purchased by Magellan Behavioral
Health), Family Guidance International, Family Services Association, Warren Shepell
Consultants Inc., and Wilson Banwell.

In addition to the large, national providers, there are dozens of small, local providers
whose focus is on a specific geographic area. This may be as small as a city, or as large as
a province. The EAP features provided by these local providers vary widely. The
Province of Quebec is an area covered by several local operations, whose distinguishing
appeal is that they are Francophone and Quebec-based. Many of the common EAP
features are evident in these programs.

The second most common EAP model in Canada is the internal program. Historically,
these would be amongst the oldest in Canada, the first having being instituted by Bell
Canada in the 1940s. Many internal programs were or are based on peer referral/union
counsellor models. Many of these, such as Bell Canada and Canadian National Railway,
have recently converted to an external provider, and added many of the features
characteristic of the most common model described above. There are, however, also large
internal programs, such as in the Bank of Montreal, which are based on a professional
staffing model, and contain the more common EAP features characteristic of a
sophisticated program. The argument for an internal, single-client affiliation is the EAP
team's intimate understanding of, and sensitivity to, the culture of both the employees and
management of the organization it serves.

Some examples of a consortium model have also survived over the years. The most
notable of which are the London Employee Assistance Consortium (LEAC) in London
(Ontario). Several local businesses fund this local program, and sit on a board that sets
policy direction for the EAP team. A similar model, Interlock, exists in Vancouver
(British Columbia) and has an operation which serves the entire province.
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EAP Utilization
The current average annual utilization rate for Canadian EAPs is approximately 7%, with
a range from 3% to 4% up to 15% to 20% and more. This average represents a 50%
increase over the last ten years. It is generally assumed that this increased use represents a
combination of the general employee acceptance of EAPs, plus increased stress levels in
the Canadian workforce (e.g., CHC - Working WellTM Survey, 1997) It does not
appear to be the result of increased EAP promotional activities. It should be noted that
there is no generally agreed standard for calculating annual utilization. Different providers
use somewhat different methods, which accounts for at least some of this variation.

EAP Research In Canada
The Addiction Research Foundation in Ontario has conducted repeat surveys, focusing on
the extent of EAP adoption by various employers. These surveys report significant
growth in EAP adoption from the late 1980s to the early 1990s (Macdonald & Wells -
1994). Over this brief five-year period, the percentage of workplaces with an EAP
increased from 16% to 32%. Larger employers are more likely to have implemented a
program. For those companies with 1000 or more employees, 88% had EAPs, while only
12% of companies with less than 50 employees had a program. Significant growth has
persisted throughout the 1990s, but no new survey data are available.

Certain sectors of the economy were also more likely than others to have a program
(Macdonald & Wells, 1994) For example, financial institutions, hospitals, and public
sector organizations are more likely to have a program, and retail and construction
companies are less likely.

Specific sectors, such as transportation (Macdonald & Dooley, 1991) and small
manufacturing (Shain & Hassan, 1979), have also been studied. The percentage of
transportation companies (largely trucking) with EAPs has increased subsequent to this
survey, as a result of recent US Department of Transport regulations requiring all cross-
border trucking operators to be covered by an alcohol and drug policy that includes drug
testing under a number of circumstances. The Canadian Motor Carrier Consortium has
responded by making an EAP easily available to its members as a preventive resource

It should be noted that while the samples for the above surveys were large, they all focus
on Ontario companies only. Also, the definition of an EAP was very broad, and could
include a program whereby an Occupational Health Nurse made referrals to local
counsellors. There have been no large scale, national surveys of EAP adoption across
Canadian employers.

A somewhat dated research project (Groenwald et al. - 1984) evaluated the alcoholism
treatment policy of Canadian National Railways. Comparisons made between participants
in the program and a comparable control group after the first follow-up year found a
significant reduction in both the number of health care claims for the program group and
the money paid out by the insurance company, an improvement in the work habits of the
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alcohol-dependent group, some improvement in absenteeism rates, improvement in their
self-report of ability to function in the workplace, and reported improvement in family life.

Health and Welfare Canada (Goddard, 1989) estimated that every dollar invested in their
employee assistance program yields a return of $9 through increased productivity,
decreased tardiness and absenteeism, and fewer accidents on the job. However, because
EAPs have rarely been evaluated in a comprehensive fashion, Health and Welfare Canada
has noted that there is still little evidence from controlled evaluation studies of program
effectiveness in dealing with alcohol consumption and related problems specifically.
Clearly more research in this area is needed.

A variety of other EAP related research has been conducted. These include evaluations of
an EAP in a transportation (bus) company (Macdonald et al., 1997), and EAPs in the
Canadian oil patch (Benefits Canada, 1994). These two studies generated somewhat
contradictory results in terms of workplace impact.

Other studies have compared the prevalence of various lifestyle problems in various
sectors with the prevalence of programs in these sectors (Macdonald & Wells, 1995).
Interestingly, some sectors in which the prevalence of problems was highest, were less
likely to have EAPs. Other issues addressed by this research group include a process
evaluation of a Workplace Health System, designed as a comprehensive health promotion
strategy, with an emphasis on substance abuse and stress problems (Lothian et al., 1996).

Some of their most recent work identifies some of the occupational risk factors associated
with workplace alcohol and drug problems (Macdonald et al., 1998). This research is a
contribution to the understanding of how the organization of the workplace impacts
employee problems.

Another study in process involves a focus on identifying those workplace issues which
create an unnecessarily stressful environment for employees (Shain, 1997). This approach
promises to provide a more balanced perspective to understanding workplace stress than
the traditional focus, solely on employee lifestyle behaviours such as alcohol consumption
and family functioning, etc ..This research is based on a comprehensive model of stress that
examines both employee and workplace factors (Shain, 1997).

Financing
Most EAPs in Canada are financed directly by the employer. Fee structure may be on a
per capita basis (some are adjusted for actual utilization, or experience rated), or on a fee-
for-service basis, at agreed hourly rates. A few programs are financed directly by a union,
and even fewer programs involve an employee contribution. The consortia model referred
to above involves multiple employers contributing to a fund to cover all expenses. O'Hara
(1995) describes a variety of financing schemes.

Group insurance carriers would be the most common exceptions, when the earner
administers a plan for a number of, usually small, employers.
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EAP design in Canada, as well as elsewhere, typically does not empirically consider the
actual level of need for services in an employee population. Consequently, most budgets
are set on what the employer determines is an acceptable utilization rate. Most
epidemiological studies in Canada indicate that the rate of real need for mental health
services is higher than the average EAP utilization rate, the latter being a measure of
demand for service rather than an objective reflection of need. Studies typically find that
the demand for mental health services is lower than the empirically determined need in a
given population.

EAP Audits
Over the past few years, a growing number of EAP sponsors contracted for a third party
audit of their EAP. These audits generally focus on the EAP provider's compliance with
various performance standards, relating to such issues as employee eligibility, hours of
counselling, utilization count, and employee satisfaction with the services. Audits also
review general provider procedures regarding counsellor qualifications and liability
insurance coverage, confidentiality procedures, and client file reviews. File reviews
generally are not clinical reviews, but rather focus on completeness of the record and
congruence between the record and related documents, such as counsellor timesheets.
EASNA standards are also used by some auditors as a benchmark, against which to
compare the operations of a specific program (Cocker, 1997). Auditors are also able to
compare the EAP budget to industry standards.

Most audits are conducted by third parties with direct experience from the operation side
of the EAP field, such as Managed Employee Assistance or Access Consulting in
Vancouver. Several of the larger consulting houses, such as Aon Consulting, William
Mercer and Watson Wyatt, are also active in this area.

Workplace Drug And Alcohol Issues
In 1987, the federal government introduced a National Drug Strategy, administered by
Health & Welfare Canada. The focus of this program is on prevention and the reduction
of harm created by the use and abuse of alcohol and drugs among Canadians in general It
does not have a workplace focus, other than supporting Employee Assistance Programs

The Canadian Centre on Substance Abuse was established by an Act of Parliament as part
of the National Drug Strategy. It promotes debate on substance abuse issues,
disseminates information about the consequences of substance abuse, and supports and
assists organizations involved in substance abuse treatment, prevention and educational
programming.

The Drug Free Alliance was created by a number of Canada's major corporations, and
focuses on educating the population about illegal drugs. The current Alliance evolved out
of a Royal Commission in the 1970s which examined drug abuse in Canada. The
pharmaceutical industry provided seed money, and the Alliance is now funded through
various corporate sponsors.
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A specific focus on workplace issues has been made by individual employers. They have
addressed alcohol and drug issues in the workplace through a variety of initiatives,
including EAPs, drug and alcohol policies and employee education activities. Companies
implement drug and alcohol programs for a variety of reasons (Butler, 1993 & 1997) that
include:

• Extensions of EXisting Programs: EAPs generally do not set policy or standards
regarding drug and alcohol use, or deal with deterrence or discipline, or various other
issues.
• Health and Safety Concerns: The increased health and safety risks of drug and
alcohol abuse are being recognized by companies, and comprehensive drug and alcohol
policies are seen as one measure to improve employee health and safety, and reduce
unnecessary costs associated with preventable illness and injury.
• Legal Liabilities: Liabilities are related to the actions of impaired employees at
work, workplace health and safety standards, actions in response to workplace possession
or trafficking, and the duty to accommodate employees with a chemical dependency
• Corporate Requests: US parent companies are requesting their Canadian
subsidiaries to develop drug and alcohol policies that include alcohol and drug testing
• Government Regulations: The Canadian government has not yet introduced
regulations requiring transportation companies to have drug and alcohol policies.
However, the Canadian Senate Sub-Committee on Transportation Safety is reviewing the
issue and is expected to make recommendations to the government in the Fall of 1998.

Employers need to balance liability and safety concerns associated with drug and alcohol
problems amongst employees with the protections provided under law for substance
dependent individuals. The Canadian Human Rights Act specifically states that disability
includes previous or existing dependence on drugs or alcohol.

There is a considerable debate regarding the nature and limits of workplace
accommodation for substance dependent employees. An issue is whether an employer
action may not be considered discriminatory if it is based on a bona fide occupational
requirement. Proposed changes to the federal Act may bring some clarity regarding an
employer's responsibilities in this area.

The Canadian Human Rights Commission has taken a strong position against mandatory
drug and alcohol testing; especially testing based on a random selection program. The
Commission does support EAPs as an important part of a company's approach to drug
and alcohol issues

Most EAP practitioners have clear views that drug and alcohol testing should not be part
of the EAP, viewing testing as part of management's responsibility to provide a safe
workplace. There is a need to clarify the relationship between the two positions to ensure
that employees receive the help they need, their rights are respected, and that employers
fulfill their obligations to provide a safe workplace for all employees.

70



A review of the scientific evidence for alcohol and drug testing, to determine what is
justifiable for improving workplace safety, concludes that alcohol testing is more
justifiable as the test results correlate with psycho-motor performance (Macdonald, 1997).

Education
The McMaster University Centre for Continuing Education in Hamilton (Ontario) has the
only EAP studies program in Canada. This is the result of a cooperative effort between
the University and the EAP Council of Hamilton-Wentworth. Dr. Rick Csiernik was the
program's first coordinator. Two certificates are offered: Level One -Foundation Issues
and Level Two - Professional Issues. Level One has an open admissions policy. The
certificate can be acquired on its own or can be used to advance to the Level Two
Certificate or the Addiction Caseworker Program. There are three components to the
Level One program: four core courses (100 hours), 50 hours of elective courses on EAPs,
addictions, and business, and ten hours of community-based education relating to the EAP
field. The Level One Certificate can be earned through distance learning.

Admission to the Level Two certificate program requires a degree from one of the helping
professionals, a Level One Certificate or an Addictions Studies Diploma, plus completion
of four Level One core courses. Level Two's three components are similar to those of
Level One, and the certificate can be earned through a combination of both
correspondence and on-campus courses. Two of the courses are offered via the Internet,
in conjunction with the Canadian Centre on Substance Abuse
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The Future of EAP in Canada
The past 25 years have seen tremendous growth in EAP across Canada. There is also a
growing awareness within Canadian businesses that the continuing demands of corporate
restructuring and reorganization require even more employee support programs (CHC -
Working WellTM Survey, 1997). The success of EAPs to date creates a platform for
innovative providers to offer an even broader range of services to meet both employee and
employer needs.

By revisiting the basic goals of EAPs - to assist corporate productivity by supporting
employee mental health and well being, some emergent trends can be discerned. The
success of EAPs to date should blind neither providers nor plan sponsors from recognizing
the limitations of current EAPs.

EAPs are expanding in a broader range of behavioural health areas such as disability
management, telephonic counselling, extended treatment protocols, disability prevention,
disease management, and targeted health promotion and training programs. This
expansion will require greater sophistication on the part of EAP providers in terms of
understanding the plan sponsor's corporate goals and priorities, and unique culture and
operational procedures. Integration of physical and mental health services for employees
in particular, will require new knowledge and skill levels for traditional EAP providers.

The readiness of both providers and plan sponsors to explore these new directions should
be tempered by careful planning to ensure success. Of particular importance is
determining in a more empirically rigorous way what the priority mental health needs are
in a particular employee population. Premature implementation of the wrong program for
priority problems will result in costly frustrations for all parties, and endanger an effective
evolution ofEAPs core competencies.

Corporate Health Profiles or audits are innovative tools that allow for this type of analysis
and planning. They provide historical, empirical information of priority needs and allow
customized programming to set specific, measurable goals to reduce targeted problems
and associated corporate costs. The next few years are likely to be ones of
experimentation to determine the most fruitful directions in which to invest.

The program management function of EAPs is also likely to expand to provide more
workplace consultation regarding the mental health implications of various workplace
practices and procedures. Understanding those aspects of the workplace which
inadvertently create unnecessary stress for employees needs to be empirically identified,
and addressed openly, for the benefit of both employees and employers (Shain, 1997).

As EAPs expand and become increasingly sophisticated regarding integrated health
services, and organizational development, there is likely to be some consolidation amongst
providers to ensure the depth and breadth needed for this evolution. CHC - Working
WellTM's strategic alliance with Magellan Health Services' Green Spring Health Service
is one recent example of a Canadian-US consolidation.
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People's Republic Of China (PRC)
Tony Buon, MA, CEAP, Director, IPS Employee Assistance

Introduction
Until 1912, the nation we know today as China was controlled by a succession of
dynasties including: the Qin dynasty (221BC - 206BC), under which a unified Chinese
empire was established for the first time; the Han dynasty (206BC - 220AD); the Tang
dynasty (618AD - 907AD), under which China flourished culturally, militarily and
administratively; and the last dynasty, the Qing or Manchu (1644AD - 1911AD).

China's defeat by Britain in the Opium War (1841 - 1842) signalled the beginning of the
carving up of China by imperialist European powers. In 1911, the Republic of China was
established, led by Sun Yat Sen. This republic was weak and degenerated into warlordism.
By 1928, the Nationalist Party, led by Chiang Kaishek, had managed to unite the northern
parts of China. Chiang also expelled the Communists from the nationalist movement.

The Communists retreated to the countryside and by 1935 had embarked on what became
known as "The Long March." The Communists started with 100,000 people and one year
later, after travelling 6,000 miles, they were down to between four to eight thousand
people. During this time Mao Zedong consolidated his position as the sale leader of the
Revolution.

The Nationalist forces suffered a string of defeats in the civil war that followed the end of
World War II, and subsequently withdrew to Taiwan. Mao Zedong proclaimed the
creation of the People's Republic of China (PRC) in 1948.

Since the communist victory in 1949, China's history has been disrupted by several
disastrous political movements initiated by Chairman Mao including the "Great Leap
Forward" in 1958 and the "Great Proletarian Cultural Revolution" in 1966.

Two years after Mao's death, Deng Xiaoping eventually emerged as the paramount leader,
and promptly launched his economic reform program. Under Deng's reforms, which
consisted of opening China to the West and instigating liberal market reforms, living
standards rose, but political reforms remained elusive in spite of the collapse of
communism in the Soviet Union and Eastern Europe. The death of Deng, on February 19,
1997, was predicted to have an unsettling impact on Chinese politics. However, Deng had
apparently handed over power to Jiang Zemin several years ago, and the current situation
appears reasonably stable for the 1,300 million Chinese people (1997)

Economic Background
China's economic reform program began in 1978 and emphasised decentralisation,
reliance on market forces, and openness to trade and foreign investment. In the process of
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economic liberalisation, China has had to maintain a careful balance between growth and
economic stability. The dramatic transformation of China's economy since the late 1970s
has made it one of the largest merging markets in the world. China's economy has grown
almost 10% a year in the last two decades.

Now, after the initial period of productivity and new wealth, alarming longer-term
consequences are beginning to appear. There is deepening inequality, unemployment,
social problems and increased alcohol and other drug use (Buon, 1998). The National
People's Congress in April 1998 discussed the need to balance ability, reform, and
development. Getting the balance right was very much on the leadership's mind in 1998.

In the China Daily, on December 11, 1997, it was reported that the restructures, mergers
and bankruptcies of many State-owned enterprises have created millions of unemployed
workers. These laid-off workers are finding re-employment very difficult. Once
dependent on the State for their job, millions of redundant workers are facing the
competitiveness of the modern Chinese workplace. Estimates of the unemployment rate
vary widely but respected economists believe it is now in excess of 20%.

Over-staffing or under-employment is also a major problem in China. The results from the
Survey of China's Working Class (China Workers Press, 1993) claimed that only about
50% of work-time is utilised for production. The lack of adequately trained management
has also been identified by the government as a major problem in achieving modernisation
and implementing industrial reform. The results are increased credentialism where
employees are under great pressure to obtain further training, and increased problems in
the workplace (Buon, 1998).

It is also very important to remember that China is still a communist country, with a strong
central government. For example, China has only recently tolerated the circulation of
maps It has no phone books. Media conferences or releases are rare. Offending pages
are routinely ripped from overseas newspapers, and whole issues of magazines banned.
Even parliamentary dates are kept secret until shortly before the events (Callick, 1999).

Psychology In China
The development of modern counselling and psychotherapy in China can be traced back
1000 years to aspects of traditional medical science. That is to an emphasis on the unity
of body and mind and then to the importance of body regulation in diagnosis

The practice of traditional Chinese medicine has been characterised by four basic theories -
the Integrated Theory of Yin and Yang, the Five Element theory, the theory that the heart
is in charge of mental activities, and the Visceral Manifestation theory (Zheng, Zhong, Li,
Zhang, 1998). These perspectives are considered below.

The Integration Theory of Yin and Yang
The fundamental perspective of ancient Chinese thought is that all healthy things in the
world including humans have a regulated unified wholeness determined by the interplay
between two inseparable components Yin (spirit) and Yang (body) and the interaction of
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both of these with nature Employing modern western terminology, the integrative theory
proposes a Gestalt of mind, body and nature. This has been expanded in the five elements
theory which links emotion, body, and the elements

The Five Elements Theory links emotions with five material elements and body organs.
Panic is associated with water, joy with the fire and the heat, anger with bowel and the
liver, anxiety with the spleen, sorrow and grief with the "luring to metal" (Zheng et al,
1998).

The Theory of the Heart proposes that the heart (spirit and nervous system) play an
important part in what happens in the body. The Visceral Manifestation Theory refers to
the importance of the liver in maintaining a normal state.

Psychology was introduced to China at the turn of the century and flourished during the
1930s and 1940s. Although the practice of psychology was severely restricted during the
Cultural Revolution, what was originally referred to as "medical" psychology and more
recently "clinical" psychology has re-emerged in the 1990s (Buon, 1998).

The Chinese Mental Health Association was founded in September 1985 and in June
1996, they developed 13 professional committees (including Counselling and
Psychotherapy Professional Committee, College Counselling Professional Committee,
etc), 24 provincial mental health associations, 3 branch committees, 35 region
associations, and more than 20,000 members (Zheng et al, 1998). Today psychological
counselling clinics have opened in most major hospitals, psychiatric hospitals and colleges.
Hot-lines and crisis intervention services are also being developed rapidly.

For example, in 1987, a Psychological Aid Counselling Telephone Service was opened in
Tianjin. In April 1988, a Mental Health Counselling Centre was established in Beijing, and
a hot-line was opened. By 1996, there were nearly 30 counselling hot-lines in Beijing
(Mao Lei 1995), and these have now spread all over the major cities in China.

EAPs in China
In the past, assistance for Chinese workers with problems was provided either through
their trade union or directly by managers However, the removal of the 'iron rice bowl'
and the shift to semi-private structures has meant that the old style of assistance is
increasingly available. Also many Chinese managers are attending American, Australian, or
British universities and are hearing about occupational health and safety, progressive
human resource management, and employee assistance.

Many international companies are establishing themselves in China. And many of these
transnational corporations are establishing global HRM programs including EAPs. These
companies are demanding a consistency of service provision from their global operations.
This means EAPs in China - ready or not.

Employee Assistance is a very new concept to the majority of Chinese today Most
managers at foreign-invested enterprises, however, acknowledged that employee's
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personal or work-related problems are an important issue in human resource management.
It is generally agreed that employee counselling would be an appropriate intervention for
these problems.

Currently, EAP counselling programs are being established in several Chinese joint
venture companies and multinational organisations. The first full EAP in China was
launched at Huntsman ICI Polyurethane in Shanghai in 1999. Some of the other
multinational corporations or joint ventures in China have been supporting employee
counselling programs or EAPs are HP, Lend Lease, Motorola, Pillsbury, Blake Dawson
Waldron International, and Sino-ming .

There is even a Chapter of EAP A being convened in Shanghai. Several HRM and
International Company associations have had EAPs as a featured topic during 1999 and
2000. China, through Hong Kong, has long had an EAP marketplace. Now the employee
assistance field is being developed on the mainland, particularly in Shanghai.

Case Study: IPS Employee Assistance China
In 1997, International Psychological Services (IPS) took steps towards establishing EAPs
in the PRe. IPS was the first (and to date the only) EAP organisation granted
Representative Office status by the Chinese government. IPS sent two counsellors to staff
the office in Shanghai and has since employed and contracted several local Psychologists.

Chinese people have different socio-cultural traditions and different experiences and
therefore 'traditional' EAP counselling needs to be modified to suit the local market. It
also needs to be provided by psychologists who are either part of that tradition and
consequently share the same perspectives, or have learned about these perspectives (Buon,
1998).

For many years, IPS has offered forms of EAP services to expatriate Australian and
American employees of multinational organisations based in Asia. And while EAPs are
still available for expats, IPSs focus in the PRC is local employees. This has necessitated a
lengthy education and PR campaign to inform local and international organisation about
the benefits of employee assistance. By 1999, IPS had established five Employee
Assistance Programs in Chinese organisations.

Conclusion
It may be a long period before EAP or psychological counselling in general is accepted in
China as commonly as in western countries. This is due to social and cultural customs of
Chinese society and the lack of qualified professional resources.

A major obstacle to the establishment of EAP services in China has been the need to
develop recognition and acceptance by the Chinese business community that employee
counselling is a worthwhile investment. Another obstacle has been the need to develop a
"unique" Chinese EAP model (Buon, 1998)
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As we enter the new millennium, EAPs have been established in the world's most
populated country. They are very new and the acceptance is minimal. However, the
programs that are in operation are working well. There is great interest in the employee
assistance model. Globalization has resulted in trans-national corporations demanding
EAPs for all their employees, irrespective of their geographic location. Global EAP firms
are investing in the PRe. The future ofEAPs in China is assured.

Resources

Tony Buon, CEAP
Director
IPS Employee Assistance
Level 3, 85 Castlereagh St
SYDNEY NSW 2000
AUSTRALIA
Email: tonyb@eap.com.au
Tel:+ 61 29221 1166
Web:http://www.eap.com.au

Xiaoping Zhu, PhD
Chief Representative
Deputy GM of Greater China
IPS Employee Assistance
Suite 1007B, Level 10
China Venturetech Plaza
819 Nanjing Road West
Shanghai 200041 PR China
Email: x.zhu@eap.com.au
Tel:+86 21 6255 6257
Web: http://www.eap.com.au

Richard Zheng
Professor, Dept of Psychology
Beijing Normal University
Beijing PR CHINA
Tel:+86 10 6220 8187

William Zhou
Managing Director
isc (Shanghai) Co Ltd
Unit 205/4, 10 FU Xin Rd (W)
Shanghai 200031 CHINA
Tel:+86 21 6437 5958

Julia Zhu
Business Development Manager
Australian Consulate - General
Commercial Section
2nd floor, Peace Hotel
20 Nanjing Road (East)
Shanghai PR China 200002
Tel:+86 21 6321 1333

William N Center
Principal Commercial Officer
US Consulate General
Shanghai Center, Suite 631
1376 Nanjing West Road
Shanghai CHINA
Tel:+86 21 6279 7630

Eric Kung
Managing Director
Human Dynamic Asia Pacific Limited
Room 1605, Hang Seng Mongkok Building
677 Nathan Road
Kowloon Hong Kong
Tel:+852 2853 7617

Eileen Fang
Shanghai Foreign Service Co Ltd
Room 1016, Jin Ling Building
28, Jin Ling Road (W)
Shanghai 200021
Tel:+86 21 6372 1888
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Dr Stephanie Jones
Business Development Mgr, China
Nicholson International
Room 306, Tower I
No 7 Jianguomennei Ave
Beijing 100005 China
Te1:+86 1065102599

Dr Patrizia C Collard
Stress Management Consultant
Jianguomenwai
Appartments 2-2-8-2
Beijing PR China
Tel:+86 10 532 6121

Vincent Wang
General Manager
ICI Polyurethanes (China) Ltd
452 Wen Jing Road
Shanghai 200245 PR China
Tel:+86 21 6462 6868

Benedict Rogers
Editor
Asia Law & Practice
IfF Chinachem Hollywood Centre
1-13 Hollywood Rd, Central
Hong Kong
Te1:+852 2842 6936

Qing - an Wei
Director of Psychology
Institute of Educational Science
Shanghai Institute of Education
1045 Huaihai Zhong Road
Shanghai 20003 1 PR China
Te1:+86 21 6437 5550

Joy Chen
Business & Marketing Manager
IPS Employee Assistance
Suite 1007B, Level 10
China Venturetech Plaza
819 Nanjing Road West
Shanghai 200041 PR China
Email:china@eap.com.au
Te1:+86 21 62556257
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The Czech Republic
Michael G. Higbee, MSW

Introduction
Czechoslovakia peacefully divided in 1993 and became the Czech Republic and the Slovak
Republic (Slovakia). The Czech Republic is 30,449 square miles with a population of
approximately 10.3 million. It is administratively divided into districts, and it borders on
four other European Countries: Austria, Germany, Poland, and Slovakia. The official
language is Czech. The capital city is Prague (Praha), which has 1.2 million inhabitants.
The country's economic stronghold is manufacturing (40% of GDP), followed by services
with 35%. The construction and energy sectors are fairly even, each providing
approximately 10% of the GDP. The agricultural sector accounts for approximately 5%
of the GDP. The tourism industry is an increasingly significant economic factor in the
Czech Republic. (http://www .czech cz/washim~ton)

Recent History
In November 1989 Czechoslovakia began a long awaited era of democracy. During the
Communist era, Czechoslovakia was a Soviet satellite state. The "one party" (the
Communist Party) government was a totalitarian regime which lasted for fourty-one years
(1948-1989). (http://www.czech.cz/washington)

Political, Economic, and Social Reform
Political
Since 1989, many political, economic and social reforms have taken place. The political
changes led the way. The first free elections were held in June 1990. The second
elections took place two years later, and as a result, Czechoslovakia divided into two
separate countries: the Czech Republic, and the Slovak Republic (Slovakia).

Today, "the Czech Republic has a democratic system of government, based on
parliamentary democracy and free competition of political parties
(http//wwwczech.cz/washington)." The President (currently Vaclav Havel) is the formal
leader of the country and the Commander-in-Chief of the armed forces. The President
appoints the Prime Minister (leader of the executive body, i.e. the Government) and other
Government members on the Prime Minister's recommendation.

Economic
Important economic changes were also made during the early 1990s. From 1990 to 1993
the Government and Parliament implemented a theory of radical economic reform. In
order to maintain a stable exchange rate of the Czech currency (the Crown - koruna, Kc;
approximately 30 Kc = 1 USD), a substantial devaluation of the currency was enacted,
"along with rapid deregulation, liberalization, and privatization.(Kral, Jiri p.l)"
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Social
With the implementation of capitalism, the Czech Republic has begun shifting the attitudes
of their people. Increasingly, the country is becoming less socialistic. While the state
upholds a responsibility to ensure, " ... reasonable income and living conditions to those
who, for reasons beyond their own means, cannot take care for their own needs(Kral,
p2)," it will continue to encourage individuals to assume responsibility for their financial
needs "The social policy reform, consisting of the substitution of an active and targeted
social policy for the former paternalistic approach and universal award of benefit, cannot
be implemented during a short period of one or two years (Kral, p2)."

Social Security
History
Social Security has evolved in the country for over a century. In 1948 the Communist
Party went to the extreme, and implemented a system entirely funded by the State. This
socialist plan provided economic comfort and reliance on the government.
As a result many programs were established (Paraphrase from Kral, 1994, pi) A brief
description of these government programs was given by Jiri Kral, the Director of the
Social Security Department in 1994:

There existed a universal pension scheme covering old-age, invalidity and
survivor's benefits, calculated on the basis of earnings obtained during the
period of 10 years before the benefit award. In addition, there existed a
sickness benefit scheme formally administered by Trade Unions, maternity
benefit and family benefit schemes. Medical care was guaranteed to all
citizens by the corresponding State scheme. Supplementary social
assistance was marginal and there was no unemployment benefit, as no
need existed to introduce and develop these systems. Average old-age
pension reached approximately 70% of the average net wages, while the
average sickness cash benefit reached approximately 85% of (one's) net
wages. Practically all the Gross National Product was created in the State
sector, and private sector was negligible in size (Kral, 1994, p. 1)

Since the social reform has taken place, the social security system has been reorganized.
It now includes pension security, sickness insurance, state social care support benefits, and
social care.

The health insurance (sickness insurance) system of benefits includes four
benefits namely sickness benefit, family member care benefit, maternity
benefit, and pregnancy and maternity compensation benefit. These benefits
are fully provided to employed persons, members of producer
cooperatives, and cooperative farmers. Own-account workers do not
receive the family member care benefit or the maternity and pregnancy
compensation benefit, nor the sickness benefit. (statistical yearbook, p622)
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The social care program applies to the workplace. Employees who have a "reduced
capacity to work" can receive "costs of care" and other financial help until they are
prepared and placed into an occupation. (Statistical Yearbook, p. 622)

Description of the Health Care System
Health services are provided by "health service establishments of the state, municipalities,
churches, legal entities, and natural persons (statistical yearbook, p. 604)." The health
care establishments are divided into government and non-government entities.

Government health establishments:
these sites can be run "by the Ministry of Health of the Czech Republic, .other central
authorities, and district or local authorities (except those which have been granted non-
governmental status) (statistical yearbook, p.604)."

Non-governmental health establishments:
these establishments are administered by private, legal entities or individuals

Since 1991, the process of privatization in the Czech Republic 1) closed their regional
institutions of national health, 2) shrunk the district institutions of national health into
independent legal entities, and 3) began private health service establishments. At the end
of 1997, there were 10 health insurance companies in the Czech Republic. (statistical
yearbook, p.604)

Relevant Legislation
Public Health Care Act 86/92 - says that health services can be delivered by the state,
municipalities, churches, legal entities, and natural persons.

Act 551/1991 governs the activities of health insurance companies in the Czech Republic.

Act on Organization and Implementation of Social Security. CNR No. 582/1991 Coll., as
amended by Acts 590/1992, 37/1993, 160/1993, 30711993, 241/1994, 118/1995, and
160/1995. (the act regulates activities of social security authorities, duties of employers
and pension recipients including their responsibilities, payments of pension, questions of
pension procedures including submission of claims and procedures of social security
insurance, rates and contributions to state employment policy)

Social Security Act No. 100/1988 Coli. As amended under Act No. 160/1995 Coll.
(In section 70, the Act provides increase of pension for incapacitated)

Government Decree No. 290/1995 Coli. On the List of occupational illnesses.
(Governmental decree contains the definitions of occupational illnesses and the list of
illnesses which are considered as occupational illnesses)

Governmental Decree No. 557/1990 Coli. On Exceptional Entitlement the Old-Age
Pension to some employees of mining industry, as amended under Act No. 578/1991 ColI.
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(Decree provides conditions for entitling the old-age pension to selected miners when
reaching the age of 50)

EAPs in the Czech Republic
According to contacts, there is no such thing as an employee assistance program in the
Czech Republic. Dr. Hampl, however, said that he has worked many years as a factory
physician and occasionally as a physician for prevention and treatment of alcohol in the
workplace. He stated that he could certainly follow the negative influence of alcohol in
the workplace. He also said that among employees who have alcohol problems, he has
noted the following:

a) absenteeism
b) reduction of worker performance
c) different (various) illnesses with working incompetence
d) working accidents (injuries)
e) partial and fully disabled

These seem to be identical to the problems found in the United States The strong
tradition of drinking (especially by males) in the Czech Republic leaves room for a lot of
EAP work to be done in the future. There is certainly a lot of productivity being wasted
simply with the influence of alcohol. Companies will become increasingly interested in
EAPs as privatization continues, and competition in the workplace stiffens.
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Resources

Mr. Ludek Pokorny
Economic and Commercial Office
Embassy of the Czech Republic
3900 Spring of Freedom Street, NW
Washington, DC 20008

Dr. Karel Hampl
Outpatient Clinic for Diagnosis & Treatment
of Alcohol & Drug Abuse
Bezrucova
Cl-27601 Melnik Podoli
Tel: +42 0206 670 511
Tel: +420206623 193

Stanislav Novotny
McDonalds
snormmcdonalds.cz

Websites:

http://wvlw.czech.cz/washington - Czech Embassy in Washington DC
http://www.siscrcz - State/Government Administration of the Czech Republic
http://www vlada cz - Government of the Czech Republic
http://wwwmpsYcz - Ministry of Labor and Social Affairs
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Denmark
Kim Sested, Dansk Mentalhygiejne Center APS
Lindsay Fossi, MSW

Introduction
Denmark is a small constitutional monarchy with a population of 5.2 million. Historically
and politically it is part of Scandinavia, but geographically it is an extension of Germany,
sharing a 42-mile border that connects it to the European continent. The living standard is
among the highest in the world, poverty and slums are a rarity.

Facts about Denmark
17.8% of the population is under 15 years of age
15.8% of the population is over 65 years of age
Life expectancy at birth is 72 years for males, 78 years for females
There are 2.78 doctors per 1,000 inhabitants
2.5 million inhabitants are employed 1.2 million of these are women
The Gross Domestic Product per capita is US $ 25,478 (1990)
Total tax receipts equal 50% of GDP
Public final consumption expenditure equals 25% of GDP
Public health care expenditure constitutes 9% of total public expenditure
Total health care expenditure constitutes 6.3% of GDP.

The Danish Labor Market
The Danish labor market model may briefly be described on the basis of the following
three main features:

Tripartite cooperation
Strong organizations on both sides of industry
Collective agreements constitute the most important source of law in labor law
matters.

Tripartite Cooperation
The employees and the employers - best know where the problems are and they are in the
best position to adapt agreements to the individual sector or enterprise quickly and
efficiently The social partners are more apt to respect terms and conditions, which they
have themselves accepted. This is the traditional Danish approach.

Since the formation of powerful organizations in the late 19th century, the social partners
have helped to build up a welfare society with one on the most peaceful labor markets in
the world. The cooperation with the social partners is an integral part of the national labor
market policy, also in fields, which are primarily regulated by legislation, such as safety
and health at work, placement activities, vocational training and the unemployment
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insurance system. The social partners are consulted with about proposed legislation on
labor market matters, before it is adopted.

High Rate of Organization
There is a high rate of union organization in Denmark. More than 80 per cent of Danish
employees are members of a trade union. The biggest central organization on the employer
side is the Danish Employers' Confederation (DA).

Denmark has (like the other Nordic countries) a very large public sector The state and
regional and local authorities are the biggest employers and employ about one third of the
labor force.

Collective Agreements
Collective agreements are important for up to 90 per cent of the Danish labor market. A
collective agreement is a contract between two parties who themselves define the scope of
the agreement. The parties to the agreement will always be an organization on the
employee side, and most often this will also be the case on the employer side. The
collective agreements lay down the working conditions, which are to apply to the
individual employment relationship. As a starting point, the employer will be under an
obligation to observe the provisions of the collective agreement, also in relation to
employees in the enterprise who are not organized

It is a characteristic feature of the Danish system that the social partners decide how an
agreement shall be interpreted and also whether legal proceedings should be instituted
against an employer

Description of the Health Care System
In Denmark, health care is considered a public responsibility. Virtually all health care
services are financed, planned and, operated by public authorities. The financing is derived
mainly from general taxation. All residents in Denmark have equal access, free of charge,
to almost all health care services, regardless of employment, or financial or social status

Financing
Most of the health care services are free of charge. Therefore, the greater part of health
care expenditure, about 85%, is public expenditure. There is some user payment or co-
payment outside hospitals, particularly for drugs, dental care and physiotherapy. The total
public and private health care expenditure corresponds to 6.3% of the gross domestic
product (GDP). This is a rather low figure compared to other developed countries. The
GECD-average is around 76%. The Danish health care costs have been close to constant
in fixed prices during the past decade with an average annual rate of growth of 0 5% or
less. Therefore, the proportion of GOP spent on health care has actually diminished since
1980.

Undoubtedly, the successful cost containment is to a large extent due to the fact that
counties and municipalities, who have been under economic restraint, finance health care
by the government. There are indications that financial restraints have triggered off a
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successful drive to improve productivity and efficiency in the health care sector. In
general, the citizens are fairly satisfied with the health care system.

Primary Health Care
Primary health care services comprise general pracntioners and practicing specialists,
practicing dentists, physiotherapists, and home nurses employed by the municipalities.

General Practitioners
Every citizen in Denmark has the right to be enlisted with a general pracntioner On
average 1,600 citizens are enlisted with each general practitioner. The general practitioner
acts as a "gatekeeper". When a person falls ill or has a health problem, he or she contacts
the general practitioner. If the doctor considers it necessary, he will refer the patient for
further examination or treatment either to a practicing specialist or to hospital. The doctor
may also call on the services of health visitors, home nurses, and the community social
services. This system functions around the clock and all facilities are available to the
patient free of charge.

Practicing Specialists
Generally, the practicing specialists examine and treat patients referred to them by general
practitioners. The services of the practicing specialists are also covered by the Health Care
Reimbursement Scheme.

Physiotherapists
General practitioners can refer patients for treatment by physiotherapists, who are
permitted to establish private clinics. They work under an agreement with the Health Care
Reimbursement Scheme, which partly reimburses the fees paid by their patients.
Many municipalities also employ physiotherapists, for instance in nursing homes.

Pharmacists
In Denmark, pharmacists authorized by the State sell all medicine. The Minister for Health
determines the number and location of pharmacies. The Health Care Reimbursement
Scheme reimburses some of the patient's expenses for medicine. Many elderly patients and
some with severe chronic diseases and disabilities are supplied with medicine free of
charge.

Home Nurses
A home nursing service is compulsory for all municipalities. The general practitioner or
the hospital can refer patients to home nursing care, which is free of charge and often
integrated locally with the home-helper service.
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Nursing Homes
Nursing homes receive elderly people who are not in need of hospital treatment, but who
require sheltered dwelling with some degree of care. The municipalities pay for the main
expenses of the nursing homes, while the residents contribute according to their means.
Nursing homes are considered a part of the social welfare system and not the health care.

Hospital Services
The counties are responsible for the supply of hospital services to their citizens free of
charge. Virtually all hospitals are owned and run by the counties. The hospitals cover the
whole spectrum of physical and mental illnesses, providing diagnosis, treatment, and care.
They also provide diagnostic assistance to general practitioners on a considerable scale
through laboratory services and imaging diagnostic services.

During the last decade, there have been major changes in the way hospitals function. The
total number of hospital beds has decreased by 25%, corresponding to 6 beds per 1,000
inhabitants. However, the number of admissions has increased by about 15% in the same
period. This has been possible through a rapid decline in the average length of stay, which
is now less than 7 days (excl. psychiatry), and a correspondingly rapid expansion of
outpatient services.

Danish hospital physicians are full-time, salaried staff members. Hospital treatment is free
of charge to people resident in Denmark Patients are only admitted to hospital after
referral from a general practitioner or via the hospital emergency units, which are available
to everyone.

The Social System
The Danish welfare model is based on the principle that all population groups should enjoy
decent living conditions and all citizens be guaranteed certain fundamental rights in the
event of unemployment, sickness, or old age.

In Denmark the social sector comprises:

Comprehensive service and care functions: care for the elderly, family policy, and
activation and preventive social measures

Measures for special groups: the physically and mentally disabled, the socially
disadvantaged, and part of the commitment to psychiatric patients and substance
abusers

The majority of transfer payments, i.e. old age pension, anticipatory pension,
sickness benefit, cash assistance, etc, plus a number of special benefits.

Social services are mainly provided under the 1976 Social Assistance Act, which
assembled and revised principal elements of social legislation in Denmark These include,
in the first instance, free services for people, financed through taxation by central
government and by county and local authorities.
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Omitted from the social sector in Denmark are three functions which, in an international
context, are often considered part of social policy:

The health care and hospital sectors, over which the Ministry of Health has
primary responsibility. Running the hospital sector is the county authorities'
biggest task

Social transfer payments for insured unemployed people (unemployment benefit,
early retirement pay, etc). Most of the support services for the Ministry of Labor
administers these groups through (mainly publicly financed) unemployment funds
and job centers outside the purview of local authorities

Housing policy.

Relevant Legislation
The 1976 Social Assistance Act provides free services for the population. Services are
financed through taxation by the central government and by county and local authorities.

The 1993 Local Government Reemployment Act combined various local programs. Under
this Act, local authorities must now provide training for people over the age of 25,
including those with personal or social problems that, perhaps, were caused by being
unemployed for many years.

Employee Assistance Programs (EAPs)
Dansk Mentalhygiejne Center (DMC), an eight year old company is the only external EAP
in the country. DMC is headquartered in Copenhagen and has branch offices throughout
the country Some large companies in Denmark have their own in-house EAPs which also
employ social workers. Research found that companies with such programs were scarce.
Among those organizations that do have in-house EAPs are the Danish National Railway
Company (DSB) and the Danish National Defence Forces (DDF) DSB employs a group
of psychologists and social workers who assist with accidents and other crises, and
provide counseling services for the personnel. DDF has advisors at all barracks as well as
a team of psychologists who treat post-traumatic stress. They have been particularly
involved with the Danish troops who have served in Bosnia.

DMC holds contracts with over 60 companies throughout Denmark and offers services to
over 110,000 employees. DMC is a privately-owned business comprised of 82 consultants
who are psychologists, psychiatrists, physicians, attorneys, accountants, and social
workers. As in the US, the services offered by DMC emphasize counseling assistance to
individual employees with a range of needs that include stress, marital or family
difficulties, drug and alcohol abuse, depression, chronic illness, and divorce. DMC also
provides help for legal and financial problems Assistance is provided when the problems
seem likely to result in any negative impact on the employee's job performance. DMC
also provides group and individual assistance to retired employees
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Employees of companies who use DMC services may communicate anonymously
regarding their problems DMC finds this is best executed by providing services physically
outside the organization and by not invoicing the employee directly to protect
confidentiality. DMC provides rapid response to problems, with the initial response to an
employee occurring within 24-hours of the initial phone call.

The United Nations Children's Fund's (UNICEF) Supply division in Copenhagen is one of
DMC's many clients. UNICEF's program is known as the Staff Advisory & Counseling
Service (SACS), and brochures are distributed to employees detailing the EAP services.
Services are offered to all staff members, eligible dependents, and other persons in long-
term residence with the employee. Services up to 12 visits are free of charge to the
employee and are paid by UNICEF.

Financing
DMC is financed through contracts with their company clients. Client companies may
refer as many employees as they like with the price of the contract remaining constant, as
occurs in the US. A contributing factor to price is the need for services which is planned
in consultation with the company's management and whenever possible with employee
representatives.

The EAP concept is quite new to the Danes. DMC is confident in the services they
provide and are optimistic about the future possibilities.

Resources

Denmark Chamber of Commerce
Borsen 1217
Denmark
Tel: (45) 33 91 23 23
Fax: (45) 33 32 52 16

Ms. Helle Strauss
Danish Social Worker
Parkveg 30, DK 2791
Droeder,
Denmark
Tel: (45) 32 53 99 87

Kvindeligt Selskab
Contact: Annette Nielson, KV
KVINFO
Nyhavn 22
1051 Copenhagen K
Denmark
Tel: (45) 33 13 5088
Fax: (45) 33 14 11 56

Anne Worning
Danish Association of Social Workers
POB 69
DK-1003
Copenhagen K,
Denmark
Tel: (45) 33 91 3033
Fax: (45) 33 91 3069
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Mr. Kim Sested
Dansk Mentalhygiejne Center APS
Vaernedamsvej 12, 2
1619 Copenhagen V,
Denmark
Tel: (45) 3 1 21 40 91
Fax: (45) 31 21 5478

Ann Vang Larsen
Case Manager
Dansk Mentalhygiejne Center APS
Vaernedamsvej 12, 2
1619 Copenhagen V,
Denmark
Tel: (45) 70 101 102
Fax: (45) 33 215478
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EAPs and The Expatriate Family: Responding to
Corporate Globalization
Thomas H. Valk, MD, MPH, President & CEO VEl, Inc.

Introduction
One of the effects of corporate globalization has been an increasing number of expatriate
employees and families(I,2). However, the placement of employees and families overseas
is an expensive proposition, with incremental costs of over $500,000 per executive,
depending upon the circumstances(3). At the same time, early curtailments of tours can
range from 7 to 50% and many of these events are related to the psychosocial stressors
inherent in an international, cross-cultural move( 4,5,6). One response to this fundamental
dilemma has been the extension of EAP services to expatriate families, a move on
corporations' part to which a number of EAP vendors are responding. In fact, EAP
vendors can do much more than simply extend services to expatriate families. Using their
mental health expertise, with appropriate training and preparation, EAP vendors can playa
significant role at each stage of the expatriation process - all aimed at helping corporations
reduce early curtailments and lost productivity due to expatriation. The following chapter
will examine the psychosocial stressors and issues faced by the expatriate family, the issues
corporations face in each stage of the expatriation process, and how EAP vendors can
respond

Psychosocial Issues of the Overseas Move
Every move is stressful as a family must react to multiple changes in support networks,
socialization patterns, schools, workplace, and neighborhoods. However, an overseas
move adds two additional dimensions: the family must adapt to a foreign culture and many
of the social and mental health support systems are either non-existent or culturally
incompatible. The reaction to a foreign culture was dubbed "culture shock" by Oberg in
1954, and the name has stuck ever since even though the reaction is not particularly
dependent upon the difference between home and host country cultures(7) Although reams
have been written about this syndrome, and elaborate time-lines have been laid out that
dictate when a person will experience which symptom or feeling, research into the validity
of these schemas is sparse and not particularly supportive(8). It is better to think of
"culture shock" as a predictable syndrome, usually on the order of an adjustment disorder
or V Code problem, which does not last more than a year from the time of arrival at
post(9). Each member of a family will experience his/her own set of feelings and symptoms
over that period of time, but not in a predictable time-line or pattern and with due
differences because of age and gender Specifically, individuals can experience alterations
in their mood, to include sadness, some depression, irritability, and lability Alterations in
sleep, to include either hypersomnia or insomnia, are also seen as are similar changes in
appetite. Libido tends to fluctuate and generally, energy levels will be down. Ability to
concentrate and short-term memory can also be affected. Use of psychoactive substances,
to include alcohol, caffeine and tobacco may increase with predictable effects. On
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occasion, attempts at self-medication with medications normally obtained only through
prescription in the home country may occur which will only serve to slow the adaptive
process. Attitudes toward the host country nationals can undergo significant changes and
at some point, individuals may experience a distrust and even disdain of the nationals'
intent and ways of doing things. This attitude change is often manifest by complaints about
the host country nationals' driving habits. Generally, however, severe dysfunction does not
occur and individuals can meet the basic demands of daily living, albeit with varying
degrees of difficulty. Additionally, any given individual will likely not experience all
symptoms, much less all at once. However, an individual with a pre-existing mental health
condition can experience a recurrence and families with significant pre-existing levels of
dysfunction can and do experience exacerbation as a result of "culture shock."

Other issues of particular note include varying degrees of role changes for the spouse and
schooling issues, especially for children with special needs. Spouses with careers
frequently can not pursue those careers overseas, leading to a major role change: from a
breadwinner to head of a household staff A recent survey found that 49% of spouses
were employed prior to moving overseas, whereas only 11% found employment upon
arrival. Such role changes make for significant anger and resentment and spousal
resistance to overseas assignments is ranked as one of the top challenges to corporations.
Spouses' careers are also cited as the foremost reason for single-status assignments(2).
Children's education is also ranked high as a reason for single-status assignments. The
availability of schooling for children with special needs, such as those with LD or ED
difficulties, is quite variable overseas amongst the American and International Schools.
All too frequently, these children are not accepted by schools at post, leading to a single-
status assignment, boarding school, or abandonment of the posting altogether. Identifying
whether a child will have trouble being placed overseas early on is vital to the assignment
process.

Family life cycle issues can also become problems overseas. Moving teenagers overseas
during their last 2 to 4 years of high school, leaving an aging or ill parent behind, or a
newly "empty nest" syndrome can all lead to significant distress and family dysfunction
unless addressed carefully, as a family, well ahead of the move. Finally, families are
understandably concerned about the medical and health infrastructure of the host country.
Also, frequently of concern are environmental, safety, and security issues.

Selection
The expatriation process can usefully be divided into four stages, each with its particular
problems and opportunities: selection, pre-departure preparation, overseas supports, and
repatriation. Good data on the effects of selection programs upon the rates of early
curtailment is hard to find. It is important, however, at a minimum, not to put a family
with known (or knowable) mental health problems in a country where there is no
culturally compatible mental health system. Certainly, this minimum standard makes
intuitive sense and may also minimize legal risk, an area not well defined in the United
States, as yet To accomplish this task, a US corporation would need to implement an
Americans with Disabilities Act (ADA) compliant medical model screening program with
appropriate medical and mental health examinations that could also include psychological
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testing (10,11). Since family issues are frequently problematic in the overseas move,
family members, particularly the spouse, should be included in this screening program. In
this setting, EAPs can supply the necessary mental health expertise during employee and
family interviews, with the goal of documenting known mental health problems or special
needs on the part of children, so that an appropriate assignment decision can be made. A
good understanding of the psychosocial stressors inherent in the overseas, cross-cultural
move and the dynamics of the expatriate community is necessary and the use of a semi-
structured interview process that assures covering all bases equally is desirable.

There are two other selection methods which can also be used: profiling and self-
selection(11). The first of these is predicated upon the theory that a specifiable set of
character traits and other factors are significantly associated with overseas success and
that these traits are measurable and stable over time. There are several profiling protocols
on the market, although EAP professionals would not likely have a significant role in this
method unless it also involved an interview process. Self-selection, on the other hand,
could present a significant role. In this method, similar to a medical informed consent
process, the family, over a one or two-day seminar, is presented all the pluses and minuses
of moving and living overseas in a matter of fact manner. This presentation would
include, of course, a briefing on "culture shock," a discussion of what aspects of personal
and family life become problematic overseas (all psychosocial issues discussed above), and
a frank briefing on the mental health, health, environmental, and safety and security issues
involved in the countries in question. The family is then asked to decide for themselves
whether or not an overseas tour is right for them now, with the clear understanding that a
negative decision will not be questioned or be grounds for a negative impact upon the
employee's career. The EAP professional can be closely involved in presenting the
psychosocial, schooling, and mental health issues. Such involvement would also serve
well in promoting the EAP program itself, especially if it is involved in providing overseas
support services to expatriate families.

Pre-departure Training
Sixty-three % of corporations responding to the annual Global Relocation Trends survey
provide cross-cultural training to departing expatriates (2). 37% provide it to the entire
family. Certainly, an emphasis on the many cultural differences to be encountered in the
country of assignment, how to deal with them, and what reactions to expect is an
important element of pre-departure training. Also important is a "culture neutral" element
that focuses upon the adjustment reaction to an overseas move and its various age and
gender dependant presentations. Emphasis and discussion of the stress of repatriation
should be covered at this time as part of the "culture neutral" briefing.
The EAP professional, with appropriate training in the vicissitudes of overseas life, can
usefully participate in the" culture neutral" training element and can also help brief families
on some of the social, mental health, and other supports available. Such participation
would, again, be useful in promoting any overseas EAP program. Pre-departure training
should include other elements to include medical, safety and security, environmental,
benefits, and the "nuts and bolts" of moving overseas.
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Overseas Supports
There are four basic methods of providing mental health support to expatriate families.
Each method has its strengths and weaknesses (12). These include some form of
counseling by phone or two-way video conferencing, contracting to local providers, using
"circuit riding" clinicians, or placing a clinician overseas. The US Department of State has
used all these methods extensively for a number of years in providing services to their
expatriate families.

Providing counseling services by telephone is the least expensive method It would be
especially useful in scenarios in which families are widely scattered geographically in areas
that do not have culturally compatible or quality local providers. It does have its limits,
however. The threshold for a client picking up a phone and speaking to a person he/she
has never met is high which places a premium on program promotion. One can not make
a diagnosis over the phone, no matter what ancillary information is available. Thus, there
is an inherent uncertainty in phone counseling that effectively places pressure on the
parties to get a face-to-face evaluation if the difficulties involved do not abate fairly
rapidly. On the other hand, a skilled practitioner can usually make the basic triage
decision frequently needed in international work. Can the client stay in place with phone
support or does a face-to-face evaluation need to take place, either through travel of client
to provider (or vice versa), or by engagement of a local provider?

A variant of phone counseling is the use of two-way video teleconferencing (13). In
medicine, this process is called telemedicine or telepsychiatry. A number of te1epsychiatry
networks are in place worldwide and in the United States. With an appropriately large
bandwidth for transmission (384 kilobytes/sec), teleconferencing may be as accurate as a
face-to-face encounter, although such remains to be determined by research. In this
instance, especially if one can also obtain reliable vital signs and laboratory tests, one can
contemplate making a diagnosis, or at least a differential diagnosis. Especially in those
situations where there are large concentrations of expatriate families in a few sites without
local providers, teleconferencing may be useful and economic. However, equipment must
be bought or leased and maintained, the providers must be trained, there needs to be a
technician at both ends, and the program would need active promotion Transmission
means and costs also vary considerably.

Contracting with local providers can provide as good service as contracting with an
affiliate in domestic EAP operations. However, there are many countries in which
acceptable, culturally compatible, mental health providers do not exist. Further, in some
instances, there may be very few providers from which to choose, leading to a "sellers"
market" in services. Such a situation can lead to major problems in quality control and
supervision Interviewing of candidate providers is important to establish their cultural
compatibility and language capability, understanding of short-term counseling, level of
training, standards of practice and patient confidentiality, willingness to comply with
supervision and other QA procedures, record keeping practices, and the acceptability of
their office environment. The issue of the parent EAP program's liability for the actions of
the contracting provider, relatively straightforward in the domestic setting, needs to be
addressed in each country.
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A "circuit riding" clinician is posted in the home country but is expected to travel to
overseas sites for the purposes of program promotion and provision of services on a
regular and emergent basis. Since the clinician is living in the home country, the costs and
risks of expatriation are avoided. If integrated with a phone-based service, both face-to-
face evaluations and telephonic initial triage and follow-up can be provided. Program
promotion, in the form of seminars on various, relevant mental health and wellness topics,
can be provided at each site visited. This process also serves to let potential clients "size
up" the provider in a neutral setting. Supervision of the clinician is less of a problem and
there is no "sellers' market" with which to deal. On the downside, there is the cost of
frequent travel for the clinician. This cost includes not only that of airfare, taxis, and
lodging but the burden of being on the road. Burnout is a real possibility and the situation
should be monitored carefully to tailor the amount of travel to the individual and
circumstances involved. Providing care in such an environment also places a significant
premium on the clinician's abilities to speak publicly and to practice highly effective, short-
term diagnosis, triage, and treatment. Additionally, licensing issues involved in providing
services in multiple countries should be examined carefully and it is likely that some form
of malpractice indemnity will be necessary.

The most expensive method of providing mental health services is placement of a clinician
overseas. This method entails all the risks and costs of expatriation There is a large
investment therefore, selection of the clinician should be done very carefully. To both live
and practice in the closely-knit expatriate communities is a real challenge, demanding a
seasoned clinician who is personally mature and comfortable with the many roles (and role
conflicts) that will inevitably arise. Further, the method is probably only economic if there
are a few, large concentrations of expatriate families to serve and if the clinician is also
expected to "circuit ride" within a defined region and to provide supervision to local
providers and telephone services as well. Licensure and malpractice coverage issues
would need to be examined carefully prior to embarking on this course to ensure that the
clinician would not be in danger of violating host country laws concerning service
provision and that they would be appropriately indemnified in case of malpractice
allegations

No matter which method or combination of methods a provider may use to extend mental
health services to expatriate families, certain policy issues will have to be addressed up
front and may require close coordination with the client corporation. Situations involving
imminent danger to self or others can raise very difficult problems in countries without
adequate or culturally compatible facilities or easily invoked laws and procedures for
handling them Ideally, each country (or point of service) in which a provider extends
services should be researched as to facilities, procedures to commit persons and, should
these be lacking, procedures for repatriation that are consistent with the sponsoring
corporation's policies. The same can be said for cases involving alleged child abuse
occurring in the expatriate setting. Here, again, countries vary widely in both what is
recognized as abuse and in their institutional infrastructure, laws, and procedures to handle
allegations. For each setting and for each corporate client, policy and procedures should
be worked out in advance to address these cases, which certainly do occur in the
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expatriate population. The policies and procedures should address the fact that alleged
perpetrators and victims are frequently resistant to investigation and, in some cases, the
situation might warrant immediate removal of the alleged victim from the family for
protective purposes. In any event, such issues, handled as a matter of course within the
United States in every jurisdiction, must be addressed ahead of time and in detail to avoid
compromising an individual's safety or the clinician's effectiveness.

Other policy matters are reflective of the types of problems faced in the expatriate
community. Data was compiled on these issues based upon the author's clinical
experience while posted in Cairo, Egypt from 1987 to 1991 (14,15). In general, the kinds
of clinical problems are not so different from those encountered in a domestic EAP
setting. Thus, dealing with depression, substance abuse and various Victor Code
situations are a given. However, family members and issues are dealt with extensively,
40% of the time. Thus, clinicians dealing with the expatriate population must be ready to
deal with family members and problems frequently. Further, up to 30% of clients may be
in need of or benefit from medication. As the indications for effective use of psychotropic
medications expand, this % could be expected to increase. Thus, any system handling
expatriate families must have adequate psychiatric backup and clinicians must be
adequately trained to detect those situations that might warrant medications. Finally,
despite efforts to avoid them, experienced a psychiatric medical evacuation rate of 8 6%
Overall, the US Department of State, from 1982 to 1986, experienced a rate of evacuation
of 1.63/thousand covered individuals/year. (16) The provider system must be in a position
to utilize the evacuation benefits provided by the client corporation on an as needed basis.
Other activities that come up overseas, for which clinicians must be prepared, include
dealing with the expatriate community in times of crisis and the provision of CISD
services secondary to a variety of untoward events, man-made or otherwise.

Repatriation
Coming home after a tour overseas can be a surprisingly stressful time for many families.
Indeed, for some, this stage is more stressful than the move overseas (17,18,19).
Reflective of this fact, two recent surveys indicate that the turnover rate among repatriated
employees is from 24 to 25% within two to three years of returning (20,2) This
represents a significant loss of talent For most families, repatriation will involve many of
the same signs, symptoms, and problems experienced during "culture shock" The
difference is many do not expect to have such difficulties and are blindsided. Clearly, an
EAP provider can play a significant role in preparing families for repatriation. Seminars
presented before return are best and the topics covered should be the same adjustment
reaction as with "culture shock" and the reasons why the return can be difficult These
include the fact that the families have changed, their "home" has changed, and that all the
role changes undergone on the outbound move will have to be endured once again in
reverse. Structured follow up by domestic EAP services can be helpful and could usefully
include "reunions" of repatriated families during which they can reminisce and discuss the
difficulties of coming home
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Conclusions
The EAP provider can deliver a number of services to client corporations that are
expatriating families. These services cover all phases of the expatriation process:
selection, pre-departure training, overseas supports, and repatriation. Clinical services can
be provided to assist in proper selection of families, for the medical model selection
method or self-selection. An active role can also be played in pre-departure training,
particularly in the portions dealing with "culture shock," the mental health benefits and
services available and the difficulties of repatriation. Once overseas, mental health
services can be extended to expatriate families by a variety of means including using a
telephone, two-way video teleconferencing, contracting with local providers, and/or using
"circuit riding" clinician, and placing a clinician overseas. These methods are not mutually
exclusive and can be combined as needed. Each has its particular benefits and drawbacks.
Whichever method is used, however, the nature of doing business overseas requires
specific types of training and abilities of clinicians. Certain policy and procedure issues
dealing with imminent danger to self or others and alleged child abuse must also be
addressed ahead of time. Finally, EAP vendors can usefully playa role in the repatriation
process. This role could include pre-repatriation seminars as well as structured follow up
programs once the family has repatriated.

Resources

Thomas H. Valk, M.D., :MPH
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VEl, Incorporated
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Paul W. Heck, LPC, CEAP
Senior Competency Leader
Employee Assistance Program
DuPont Integrated Health Care
Nemours Building, N-12502
1007 Market Street
Wilmington, DE 19898
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Email: pau1.w.heck-l@usa.dupont.com

John Saylor
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European Network of Occupational Social Workers
(ENOS)
Verena Hufschmid, SW, European Secretariat

Introduction
ENOS (European Network of Occupational Social Workers) was founded in September,
1990 by the support of the European Centre for Social Welfare Policy and Research in
Vienna. Its aim is to give occupational social workers (OSWs) in Europe an opportunity
to exchange ideas, experiences, expertise, knowledge and skills, thus honoring the
members own cultural background. It attempts to explain the cultural differences among
the European countries and also their differences in approaches to industrial problems. It
acts as a center of expertise for organizing conferences, meetings, workshops and visits on
themes relevant to the practice of social work in the workplace in Europe.

ENOS is a network of social work representatives from each European country. Activities
can also be organized at a national level by a national coordinating committee. In order to
join the association, Europeans must possess a diploma in social work or work in their
country's social services department. ENOS members have direct contact via e-mail, etc.
with other members of their European group, whom they can directly question about
important issues and propositions. A plenary assembly is held every year in one of the
member countries. These countries are Austria, Belgium, France, Germany, Greece,
Ireland, Israel, the Netherlands, Norway, Portugal, Spain, Sweden, Switzerland.

ENOS Goals
The goals or (tasks) of ENOS include:

A transfer point for the exchange of ideas, expertise, and skills between individual
occupational social work practitioners in Europe

An information point on relevant practice issues, e.g. the education of OSWs,
forms and practice, special client issues, that it spreads via written or electronic mail, and
the publication of bulletins and newsletters

A Centre of Expertise that organises gatherings, meetings, lectures, workshops and
excursions on subjects relevant to occupational social work practice.

The structure is organised with the help of the coordinating group that consists of one
representative from each of the European countries in its members. The coordinating
group stimulates and organises activities on the European level. Where large membership
groups exist at the national level, national activities may be initiated and organised by a
national coordinating committee.
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Membership to ENOS
Membership is open in Europeans who:

have a degree in social work; and/or
are working within the broad area of occupational social work in their country.

ENOS has 150 members in Austria, Belgium, France, Germany, Greece, Ireland, Israel,
the Netherlands, Norway, Portugal, Spain, Sweden, Switzerland. (ENOS members'
information is listed at the end of each respective chapter)

Past ENOS Conferences
Previously, ENOS has organized seven meetings:

• 1990 in Loosdrecht, Netherlands: First European Network Meetings on OSW
1991 in Vale de Lobos, Portugal: Social Welfare in the Companies, OSW - an
Interdisciplinary Perspective
1993 in Merligen, Switzerland: OSW in the Maelstrom oj Reorganization
1995 in Athens, Greece: OSW in Preparation jor the Prematur Leave oj Staff,
Retirement and Early Retirement
1996 in La Rochelle, France: Social Cohesion in the Workplace
1998 in Stockholm, Sweden: Change and Coping
1999 in Kilkenny, Ireland: Impact of Coping Strategies on Occupational Stress

Resources

ENOS
SY-Service
Postfach
CH-8032 Zurich - Switzerland
Tel: 0041 13 85 53 12
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France
Molly S. Marlatt, MSW
Cinta Porter, MSW

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

Historical Framework
Nearly 25 years after their uutiatron, work place social services are recogmzmg the
circumstances of their true beginnings in 1917. In France, during the first World War,
women replaced men in the arms factories. The conditions were difficult. In 1916, a
strike of the women munition workers put in danger the supply of arms for the army and
provoked the birth of French social services. Their model was the British superintendents.
The first superintendents of the French factories had as their mission the supervision of the
new workers in questions of hygiene and well-being, and they dealt with the female
workers' complaints. At the end of the war, in spite of the return of the men, these
precursors of social workers were maintained at their jobs and others sectors of the
armament business.

Therefore, industrial social services has traversed the subsequent decades evolving their
mission with the occupational needs of today's workers. When France had full
employment in the fifties, social workers worked on the problems associated with the
integration in the work place of unfavored persons (immigrants, country people, women,
etc.) and on the interference of the workers' professional lives with their personal lives
(housing, child care, schooling, etc.).

Industrial social services for employees, like the workers themselves, are constantly in a
state of metamorphosis. For example, recently, social service workers have been asked to
take an active role in helping employees when they are reclassified. Industrial social
workers are now called upon to help workers adjust to new internal reorganization of
businesses, geographic relocation of businesses and new social issues associated with these
changes.
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Social service workers are constantly helping workers from joining the ranks of the
unemployed. Of primary importance, social service workers are continually trying to
dissuade indebted employees from leaving a secure job for one with more attractive
proposals, knowing that the risks of really getting another more lucrative job are
extremely slim.

Description of the Health Care System
Securite Sociale, or the French Social Security system, celebrated its 50th anniversary in
October 1995. It is running a current deficit of over 11.9 billion US dollars. The "Secu"
as the French call it, evolved from a variety of individual programs that were in existence
in the 1930s.

In 1944, Pierre Laroque, Conseiller d'Etat, was given the task of creating a universal
system that would tie together all of the state programs under one large umbrella. He set
three principles as the foundation of this new system: Creating an all-encompassing
national organization to oversee Social Security; financing this organization with revenues
generated from obligatory contributions of workers and their employers; and turning the
management of these funds over to 'social partners' where the insured workers would be in
the majority in the administrative council (Half a Century: p. 4). These principles were
fully implemented by two series of laws enacted in 1967 and 1975. In 1992, the Secu
budget of $184 billion included funds for health care, pensions, workers' compensation,
and family benefits. Participation in the Secu is mandatory for all citizens.

France has one of the most comprehensive healthcare systems in the world with 99.8% of
the population having access to the plan. Eighty % of the population, however, chooses
to supplement this coverage with private insurance. The fund is financed by monthly
contributions, and the system covers everything from comprehensive maternity care to
hospice and home care for the elderly. Coverage includes outpatient services and inpatient
care; cash benefits during pregnancy, as well as a 16-week, partially paid maternity leave;
immunizations and a preventive exam every five years; dental care, dentures and
eyeglasses; long-term care, including home care and day care; prescriptions; and cash
benefits for time off from work due to illnesses such as cancer. The objectives:

are to provide care to all--regardless of income, health risk or other
factors-and to allow each patient the choice of doctor, hospital, or other
facility. There is no illness-from high blood pressure to AIDS--that is not
covered and at least partially reimbursed by Securite Sociale ryvaxman,
1992, p.12).

The French can choose between public and private facilities for their care. Public facilities
tend to have the latest equipment, but there may be a longer waiting list for a procedure
than at a private facility.

France is experiencing health care expenditures spiraling out of control. Richard
Zalmanski, a Ministry of Health spokesman, has stated: "The principles of the system are
not being called into question. What we want to do now is to control it better" (Waxman,
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1992, 12). He further says that the system is suffering from "dysfunction." France's health
care expenditures account for 9 % of its Gross Domestic Product. Experts say that part
of the problem is that the system "seems to foster the hypochondriac in everyone"
(Waxman, 1992, p. 13). The French see multiple doctors for opinions because they know
each visit will be covered and they expect to leave with prescriptions. In 1992, the
Committee on Health Education, the Ministry of Health, and the Secu started a campaign
to change the French mentality behind this practice. The government is also trying budget
controls to reduce health care costs in hospitals. Whatever the French decide to do, it is
clear that universal access to health care is integral to their system. According to Dr.
Pascal Chevit, then Counselor for Social Affairs at the French Embassy in Washington
DC, in France, "health care is not considered a fringe benefit; it's a basic right" (Taylor,
1992, p. 14).

Relevant Legislation
The Vichy government during WWII laid the beginnings for what is known today "service
social." In July 1942, the law was enacted requiring businesses to hire medical and social
service workers. The law stated that each professional group, or "family," employing over
250 employees must deal with problems in the workplace. In 1943, a decree was
published stating that the leather curing, ceramics, and metal transformation industries that
employ over 500 workers must have a social worker (ANAS, 1974; Treuil, 1990).

Between 1918 and 1973, 18 official texts on Industrial Social Work were written. There
were difficulties regarding interpretation of the law concerning the professional family up
until the 1970s. There were also questions about whether the law applied to industries
other than leather, ceramics, and metal (Bouquet & Treuil, 1995). On November 15,
1973, a law was enacted that cleared some of this confusion. This law stated that all
establishments with 250 or more employees must have an industrial social worker. The
law also required all industrial social workers to have a diploma, either as a counselor or
as a work advisor from government programs that are recognized by the Ministry of
Labor. Penalties were established for industries that failed to observe this law (ANAS,
1974; Limoujoux, personal communication, Fall 1995).

Occupational Social WorklEmployee Assistance Programs (OSW lEAPs)
Note to the reader: There are a number of closely related

terms referring to the social worker in the workplace: the term
surintendantes, or superintendents, was used in the early history of
OSW in France, beginning around 1917. The term assistante
sociale, or social assistant, came into use in the 1930s. The post
World War II era brought the term "work advisor." Finally, the
terms "industrial social worker '.' and "occupational social
worker" are used later in the text. All these terms refer to social
workers in the workplace. What is known as Employee Assistance
Programs (EAPs) in the United States is occupational social work
in France, or social work of I 'enterprise.
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Occupational social work, as with EAPs, address all problems that may affect a person's
job performance. The social assistants, or work advisors, are hired by the business. Their
job is to help employees work to their full potential. The business wants to keep
production at its highest, most efficient level. OSWs in France have not limited
themselves by the title of "Employee Assistants," and therefore, have the potential for a
broader array of functions.

The lack of program designation (such as EAP) serves to open the role of
Industrial Social Workers to view their actions more ecologically, relating
micro issues to macro policy concerns more readily. The ability to problem
solve in this manner is closely related to gaining influence within the
organization (Googins, Reisner & Milton, 1986, p. 19).

Modern French social services evolved from the philanthropic and religious organizations
of the 19th century. These were not recognized by the state, and workers were not
unionized. The idea that workers had specific rights did not exist. Edouard Vaillant, a
socialist revolutionary, believed the state had an obligation to the workers. F. Leplayand
A de Mun were part of the Catholic movement that opposed this liberal movement and
would have preferred to leave the workers to the inhumane conditions existing in industry
(Treuil, 1992, p. 2).

Pope Leo XIII wrote the encyclical Humanae Vita that defended the individual's rights for
justice and peace. He encouraged the creation of associations for employees. The
encyclical said employers should not allow dreadful conditions in the workplace, and it
discussed the importance of family and work. This led to the "Paternalistic" movement
where employers took a fatherly interest in their employees. Leon Bourgeois, a solidarity
movement figure, proposed an alternative halfway between socialism and paternalism. He
believed that the state should serve the interests of both workers and employers.
Together, these movements led to new concepts for industrial social workers and
enterprises in the 20th century (Treuil, 1992).

OSW in France can be traced to the national upheaval surrounding World War 1. Men
went off to fight and the women to fill factory jobs. The war brought 420,000 women
into the factories who were as ill-prepared to enter the workplace as the workplace was to
receive them (Bouquet & Treuil, 1995). Lengthy work days, terrible conditions, and long
distances to travel made working extremely difficult for women. In 1916, a lengthy strike
by women workers began to affect the war effort. Health was one of their biggest
concerns--life-threatening diseases such as tuberculosis and syphilis existed in epidemic
proportions at this time. There was a need for a system to assist women in the workforce

Albert Thomas, Undersecretary to the State Army and later President of the International
Work Office, took an interest in educating the women. Concurrently, he became
interested in the burdens of the workforce He was a motivating force in the development
of social assistant and superintendent professions (Treuil, 1992).
In 1917, five women--Marie Diemer, Renee Montmort, Marie Routier, Cecile
Brunschvieg, and Henriette Viollet--founded The School of Superintendents, Ecole des
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Surintendantes or Ecole Superieure de Travail Social, to help women in the workplace
(Bouquet & Treuil, 1995). This was the birth of OSW in France. The school was created
to train women as superintendents of the female workforce (ANAS, 1974).

The period between the wars brought "development and consolidation of function" to the
role of the social worker (Bouquet & Treuil, 1995, (p. 64-65). Social assistants expanded
into other forms of industry such as electricity and textiles. The role also expanded to
include male employees, but there was still no legal obligation for businesses to recruit
superintendents or social assistants. Social workers began to promote themselves during
this period.

There were two models of social advising in effect at this time. One was more of an
ecological or systems approach, the other a medical model (Treuil, 1992). In 1932, a
diploma for "social assistant" was first offered. Superintendents remained more in the role
of working with the collective, while social assistants worked predominantly with
individuals and families (Bouquet & Treuil, 1995). From 1939 to 1945, the basic texts
and laws were written regarding social workers in the workplace. During World War II,
the School received a request from the Minister of Armaments for superintendents to fill
positions in the workplace. The Minister of Work recommended that businesses have the
superintendents work with the medical services. The School continued to grow during
these years (Treuil, 1992).

From 1945 to 1975 there was an overlap of the roles of the superintendent and the newly
created "work advisor." Laws enacted during this period were complex. The concept of
workers participating more in decision-making began to evolve. Committees were formed
that represented the needs and problems of employees to the employers. There was a
change from the laws of 1942. After 1945, only persons with the status of "cadre" and a
specific education such as a social assistant could be hired as the work advisory (Treuil,
1992). The Sorbonne University in Paris created the Institute of the Social Sciences of
Work in 1952. This helped the social work and advising professions to grow, as there was
a state education as well as private education available for the field. In 1965, the School
of Superintendents added "Work Advisor" to its title.

France followed the American model of management in the 1950s. In the 1960s, the
German model was popular. The 1970s saw the rise of the Scandinavian model which
focused on change and improvement of individual work activities. The Japanese model
which emphasized total quality dominated the 1980s. The 1990s have shown an upsurge
of businesses hiring experts to improve all aspects of the business. The social assistant, or
work advisor, focuses on the business culture, defined as the traditions, rules, values, and
management style. Each business uses a different model that reflects its culture. Today,
French occupational social workers must work within these models and traditions. The
focus is now on the fit between the worker and the business culture. The worker should
be flexible and adapt to various situations. "Expression" groups have been created to
allow employees to voice their opinions to employers (Treuil, 1992).
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OSW in France acts as liaison between employees and management. The social worker
helps employees see the direction of the business and aids management to see how
employees feel about management. The OSW acts as an early warning system of the
social climate in the enterprises (Treuil, 1987; F. Limoujoux, personal communication, Fall
1995).

At Total, they found that industrial social workers were managing
reclassification of the person-to-job in the case of accidents, work
conditions, and health promotion (including alcohol awareness campaigns),
financial and budgeting problems among employees, housing problems,
family vacations, relocation ...career and job counseling, employee
relations ...psychiatric opinions in the case of medical disability, psychiatric
referrals, retirement counseling, and orientation among new employees
(Googins et al, 1986).
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Googins, Reisner, and Milton (1986) observe that "integration can best be defined as the
linking of the occupational social work function with the needs, goals and values of the
work organization" (p. 17). Also noted is how "the focus of ISW (Industrial Social
Work) has ...evolved, shifting from primarily providing material assistance to aid workers
and their families, to a larger and more professionalized focus on organizational/societal
concerns, and the 'fit' between the worker and the enterprise." The focus of OSW in
France is on improving conditions for employees both as a collective group and as
individuals.

As unemployment rises, employee retention has become a concern for French employers
In the present climate, restructuring and changing corporate systems is a complex problem
which OSWs must address. They are helping employees adapt to change, and helping
employers create the most positive work environment for the employees.

Many changes have taken place within the French social work system since 1918. There
has been a move from the paternalistic influence to more of an emphasis on the individual.
However, OSWs are not just working with an individual's psychosocial issues. They
advise both employees and management to help find the middle ground It is an area
where social service is crucial: "between two realities" (Treuil, 1992) of employee and
economics, and the political and social goals of the employer OSWs in France are no
longer peripherally involved. They are immersed in all facets of the business and have a
great deal of expertise.

Services Performed
Googins et. al (1986), studied four French companies and their practices to learn their
approaches to OSW. Two of these companies were Total, a multinational petroleum
company headquartered in France, and the Citreon Automobile Company.

In addition to these services, OSWs were found to have a relationship to the syndicat, or
union. The industrial social worker has an ongoing relationship with both the syndicat and
the "Comite, a body elected by workers from various unions/syndicats." Industrial social
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workers at Total meet biannually with the Comite to discuss organizational and safety
issues. The industrial social work service wants to remain on good terms with Comite and
syndicat representatives.

Citreon presented a slightly different picture. The company's history with OSW dates
back to 1917. Hugues Citreon was among the industrialists interested in the Ecole des
Surintendantes from its inception (Bouquet & Treuil, 1995). He supported the founders'
concept of formal training for the women who would oversee female workers in industry.
He also suggested that students complete an internship within the workplace to gain
practical experience. A 15-day internship was thus added to the curriculum (Bouquet &
Treuil, 1995).

According to Googins et. al. (1986), Citreon provides many of the same services as Total.
The major difference was a closer link between the medical department and the industrial
social worker, particularly in the area of work conditions. "A team consisting of the
Industrial Social Worker, an engineer, the physician, and [the] personnel
representative ...work together to discuss all aspects of the relationship between the person
and the technology." Googins' example was the need for specialized machinery available
for disabled persons to perform their jobs.

Citreon's social workers emphasized their need to be knowledgeable about the employees
and the company daily operations. They described their main task as the "treatment and
management of individual problems existing between workers and management" (Googins
et al, 1986). Citreon social workers do not regularly advise management on broad policy
.. .
issues, as ill some comparues.

Education
Albert Thomas was instrumental in enacting a law requiring businesses with more than
100 women have a female superintendent supervising women. With the 1917 founding of
the Ecole des Surintendentes, women were trained to address problems in the workplace
such as work conditions, hygiene, child care, and health. The school was founded by five
women. Marie Diemer and Renee Montmort were in charge of finding a location for the
school and developing its administrative structure; Marie Routier was responsible for
relations between the school, workers, and industry; Cecile Brunschveig was its secretary;
and Henriette Viollet, also involved in Industry relations, served as treasurer Out of 600
candidates, 20 were chosen for the first class. They were expected to have good character
and be morally and physically strong Students worked 15 days at Citreon. They received
an education in theory, law, business relations, collectivism, and methods of teaching
adults. They then had a second internship. They had to pass written and oral exams
administered by a jury which included the mayor of Paris The women received diplomas
upon completion and were given job placements (1. LeRiche, personal communication,
December 5, 1995; Bouquet & Treuil, 1995)

After World War I, graduates from the School were still sought by large businesses such
as Michelin, Peugeot, Thomson, the railroads, and large bakeries. Their position took on
a motherly role, as superintendents began looking at aspects of the workers lives outside
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workplace (Bouquet & Treuil, 1995). Students received instruction in general aspects of
civil law, work law, capital, education, industrial work, production problems, scheduling,
and work methods. A preparatory year in nursing or another discipline became an
entrance requirement. After two years of professional work, the students were awarded
diplomas. During this period, the School was recognized by the government as providing
an important service to the workforce and the title Assistante Sociale was created.

Two options emerged in social work education. These were the surintendantes who
directed the group aspects of an organization's employees, and the social assistants who
worked more closely with individuals. The syllabus was lengthened to three years and the
student population continued to increase. The schools introduced psychological
techniques as people began to "rationalize work" (Bouquet & Treuil, 1995). Businesses
gradually were becoming more interested in aspects of work other than just production.

Current Trends
The curriculum suggested by the Ministry of Work and Employment for industrial social
workers recognizes the necessity for a "complementary" education. This encompasses
economic phenomena, different interrelated groups, the business world, negotiations, and
a sold knowledge of the various aspects of industry. Paris' Sorbonne University and Aix-
Marseille have developed a degree program in Social Science and Human Sciences. The
School of Superintendents is working to integrate new aspects and models in its
curriculum, while maintaining its history (Treuil, 1990). The apprenticeship or internship
is necessary to acquire experience and skills for work situations students may encounter.
The current length of education is three years--two in coursework and internships and one
to write a thesis. It is clear from the literature studied and the interviews conducted that
there is a need for more occupational social workers or work counselors. There are many
positions open in the field of industrial social work (Treuil, 1990; LeRiche, personal
communication, Fall 1995).

Occupational Social Work Today
A member of ENOS, Mrs. Josette Roumens, furnished an article on occupational social
work in France today from Le Mensuel, a French industrial magazine. She explained that
it is was very important for anyone studying Employee Assistance Programs in Europe to
be aware of ENOS. (See chapter on ENOS for more information)
The article supplied by Ms. Roumens focuses on the crisis in the French workplace. One
of the chief worries of French workers is keeping their jobs. Because unemployment is so
high, workers are accessing their employee assistance programs more than ever.
However, employees often only access their EAP services if they are at their wit's end.
Like firefighters, EAP counselors are often called upon at the last minute to solve long
standing issues. One of the reasons employees are reluctant to access EAP services is that
employees still have the idea that EAPs are mainly for helping people with disabilities
EAP counselors were very active in helping people with disabilities obtain work after the
1993 legislation mandating employing people with disabilities. However, industrial social
workers in France are taking great effort to make sure the average worker understands
that EAP services are for every worker.



There have been cases where competencies of the industrial social worker have been
challenged. This was mainly because their pay was so low and workers did not trust their
expertise. In fact, many industrial social workers have resigned because of low pay
causing them many financial problems, especially in housing.

Financing
Financing of OSW programs is provided through the businesses that employ the OSWs.
A 1973 law states that all employers with 250 employees or more must address employee
problems in the workplace and are required to employ a social assistant on staff.
Otherwise, they will be found in violation and fined (ANAS, 1975; Limoujoux, personal
communication, Fall 1995).

Changes in EAPs
Recently, the biggest change for employee assistance programmes is that for the first time,
o executives and high level managers are comprising many of the EAP clients. Since 1995,
27% of employees visit their EAPs at least once a year and among these workers, 10% are
executives. 0 0 Everyone, including executives, is concerned about financial problems.
Divorce and the problems surrounding it are hitting some executives very hard.
Executives are concerned about custody problems, alimony, and child support. All French
workers seem to be affected more and more by stress. Business reorganization,
privatization, mergers, restructuring, and downsizing all play a part in causing workers'
o stress, both executives and labor. 0 The French workplace is subject to perpetual
motion Dwhich generates more and more anxiety. One of these changes is in how
promotions are ogiven, which is no longer on the basis of rank, as in the past. Now,
promotions are given on the basis of one's value to the company which has many pros and
cons. One of the positives is on the worker's part to excel, a negative is an increast in
competition and its corresponding stress. This stress is affecting all types of employees,
who are in more and more need of clinical help. 0

An industrial social worker, who recently retired after 38 years, feels that the need for
employee assistance is greater than ever. She said most of the problems she dealt with 38
years ago had to do with poverty. Only in the 1950s, when there was an air of optimism
born during the reconstruction period, was there some relief from poverty situations.
Today, she believes things seem worse than ever with a sense of hopelessness that things
will never get better and that poverty conditions are here to stay.

France is the only European country to have granted its social services a legislative
framework. The law of July 28, 1942 makes employee assistance programs obligatory in
businesses with more than 500 employees in three professional branches: copper,
ceramics, and metal formation. In all other businesses, they have been created from purely
optional initiatives. In the businesses where the law is binding, EAP is a service where the
employer assumes the cost of the service. In businesses where employee assistance is
optional, the initiatives have often been created by the employees. As of 1994, 49 social
service enterprises were verified employing 350 professionals and over 2,800 assistants.
Some of these programs operate within the confines of the business setting, and some
operate at outside locations.
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Another article referred to industrial social workers as "shock absorbers." During their
annual congress, industrial social workers reaffirmed their central mission of reconciling
the economic issues with the social issues. They are still trying to convince businesses of
their importance and necessity, not only to the worker, but also to the business.

A few days before her retirement, an industrial social worker at La Defense had a meeting
with the director of human resources for a group of factories for which she wanted to
recruit a social worker. She stated that several employees had contacted her because they
could no longer manage their problems. She related that the high point for her industrial
social work offices was in the '70s, when she had 30 social workers employed. Since
then, the number of industrial social workers has been declining. She stated that when
employers are struck by the cases of indebtedness, depression, alcoholism, and other
difficulties, economic or psychological, the directors start thinking about social services
anew. They finally see the reality that businesses are productive only if the workers'
environment is healthy.

In summary, French industrial social workers, like their French counterpart employees, are
in a constant state of flux. They must adapt to the changing workplace, and the needs of
the employees while constantly trying to convince employers of their necessity and all this
at a low rate of pay. Author's Note: The article cited is from the Journal"Liasons
sociales-Le mensuel", June 1996. There is no author cited but the title of the article is
"Les amortisseurs de crise. "

Conclusion
The economic and cultural changes taking place in France are sometimes referred to as
"the third industrial revolution" (Treuil, 1987, p. 1). New relationships are being
developed between people and their work so there are mutually beneficial improvements.
Business and industry are mobilizing their energies and reconciling the means and needs of
production with that of the workforce. Companies are recognizing that the problems,
difficulties, and concerns of the employee outside of the workplace affect his/her work and
productivity. They understand that complex changes occurring within an organization
necessitate an occupational social worker.
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Mr. Antoine Bussy
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Ambassade de France
4104 Reservoir Road, NW
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Tel: 202-944-6000
Fax: 202-944-6040
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AIG Europe
Tour American International
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Tel: 33-1 49024225
Fax: 33-1 4901 0467

American Chamber of Commerce in France
W. Barrett Dover, Executive Director
21 Avenue George V
75008 Paris, M 1,000; France
Tel 33-1 4723 8026
Fax: 33-1 4720 1862

American Embassy
2 Avenue Gabriel
75008 Paris
France
Tel: 33-1 43 122222

French International School
3200 Woodbine Street
Chevy Chase, MD 20815
Tel: 301-907-3265

Resources

Ms. Antonia Martin, ACSW
International Counseling Service
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France
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75008 Paris
France
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Appt. 1602 Bat. P
Cite du Nord
93700 Draney
France
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Fleuris, F-74100
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France
Tel: 41-22781 3676

ACTIS
Association Inter-Enterprises

de Service Social du Travail
20, quai Jean Moulin
69002 Lyon
France
Tel: 33 72 56 2445
Fax: 33 72 40 04 38
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Ms. Mary Larounis, ACSW
Student and Family Advisory Service
9 Boulevard Du Chateau
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Mr. Irvin Levin, ACSW
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92200 Neuilly Sur-Seine
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Mireille Mathiot
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Aerospatiale
316, Route de Bayonne
31060 Toulouse Cedex
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Association Nationale des Assistants

de Service Social (ANAS)
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Ms. F. Limoujoux
Deleguee Permanente
Association Nationale des Assistants

de Service Social (ANAS)
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France
Tel: 33-1 45 26 33 79
Fax: 33-142 800703

Mme. Veronique Boiron
Credit Lyonnais--Service Sociel
30 rue de Gramont
75002 Paris
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Tour Chambord
22 Boulevard Kellermann
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Josette Roumens
Assistante Socialel responsable du Service
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Germany
Hans-Jiirgen Appelt, Social-Worker (BBS), Consultant (DGSv), Family-and system-
therapist

Introduction
As a result of World War II, Germany was split in two from 1949 to 1990 the German
Democratic Republic (GDR), a member of the Warsaw Pact, and the Federal Republic of
Germany (FRG), a member of NATO. Germany was reunited on the 3rd of October 1990.
Today, there are almost 82 million inhabitants in Germany in an area of about 357 krrr<
So, Germany is, after Russia, the state with the highest population in Europe About 5.2
million inhabitants possess a foreign citizenship.

The development of the population turns out clearly in the age-structure. The
consequences of the drop in the birthrate are considerable Today, only 16 % of the total
population is under 15 years - and the tendency is furthermore decreasing. In contrast, the
share of people over 65 grows constantly and makes already more than 1/7 of the total
population. The medium female life expectancy reaches 78, the male 72 years. The
disproportional high women's expectancy, caused by two world wars, is balanced out
slowly, as the following age-groups are moving up.

Alcohol
In 1997, Germany's per-person-consumption of alcoholic drinks came up to 106.2 litres
With regard to preceding years this is a declining numeral (1996 for instance: 160.9 litres),
but Germany still holds a leading position in international statistics, especially when the
consumption of beer is concerned:

Beer Consumption in 1996 per-person in litres:
1. Czech Republic 160
2. Ireland 142
3 Germany 131

(13. USA 83)

Because of the growing consciousness concerning health and an unfavorable development
of income, the consumption of alcohol since 1997 started nevertheless a continual descent
with a loss of ca. 3 %.

Still, current investigations into national economic costs caused by abuse of alcohol do not
exist. A corresponding research assigned by the alcohol-industries in 1977 was stopped A
governmental report of 1986 comments this as follows: " ..to calculate or estimate also the
costs caused by diseases and deaths resulting out of abuse of alcohol including the indirect
costs. Concerning the clinical symptoms of alcoholism, liver cirrhosis and Pankreatitis, the
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study comes up to a total amount of almost 5.000 million DM consisting of about 1,400
million DM direct costs (treatments) and 3,200 million DM indirect costs (caused by of
temporary or permanent inability to work)." (In comparison: In the same year, the GNP of
the Federal Republic of Germany totalled 1,617.000 million DM. In 1980, 27 million
people were employed in the FRG). A publication of the same year indicates that 11 % of
all employees daily consume alcohol at work.

There are two relevant data gathering systems in Germany that document data on
addiction-based diseases, the "EBIS" for the out-patient sector, and the "SEDOS" for the
in-patient sector.

In 1997, the EBIS ascertained data on about 125,000 individuals. 71,512 of them started
their therapy in approximately 455 institutions. For 75.6 % of the recorded persons the
main diagnosis was alcoholism. The SEDOS-data of the same year count approx. 14,300
treatments in 104 institutions for the in-patient sector. 48% of these institutions were
special hospitals for people addicted to alcohol. Here, alcoholism was the main diagnosis
for 81.9 % of them.

Nowadays, there are approx. 4,000 German groups for self-help with approx. 25,000
participants in the out-patient sector. Their concepts follow mainly those of the AA
groups in the US

Description of the Health Care System
Primarily, everybody is responsible for his/her own health care. Secondarily, the society as
a whole takes over the responsibility for it. The system was introduced at the end of the
19th century as part of the "gesetzliche Sozialversicherung" (common national insurance)
In the meantime, an increasingly differentiated, decentralized, pluralistic, and self-
administrated system developed, including societal and individual commitment.
Approximately 90% of the German population is compulsorily insured. Members are
workers and employees within certain income-limits, unemployed, trainees, farmers, self-
employed, artists, journalists, handicapped people, students, and pensioners.

The insurers are structured as half-governmental organizations who have the task to
maintain and/or restore the health of the insured individuals and to provide necessary
medical help in case of disease. The legal health insurance (GKV) is a so called
"community based on solidarity." Consequently, the financial policy of the GKV depends
on the total income of all insurants (and not on their age, sex or the risk of getting ill),
whereas the members obtain help according to their needs, regardless of their financial or
social situation. The insurance includes unemployed family-members, too. GP's and
hospitals, too, are paid to a high degree with these financial contributions. For this task,
the GKV -representatives conclude general agreements with medical associations,
hospitals, and the pharmaceutical industry.

Recently, because the GKV -expenditure increased disproportionally in comparison to the
total income of insurance-fees, the insurance-system became a political issue.
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Presently, they try to re-normalize the proportion between costs and obligations by means
of cost-saving measures. Under the label "Gesundheitsreform", subventions are above all
limited by means of new laws. The members' contributions remain untouched, except for
minor adjustments, and the system of the GKV as such is not in question. Above all,
critical voices point out the dangers and disadvantages of the compulsory insurance: the
insured delegate their primary personal responsibilities to the system

Relevant Legislation
The German legislation is derived from the constitution (Constitutional Law) of the FRG
of the 8th of May 1949. This constitution consists of a series of declarations concerning
e.g., basic rights of the citizens, separation of powers, structure of government, and
structure of tasks. Up to the present day, the Constitutional Law was modified with a vast
plenty of expanding, qualifying, and/or explaining laws (as an example relevant for EAPs
Laws on regulation of working hours, employee participation
("Betriebsverfassungsgesetz",1952), and continued payment of wages in case of illness).
Embedded in a federal state and a democratically founded private industry lies the concept
of the "social market economy." The characteristics are a free market that decides on
supply and demand, as well as a regulating state at the points where social hardships
emerge. The social insurance system, stability of prices, social safety, wealth formation,
and dynamic pensions are the keystones of this concept.

Like in the US, there is found in Germany, too, the distinction between white- and blue-
collar-workers. The first-mentioned (including managers at higher levels with their
supplementary agreements) are paidd a fixed monthly salary, the latter, hourly wages, that
are based on a minimum wage (rate) negotiated by employees and employers'
associations.

Representations
After World War II, the labour-unions and employee-associations have developed their
right to a say and a highly increasing influence. Their political momentum is a policy of
reform To emphasize the character of the cooperation with the employers, they are called
"partners"(concerning rate, socially and social). Beside the German federation of labor
unions ("DGB" - approx 8 million members, including the worldwide largest single union
in metal-processing occupational groups), which are divided in occupational groups, the
German employee-union ("DAG" - approx. 850,000 members) and the German
"Beamtenbund" (officials - approx. 800,000 members) have to be named as relevant.

These institutions took over the place of the former professional groups whose role in
Germany's economy has become marginal.

On the part of the employers, the "Bundesverband Deutscher Arbeitgeber -Verbande"
("BDA") was founded in 1950 and includes today about 50 nationwide and 11 regional
professional associations in industry, craft, agriculture, trades, transport, and insurance.
Approx 80-90% of all employees work in economy sectors, out of which the BDA
recruits its member-groups. The BDA represents according to its own details the interests
of approx. 80% of all companies in the FRG. The BDA is a member of the international
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employers-organization that was founded in 1919 and operates today as a member of the
ED on European level.

For a better understanding of the difficulty in implementing EAP, it is important to see the
meaning of the employees-associations in Germany which - under the patronage of the
"protection of employees" - have obtained a series of rights for their members.
(Sometimes they were achieved by strike, too.) The protection of the interests of the
employees gradually passed into the duty of the employers. Semi-governmental
associations (accident-care) and labour-unions supervise the performance of these duties.

Based on the so called "Rahmentarifverhandlungen" (general agreements concerning
conditions), the lobbies that are relevant for the process of economy complete contracts at
stated intervals that determine the agreements.

Meanwhile, there are regulations concerning:

The protection of life and health of individuals at work:
• Agreements about safety at work, health care, working hours, agreements on

dismissal, and hours of trading are only some of the jointly regulated fields of
interests. The recently increasing process of globalisation actually brings along
levellings (examples: the law concerning hours of trading is gradually brought into
line with European conventions, ditto the law on regulation of overtime);

The protection of certain groups of employees, in particular
• women, especially pregnant women: heavy manual work, night- and piecework is

forbidden for them; 6 weeks before and 8 weeks after the birth, a mother doesn't have
to work at all - payment of wages is continued and the job safe;

• handicapped people: Every organization has to take on a certain percentage of
handicapped people; the conditions of a handicapped persons' place of work is
regulated;

• young employees up to 18 years have limited working hours and are released from
work during the visit of the vocational school;

• mothers and fathers get paid when bringing up their child for the first 18 month after
the birth, and the job remains safe.

EAPs in Germany
There is neither a German equivalent for EAP, nor are there comparable programs in
Germany. Because of an extremely conservative culture of consuming alcohol on the one
hand and the dogma of the free market on the other - which is firmly anchored in
consciousness, lobby, and law - comparable activities depend exclusively on individual
initiatives of social workers within the company or some interest groups (church, labor-
unions, and other, smaller lobbies).

These independent programs (experts count approximately 500 of them) which are almost
exclusively run by the big industry or large industrial ventures such as Bayer, Schering,
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BASF, Voith, the Frankfurt Airport, and Siemens, can be taken as representative for the
professional world as far as their efforts in the company's internal battle against addiction
are concerned.

The programs of big German enterprises such as the Hessischer Rundfunk (a TV-and
radio-station), the Lufthansa-Airlines, and the Kloeckner Werke (constructor of ship-
motors) are exceptional examples that are close to the idea of the EAPs Important
external providers on the market of public service are numerically irrelevant.

In the meantime and stronger than in the past, the employees' federations (unions, trade
associations) went into the battle against addiction with training and information
campaigns and in the nineties, the health insurance companies joined in more severely
(slogan: "care for health and avoid illness"). On this level first attempts came up in the last
years to reach Germany's greatly represented middle-class-companies by means of
industry-wide measures and cooperations (approx. 80 % of the GNP is made by middle-
class enterprises), which had so far neglected work on addiction for lack of resources.

The "Deutsche Hauptstelle gegen die Suchtgefahren" ("DRS ") can be regarded as one of
the decisive initiators of this development that increased quickly regarding the unfavorable
conditions: After several German companies had, during the early eighties, recognized the
significance of the problem of alcoholism among the work force, the DRS intervened
stronger than before in the internal company work on addiction. In the beginning, the
various efforts were rather arbitrary. So, since 1978, this association organizes among
other things, an annual conference on alcoholism at work that meanwhile is highly
considered and valued among experts. Although still operating rather broadly and non-
committedly, the work of the DRS comes close to the EAP-movement these days.

The shift of accents within the health insurance companies - gearing to the so called "care
for health" - takes major influence, too. This development does not happen completely out
of unselfishness, regarding the very recently exploding costs of the German social
insurances.

In addition, the AA's and comparable programs are one of the biggest resources in the
battle against alcoholism. In general, alcoholism-patients get in contact with such a group
during their in-patient treatment. Further regular visits are urgently advised following the
discharge after 6-12 weeks.

Service-Groups
Presently, there exist three relevant groups initiating and accomplishing alcoholism-
programs within companies.

The numerically largest group is provided by GP's which are employed in the company's
internal medical services. Although alcoholism is thoroughly recognized as a problem, the
doctor's indications and therapies tend to go merely in the medical direction. The option of
cooperation of medical services and the Occupational Social Work often gets in between
the millstones of rival representations of interests. This actually hinders the progress and
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frustrates mainly the OSW's which are, in the company's hierarchy, often subordinated to
the doctors.

The second group is that of the OSWs. Estimations name approx. 500 German enterprises
that have implemented OSWs. The "Bundesfachverband Betriebliche Sozialarbeit" (BBS;
lobby for internal company social workers in Germany) knows about 500 companies. A
numerically small group of OSWs works externally and industry-wide as independent
services, too.

The position of the OSW s in the hierarchy of companies is arbitrary and individual. There
are independent staff-positions, but OSWs also do work under outside supervision.
Generally, their status is rather low, so that it is difficult for them to take influence.
Companies often "decorate" themselves with an OSW without profiting fully of its
competence. Frequently, OSWs are used as trouble-shooters in a company.

Lobby-Work is provided by the BBS, which represents approx. 1/4 of all German OSWs
(and a slight share from adjacent countries). Furthermore, there exist regional networks of
OSWs with voluntary membership.

Derived from the history of profession and education of the German social work, a
collective consciousness about the meaning of an expressive lobby-work is developed only
on a low level within the OSWs. This is accompanied by a disproportionately low
professional self-confidence and a predominantly defensive and reactive work-attitude.

As the third relevant lobby-group, the "Deutsche Hauptstelle gegen die Suchtgefahren"
(DHS) was able to score a tremendously growing significance in the past 10 to 15 years.

This association sells a wide range of professional literature, brochures, folders, films,
prevention-programs including instructions, papers and evaluation-aids for seminars. It
also orders studies and assigns research-tasks, publishes and spreads the results,
accomplishes prevention- and information-programs in companies, trains honorary
addiction-helpers, and accomplishes further education of high public reputation. This gave
a motivation to national TV-stations and other media to pay more attention to the subject
of addiction and especially to that of alcohol-abuse, which in consequence, encouraged a
more positive and effective public attitude concerning these subjects.

Prospects
There are two main reasons why EAPs are not so well known in Germany and why there
exists only poor interest:

1. Lobbyism in Germany has, especially in the sector of the representation of employees'
interests and in the sector of maintaining and restoring health, a well-developed tradition.
In the public opinion, traditional representations (labour-unions, but also the large church-
lobbies) are seen as more capable of acting than unknown, new representations.
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2. Because of a plentitude of suppression-mechanisms, the public appreciation of problems
regarding alcoholism as a disease increases only slowly. Increasingly, effective educational
work on the part of the lobbies is only recently performed.

Internal company programs for addiction are performed exclusively in economically
important German companies, partly with considerable financial expense. Regarding the
costs, these programs are not available for middle-class-companies. At medium- and long-
term, it will depend on the inventiveness of external, more flexible providers of social
work to develop and offer individual or industry-wide programs for the middle-class-
companies In this way, EAPs actually do have a chance to gain a foothold in Germany

Resources

Hans-Jurgen Appelt, Social-Worker (BBS),
Consultant (DGSv)
Family-and system-therapist
Address: Gruner Brunnenweg 92
D 50827 Cologne
Tel: ..441.221.5302609
Fax: ..41.221.953 5480
Email: hjappeltpe@t-online.de

Zeier, Mrs. Brigitte
Siemens AG ZP ZAF
Wittelsbacherplatz 2
80333 Munchen
Tel: 00 49 89 234 32415
Email: brigitte.zeier@zpsiemens.de

Fachhochschule Landshut,
Fachbereich Sozialwesen,
Prof. Egon Buchberger,
Am Lurzenhof 1,
D-84036 Landshut,
Tel: ..49.871.506-0/
Fax: ..49871.506-0

Universitat Kassel,
Fachbereich Sozialwesen,
FB-Leiter Dieter Goeschel,
Arnold-Bode-Str. 10,
D 34127 Kassel,
Tel:.49. 561. 804-2948,
Fax:.49.561.804-3388

Bundesfachverband Betriebliche
Sozialarbeit bbs e.V.,
Geschaftsstelle,
Gruner Brunnenweg 92
050827 Kaln
Tel:.49.221.953 5826
Fax: .. .49.221.953 5827
Email: bbs-ev@t-online.de
Web: http://www.bbs-ev.de

ENOS CONTACTS:
Albrecht, Mr. Gerald
Daimler-Benz
68299 Mannheim
Tel: 0049621 393 3436

Daum, Mrs. Felicitas
Flughafen Dusseldorf Gmbh
Stockkampstrasse 54
0-40477 Dusseldorf
Tel: 0049211 4891 85
Fax:. 0049211 4212 159

Gehlenborg, Mr. Holger
City Administration of Stuttgart
Birkenwag 31
71334 Waiblingen
Tel 00497151 23 663
Fax 00497151987651
Email 106465.1545@compuserve.com
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Deutsche Hauptstelle gegen die Suchtgefahren
e.V. (DHS),
PB 13 69, D 59065 Hamm;
Tel: ..49.2381.90 15-0;
Fax: ..49.2381.1 5331,
Email: info@dhs.de;
Web: http://www.dhs.de
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Greece
Dawn Motovidlak, MSW
Jacquelyn Dunphy, MSW

Introduction
Greece is located at the southernmost tip of Europe and has a very unique geographic
formation. With islands, countryside, and very mountainous regions, Greek workers
encompass many different areas of employment from agriculture to factory work
Shipping is an important Greek industry, along with fishing, sponge-fishing, and handicraft
occupations on many Greek islands. Tourism is another leading service of national
income. Industrial production of basic metals, rubber and plastics, chemicals, petroleum
products, and textiles have become the biggest increases in output in recent years; and
have become the most important contributors to the national income as Greece is
successfully changing from its pre-war, underdeveloped existence.

Greece became a full member of the European Union in 1981, and is among the poorest
E.U. countries in terms of per capita income. Athens continues to rely heavily on EU aid.
Economic growth is strengthening and the government's strict fiscal and monetary policies
are responsible for the decline in inflation and the budget deficit. Greece has a modern
and industrialized mixed, capitalist economy and entrepreneurial drive with the public
sector accounting for roughly half of the Gross Domestic Product.

The population of Greece in 1998 was 10.53 million people. The total workforce
comprised about half of those people at 5 million, with 37% of the workforce being
women. Also, projections for 2000 give the country a population of 10.58 million people
which illustrates the decline in births per woman from 2.2 in 1980 to 1.3 in 1997
Unemployment during the 1980s reached a high of 8.6%, with increased immigration and
economic troubles, but recent figures of 1997 show the number of unemployed reaching
10 5%. There are about 6 million Greeks living abroad, and many emigrate to neighboring
countries through freedom of movement within the E.U. to receive higher wages.

Education is guaranteed to every citizen and provided free from kindergarten to the
university level. Admission to one of the 17 state universities, schools of higher education
and technical colleges is very competitive. Culturally, Greece is very homogeneous
Ninety-eight % of the population practices the Greek Orthodox religion, while freedom of
religion is guaranteed by the Constitution.

Although Greece is an old nation, it is relatively new in moving from a rural society to a
more modern state Lifestyle and social system changes have also affected workplace
issues. The unavoidable problems and conflicts that come from such changes have not yet
been addressed by the nation.
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Description of the Health Care System
In 1983, the National Health System (Legislative Act 1397) was established in Greece as
an attempt to curtail the commercialization and inequalities that were present at the time.
Some of its main objectives were to restructure the hospital system, to decentralize
decision-making, to develop primary care, and to promote of new forms of labor and
working conditions for medical personnel. This all came when Greece was feeling hard
financial times and the rest of Europe was attempting cost containment policies. The
system guarantees health care services equally to all citizens regardless of financial means.
The law states that one of its goals is to improve freedom of choice.

In early 1992, the New Democracy tried to privatize some of the functions of the
Health System by introducing legislation that would increase internal competition among
the public and private sectors. This proposal was not widely accepted by major insurance
organizations because they could not afford to allow patients the right of free choice.
Citizens benefitted from this freedom to pick hospitals and physicians with guarantee that
their bills would be paid. In 1997, attempts were made to introduce a series of measures
aiming mainly at the improvements of hospital management and the decentralization of
services.

Mental Health Care
Mental health services are laden with stigmatization in Greece. Like many other cultures'
opinions of mental health, Greeks are expected to handle their own emotional problems.
When services are sought there are many barriers including unavailability of outpatient
services and location. Before health care reform in 1983, there were a very small number
of mental health care workers in only two of the major cities in Greece. The quality of
such services was poor and patients relied primarily on medication. (Bouhoutsos and Roe,
1984).

The National Health System has spurred some changes for the better. Both public and
private sectors offer mental health services in Greece. There are a number of special
psychiatric hospitals that are state-funded for the provision of secondary and tertiary care
Tertiary care is also offered by many private hospitals and the university affiliated clinics in
the regions where medical schools exist.

Within the last ten years, a number of psychiatric departments in general hospitals have
been developed in the major cities that can provide a range of services, including inpatient
services. Primary care and outpatient services are offered in Greece by the few
Community Mental Health Centers, doctors in private practice, and in the outpatient
clinics of the psychiatric departments of the general hospitals.

There is a general agreement that the mental health services in Greece still have a long
way to go to providing optimal care in the future. The main problems identified by
clinicians are: inequalities in the mental health care provision between different regions of
Greece, inefficient organization of primary care, and insufficient numbers of psychiatric
beds, especially for the diseases of the elderly.
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Mental health research in Greece is well developed, but it is very concentrated in a few
university departments. Epidemiological studies in the community have shown that 14-
16% of the general population in Greece suffer from a psychiatric disorder. This figure is
comparable to other western populations, but the number of people who do not seek help
for fear of cultural stigma in Greece could increase this figure.

Relevant Legislation and the Role of Unions
Collective bargaining between the Greek General Confederation of Labor and the
Employers' Association determines a nationwide minimum wage The Ministry of Labor
routinely ratifies this minimum wage which applies to all workers. In 1998, the
government introduced a bill promoting collective bargaining in the public sector. This
was issued in light of the successful record of free collective bargaining in the private
sector following the passing of a new law. The maximum legal working week is forty
hours in the private sector and thirty-seven hours in the public sector. The law provides
for at least one twenty-four hour rest periods per week, mandates paid vacation of one
month per year, and sets limits on overtime.

Greek law allows trade unions, but it does not protect membership. Job location and
profession structure unions. They negotiate wages, salaries, and working conditions
Greek workers are reluctant to join unions and pay dues to support them. The family-
oriented, fragmented nature of economic activity and a general preference for
representation and patronage by political parties are some reasons why there is a lack of a
strong labor movement. In 1995, only 24% of wage and salary earners were union
members.

Unions protested greatly with farmers recently over the government's taking further steps
to enhance revenue collection and reduce expenditures to prepare Greece for participation
in the E.U. 's single currency by 2001. Greece entered the exchange rate mechanism in
March 1998.

Occupational Health and Safety
After the industrial revolution, legislation was enacted to establish social insurance and
protect workers' rights. It took much longer for workers' safety and health to reach the
focus of the country. In 1901, a law was passed giving compensation to disabled miners
and the families of those who died in mine disasters. Laws have slowly followed over the
decades.

Legislation now provides for rmmrnum standards of occupational health and safety.
Although the legislation is considered satisfactory by the Greek General Confederation of
Labor, enforcement has been inadequate. Criticism was heightened in 1998 by a fatal
accident at a paper mill in Thrace. Later that year, Government legislation placed the
Labor Inspectorate under a central authority However, results of a comprehensive study
of Greek working conditions revealed that a quarter of respondents felt health and safety
to be unsatisfactory and that in 66% of workplaces there was no safety and health
committee. Workers do not have the legal right to remove themselves from situations
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they believe endanger their health, but they do have the right to lodge a confidential
complaint with the Labor Inspectorate. Inspectors may close down machinery or a
process for a period of up to five days if they observe safety or health hazards that
represent a danger to workers.

Many strides have taken place in promoting occupational health and safety in Greece
within the past 10 years. The Hellenic Institute for Occupation Health and Safety was
created in 1992 as a bipartite non-profit organization. The institute was a result of a great
need to further promote and support occupational health and safety and also to promote
the cooperation of labor and employers. Its purpose is to provide scientific and technical
support to all those involved in occupation health and safety as well as to contribute to the
improvement of occupation health and safety through advice to the policy makers and
legislators in Greece. Financial support is received from a percentage of the employers'
contributions to professional training of the workforce. The creation of the institute
represents the first effort for the promotion of occupational health and safety in Greece by
an organization independent of the official body of Labor Inspection of the Ministry of
Labor. Unions and employers' organizations support the institute's work which will be
critical to its future success.

The Workplace Health Promotion in the European Union is the combined efforts of
employer, employees, and society to improve the health and well being of people at work.
Challenges for the working world in the 21st Century are a focus of the WHP as they
realize unemployment, globalization, ageing, and downsizing are currently facing Greece
and the rest of the world. WHP sees itself as a modern corporate strategy and as having a
role in preparing and equipping people and organizations for the challenges ahead while
preventing ill health at work; including accidents, injuries, occupational diseases, and
stress. This new vision of employees as necessary success factors rather than mere cost
factors is a huge leap for Greece. If these program can take hold and the principals of
balance between job demands and social support can be strengthened, the workforce will
benefit greatly from the WHP.

In April 1997, the Workplace Health Promotion Network in Greece organized with great
success an information day in Athens. The day was dedicated to health promotion within
the workplace. Some of the many topics covered were the need for health promotion and
the significance for employees, enterprises, and Workers Social Insurance and Public
Health; the relation of work and corporal, mental, and social well-being; and occupational
risks. Over 400 participants were gathered including company representatives,
occupational doctors, safety engineers, nursing staff, social workers, and psychologists. A
second information day to be held in Peloponnee is currently being created.

There is a lack of information flow to people in the private sector and self-employed
individuals, such as fishermen. Health and safety laws, as well as enforcement of new
legislation in these areas, are lacking.
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Occupational Social Work
In the early 1970s, social work in the workplace began to develop, and by 1978 the first
legislation was passed that recognized the role of social workers in industry (Coletsos,
1988). In Greece, occupational social workers act as advocates for employees and as
links between employees and employers. There are very few occupational social workers
as compared to employees in both the private and public sectors. Occupational social
work has not developed fully in Greece, but it does have much success with the few larger
companies in the country that do offer EAP-like services.

Greece is an active participant in ENOS and hosted a 1995 conference in Athens. As part
of the agenda, site visits were conducted in a metal factory, a cement manufacturing
company, and a chocolatier. All of these locations had occupational social workers on
staff, but were unfortunately the vast minority in the country. Major worldwide oil
producers, fast-food chains, and soda vendors located in Greece do not offer occupational
social work staff to their employees, despite their financial success in the country.

Social Welfare Advisors
Occupational social workers are often referred to as Social Welfare Advisors (SW As)
Both titled positions share many of the same duties 'within the workplace. Job
responsibilities of the SWAs include-with the assistance of personnel management-
development, implementation, and regulation of social policy in the work environment.
These policies provide a variety of services and programs from company to company.

In addition to regulation of various practices and policies, SWAs serve as consultants to
management. They must constantly be aware of the corporate climate to make
recommendations for altering or implementing new programs in order to optimize working
conditions and efficiency. They participate in executive meetings to act as experts about
specific policies within the company and to deliver information about overall labor
concerns. They must also be able to problem solve issues that are brought up and to
recommend solutions. When applicable, SWAs also work with company doctors in
determining health problems that are prevalent in the work environment. All of the
employee concerns are reported to management through the SWAs.

In addition to all of these "corporate" responsibilities, SWAs also serve as consultants to
employees and their families regarding personal problems or conflicts. These concerns
could be illness or accidents but could also branch out into support groups for new
mothers. SWAs are the main point of contact for employees when problems do arise
either at home or on the job They are able to create prevention initiatives aimed at
reducing absences, increasing employee satisfaction, and improving labor relations
(Motovidiak, 1995).

EAPs in Greece
Employee Assistance Programs have not yet taken hold in Greece. In the late 1970s,
Demetrios Julius, l\1D, attempted to start an EAP in Greece after he had successfully set
up a program in Iran. There was little to no interest at the time for an innovative link
between mental health services and workplace issues. Dr. Julius frequented Greece for
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many years after that to develop mental health services but still found little support from
his contacts in Greece.

When speaking with people from Greece and others who have lived in the country for
some length of time, it is very apparent that little is known about EAP services in Greece.
Very few citizens or long time residents have ever heard of the field and even fewer
numbers have access to services.

Services Performed
Substance Abuse and Treatment
There has been an increase in the past 40 years in alcohol consumption as well as the use
of other drugs. Greek society socially accepts drinking, but as Madianos, Gefou-
Madianou, and Stefanis (1995) note, " traditional extended family and community ties
have been weakened, unable to act as traditional socio-cultural controls for human
behavior." Groups that are at risk for abusing substances therefore, have little deterrent
within the traditional confines of home and family.

Prevalence of regular drinking is quite high in the general population in Greece (54% for
men and 18.5% for women). Use of illicit drugs is about 5%, with hashish the most
commonly used substance. However, the number of treated alcoholics seems to be
remarkably low in comparison to the numbers.

In 1983, the first program for individuals addicted to drugs began in Greece. KETHEA's
strategy in prevention involves developing programs in areas where people live and work.
Education takes place in the home, schools, communities, and workplace. Once enrolled
in KETHEA ,s treatment program, medical intervention is limited to six days of
detoxification. Therapeutic work includes psychologists, social workers, and occupational
therapists collaborating as a team for the individual's recovery. The goal is full abstinence
to provide a full and creative social life for the rehabilitated person. A readjustment phase
is also included to help adaptation to work, family, and life for a newly sober individual.
The Organization Against Drugs (OKANA) was created to regulate the use of
psychoactive substances. It is a self-regulated, legal entity, which falls under the Ministry
of Health and Welfare.

One of the many aims of the organization is to establish Community Drug Prevention
Centers-39 are already running with a goal of 83 in the coming year. Also, OKANA, with
the cooperation of the University Research Institutes of Mental Health in Athens, has
started a program on drug abuse prevention and on time diagnosis in workplaces. There is
a pilot program currently underway in Greek Oil Industry. The aim of the program is the
creation of a network from the employees themselves promoting the prevention of abuse
at workplaces and also in the home environment.

OKANA has also created two other very important workplace programs. A Vocational
Training Center (KEK) , with branches in Thessaloniki and Patras, is aimed at the training
and specialization of the rehabilitated individual. The goal is to attain both professional
and social reintegration as well as the training and specialization of mental health
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professionals. Their collaboration with Ministries in the country has sparked, with the
Ministry of National Defense, a program aiming at dealing with use related problems and
in general self-destructive behaviors in the Armed Forces.

Famity Therapy
Sociocultural factors and basic Greek family norms have hampered much of the family
counseling field. Dimitriou and Didangelos (1987) point out that "the Greek adult is too
suspicious to let his problem be know in detail by others, even these who are close
relatives." Many families view mental health services as strictly for people who must be
"crazy." It is often very hard to break that stereotype between two people, let alone an
entire family unit

Within Greek families, parents often have trouble accepting or admitting to others that
their children may have an emotional disturbance. They may not participate in treatment
to avoid the problem completely or from a complete distrust of the profession. In either
case, family therapy in Greece is fighting a battle with cultural myths and distrusts of
mental health services in general (Dimitriou and Didangelos, 1987).

Knowledge and Attitudes About AIDS
The numbers of AIDS cases in Greece seem to be slightly lower than in other countries.
One possible explanation could be the control over prostitution through public health
guidelines. Prostitutes are given regular medical checkups and are given condoms and
disposable syringes when needed without prescription. Also, AIDS is often viewed as a
threat to the Greek family. Chiliaoutakis and Trakas (1996) note that people with AIDS
are often thought of as outsiders and direct threats to the integrity of the family and
community. This could prompt people to hide their illness for as long as possible for fear
of disgracing their family or friends.

The Organization Against Drugs, oKANA, has incorporated AIDS education into its
training and outreach services. The program aims at preventing AIDS and other sexually
transmitted diseases among active substance users who do not follow any therapeutic
program in Greece as well as those who are seeking treatment They use mobile vehicles,
hotlines, and an outpatient general clinic to reach people who are using drugs currently
This proactive attempt at the prevention of AIDS infections is an incredible step towards
saving lives.
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Conclusion
Greece has made great changes over recent years regarding workplace issues. Most have
come under the title of occupational health and safety; but the connection to employee
health, mental health, and work/home balance is faintly there. Change has started slowly
but seems to be headed in great directions for both employees and employers. Mental
health, specifically, has the challenge faced in most places of overcoming skepticism and
stigma. The fields of EAPs, Occupational Social Workers, and occupational health and
safety are growing, however, and their progress into the twenty-first century is inevitable.

Dawn Motovidiak
Janis Associates
Tel: (410) 889-7333
Dr. Demetrios Julius
McGuire Veterans Affairs Hospital
Richmond, Virginia
Work: (804) 675-5116

Resources
International Occupational Safety and
Health Information Center
Tel: 41.22.799.6740
Fax: 41.22.799.8516
Email: cis((i>ilo.om
Web: http://wwwiloorg

Center of Occupational Health and Safety
Dr. Elisabeth Galanopoulou
40 Pireos Street
GR-l 0 1 82 Athens
Tel: 30 1 321 4147
Fax: 30 1 321 4197
Email:
ElisabethGalanopoulou<healthpr@compulink.gr
Web: http://www.osh.grlkyae/whp

Confederation of Greek Industries
Mr. Elias Tsamoussopoulos
Aisopou 10
GR-14563 Kifisia
Athens

Embassy of Greece
2221 Massachusetts Avenue NW
Washington, DC 20008
Tel: (202) 939-5800
Fax: (202) 939-5824
Web: http://www.greekembassy.org
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International Regional Director -
EAPA
Richard Hopkins
Email:
richardhopkins@dovedale.co.uk

Dr. George Tsobanoglou
University ofThessaly
Greek Institute for Occupational
Health and Safety
Liosion 143 & Theirslou 6
GR-l1252 Athens

Ms. Anastasia Karouba
Evening Community Program
"DIAVASI"
KETHEA
Stavropoulou 29
Athens
Tel: 30 1 924 19936
Fax: 30 1 924 19 86

http://www.osh.grlkyae/whp
http://www.greekembassy.org
mailto:richardhopkins@dovedale.co.uk


Embassy of Greece Press Office
2211 Massachusetts Avenue NW
Washington, DC 2008
Tel: (202) 332-2727
Fax: (202) 265-4931
Web:
http://www .greekembassy. org.press/index.html

European Commission
Employment and Social Affairs
Mrs. Anna Diamantopoulou, Commissioner
Wetstraat 200
Brussels, Belgium
Tel:3222991111
Web: http://wwweruopaeu.int

European Network of Health Promotion
Agencies pi
ENHPA
Director: Prof. Yannis Tountas
Mrs. Dr. Elpida Pavi
Institute of Social and Preventive Medicine
ISPM
32 Skoufa Street
10673 Athens
Tel: 30 1 64508701
Fax: 30 1 3604894
Email: ispm@compulink.gr
Web: http://www.nigz.nVenhpa/enhpa.htrnl

Greek National Tourist Organization
645 Fifth Avenue
New York, NY 10022
Tel: (212) 421-5777
Fax (212) 826-6940
Email: gnto@oramacom

Hellenic Association of Social Workers
19 Tositsa Street
106 83 Athens ,I
Tel: 30 1 8834818 \(
Fax 30 1 882 7071
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Ministry of Labor and Social Affairs
Ms. Areti Kafetzopoulou
General Directorate of
Working Conditions and Health
40 Pireos Street
GR-10182 Athens
Tel: 30 1 523 3110
Web: htt ://www.labor-ministrvar

Center for Occupation
Safety ~
6 Dodekanissou St et
17456 Alimos
Tel: 30 1,991 66 and 994 2010
Fax: 30 1 99 9566

Organization Against Drugs
OKANA
19 Aristotelous Street
10433 Athens j
Tel: 8253 756-9
Fax: 82 53 760
Email: okanarmotenet.gr
Web: http://www.L1sersotenetgr

Titan Cement Company S A
Mr. Evangelos Zimalis
Halkidos 22a
GR-11143 Athens

Organization A ainst Drugs
OKANA
Municipal Pr ention Unit for Drugs
and AIDS
"NIKOS OROS"
9 Kapo striou Street
491 0 Corfu
Tel: 661 41 III
Fax: 0661 41 111

http://wwweruopaeu.int
mailto:ispm@compulink.gr
http://www.nigz.nVenhpa/enhpa.htrnl
http://://www.labor-ministrvar


Hellenic Institute for Occupational Health and
Safety
Liosion 143 and Thirsiou 6
104 45 Athens
Tel: 30 1 8200100
Fax: 30 1 820 0222, 881 3270
Email: info@elinyae.gr
Web: http://www.e1inyae.gr

ICAA
Ms. Georgia Chalkia
University Mental Health R
4 Papadiamantopolou Street
115 28 Athens
Tel: 30 1 7257881-2
Fax: 30 1 7257881-2

ENOS
Mrs. Lydia Aggelopoulou
Silver & Baryte Ores Mining Co. S.A.
L. Aerodromioy 34
192 00 Eleusis
Tel: 30 1 55 45 684
Fax: 30 1 3602 154

Mrs. Angelica Moschou
ION S.A.
Cocoa and Chocolate Manufacturers
74 Kerkyras Street
113 63 Athens
Tel: 30 1 8821 610
Fax: 30 1 48 22 924
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Hong Kong
Doris Fong, MSW, Hong Kong Christian Service

Introduction
July 1, 1997 marked the beginning of Hong Kong's new era as a Special Administrative
Region (SAR) of the People's Republic of China (PRC) and the end of 156 years of
British Administration. Under the Basic Law of the HKSAR, Hong Kong maintains its
own social, economic, and political systems which are different from those of the mainland
of China. It has a population of 6.6 million, and a labor force of 3.4 million, all living and
working in an area of 1,095 square kilometers.

Hong Kong has a free trade economy with few tariffs or trade barriers. Employment has
shifted from manufacturing toward services over the last two decades. The largest
employers are in wholesale and retail trade, restaurants and hotels (34%), community,
social and personal services (21%), finance, insurance, and real estate (13 %), and
manufacturing (10%).

The Asia financial turmoil which broke out in July 1997 has brought an abrupt setback in
economic growth and consumption demand. Recent figures released by the government
show a negative growth in GDP , and the unemployment rate at a 23-year high of 5.8% or
200,000 people (HK Statistics, 1999). The sectors which were the hardest hit are the
wholesale and retail trade, restaurants, and construction.

To tackle the unemployment issue, the government set-up a taskforce on unemployment in
mid-1998. However, it admitted that there is no "quick-fix" solution for the problem The
Financial Secretary reported that given the present economic situation, the unemployment
figures would worsen and be more critical until the last quarter of 1999.

Hong Kong has no unemployment insurance for those temporarily out of work, and
welfare assistance is inadequate. The average monthly income is about HK$11 ,384 per
month [HK$7. 74 == 1 USD] (HK Statistics, 1999), but an average government welfare
payment is HK$2,660 for an able-bodied adult. The unemployment situation has driven
more jobless people to depend on welfare, but a recent review on the social security
assistance scheme has proposed to further reduce the payment from 5% for a person to
20% for a 4-member household (Social Welfare Dept., 1998). The proposal has aroused a
huge debate in the community, and the gap between the haves and the have-nots is further
widened.

It is foreseen that the economic recession and unemployment would still be the major
challenges facing the industries and workforce in the near future. They also challenge
EAPs to become more dynamic and responsive to the emerging needs of the employees,
organisations and the community.
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Description of the Health Care System
Preventive health care services and those that promote health are generally free. Hong
Kong has a policy that no one should be denied adequate medical treatment because of
lack of means. Other medical services (especially for hospital treatment) are heavily
subsidized. Maternal and child health centers, tuberculosis and chest clinics, social hygiene
clinics, and accident and emergency departments offer free medical services. The Social
Welfare Department provides medical social services in public hospitals and clinics to help
patients and their families cope with personal and family problems that result from illness
or disability (Daryanani, 1994).

Facing the escalating demand for services, there is an imminent need to change the current
health care financing system. There are two principles emerging from the various
discussions: first, no one should be denied adequate health care through inability to pay,
and second, those who can afford to make a contribution towards the cost of their health
care should do so (HAS Link, 1999). The government has initiated a consultancy study on
health care financing in 1998. It is expected that the recommendations will be widely
discussed in the community.

Relevant Legislation
Employee Benefits
Hong Kong has an employment ordinance stipulating that employee benefits and
entitlements will include statutory holidays, annual leave, rest days, maternity leave,
sickness allowance, severance payment, and long service payment to employees. Some
employers provide additional fringe benefits such as subsidized meals or food allowances,
good attendance bonuses, free or subsidized medical treatment, and transport to and from
work Many employees also have employment contracts under which they receive an
annual bonus of one month's payor more (Daryanani, 1994)

Labor Legislation
In 1997, substantial improvements to employees' rights, benefits, safety, and health were
made through a series of labor laws. The Occupational Safety and Health Ordinance was
enacted to extend for the first time the protection of safety and health at work to some 1 8
million employees in the non-industrial sectors. The Employment Ordinance was also
amended to give effect to improvements for maternity protection, definition of wages,
protection of wage payment, and end-of-year payment. They also served to strengthen
protection for employees against unreasonable termination of employment on grounds of
pregnancy, sick leave, work-related injury, participation in union activities, and giving
evidence in legal proceedings regarding labor legislation. The Trade Unions Ordinance
was amended to let employers, employees, and officers and members of trade unions have
immunity from civil proceedings in respect of any act done in contemplation or furtherance
of a trade dispute (Howlett, 1997)

Employees Retraining Scheme
The employees retraining scheme is a government program set up in 1992 to provide
retraining for local employees to cope with structural changes in the economy. Since 1997,
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the primary focus of the scheme was providing retraining for unemployed individuals 30
years or older, who had no more than a lower secondary education. It also provides
retraining for the employed who need to receive basic skills training to sustain
employment; and the ambit of the scheme has been extended to include new arrivals. The
program comprises four main training categories: job search skills, job specific skills,
general skills, and tailor-made programs for the disabled and the elderly. Retrainees
receive an allowance of HK$4,000 per month if they are full-time students. Retrainees
attending part-time and evening courses, except those who are unemployed or are
employed at a monthly income of less than two-thirds of the overall monthly median wage
of local workers, are required to pay course fees amounting to some 20% of the training
costs. Besides the course fees and the government capital investment, the revenue of the
scheme is also generated from a HK.$400/month/worker tax on employers of foreign
workers (Howlett, 1997).

Employee Assistance Programs
Background

Employee Assistance Programs (EAPs) emerged in Hong Kong in the late 1980s. Prior to
that, a few social service agencies had started industrial social work (ISW) services in
several industrial districts. These were short-lived for a lack of funding and long-term
commitment on the part of agencies and companies.

In 1988, Hong Kong Christian Service started a small scale EAP, the first professionally
staffed EAP service in Hong Kong. In the following year, the Hong Kong Council of
Social Service organized a study tour to the US specifically to learn about American
EAPs. Members of this group returned with new information which they used to launch
new EAPs. After a two year trial, Hong Kong Christian Service formally launched its
Employee Development Scheme (EDS) in 1990. Another program is Yang Memorial
Methodist Social Service's Employee Enrichment Programme (EEP), which was launched
in 1991. A few more organisations in the social service sector started their EAPs in the
following years. The first company in the private sector to start an EAP was PEAK
Corporation, owned by Dr. Rose Ong, who in 1992 initiated a program based on the US
model. Human Dynamic Consultants was established in 1993, and is a smaller, private for-
profit EAP. In 1994, a working group on EAP was formed by the Hong Kong Council of
Social Service. This committee provides a forum for the providers in the social service
sector to share views of common concern, such as promotion and professional
development of staff.

Services Performed

Most of the EAPs adopt a broad-brush approach to provide service for individual
employees, company management, and the organisation as a whole. The services
encompass:

• training courses on company management
personal growth programs such as stress management, communication skills
counselling in relation to work, personal, and family issues
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management consultation on staff and organisational issues
post trauma counselling and critical incident debriefing
outplacement and relocation assistance
supportive services including work-based child care centres and occupational health.

Users

Most of the major employers in public utilities, banking, public transport, and
telecommunication industries have used EAPs. In 1997, Hong Kong Christian Service
commissioned the Hong Kong Productivity Council to conduct a market and strategy
review. In that study, 30 current and prospective user organisations, including Hong Kong
Telecom, Mass Transit Railway Corporation, KPMG Peat Marwick, and the Stock
Exchange of HK, as well as 9 end-users were interviewed. It was found that the
organisations used EAP due to three major factors:

i) management philosophy - many organisations are undergoing restructuring and
reengineering as a result of increasing competition. They are moving from a traditional
style to a culture which emphasized the responsibility of individual employees for company
performance. These organisations regard EAP as a demonstration of the value that they
attached to the individual employee;

ii) operational concerns - more organisations have recognized stress as a consequence of
organisational change, and EAPs were regarded as an integral part of their corporate
stress management procedures. Some organisations provide EAPs because the nature of
their business is inherently stressful or dangerous. They have found that there was a clear
link between proactive stress management and reduced risk of accidents;

iii) benefits - some organisations regard EAPs as primarily a benefits issue. They are
committed to monitor the practice of competitors closely, in order to ensure that if such
programs were provided more widely, they could modify their own benefits packages in
order to remain competitive.

Users' Perceived Benefits of EAPs

It was interesting to find that, though none of the users had conducted any cost-benefit
study, they think EAPs make business sense, and are convinced that it brings business
positive results in lower staff turnover, lower absenteeism and accident rates, higher
productivity, more committed and loyal employees, and an enhanced reputation for the
employer. For the end-users, the majority found EAPs valuable as they had someone to
turn to when they encounter personal problems. They also considered the counselors
effective, as they were able to offer a different perspective and ways to analyze problems.
They also preferred the external provider to the internal provider, as they feel greater
privacy when talking to a third party about personal or job-related problems, and they fear
that letting others in the company, especially their boss, know that they have a problem
makes them look inadequate. They all felt appreciative to their companies that their
employers are serious not just about their quality of work, but also about their well-being
as a human being.
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Financing

Most of the external EAPs are financed by the contract fees received from the employers,
and some of them may also use their organisations' resources as initial funding for the
programs. No government funding has been solicited so far.

Survey of Small and Medium Sized Enterprises (SMEs)
More than 95% of Hong Kong business organisations are small to medium- sized, which
employ less than 500 employees. In an effort to further promote EAPs to Hong Kong
businesses, particularly the SMEs, a promotion campaign jointly organized by the seven
EAP providers in the social service sector was launched from March - August 1999. Prior
to the launch of the campaign, a survey was conducted on a selected number of
businesses. The main purposes were to gather information of the benefits they provide for
employees, and their knowledge ofEAPs.

Sample and Format

The survey sample was derived from the contacts of the Employment Service of Hong
Kong Council of Social Service, and the members of the following trade associations :
banking, insurance, telecommunications, and property management. A total of 2,530
businesses were selected to receive the survey questionnaire. Fourteen force-choice
questions were used as the data gathering instrument.

Results

A total of 221 questionnaires were returned, for a 9% response rate. Among them, 88.3%
are S!v1Es which employ less than 500 employees. The major industries were
manufacturing (15.4%), wholesale and retail (12.4%), property management, import
export trade, and banking. A hundred of them (46.6%) have human resources
establishments, and another 33 (15.3%) were considering to have such establishments.

Employee Benefits

The following benefits were provided to the employees:

Category No. of Responses 0/0

Medical insurance! allowance 142 65.7

Provident fund 118 54.1

Year end double salary 196 88.7

Year end bonus pay 119 55.3

Housing allowance 38 17.5

Meal allowance 96 43.8

Transport allowance 95 43.6
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Knowledge of EAPs

50% of the respondents had never heard of EAPs before, 94 respondents (433%) have
some ideas of EAPs, and only 4 respondents are current EAPs users. Despite the fact that
the majority of respondents have very little knowledge of"EAPs", they could name quite a
few of the services offered by EAPs correctly

Category No. of Respondents 0/0

Counselling 144 68.6

Management training programs 69 32.9

Annual leave 23 11.0

Stress management 110 52.4

Medical Insurance 34 16.2

Personal growth programs 59 28.1

Creativity training 59 28.1

Work-based child care programs 33 15.7

Pre-retirement programs 71 33.8

Recreational activities 54 257

The respondents' answers to the financing ofEAPs were mixed. Sixty (309%) named the
employers as the source of funding, whereas 89 (43.6%) indicated that EAPs are funded
by the providers, and 70 (34.3%) thought that the funding was from the government.

Would they use EAPs ?
Most of the respondents agreed that EAPs could bring beneficial results to their
organisations Ninety three of them (45.6%) agreed that they could decrease absenteeism
and lateness, 120 (59.7%) agreed that they could reduce turnover, 130 (63.4%) were of
the opinion that they could improve productivity, and 154 (74 1%) agreed that they could
increase staff commitment to the organisations.

Interestingly, despite the fact that most of the respondents held positive views towards
EAPs, not many of them would use EAPs as a means to improve staff quality and
productivity More of them preferred in-house training activities (53.1 %) and increased
salary/bonus (27.3%) as measures to improve productivity over using EAPs (14.8%).

Nonetheless, 134 respondents (621 %) were interested to know more about the service.
They were largely from the trades of insurance, manufacturing, telecommunications, and
banking
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Though the survey sample was not a random selection of the S~s in Hong Kong, it did
provide some information of how far EAPs have been penetrated in this sector, and what
else the providers should do in the areas of marketing and program development. It is
quite obvious that EAPs are new to most of the organisations, and the distinction between
EAPs and other human resources practices is blurred. The promotion campaign might well
serve the purpose of clarifying some of the misconceptions towards EAPs, and further
promote the interests of the employers in using these programs.

Conclusion
With the return of sovereignty to China and the outbreak of the regional economic crisis,
Hong Kong faces some social and workforce issues which it has not experienced in the
past. The unemployment rate surged to an historical high as a result of company close-
down and retrenchments. Government-provided social programs and employee benefits
are inadequate to meet the emerging needs. There are strong cries from the community for
more protections for the unemployed, and the creation of more new jobs from the
government.

The demand for EAPs increases substantially as more employers recognise their values in
helping employees to resolve personal and work issues. It is expected that the number of
businesses which adopt EAPs as core employee benefits will continue to grow. Moreover,
with the integration of Hong Kong and China in many economic and social spheres, there
is a strong likelihood that EAPs will be developed in some major cities of China, such as
Beijing, Shanghai, and Guangzhou. It is foreseen that some major EAP providers will start
their service in China in the coming decade.
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Resources

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

Ana Bernadette Fashion Ltd.
Ms. Ana Bernadette Fung, CEO
Fax: 2360-5837

Arthur Andersen & Co.
Ms. Hermes Cheng, Human Resource Manager
Mr. Meocre Li, CEO
Fax: 2815-0548

Asia Television Ltd.
Mr. Todd Lam, Asst. Controller General
Fax: 2338-0438

Atkins Haswell
Mr. Rod Collins, CEO
Ms. Peggy Weng, Office Manager
Fax: 2890-6343

Azad International (H.K) Ltd.
Capt. A. S. Bali, Manager
Fax: 2730-6915

Barclays Bank
Mr. Andy Simmonds, CEO
Mr. Richard Rutledge, Regional HR Director
Fax: 2520-2953

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

Hotel Nikko Hong Kong
Mr. Jean-Marie Leclercq, General Manager
Personnel and Training Officer

Huang Kwan & Associates Ltd.
Ms. Lucy Kwan, Managing Partner
Fax: 852-2811-8103

Hyatt Regency Hong Kong
Ms. Angelina Lee, Director of Personnel
Mr. Jergen Wolter, Manager
Fax: 852-2739-8701

IBM China Hong Kong
Mr. R. M. Savage, CEO
Mr. Ricky Lee, Human Resources Department
Fax: 852-2845-0860 II

Jardine Securicor Ltd.
Mr. David C. M. Ng, Group Personnel &
Administration
Manager
Fax: 852-2785-8369

1. W Marriott Hong Kong
Mr. Kent Maury, CEO
Mr. Fung, HR Manager
Fax: 852-2841-3077
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Cafe de Coral Holdings Ltd.
Mr. Michael Y. K. Chan, CEO
Mr. Kyron Kong, Senior Manager (Human
Resources)
Fax: 2609-4532

CFS Warehouse & Transportation
Ms. Eva Jim, Adm. Manager
Fax: 2480-1041

Cathay Pacific
Mr. Anthony Wong, CEO
G. Wright, General Manager, Personnel
Fax: 852-2764-0024

Cathay Pacific Catering Services (Hong Kong)
Ltd.
Hong Kong Electric Co., Ltd.
Miss Wendy Chang, Personnel Services
Manager
Fax: 852-2840-1441

The Chinese University of Hong Kong
Department of Social Wark
Shatin, New Territories, Hong Kong

Hong Kong Bank
Lesley Carey, Manager Personnel Benefits &
Services
Fax: 852-2877-2062

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

Kowloon Canton Railway Corp.
Mr. Anthony Lai, Occupational Health &
Safety Manager
Fax: 852-2603-0544

Lombard General Insurance
Ms. Agnes Koen, Deputy General Manager
Fax: 852-2529-9499

Window
Betsy May Velar, Reporter
Fax: 852-2889-4144

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

Zida Technologies
Fax: 852-2456-0717

James Chin
Chairman of the Board
SARDA
Tel: 2511-6300
Home: 25506158

Kerrie Au
Human Resources Department
Hong Kong and Shanghai Bnking Corp
2l/F Tower 1 The Gateway
25 Canton Road
Tsimshatsui, Kowloon, Hong Kong
Tel: 2629-7423
Fax: 2377-9119
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India
Molly Marlatt, MSW
Jennie Mastrofini, MSW

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

Description of the Health Care System
The health care system in India, according to Dr. Raju Varghese, is run both privately and
publicly Many of the hospitals are directed by religious organizations and offer a sliding
scale method for payment Varghese noted that those who can afford it go through the
privately-run health care systems. Those who cannot, utilize government-operated
systems. In addition, some employers (usually the larger factories) have in-house, full-
service clinics with physicians and nurses for employees.

Srinivas Rangaraj (personal communication, October 1995) related that health care is
provided for everyone at a nominal fee. There are a number of government hospitals
where anyone can walk in, register, and receive almost any kind of treatment for a
reasonable price However, the standard of treatment is low as compared to Western
standards. There are private clinics and hospitals where people can go if they are willing
to pay higher prices as well as costly ultra-modern hospitals staffed by Indians who
obtained their medical degrees and training in the West

As part of the private health care system, the Red Cross will provide a visiting nurse to the
elderly for a fee. These visiting nurses rotate periodically and actually live with the elder
person The visiting nurse monitors vital signs and medication, and provides other health
services. The nurse also may do some cooking and light cleaning in some cases. Of
course, not everyone can afford this.

According to the India News (WWW, February 1, 1995), the Indian government runs the
largest primary health care and child development programs in the world. The Indian
budget for 1995 showed an increase in funding of 91% in the area of health
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Relevant Legislation
In some ways, India seems to be further advanced in OSW than the US. The US has no
laws comparable to The India's Factories Act of 1948 that requires companies to hire
occupational social workers. The Act became effective April 1, 1949. The Act mandated
such basic services as washing and first-aid facilities. The Act also mandated that if there
are more than thirty female employees there must be a suitable "creche" or nursery for
their children. This legislation was developed and implemented to protect workers in
industrial settings. The Act outlines minimum standards that are required. Many
organizations go well beyond the minimum standards (Garg, 1996) Other sections
covered by the Act include but are not limited to: licensing and registration of factories,
the inspecting staff, health, safety, handling hazardous materials, working hours of adults,
prohibition of employment of young children, annual leave with wages, penalties, for
offenses and welfare (Garg, 1996). The Act details everything from cleanliness, to notices
that should be displayed, to the liability of the owner of the facility in various
circumstances. It is clear from the commentary along with the Act that the functions of
labor welfare officer were to be separate and distinct from that of the personnel managers
functions (Garg, 1996). Today, the roles of personnel manager, labor welfare officer and
industrial relations specialist overlap. "Industrial welfare has a very wide scope It
embraces a multiplicity of activities dealing with education, health, medical aid, working
conditions, recreation, housing, safety, general well-being and efficiency of the workers"
(Pylee and George, 1995). The Act speaks well for the field of OSW, as well as the
impact the profession can have on industry.

Another piece of relevant social legislation in India concerns maternity benefits. The
government passed the Maternity Benefit Act in 1926 (Sarma 1991). In 1948, it passed
the Maternity Benefits under the Employees' State Insurance Act. Earlier, in 1941, the
Parliament passed the Mines Maternity Act. The Mines Maternity Act provided that
women mine workers be paid per day for up to four weeks before and four weeks after the
delivery of a baby. The cost of the benefit was shared by the state, the employers, and the
workers. The benefits under the other Maternity Acts, according to Sarma (1991),
entitled the worker almost full wages for a period of twelve weeks. In addition, benefits
are given in the case of a miscarriage for a period of six weeks immediately following the
miscarriage. If the woman dies during her confinement and/or delivery, her maternity
benefits are paid to the child. If the child dies, the benefit goes to the person that the
woman has designated.

According to Varghese, there are laws requmng a company that employs at least 20
women to provide a day care center. Sarma (1991) also discussed other laws that concern
working women: for example, a woman resuming duties after child birth is to be given two
nursing breaks, in addition to her regular rest intervals, until the baby is fifteen months old.
Furthermore, an employer cannot reduce her salary for the light work assigned to her, or
for her nursing breaks. She cannot be fired on the grounds of absence due to pregnancy,
miscarriage, delivery, or premature birth; neither can her service conditions be changed in
a negative way that places her at a disadvantage during this period



These maternity benefits were enacted to promote the welfare of working women. This
thinking and social legislation is quite advanced compared to maternity benefits in other
countries. Other countries should take a look at India's maternity benefits, which all
working women in India are eligible to receive.

Occupational Social Work (OSW)
In India, OSW is referred to as Labor Welfare and the occupational social worker is also
known as a Labor Welfare Worker or Officer. Labor Welfare has been in India since the
late 1940s (Varghese, all citations from personal communication, October 1995).
According to Saini (1971), industrialization developed rapidly after independence. There
was a great influx of people from rural areas moving into the cities. The industries
stepped forward to provide cheap housing, medical facilities, education, and other welfare
measures. With rapid industrialization, the government and industrial organizations felt
that there was a need for specialized social work training in labor welfare (Desai, 1991).
The Indian Factories Act of 1948 required factories or industrial establishments employing
two hundred or more workers to hire and pay for Labor Welfare Officers (Desai, 1991;
Nagpaul, 1993).

Services Performed
Social workers were hired in industries to administer social welfare services to the
employees and the community. This was the beginning of OSW in the Indian labor force.
Labor Welfare Workers help to problem solve or mobilize strengths with the individual
employees or with a group of employees. Their roles in the industrial setting also include
human resource functions, mental health counseling, and crisis intervention.
Mohanasundaram (1970) explained that the scope of OSW also dealt with internal
working conditions, workers' grievances, industrial harmony, stability of labor, security
tenure, and adequate wages. In addition, Labor Welfare Workers help employees secure
decent housing, adequate sanitation, efficient medical aid, education, and recreation.
"Every effort should be made to give workers some voice in the choice of welfare
measures ...welfare activities initiated and imposed by the employer on workers without
taking them into confidence are bound to fail as they will be viewed with suspicion" (Pylee
and George, 1995). Saini (1971) describes their services as a methodical approach to
assisting clients in adapting to their work environment. Some of the responsibilities seem
to parallel Human Resource services in US companies.

Industrial Social Work has been identified as a strategic
intervention tool under the key focus area Quality of Work
Life, which is one of the several focus areas which have
been identified towards fostering employee
development. ..the concept is aimed at supporting efforts
focusing on holistic development of employees and to
enhance their quality of thinking and living (Nambiar, 1994).

Some companies in India have "Welfare Officers Rules" which direct that the Labor
Welfare Officer be treated on the same level as other heads of departments. Labor Welfare
Officers are intended to maintain harmonious relationships between management and the
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workers. They serve as liaisons in regard to grievances and complaints. The Labor
Welfare Worker may also be a part of the channel of communication in a company
(Mohanasundaram, 1970). TI Cycles of India has a Manifesto that states the purpose and
goals of the Labor Welfare. The Manifesto discusses the need for harmony between mind,
body and spirit in order to be a happy, healthy, productive individual. The Manifesto also
discusses how helping individuals towards self-actualization is an important part of Labor
Welfare. The individual at TI Cycles is viewed as a whole person and not just an
employee. The Manifesto states:

An individual in his work environment is seen as an
extension of his social/human self rather than merely in the
context of the work environment or the organisation - and
so are the various issues and problems related to him in the
given context. Social Work attempts to give more than just
a symptomatic treatment to these various issues and
problems .. Every individual has the unique capacity to grow
and develop, he has strengths and weaknesses. Helping him
realise his own strengths enhances his confidence. Realising
his weaknesses enables him to work on it and overcome the
same (Nambiar, 1994).

Similar to American EAP services, a Labor Welfare Worker also performs assessments
and short term problem solving, makes referrals, and/or conducts crisis intervention. They
also engage in prevention and training programs for supervisory staff and employees.
Some EAP programs in India may include some training/seminars for employees and their
family members such as: wellness, family life education, nutrition education, and others.

The services performed by Labor Welfare Workers are very beneficial to the companies
and the employees that they serve. In addition to legal requirements for companies with
200 or more employees to hire Labor Welfare Workers, other companies have become
aware of their great value. Companies realize that the employee is not an isolated
individual, but part of a larger system, e.g., family, community etc. According to
Mohanasundaram (1970), if companies want acceptable work, high productivity, industrial
harmony, and a stable work force, they must recognize and work with the human element.
This is accomplished through the efforts and services of the Labor Welfare Worker. Saini
(1971) stated that the services provided by the Labor Welfare Worker are vital for a better
employer-employee relationship and a more productive employee.
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Education
Desai (1991) cited how government policies (The Factory Act Law 1948) and programs,
as well as the influence of American social work led to the development of specializations.
Mandal (1989) noted that the first institution for professional social work education was
established in Bombay by the Sir Dorjabji Tata Trust in 1936, later named the Tata
Institute of Social Sciences. Industrial concerns and government departments pressed the
Tata Institute to train social workers in the area of industrial relations and labor welfare.
As a result, a faculty member of the Tata Institute was sent to America for specialized
training and field observation, and the new labor welfare specialization was established.
The study of labor welfare, personnel management and industrial relations became popular
at the time of the passing of the Factories Act of 1948. The Government was pushing the
Tata Institute to train students in this field. The Tata Institute has also served as the
model for other social work schools in India. One of these schools was the Madras
School of Social Work, founded in 1952 by the late industrialist Dr. D.C. Kothari. The
School was taken over by the Society for Social Education and Research in 1960. The
Rajagiri College of Social Sciences was also created to meet the demand for labor welfare
officers. This School was founded in 1955 by Rev. Fr. Francis Sales CM!. Both of these
schools offer a Master of Social Work degree with a specialization in either labor welfare
or personnel management. The Labor Welfare concentration has grown to such an extent
that since 1992 these schools have also offered a Master of Arts in Personnel Management
and Industrial Relations (MA in PMIR) (Menon, 1997). There seems to be a higher
percentage of schools of social work in India that offer the OSW specialization than
comparable schools of social work in the Us.

The Labor Welfare Worker is a Master's level social worker who specialized in Labor
Welfare. The MSW program is a two-year graduate program where students take classes,
conduct research, and are placed in a field assignment consistent with the specialization.
The field assignments change each semester in order to give students a variety of
experiences. The course requirements include but are not limited to' History of Social
Work, Social Economics, Developmental Psychology, Group Work, Community
Organization, Family Welfare, Social Legislation, Statistics, Administration of Human
Service Organizations, Family Planning, Medical and Psychiatric Social Work, and the
Health Care System. Nagpaul (1991) explained that the specialization of Labor Welfare
continues to remain the most dominant field of study in terms of enrollment, prestige, and
job opportunities He also states that some institutions have begun to offer a separate
diploma or degree, the MA in PMIR. The MA in PMIR is a rigorous, two year program
that includes classroom study as well as field work. The field work may remain the same
or change each semester. The field work culminates with a block placement at the end of
the program. The courses include but are not limited to: General and Industrial
Sociology, General and Industrial Economics, Psychology, Social Work in Industry,
Management, Personnel Management and Industrial Relations, Organizational Behavior,
Labor Legislation, and Human Resource Management (Madras, 1994; Rajagiri, 1991) A
survey of twenty-seven schools of social work found that the Labor Welfare specialization
was the most popular (Desai, 1991) Nineteen schools listed it as a social work
specialization and that several institutions taught only the specialization of Labor Welfare
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and at best one other (Desai, 1991). The reason is that the Labor Welfare field carries
excellent salaries and benefits.

According to Saini (1971), industrial social work has found its place in the social work
curriculum as the number of requests received from employers for suitable social workers
for their plants has increased. He states that this is a vital service as it produces a higher
productivity rate and healthier employer-employee relations.

Employee Assistance Programs (EAPs)
In one form or another, EAPs have been in place in India since the 1948 Factories Act.
Nandy (1970), in describing EAP efforts, stated that an organization trying to buy
efficiency at the cost of human happiness soon learns that effective operation is impossible
without the willing effort of contented employees. Shetty (1970) discussed how Indian
companies spend more resources than do American companies in fringe benefits and
welfare measures for their employees.

The EAP is neither pro-company nor pro-union, but rather pro-patient. Management and
the union share responsibility in developing the policy. The EAP has greatly benefited
industries abroad and is highly suitable to Indian industrial settings.

Case Study 1: TTK Hospital/T T Ranganathan Clinical Research Foundation
The TTK Hospital in Madras provides EAP-type services that focus on substance abuse
and alcoholism in the workplace. TTK Hospital was created for the treatment of
addictions. A twelve-step AA model is used in treatment. This program also is insistent
upon family involvement for treatment to occur. This may include spouses, predominantly
wives, children and even extended family. Though TTK does not refer to their services as
"EAP," the services offered are essentially the same as in the United States. They offer a
number of educational and prevention programs and seminars for management and
employees in the workplace. Their half-day seminar on substance abuse and alcoholism is
aimed at management and union members Information is provided on
alcoholism/substance abuse using the disease model. The need to develop policies dealing
with such issues is emphasized. TTK offers supervisory training programs which include
information on alcoholism, early identification of alcoholic employees, and guidelines for
supervisors. Several of their pamphlets describe warning signs and behaviors to watch for
in substance abusing employees. TTK Hospital also distributes a brochure describing the
need for intervention in the workplace related to alcohol and drug abusing employees
TTK promotes prevention and early intervention as ways to help employees before it is
too late (Ranganathan, 1996).

Case Study 11: Indian Aluminum Company Limited (INDAL)
INDAL is one of the largest public limited companies and the first to produce aluminum in
India. INDAL has six locations across India, employing thousands of people. A1Can,
Aluminum of Canada, owns 35% of INDAL. The close involvement with A1Can gives
INDAL a much more westernized feel and outlook according to Surekha Zachariah
(1996), Welfare Officer at INDAL and graduate of the Rajagiri College.
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INDAL provides many services to its employees that are offered by other Indian
companies, in accordance with the Factories Act of 1948. These include such services as
canteens, first-aid stations, a community center, and scholarships to employees and their
family members. In addition to these services, however, INDAL actually has an
"Employee Assistance Programme" (EAP). This was modeled after the EAP at AlCan.
Zachariah (1996) indicates that it is still unique in India for a program to be referred to as
an EAP. The EAP is offered at all six of INDAL' s locations. Each EAP is made up of the
various departmental foremen, the welfare officer, and the medical officer. Depending on
the particular problem of the employee, one or all of these will be involved in helping the
employee solve his problem. The EAP will also make referrals to outside resources as
necessary. Anecdotally, the majority of employees seen by the EAP have problems with
chronic absenteeism due to alcoholism, marital/family issues, and psychologicaVpsychiatric
issues. At AlCan, the EAP is popular, with family members often requesting services for
employees. As with INDAL, however, no statistics are kept to date. EAP services are
still being developed, as such, there are no evaluative criteria at this time (Zachariah,
1996). It is difficult logistically to conduct large-scale studies in India at this time due to
problems with the communications and resources of a developing nation.

Conclusion
OSW in India appears to have made great strides. This is evidenced through The Indian
Factories Act 1948 and in the popularity of the Labor Welfare specialization in graduate
social work programs.

Perhaps because there is so much poverty in India, the life problems of employees, such as
lack of adequate housing, sanitation, etc., had to be addressed to move into and maintain
the rapid industrialization India was experiencing. Both government and industry had the
foresight to enact the Factories Act of 1948 to ensure that these needs were looked into.
India demonstrates how occupational social work can greatly benefit both the employee
and the employer concurrently.

India's OSW field appears to be one of the leading fields of social work despite having
some of the worst poverty and scarcity of resources in the world. How might others
accept this with what they visualize when thinking of India--the pictures of people living in
mass poverty and enduring poor living conditions as compared to Western standards. Will
readers be able to look past this to see the great strides India has made, and continues to
make, in the field of occupational social work? Having travelled to India, having met with
individuals within the field, having met with employees of companies and having met with
educators and students in schools of social work, the hope is the answer to the question is
"yes" .
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Ireland
Alicia G. Dugan, MA, Counselling Psychologist Kerry Rape & Sexual Abuse
Centre

Introduction
The Republic of Ireland has enjoyed greater prosperity in the past ten years than in its
entire history. Its current economic success has led international experts to bestow upon
Ireland the celebrated name "Celtic Tiger." Founded as a state in 1922, Ireland struggled
through most of this century with living standards that lagged far behind the European
average. Yet within the past five years, the national income grew by 44% and its
economy is now the fastest-growing in Europe (Sweeney, 1998). Ireland's success
reached global prominence in April 1998 when it achieved eleventh place in a ranking of
the world's twenty most competitive economies, ahead of both Japan and Britain (McArt,
1998).

The surge of economic growth in Ireland has been smooth and sustained since it began in
1987, a force that shows no signs oflosing momentum. It is benefiting virtually every area
of Irish life: the national debt has been reduced, the government budget is in surplus,
inflation and interest rates are low, and the standard of living is reaching the European
average. But perhaps the most noticeable progress in Ireland has been made in the area
of business. Until recently, agriculture was the most important sector of Irish commerce,
employing 37% of workers in 1960; it has now been surpassed by industry. In 1997, with
a total population of 3.6 million, Ireland had a labor force consisting of 1.3 million men
and women: 61.0% in services; 27.5% in manufacturing and construction; 10.1% in
agriculture, forestry, and fishing; and 1.4% in energy and mining (McArt, 1998). In 1998,
the labor force grew to an impressive 1.62 million and the long-standing unemployment
rate fell to just 5.8% in the first quarter of 1999 (Central Statistics Office, 1999).

The Irish Workplace
Ireland is benefiting from an influx of new ideas and talent. A country with a long history
of immigration, it has seen generation after generation of its young people leave to seek
their fortunes elsewhere. But with the increased living standards, current abundance of
jobs, and higher salary levels, Ireland is bringing emigrants home in record numbers
Returning to their homeland with international sophistication, cutting edge experience, and
innovative new ways of doing business, the confident young workforce is well equipped to
propagate the burgeoning Irish economy and compete in the global marketplace.

Ireland is also enriched by its association with the 15 countries of the European Union
(ED). A member of the ED since 1973, Ireland has not only profited from EU funding for
development, but from the enlarged pool of job applicants and the modem workplace
standards EU countries are required to uphold. Ireland is influenced by other international
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sources as well; by offering grants, tax breaks, and other state subsidies, it has attracted
multinational companies who have established European centers there. Multinationals are
so prevalent that 45% of Irish workers in industry are employed by them (Sweeney,
1998). It is through multinationals such as these that employee assistance programs first
came to Ireland.

With so much outside influence affecting Irish business, the social climate of the
workplace has changed. Until recently, the Irish workplace was predominantly male with
a hierarchical management structure. But with record numbers of women entering the
workforce, and the increasing presence of non-Irish personnel, several issues have
emerged which bring the effectiveness of the traditional system into question. The topic of
workplace bullying and its emotional damage on workers has received particular scrutiny
in the press, especially in educational and medical settings. Bullying and controversies
over sexual harassment, ethnic discrimination, and workplace stress are calling attention to
the need for reform and driving new legislation. They are also resulting in employer
liability and high compensation due to personal injury claims. As employers are waking up
to these concerns, they are turning to human resource consultants to restructure the way
they do business. But most importantly, they are developing "Employee Welfare" as a
tool for risk-management and making it a higher priority than ever.

Description of the Health Care System
The public health care system is maintained by the government under the Ministry of
Health and the Department of Health. All Irish residents are eligible for either Category 1
or Category 2 health services. Those in Category 1 receive the full range of medical care
from the health board at no cost, once they complete a means test and receive a medical
card. Even if a person's income exceeds the normal guidelines, they may be given a card
if the health board determines they are unable to provide necessary medical care for
themselves or their family. People in Category 1 are entitled to general practitioner
services; prescribed drugs and medicines; all in-patient public hospital services in public
wards; all out-patient public hospital services, dental, ophthalmic and aural services;
maternity and infant care services, which include a family doctor during pregnancy and up
to 6 weeks after birth; and a maternity cash grant for each child born.

If a person does not qualify for a medical card they are placed automatically in Category 2
which covers all in-patient and out-patient public hospital services in public wards, subject
to charge; maternity and infant care service free of charge; a refund for expenditures on
prescribed drugs; and certain free medications for specified long-term illnesses For
services, there are often waiting lists for the public beds. "The public hospitals have
approximately 12,000 beds; the average length of stay is 6.5 to 7 days" (Dept Of Foreign
Affairs, 1990, p. 127)

Approximately one third of the population has full eligibility and free access to the
complete range of services The remainder of the population has limited eligibility which
entitles them to consultant and hospital care at low rates (Department of Foreign Affairs,
1990). Another third of the population opt to take out private health insurance to cover
their other medical services, either through the Irish VBI (Voluntary Health Insurance), or
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through BUP A, its British-owned competitor, introduced 3 years ago. Many employers
also offer a group insurance scheme to assist with payment of services. Insurance
companies are required to operate on a community-rating basis where everyone pays the
same premium regardless of risk. The remainder of the health care system is funded
through general taxation in the form of "PRSI contributions" (Peer Related Social
Insurance) .

An individual's entitlement to health services depends largely on the level of income.
Unlike benefits from social services, health services are not connected to contributions.
The health care system is administered at the national level by the Department of Health.
Their responsibilities include setting the budget for health services, planning the overall
development of the services, initiating regulatory and legislative change, and establishing
fees for service. The programs are then carried out at the regional level by one of the
eight Health Boards. Voluntary hospitals and agencies, run mainly by religious orders,
make up the remainder of the system and also receive funding from the Department of
Health. "The voluntary sector plays an integral role in the provision of health and personal
social services in Ireland which is perhaps unparalleled in any other country. Their
independence enables them to harness community support and to complement the
statutory services in an innovative and flexible manner" (Dept. of Health, 1990, p.33).

Mental Health
Aside from providing services for physical well-being, it is the responsibility of the
Department of Health to carry out child care and family support services and other social
service programs. Health boards are involved, in co-operation with voluntary
organizations, in the provision of an extensive range of child care and family support
services.

These services include: social work support for those with a variety of problems
for example: families in difficulties; women experiencing violence in the home;
single parent families; family resource centers; day care services for children from
disadvantaged backgrounds; and child guidance, counseling, and advise services
(Department of Health, 1991, p. 28).

The Department of Health also administers mental health programs. Their main objectives
are to promote mental health and to allow the mentally ill to live a life as independently
and normally as possible (Dept. of Health, 1990). The focus is on care and services for the
long-term mentally ill.

The demand for mental health services is high and waiting lists are long, particularly in the
health boards. With suicide at record levels, the arrival of new drugs such as cocaine and
heroin, and the current attention to sexual abuses, people are seeking professional
counseling more than ever before, yet there are insufficient services available. According
to social worker Anne Fogarty, with 92% of the population affiliated with the Roman
Catholic church, the Irish have historically looked to the church to provide guidance and
emotional support (McArt, 1998). She contends that due to the revelation of widespread
abuses by the clergy over recent years, and a general decline in religious belief, Irish
people are turning to the church much less frequently, and opting for counseling more (All
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citations from personal communication, Summer 1999.) Although the charitable ethos in
Ireland promises that there will always be free counseling available with the Samaritans,
Rape Crisis Centers, Accord Marital Counseling, and other support groups, the counselors
are primarily volunteers who may have had little or no training in mental health.

Relevant Legislation and the Role of the Unions
There are three pieces of legislation that are assisting the development of EAPs in Ireland.
The first is the Safety, Health and Welfare at Work Act, 1989. Although the legislation is
most commonly known as the "health and safety legislation", and the regulating body is
called the Health and Safety Authority (HAS), the complete title of the act includes
"welfare", and under Section 6, it specifies that employers have the duty to ensure
employees' psychological well-being. This covers the need to prevent work-related stress
and bullying (Costigan, 1998). The HSA operates under the aegis of the Department of
Enterprise, Trade & Employment.

I
II
II
II
II

I!
I

I

Finally, the Unfair Dismissals Act, 1977-1993, states that workers can only be dismissed if
they can no longer carry out work for which they were employed originally. But the onus
of proof is on the employer to establish that the dismissal was fair and that they did
everything possible to assist the employee. Therefore, if employers offer EAP intervention
and counseling before taking disciplinary action against a worker, it may be beneficial to
their case.

The Employment Equality Act, 1998 is a European-driven piece of social legislation that
broadened the original act of 1977. It now states that workers are entitled to a work
environment free from discrimination upon the grounds of gender, family or marital status,
sexual orientation, religious belief, age, disability, race, or membership of the traveling
community. The legal definition of sexual harassment contained therein is the first one in
Irish law (Costigan, 1998). EAPs have been useful in helping employees cope with the
affects of discrimination and harassment. The regulating body is called the Employment
Equality Agency (EEA).

Unions
There is a strong union involvement in Ireland with approximately 50% of the workforce
having a membership in a union (Dept. Of Foreign Affairs, 1990). Despite legislation
prohibiting workers from uniting, the first unions emerged in the larger cities during the
18th century "The first association of trade unions, representing thirty crafts and
industries, was formed in 1863 and in 1894 the Irish Trades Union Congress, representing
most Irish and British unions in the country, was established" (Dept. Of Foreign Affairs,
1990, p. 109). This event was significant since it brought trade unions together to form
one body. Today, the Irish Congress of Trade Unions is the central coordinating body of
the trade union movement (Hillery, 1991).

Unionism is important in Ireland because pay and conditions of employment are generally
agreed through collective bargaining between employers and employees. The Department
of Foreign Affairs (1990) writes:

159



While certain basic rights covering such matters as mmimum notice, dismissal
holidays, redundancy payments and employment equality are provided for in
legislation, involvement by the State in industrial relations is in the main confined
to the provision of machinery to assist the parties to a dispute to find a solution.
(p.110).

EAPs are very often introduced as the result of union bargaining, as was the case with the
Electricity Supply Board, the Gardai (Irish police), teachers, and nurses.

The Labour Court and The Labour Relations Commission are the two main mediating
bodies. The Commission, which consists of employer representatives, trade union
representatives, and independent representatives, was established recently under the
Industrial Relations Act of 1990.

Employee Welfare/Employee Assistance Programs (EAP)
The legislation dictating that employers must adequately meet the physical and
psychological needs of employees is the Health, Safety and Welfare at Work Act of 1989,
and will be addressed in greater detail later in the chapter. The "Welfare" in the title refers
to emotional and intellectual well-being. "Employee welfare" is the traditional Irish
terminology that sticks today, but is interchangeable with the American term "EAP", that
is catching on. There is significant crossover in Ireland between EAP and Occupational
Social Work, and as such they are all presented together.

As early as the 1940s, Irish employers began to focus attention on employee welfare. In
1970, the first social worker was officially appointed to attend to the welfare of employees
and their families (Eurosocial Reports, 1988). According to Rosaline Geraghty of the
Electricity Supply Board, this has grown into a strong tradition of companies responding
on a human level to employees' personal difficulties (All citations from personal
communication, Summer 1999). This tradition assisted in the creation of EAPs.

The professionals who provide EAP services may hold the position of occupational social
worker or employee welfare officer. They are found in such diverse organizations as large
banks, the radio and television industry, and in the branches of the military. The main
distinction between occupational social workers and employee welfare officers is that the
former are usually recruited from outside the organization, employed on contract, and
their positions may not be as secure. Cathleen Callanan, formerly an occupational social
worker with the Department of Defense, has noted that both provide basically the same
kind of services, but occupational social workers tend to have more status because of their
education and training. (All citations from personal communication, Fall 1995.)

Employee welfare officers, on the other hand, may have less specific training at the time of
hiring. According to Josephine Smith, president of the Association for Welfare and
Employee Assistance Counselors (AWEAC), an employee welfare officer's background
might be in social work, counseling or nursing, but not necessarily. Since management
sets their own requirements for the position, they often select someone who is already
familiar with the workplace culture, so it is not uncommon for someone currently working
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within the organization to be appointed, possibly from Personnel or even an unrelated
area. The appointed employee welfare officer, as they gain on-the-job experience, then
receives outside training and continuing education, often leading to a diploma in
counseling (All citations from personal communication, summer 1999).

Services Provided
Employee services are generally provided in-house at Irish worksites and they can vary
greatly. Some companies provide extensive services while others only include assessment
and referral. According to Eurosocial Reports (1988), the main objective of such
programs is individual counseling of employees and family members on such issues as
housing, finance, child care, health, hygiene, occupational injuries, alcohol abuse, and job
performance. These problems are addressed through individual problem solving,
individual counseling, groupwork, group discussions, and lectures on pertinent topics.

Services are accessed mostly through self-referral, however there are also referrals made
from family, colleagues, physicians, and community social workers; or from a supervisor
or manager in cases of deteriorating job performance. In order to facilitate self-referrals,
the typical worker is centrally and conveniently located. Offices are designed as open
clinics where the worker can be approached without formality or appointment.
Confidentiality is an important component of the programs. When a client self-refers, the
social worker is under no obligation to report that the person is seeking assistance. If a
supervisory referral, the social worker is only obligated to inform the supervisor that the
employee came for assistance; he/she does not need to disclose the nature of the
employee's problem (Eurosocial Reports, 1988). Most social workers and employee
welfare officers also make visits to the home. These procedures protect client
confidentiality and make services very accessible.

The majority of employee assistance programs are internal, but there is increasing demand
to contract out for services. The Allied Irish Bank (AlB) is one company that uses this
model It offers a toll-free phone number staffed by qualified counselors who make an
assessment and refer employees to a local provider. The service is called "Confidential
Staff Care" and is available 24 hours a day. One of Ireland's largest independent
providers of EAP services is located in Cork. Associated HR Services provides
counseling, critical incident debriefing, supervision, and training. According to director
Joe O'Mahoney, the company is 5 years old and covers 6000 employees allover the south
of Ireland (Munster region) The group hopes to expand nationally. (All citations from
personal communication, summer, 1999).

In order to provide a better understanding of how the more typical internal programs
operate, three separate workplace programs will be outlined. These are based on
information collected through telephone interviews with individuals who work directly in
the programs.

Case Study: Electricity Supply Board (ESB)
The most well known EAP in Ireland is that of the Electricity Supply Board, as it was the

first one established. The program is in-house and based on a broad brush approach. The
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program is funded and staffed by the Board and has been in existence since the 1970s. As
it commonly happens, the EAP was brought in by a tri-party agreement between
management, staff, and the union to improve employee conditions following a labor strike.
All three groups felt there should be an autonomous management group looking out for
the welfare of all employees. The Electricity Supply Board is recognized for developing
an in-house substance abuse policy statement. In 1990, the EAP was redefined through a
policy which broadened the role it played and the services it provided.

Currently the EAP is coordinated by Rosaline Geraghty, who began as a customer
relations specialist at the ESB. After taking the position as employee welfare officer, she
took a two-year diploma course in counseling and has now been in the post for 14 years.
The Electricity Supply Board has 10,000 employees, who can be self-referred, referred
through their supervisor, or other sources. Ms. Geraghty estimates that about 65% of the
employees are self-referred. Geraghty is one of 12 employee welfare officers at the ESB.

Geraghty assesses whether or not the client will be provided short term counseling or be
referred out. If counseling is provided, there is no specified number of sessions and
Geraghty can go on home visits if it is deemed more appropriate to work with the family.
If a client is referred out, Geraghty monitors the treatment and provides follow-up. To
assist with the expenses, the company has a voluntary private medical fund that receives
contributions from employees and can be used to pay for mental health and substance
abuse treatment. They also have a credit union that can assist with the financing of
treatment expenses.

Geraghty views the Electricity Supply Board as a company that is sincerely concerned
about its employees' well-being and has many programs to confirm this. Along with the
regular 14-week national maternity leave policy, under the Parental Leave Act of 1998,
the company allows employees to take off an additional 5 weeks without pay and without
risking their current position. Flex-time and job-sharing are also available. In fact, the
company offers what they call a "career break" in which an employee can freeze their
position up to three years without pay and then return without consequence.

The goal of the company and EAP is to be proactive. Along with providing the EAP, the
company subsidizes medical programs such as risk factor screening, pap smears, breast
exams, blood pressure screening, and flu immunizations. The medical department also
provides smoking cessation and health seminars. Unlike EAP workers in many other
companies, Geraghty is only responsible for mental health needs. There is a separate
occupational health nurse to deal with medical concerns.

Case Study: Bausch & Lomb
Bausch & Lomb is located in Waterford. Anne-Marie Fogarty is its Occupational Health
Manager and is responsible for developing Bausch & Lomb's employee assistance
services. She credits the welfare officers at the ESB for helping with this task, and used
their program as a model. Fogarty's background is as a Registered General Nurse, and
includes some experience in psychiatric nursing (All citations from personal
communication, Summer 1999). The in-house EAP has been in operation since 1985 and
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operates on the assessment and referral model. Fogarty is responsible for 1300 employees
at one plant. Employees primarily self-refer (she estimates 90%), but very occasionally
are referred by a supervisor. The typical assessment session lasts for about 30 minutes and
a referral made, if necessary. Supervisory training takes a day; for employees about half a
day.

When referrals are made, health insurance does not cover outpatient treatment. Although
the company may finance part of the counseling services, it usually will not pay for all of
it. To assist employees, the company has an account to pay the expenses with the
provision that employees will reimburse the company once treatment is completed.
Fogarty manages the account, and assesses need on a case by case basis. According to
Fogarty, one of the reasons there is no coverage for mental health treatment is the belief
that a person paying for treatment is more committed to getting well. A person unable to
pay for treatment is sometimes able to contract with a social worker at the local health
board for services.

One of the difficulties Fogarty faces is finding qualified counselors for referrals since
resources are limited. Another is that available services are often not in close proximity to
the client. This can be difficult as public transportation is limited and there are many
people without personal vehicles. To deal with the lack of insurance for mental health
care, self-help groups are utilized frequently. There are many AA, NA, and Gamblers'
Anonymous groups readily accessible. Fogarty feels that services are sufficient in the
alcohol and drug areas, with many inpatient and outpatient facilities as well as self-help
groups. Treatment centers are based on the Minnesota Model.

According to Fogarty, under Bausch & Lomb's alcohol abuse policy, employees who
come to work under the influence alcohol can be fired immediately or offered the
alternative of treatment. It is Fogarty's responsibility to arrange the referral and monitor
the aftercare program. The manager monitors such employees at the worksite to ensure
they do not show up intoxicated. If this occurs, the more likely outcome is termination.
Fogarty sees the need to include a policy for drug abuse, since it is becoming more
common in Ireland.

Case Study: Department of Defense (The Army)
One program that operates differently from the others is that of the Department of
Defense. All branches have occupational social workers (civilians) to assist members with
personal difficulties. Rather than assessment and referral, the goal is to provide social
work and information services in one program. The social workers, who are recruited
specifically for the program, are on contract and periodically reviewed. Cathleen
Callanan is a former occupational social worker for the Army of Ireland and has 15 years
in the field. She has extensive experience as a social worker and has received formal
education in the discipline.

Services are based on a broad-brush approach which includes short term counseling for a
variety of problems. New employees are informed of services available and social
workers promote the services whenever the opportunity arises through presentations and
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other means. When an employee's problems cannot be resolved through short term
counseling, he/she is referred out. Again, this can be a barrier to treatment because there
is often a long waiting list for public and private services. Callanan does feel this situation
is improving. A few years ago there were only four private counselors in Cork, whereas
now there are pages of people listed in resource directories. Another of the difficulties
Callanan has encountered in her work is her large geographical area of responsibility.
Despite this difficulty, she feels it important to make the services accessible to as many as
possible.

Overall, the 3 programs outlined above provide a wide variety of services to employees.
Both Matt Givens of the Garda Siochana and Maraget Keating of the Department of
Education indicated that the EAPs they operate are quite similar to those described above.
EAPs are continuing to change, as is evident in recent attempts to establish educational
standards. The variation in the backgrounds of the people who administer the programs
appears to dictate the level of services they provide. Today, EAPs are fairly common in
large corporations in Ireland. All of the programs appear to have management support
and good working relationships which maximize the resources utilized (Eurosocial
Reports, 1988).

Education and Accreditation
Social work education in Ireland is similar to that in the US. Undergraduate schooling for
a degree in social science takes four years and consists of core courses in sociology,
economics, psychology, social work practice, and social policy. Depending on the type of
position sought, social workers are required to complete a certificate of qualification in
social work (CQSw) which is similar to a master's degree in social work.

For Employee Welfare Officers there is no requirement for minimum qualifications to
provide services. They may come from various educational backgrounds related to
psychology, but if recruited from within the organization they may not have had any prior
knowledge of counseling at all; hence the need for "continuing education." In 1993,
individuals within the Permanent Defense Forces approached the Centre for Adult and
Continuing Education with the desire to provide some consistency in the field. "In recent
years individuals and groups involved in Employee Assistance Welfare have become
increasingly conscious of the need for uniformity of basic training and accreditation"
(Centre for Adult and Continuing Education, 1994, p. 1). After some initial meetings, a
group was formed to assess the need and demand for a program. Representative
organizations included: the Electricity Supply Board, Telecom Eireann, Garda Siochana,
Coillte, Department of Defense, An Post, Prison Officers, Foras, Association of Welfare
and Employee Assistance Counselors, and the Center for Adult and Continuing Education.
All group members were directly working in the field of employee assistance,
management, or adult education.

The activity of this group led to the development of a new curriculum. The Centre for
Adult and Continuing Education, in association with the Departments of Psychology and
Applied Social Sciences at the University College, Cork, developed an EAP diploma
program. "This diploma is an acknowledgment of the training needs of the existing
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practitioners engaged in Employee Assistance Welfare, their desire to maintain and
develop the highest standard of practice, and promote formal training in this field"
(Centre, 1994, p. 1). The course work was developed into a two-year format with the
first year leading to a Certificate in Employee Welfare and the second to a Diploma in
Employee Welfare. The main objectives are to develop an understanding of the role,
function, and responsibilities of an Employee Welfare Officer and, more importantly, how
to access information. The program also seeks to develop overall skills to an acceptable
level of competence; to act as a forum for personal development and foster a network
system for support, recognition, and ongoing development; and to increase access to third
level education and professional recognition (Centre for Adult and Continuing Education,
1998). The program's content is broken into seven core units which are covered over the
two-year period. In an effort to accommodate those who work, individual units are
scheduled into two-day and week-long blocks. The seven units are: Employee Welfare
Policy and Administration, Organizational Culture, Counseling and Self Development,
Chemical Dependence and other Addictions, Principles and Practice of Employee Welfare,
Employee Problem Identification, and Legal Framework (Centre, 1998). Various topics
are covered in each of the units. In the Counseling and Development section, for example,
subjects such as counseling models, personal awareness, supervision, one-to-one
counseling, group counseling, family counseling, and advocacy/mediation are covered.
The goal of this course work is to prepare an individual for entry-level employment within
the workplace.

To be considered for the program an applicant must be employed and functioning as an
Employee Welfare Officer, must wish to pursue a career in the field of Employee
Assistance Welfare, or must otherwise be considered appropriate by the course organizing
team (Centre, 1998). At this time, the diploma in Employee Assistance Welfare is not
required to work in the field and many do not return to school to obtain it. Currently, the
program averages 20-25 students a year (Centre, 1994) According to Cathleen Callanan,
organizer of the diploma course, most experienced social workers do not go through the
diploma program because it is perceived as entry-level for the profession.

This is the only curriculum in Ireland aimed specifically at the field of Employee Welfare.
Additionally, there is no mandatory regulation board to oversee continuity of care because
EAPs are regulated by the individual companies. Although Employee Welfare Officers
may have membership with professional groups such as the Psychological Society of
Ireland (PSI), the Irish Association of Counseling and Psychotherapy (IACT), or the
Association of Irish Social Workers, accreditation by them is not required, nor do they
address the specific concerns of the workplace. It is likely that this will change in the
future.

In the 1970s, an informal "welfare circle" was set up to provide support for those working
in the field of welfare. This group was set up more officially in 1993 as the Association
for Welfare and Employee Assistance Counselors (AWEAC) and currently has over 200
members. Although AWEAC has no physical headquarters or full-time employees, the
committee meets ten times annually and intends to establish itself as a more formal
organization, eventually setting up standards for accreditation.
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Josephine Smith, the current president of AWEAC, has ten years' experience in the field
and is an EAP provider for An Post, Ireland's postal service. She maintains that
AWEAC' s purposes are to provide opportunities for networking, provide peer support,
set professional and ethics standards, and facilitate opportunities for "upskilling" or other
training needs. The organization is recognized and approved by the Employee Assistance
Professionals Association (EAP A) and is made up of professionals in the field, regardless
of background. Within AWEAC there are 2 different levels of membership based on
qualifications and experience.

Another potential source for regulation and trairung is the Employee Assistance
Professionals Association. Maurice Quinlan, director of the EAP Institute in Waterford,
states that there is an Irish EAP A Chapter in development. Every year, the EAP Institute
holds a series of seminars as well as an annual conference. The 1999 conference, the
Institute's 20th Annual in Dublin. Its topic was "Improving Work Life: Developing Family-
friendly Initiatives. "

Conclusion
The fields of Employee Welfare and Occupational Social Work are developing at a rapid
pace. In a short time, many companies have adapted EAPs. Services vary according to
the company and the professional affiliation of the counselor. One way the growth of the
field can be measured is through the development of the EAP education program at the
university level. The effort to professionalize the field is one of the major signs that there
is more growth and expansion of services to come. Although EAPs are fairly well-
developed there is concern about what treatment is available once a problem is identified.
Resources for areas of treatment other than substance abuse and long term chronic illness
are sparse. Workers must often pay for their own treatment which can be costly. In order
to provide a continuum of care, efforts should be made to increase affordable treatment
options.

Professionals are helping workers with problems in order to increase productivity and
reduce costs for the company. Their philosophies and practices are similar to programs in
the US, and with additional resources a real impact can be made on the workplace.

Editor's Comments
Progress will continue but it would be wise to have EAPs included in collective
bargaining agreements. Since unions are so strong they could playa vital role in EAP
development. They could also advocate mental health treatment as a part of the entire
health care program. It is inadvisable for any health care system to separate the two.
With forcing individuals to pay for their own mental health care the results are
inevitable-sonly very few receive help and the remainder get sicker and finally end up in
the more costly health care physical system. Finally, the diploma in EAP welfare is quite
unique and bears recognition.
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Alicia G. Dugan, MA
Counselling Psychologist
Kerry Rape & Sexual Abuse Centre
11 Denny Street
Tralee, Co. Kerry,
Ireland
Tel:011-353-66-712-3122
Fax:011-353-66-712-0247
Email: krcc@eircom.net

Cathleen Callanan, Social Worker
(Previously with Defense Forces)
Cork Roth Family Centre
Cork
Tel: 021-273213

Sister Geraldine Collins
Author of Development of EAP in
Midwestern Health Board
Health Centre Shannon
Co. Clare
Tel: 06-136-2491

Ann-Marie Fogarty, Occupational Health
Nurse
Bausch & Lomb
Industrial Estate
Waterford
Tel: 05-1355001
Fax: 05-155912

Rosaline Geraghty, EAP Officer
Electricity Supply Board
39 Merrion Sq.
Dublin 2
Tel: 01-7026287
Fax: 01-6785678

Resources

Walker, Mrs. Patricia
17 Priory Ave., Stillorgan
Co. Dublin
Tel: 00353 1 2889505

Marvin Ennis, Head Social Worker
Department of Defense
Dublin
Tel: 01-857-2137
Tel: 01-804-6531

Josephine Smith, An Post EAP Officer
President, AWEAC
General Post Office
O'Connell Street
Dublin 1
Tel: 01-705-8576

Rosaleen O'Keefe, Occupational Health Nurse
Glanbia Pic. (formerly Avonmore Waterford
Group)
Ballyragget
Co. Kilkenny
Tel: 05-633608
Fax: 05-636001

Paul Shanahan, Personnel Manager
Smithwicks Brewery
St. Francis Abbey
Kilkenny
Tel: 05-621014
Fax: 05-662101
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Maurice Quinlan, Director
EAP Institute
143 Barrack Street
Waterford, Ireland
Tel: 051-855733
Fax: 051-876322

Joe O'Mahoney, Managing Consultant
Associated Human Resource Services
Emmet House
Emmet Place
Cork
Tel: 021-278009

Colman Dunne, Director
EAP Associates
2 Royal Terrace Ease
Dun Laoghaire
Co Dublin
Tel: 01-2808223
Fax: 01-2806927

Willie Collins, Director
AIREEAP
St Finbar's Hospital
Cork
Tel: 021-966555

Damien Davy, Civil Services Employee
Assistance Officer
Office of the Revenue Commissioners
Mezzanine Floor, Hammam Buildings
11-13 Upper O'Connell Street
Dublin 1
Tel: 01-874-6863
Fax: 01-874-6865

Irish Association of Social Workers
114-116 Pearse Street
Dublin 2, Ireland
Tel: 01-677-4838
Fax: 01-671-5734

Matt Givens, Welfare Officer
Gardai Siochana (Irish Police)
Irish Life Building
1A South Mall
Cork
Tel: 021-276939

Joan Douglas, Employee Assistance Coordinator
Bank of Ireland Head Office
Lower Baggot Street
Dublin 2
Tel: 01-496-8355

Margaret Keating
Employee Assistance Service,
Department of Education
6 St. Patrick's Quay
Robert Scott House, Cork
Tel: 021-552-442

Dorothy O'Neill
Employee Assistance Officer
Southern Health Board
Cork University Hospital
Tel: 021-922298

Denis Staunton, Assistant Director
Centre for Adult and Continuing Education
University College, Cork
Cork
Tel: 021-902787
Fax: 021-903233

Clanwilliam Institute (EAP)
18 Clanwilliam Terrace
Grand Canal Quay
Dublin 2
Tel: 01-676-1363
Fax: 01-6762800
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Psychological Society ofIreland
CX House
2A Corn Exchange Place
Dublin 2
Tel: 01-671-7122
Fax: 01-6717122

Marion Gibson, EAP Director
Allied Irish Banks (ArB)
Bank Centre
Ballsbridge
Dublin 4
Tel: 01-641-4600

ENOS CONTACTS:
Barnwell, Mrs. Claire
South Dublin Council
Tallaght Town Centre
Dublin
Tel: 00353 14149 176

Powell, Mrs. PhD Maria
Oriel Lodge, Seafield Avenue, Monkstown
Co. Dublin
Tel: 00353 12 804767

Irish Association for Counselling and Therapy
8 Cumberland Street
Dun Laoghaire
Co. Dublin
Tel: 01-230-0061
Fax: 01-230-0064

O'Callaghan, Mrs. Darina
Fingal Council Policy Issues
O'Connell Street
Dublin
Tel: 00353 1 872777

Moran, Mr. Frank
Central Bank
Dame Street
Dublin
Tel: 00353 1 67 1666

Williamson, Mrs. Aideen
Dublin Corporation
Liffey House, Townsent Str.
Dublin
Tel: 00353 167955 87
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From its earliest beginnings, the union combined social welfare, labor, and political planks
in its platform. The social welfare plank. has developed to include a comprehensive
prepaid health plan and sick fund which insures over 70% of the current population.

Israel
Kristi Muench, MSW
Emil Burgenuit, MSW

Introduction
Israel is a country steeped in tradition but a relative newcomer as a state, having been
partitioned as a separate entity by the United Nations in 1948. It is officially classified as a
republic, with a Prime Minister as Head of Government and a president as Chief of State
Its population is overwhelmingly Jewish, with Arabic, Christian, and Druze minorities.

Description of the Health Care System
At the conclusion of World War I, the territory that would eventually become Israel was
placed under British mandate. At the same time, trade unions and political parties took
shape. The principal accomplishment of the trade union movement was the founding of
Histadrut, the General Federation of Hebrew Workers in Palestine (now called the
General Federation of Workers in Israel) Because of its close ties with the birth of the
political parties, Histadrut began on a much firmer base than most labor unions. Over the
years the union has been built into a comprehensive worker's organization that engages in
a host of economic, social, and cultural activities not normally associated with a labor
union. It has become involved in public works, distribution of unemployment relief, social
assistance, and medical insurance.

Occupational Social WorkJEAPs
Counseling programs have been established by management and not unions in Israeli
companies. In most situations, occupational social workers have defined limits on
intervention that follow the job description established by the Israeli civil service (Bargal
& Shamir, 1984). Social workers are integrated into the work organization, and typically
deliver their services in the workplace in a professional and organized manner Social
workers can also rise to a considerable position of power, mainly as consultants to human
resource departments or to management, especially during times of layoffs and downsizing
(Uri, 1988).

Services Performed
Ribner (1993) lists the range of peacetime responsibilities and tasks of occupational social
workers in the Israeli work place:
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• Employee counseling, usually short term and problem focused, often including family
members
Assistance to employees concerning bureaucratic issues
Preparation for and help with retirement and other terminations of employment
Consultation to management and workers
Employee evaluations to management
Responsibility for arranging trips, picnics, and gifts for employees
Connection with and referral to outside providers.

•
•
•
•
•
•
Those presently offering individual services to employees come from different professional
backgrounds--social work, psychology, sociology, education, and others. Besides social
worker, terms such as personal service worker or welfare officer are also utilized. They
are all employed by the company and their practice is a management function. In addition
to factories, social workers are employed in a variety of settings such as banks, police
departments, the military, governmental agencies, and other business and service concerns.
They are viewed by management, labour, and employees as primarily responsible for
working with employees and their families to assist in the solution of various life problems
(Neikrug and Katan, 1981).

The Israel Association of Social Workers estimates that 100 to 150 social workers
currently function in occupational settings in both the public and private sectors. At this
time, no central source exists to provide reliable data on educational background, years of
experience, or other relevant demographics (Ribner, 1993).

In a survey conducted by Neikrug and Katan (1981), industrial social workers tended to
be much younger than the profession as a whole. The proportion of male workers was
also markedly higher Only one worker received any formal training for industrial practice
and few had any supervision. When asked for an explanation, the workers maintained that
the younger workers are more willing to risk the consequences of a new and unorthodox
position. They believed that males are attracted to such a role because of the higher salary
and the masculine image projected by industry. Supervision was thought to be a concept
that is foreign to industrial employers who hire social workers as "experts" and expect
them to practice independently, and expertise is not yet available in this new field of
practice (Katan and Neikrug, 1981)

The work settings are typically large and range from just under one thousand to almost
twenty thousand employees. The organization usually hires a single social worker to meet
the needs of the entire company, although in a few cases it was found that the department
had expanded to include three or four The social work units in the police force (serving
officers and their families) and in the military are exceptions in that they employ large
numbers of social workers and function as a social service department. In most settings,
social work is located in the personnel department, but in a few it was a separate function
directly under general management. In both arrangements, the social workers demand and
receive regular formal and informal contact with top management. In almost all of the
settings, social work is seen as a new and innovative service (Katan and Neikrug, 1981).
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Social workers report an atmosphere of tolerance. There is a willingness on the part of
management to allow social workers the opportunity to develop their own job
descriptions. Most of the workers interviewed indicated that they were provided with
only a vague and very general job description, if any at all. Workers describe a
"honeymoon" period of trial and error, which can last more than a year. The social
workers placed considerable importance on developing a role that would not create
conflict or elicit resistance from the various parties--management, unions, or other
professions (psychology, sociology, health, etc.).

The major part of the workers' time is spent with the individual problems of employees
and their families. They deal with a wide range of individual problems and in most cases,
their goal is problem clarification and referral.

The one set of problems which they do not deal with is "employee as
employee" problems. That is, they uniformly avoid dealing with problems
of salary, conditions of employment, advancement, job assignment,. and
interpersonal relationships both of worker-worker and worker-supervisor.
The only exception to this rule was in a case where a client receiving
service for another problem required intervention in these areas as part of
the treatment plan (Katan and Neikrug, 1981, p.61).

There is a clear distinction which problems fall in the social worker's sphere and which are
the purview of union and management. To the extent that the social workers are able to
maintain this distinction, there exists harmony and a conflict-free atmosphere for social
work practice in industry Social workers attempt to avoid areas specifically allocated to
management or the union--their loyalty lies with the client. As they are hired by
management, however, clients identify them with management. By containing their
involvement to those areas that do not conflict with the interests of the more powerful
actors, they are still accepted.

The price of this arrangement is the limitation of the social worker's ability to engage in
activities that would improve the "human side of enterprise. "

"While many of the social workers interviewed claimed a view of industry
as a small community and indicated the importance of systemic intervention
in the industrial community and in the larger community beyond its gates,
there were few findings of this perspective in the worker's practice"
(Neikrug and Katan, 1981, p.62)

There was little to no involvement in projects aimed at labour relations and involvement in
policy-making was limited to the areas of education, welfare, and health.
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Education
There is no specialization in occupational social work at the academic level, although
several universities offer courses in the subject. Some scholarly work has been done--
research, surveys of professionals and their work domain, and methods of intervention--
and a textbook of occupational social work has been published. The association of
occupational social workers publishes a newsletter and maintains a close relationship with
labor union headquarters. There is also an ongoing training program for union personnel
to help them understand occupational social work's knowledge base and methods (Bargal,
1984).

Alcohol and Drug Abuse
In Israel, as in other Western countries, alcohol and drug abuse is not defined within the
sphere of expertise of any specific profession. Diverse practitioners cope with this
problem. Emphasis has been given in the form of specialized training in addiction to
students in medicine, in law, in psychology, and in education.

There are 30,000 compulsive drug users in Israel. Barnea and Teichman (1993) list the
following characteristics that may increase the spread of drug abuse:

• Israel borders on drug-producing countries (Lebanon and Egypt). The borders are
open, so availability of drugs is high

• Israel does not have adequate solutions for the drug problem in the areas of social
intervention (policy, treatment, prevention, etc.). Frustration and despair are growing
along with the increased drug use.

• New immigrants (420,000) have arrived in Israel in the last two years. The majority
are from the Soviet Union and Ethiopia (Central Bureau of Statistics, 1990, 1991),
and 200- to 400,000 additional immigrants from Russia are expected. The new
immigrants face problems such as a lack of housing and jobs. These difficulties,
together with both the Ethiopian and Russian cultures accepting drug and alcohol use
as a way of coping with pressures, significantly increase the probability of a rise.

• The elderly constitute a population vulnerable to drugs, particularly to psychotropic
medications, and a rise in use among this age group can be expected

• The likelihood of growing unemployment in Israel is even higher since immigration has
introduced additional people into a labor market that is already experiencing a job
shortage. Unemployment is a major cause of heightened tension which can lead to
drug and alcohol use (Ray and Ksir, 1990)

From 1977 to 1988, four methadone maintenance treatment centers in Israel provided day
care for about 600 patients a year (Santo, 1987; State Comptroller's Report, 1987). These
are unable to meet needs, however. The number of referrals for treatment increases each
year and so does the waiting list for admission. The situation is no more encouraging
regarding the treatment of alcoholics. Between 600-800 of alcoholics in Israel are
receiving treatment (Barnea and Teichman, 1993)
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In 1988, the government founded the National Anti-Drug Authority. Its tasks are to
outline and formulate national policy to combat drugs; to coordinate existing services for
drug addicts; and to develop new settings for intervention. During its three years of
existence, the Authority has made significant progress (Barnea and Teichman, 1993).

Barnea and Teichman (1993) highlight three main actions that need to be taken by Israeli
society in order to cope with its drug problem: the development and formulation of social
policy; the conduct of current systematic research; and the development of an intervention
infrastructure (prevention and education, treatment and rehabilitation) compatible with the
scope and patterns of use.

The development of an intervention infrastructure is a most urgent need. It calls for long
range planning and immediate solution. It has two aspects: the development of skilled
professional manpower, and the expansion of existing intervention services and the
establishment of new ones. Barnea and Teichman (1993) see these two as interrelated.
Beyond budgetary problems, the fact that Israel lacks skilled field workers in the area of
addiction is largely responsible for the shortage of effective therapeutic and preventive
services and also impedes new developments in the field. The lack of practitioners also
leads to a high rate of burnout and turnover of workers in drug treatment services, often
resulting in poor quality of therapy. The shortage of skilled professionals generates a lack
of drug and alcohol prevention programs. Along with the need to develop personnel,
there is a need to develop intervention services and expand existing ones. This involves
not only expanding or adding special services for drug and alcohol addicts, but also
introducing the subject to the intervention sphere of existing social services. This could be
done by targeting deprived populations (Barnea and Teichman, 1993).

Formulating and coordinating social policy to combat substance abuse is one of the main
tasks of the National Anti-Drug Authority, but national policy is still being shaped.
Despite developments in recent years in treating drug and alcohol users, field workers and
directors of social service departments are still reluctant to cope with the subject. This
reluctance is largely due to the absence of a clear policy on drug use in the Ministry of
Labour and Welfare, the responsible agency (Barnea & Teichman, 1993).

Conclusion
From the time Iraq invaded Kuwait in August 1990 through March 1991 when the war
ended, Israel experienced a number of interrelated financial and social upheavals. To a
small country already struggling with a rapidly expanding pool of Soviet immigrants
seeking jobs, a 20 % annual inflation rate, and double digit-unemployment for the first
time in history, the economic impact of those eight months was decidedly negative.
Tourism, a major source of dollar income, fell to less than one-third of prewar levels.
Many businesses in Israel, particularly the construction industry, function predominately
with Arab workforces from Judea and Gaza. When these territories were placed under
curfew at the start of hostilities, construction and related work essentially came to a halt
(Ribner, 1993). When the SCUD missile attacks started, all nonessential businesses and
industries were declared closed as a civil defense measure. This caused a major tremor in
the national economy.
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The Gulf crisis will be remembered by the Israeli worker as a period of occupational
upheaval and uncertainty, of disruptions in daily routines, of lost or diminished income,
and for some, permanently terminated employment. As a once predominantly socialist
economy, the notion of concern for workers' welfare during this time became part and
parcel of Israeli societal expectations (Ribner, 1993). As more progressive management
styles began to emerge in the Israeli marketplace, some of the welfare workers have been
gradually replaced by occupational social workers. The more comprehensive approach
afforded by an EAP has yet to be adopted.

Editor's comment
Although EAPs were not identified per se, these professionals will become the core staff
of future EAP professionals. This pinpoints the real separation between occupational
social work and EAPs. Social work is not one of the professions mentioned as receiving
training in this area, but a real social work presence in the workplace has previously
been described. A potential schism is in the making and the workplace will be in the
middle between their traditional social workers (without addiction training) and the need
to address the problem as it grows and affects productivity.

Resources

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

Edgar Krau
Faculty of Social Sciences
Dept. of labor Studies
Tel Aviv University
Ramat Aviv 69-978
Israel

Yeshiva University
Department of Social Work
New York, NY.
Attn Maureen McGovern
Tel: 212-960-0287

Tel Aviv University
School of Social Work
Ramat Aviv
Tel Aviv
Israel

Israeli Embassy
Attn: Dorit Eldar
Washington D.C.
Tel: 202-364-5549

Israel Association of Social Work
93 Arslorov Street
Histadrut Building
Tel Aviv
Israel
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Itmat Gati
Department of Psychology
Hebrew University
Jerusalem 91905
Israel
Fax: 972-232-2545
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Italy
Philip MicaH, MS, Fondazione Angelini
Anne Sullivan, MSW and Barry Roysdon, DSW

Introduction
The Italian population of 56 million inhabitants consists almost entirely of native born
people who largely identify with either the urban north or the rural south. The northern
section of the country contains most of Italy's larger cities and about two-thirds of the
country's population; the agricultural south has a smaller population and a more limited
economy with over 22% unemployment

Due to widespread political scandal during the first half of the 1990s, Italy moved from a
coalition system of politics dominated by a single party to a more splintered system of
powerful new parties and alliances (Encarta, 1994). Italy is a member State of the
European Union of 15 countries and it qualified for the first round of 11 countries creating
a monetary union to be fully implemented by the year 2002.

The Labor Force
Prior to World War II, Italy was an agricultural country. Since the war, the country has
evolved as a ranking industrial economy (CIA World, 1995). Social change has occurred
with expansion of professional, commercial, and technical employment related to the auto,
clothing, fashion, banking, insurance, and tourism industries. This has been complemented
by the development of an effective system of free public schooling, technical institutes, and
universities that have produced one of the best trained workforces in Europe (Davis &
Grindrod, 1995).

The Italian labor force totals approximately 21 million with nearly one-tenth employed in
agriculture, one-third in industry, and over half in services and administration (ISTAT,
1999). There is currently an average of 11.7% unemployment in Italy, while the rate is
nearly 23% in the southern region referred to as the Mezzogiorno

Women working in the work force are on the rise which is reflected by the growth of child
day care centers and grandparents participating more in childcare for their children.

Most industrial employers are members of the General Confederation of Italian Industry or
Confindustria. This employers organization negotiates with the labor unions for contracts
and working conditions, with the Ministry of Labor intervening when attempts at
negotiation cannot be resolved. Over 100 specialized employer or organizations or
sindacati have been developed. These organizations protect the rights of workers and
retirees (pensionati) while offering a variety of social care services that complement the
national healthcare system (Sistema Sanitario Nazionale).
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Description of Health Care System
In 1978, the National Health Service (Sistema SanitariaNazionale, or SSN) was
established to guarantee equal health services for all citizens. It was fully implemented by
1980. The Italian SSN was modelled after the British National Health Service which also
has full coverage for all citizens paid through general taxes with local health units
organizing and managing care for local citizens.

All Italian citizens and foreign residents qualify for the health service free of charge with
the exception of co-payments for prescriptions and ambulatory care. The main features of
the system can be summarized as follows (Borgonovi, CERGAS 1999):

• The principle of universal coverage for all citizens and all health care needs
• A three tiered structure consisting of the Central Government at the top, 21 regional

government and the local health authorities (ASL)
• An integrated approach to care delivery. Each local health unit has direct

responsibility for the provision of comprehensive care including prevention, diagnosis,
acute care, rehabilitation, and community medicine

• The possibility to contract with private providers when public services are not
sufficient for the local population.

The budget of the SSN was calculated in 1997 at approximately $78 billion EURO--
equivalent to approximately 1,392 EURO for each citizen (Borgonovi, CERGAS, 1999),
with the central government contributing approximately 8% of its budget to health
services.

The SSN has suffered a great deal of criticism and concern over the effectiveness of its
administration, both financially and in providing services (Mori, 1984; France, 1991;
Cowell, 1994; Drozdiak, 1994). Italy's large budget deficit is assessed by the government
to be the result of the increasing costs of health care service and has regularly targeted the
SSN for cost containment efforts. Not only has the SSN struggled with financial
constraints as a result of these policies, but it has also been faced with increasing demand
for services as a result of the increase in the elderly population, the provision of new
health services for abortion and family planning, and the increasing costs of rapidly
advancing medical technology (France, 1991). Hospital care guaranteed by the
constitution is considered poor, inefficient, and disorganized (Drozdiak, 1994)

Interestingly, for a country purportedly suffering from poor administration of health care,
there is a large number of physicians per capita. Cowell (1994) reports that Italy's
approximately 350,000 physicians--one for every 163 citizens (the US ratio is about 1 for
400 people)--gives the country the distinction of having the highest density of physicians
in Europe. Yet the country suffers from poor and inefficient health care services. Because
of the abundance of physicians, nearly 20,000 are unemployed and 30,000 more are
underemployed (Cowell, 1994).
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Relevant Legislation
There are a number of government laws protecting the rights and well-being of all
employees. They include Law 604/1966 governing individual dismissals, Law 300/1970
consisting of labor rules, Law 533/1973 governing labor disputes, Law 903/1977
eliminating discrimination between men and women, and Law 56/1987 handling the
organization of the labor market (Italy, 1995).

Companies are required to have measures in place for protection of their employees'
physical well-being and general welfare. To assure compliance with regulations regarding
health and safety, the Local Health Units (LHU) were instituted across all regions under
the National Health Reform Law in 1978. With the implementation of this law the central
government remained responsible for establishing norms nationally, regional governments
became responsible for health planning, and the LHUs became responsible for unified
health services. A major objective was to ensure the prevention of diseases and accidents
in the workplace (Reich & Goldman, 1984).

Social security legislation also serves to protect employees physically, as well as regulate
terms of employment, rules regarding social assistance, and social security (Italy, 1995).
Both the employee and employer make contributions to social security which cover
pensions, health benefits, family allowances, employee housing, accident insurance, and
unemployment pay. In 1992, responding to the need to reduce the social security program
deficit, the government made several significant reforms in benefits. The retirement age
was raised from 60 to 65 for men by the year 2003 and from 55 to 65 for women by 2012.
The minimum period of coverage to qualify for old-age benefits was raised from 15 to 20
years of employment. The wage base of the old-age benefit formula was restructured to
include every insured year rather than the last five years preceding retirement. Coverage
requirements for civil servants were raised to equal the general social security system
requirement and the pension plan payable to civil servants after only 15 years of coverage
began to be phased out.

Workers' compensation is payable by the National Social Security Institute (INPS) from
the Redundancy Fund and is applicable in situations of a temporary adverse nature caused
by events outside the control of employers or workers. Compensation also covers other
temporary situations detrimental to the interests of workers, for example, the situation in
the labor market and reorganizations by employers (Italy, 1995). Employees are paid 80%
of their wages or salaries based upon the hours they would have normally worked. Two
types of redundancy compensation may be received by the employee to include ordinary
compensation (in which the employee is paid for a maximum of three continuous months
with possible consideration for extension) and extraordinary compensation (payable for
one year with possible extension) in situations involving industry or local crisis ("Italy,"
1995). Redundancy compensation is not available to executives or apprentice workers
ages 15 to 20.

Sick leave for the Italian labor force operates as follows: the first three days' absence is
paid in full; up to twenty days' absence is paid at 75%--50% by the National Social
Security Institute (INPS) and 25% by the employer; absences below a maximum of 180
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days are subject to various rates of pay. Maternity leave is 80 % paid by the INPS with
the balance paid by the employer, and includes two months before and three months after
the birth of the child. Fringe benefits often provided by employers include subsidized
meals, sports/social clubs, company housing or housing loans, subsidized travel, and
benefits for children and students (Italy, 1995).

There are four categories of employees identified by the Italian Civil Code: executives
(supervisors and management personnel), intermediates (high performance white-collar
workers), clerks (basic performance white-collar workers), and workers (blue-collar
employees, manual laborers etc.) (CIA World, 1995). All categories of employees are
typically represented by unions, but membership is not mandatory.

Pay rates have been set at a national legal minimum for each category of employee. Prior
to July 1992, employees had to be paid a cost-of-living allowance every six months based
upon the national cost-of-living index. This was terminated because of concerns that this
was contributing to inflation (Italy, 1995). Overtime rates have also been established for
each category of employee' and are generally set at a rate of 115 to 130% for daytime
work and 120 to175 % for nighttime and holiday work. Overtime is restricted and may
not exceed two hours daily, twelve hours weekly, and 200 hours annually (Italy, 1995).

National labor contracts have stated that normal working hours may not exceed 40 hours
in a week with the average work week being 38-40 hours. All employees are entitled to a
minimum of four weeks paid annual vacation for those in manufacturing and twenty-six
days for those in commerce. To make up for previous public holidays, an additional four
days plus forty hours pay for those in manufacturing and four days plus fifty-six hours for
those in commerce are given. Ten official paid public holidays and two additional public
holidays are given annually (Italy, 1995).

Termination procedures are determined by employee category and level of seniority. All
terminated employees are eligible for compensation based on salary and length of service
unless terminated for serious misconduct.

EAPs in Italy
Although Employee Assistance Programs do not exist in Italy, there are "assistance" type
programs offered as an additional benefit to typically management level employees in
banks and other large organizations. Attempts in the past were made to locate
comprehensive EAPs through the Italian Embassy, the Italian-American Business Owners
Association, Olivetti North American, the Olivetti Corporation, and others. Telecom
Italia, the formerly state run national telephone company, has had an EAP for several
years, which provides counseling, referral, and workplace seminars by BA and MSW
social workers. EuropAssistance, SpA provides EAP-like services to banks and multi-
nationals through its 24-hour call centers based in Milan. Telephonic assessment is
conducted by both clinically trained and non-clinically trained staff and referrals are given
for local evaluation and followup.
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Child Care
Even though there are no EAPs in Italy, their system of child care is so extraordinary as to
merit a separate section. Because of the expansion of EAPs into child care the Italian
system is far superior to any in the US and one that providers should study. Dana
Friedman, a US child care consultant, found the same excellent system in France.

The following pages are extracted from the Department of Health, Education and Welfare
(DHEW) Publication No. (HSW) 72-9025:

The asilos as a national system were started by Mussolini, originally under the Department
of Child and Maternal Health. Because of the fascist emphasis on health among the young,
they were originally geared towards insuring that children were at least well cared for
during the day and provided with one good meal. Children were examined and, ideally,
any physical problems detected. Up to 1967, many asilos were subsidized by the National
Government but there was no uniform system. Remebering the special relationship of
church and state, it is not surprising that many orders of nuns receive government money
to run asilos. This accounted for the low fees charged. In 1967, an Italian Government fell
on to the question of the asilos. The winning group argued that the asilo was also
necessary for the education of all children. Nursery school education was seen as a vital
part of the educational process. The asilos were then transferred to the Department of
Education. This schooling was to be provided at no cost to the children. Serious thought
is now going on as to whether it should be mandatory for all Italian children to attend
asilos.

To have the Government consider this from an educational viewpoint for all children
rather than a program for deprived children or a project for working mothers is far ahead
of the American approach to childcare. However, there are many questions raised within
the asilo system which encourages children at 2 years of age to be away from home for the
entire day, six days a week. For educators, serious shortcomings are shown with the
Montessori method, an aspect of the asilo system. In addition, when a government is
considering all-day education necessary for 2-5 year olds, but yet only has elemtary school
children attend from 8 a.ma. to 1 p.m. it is obvious their underlying assumptions are
different from ours. For us in social work who have worked for day care centers, Italy's
example of a successful system may be a needed example.

Substance Abuse
According to M. Simons of the New York Times (1989), there were about 100,000 heroin
users in Milan alone in 1989. In all of Italy, there were approximately 300,000 heroin
users, half of whom are infected with AIDS, according to health officials. Simons reports
that part of the attraction to drug traffickers, who had previously considered Italy to be
little more than a trans-shipment point to the US, is that Italy has large cities with little
poverty, and containing affluent, upper-class customers for heroin. "Calm as if on a coffee
break, two young couples sat down on a bench in the Piazza della Reppublica and started
shooting heroin into their arms" (Simons, 1989, p. A32).
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Law enforcement officials have difficulty in dealing with the heroin problem in Italy for
two major reasons. Firstly, liberal laws legalized the possession of narcotics for personal
use in 1975. Next, Italian organized crime find it simple to ship narcotics from Turkey or
Syria into northern Italy where most of the addiction problems are concentrated. Italian
officials have also expressed concern that cocaine from South America was beginning to
surface in Italy and that the problem would become as bad if not worse than heroin.
Treatment is available for about 2,000 addicts in clinics run by the city of Milan. About
2,000 more receive treatment at private or church-run clinics (Simons, 1989).

The current service network consists of 524 rehabilitation centers called SerI, service for
drug addiction prevention and rehabilitation. It provides users with psychological and
social support, monitors the state of health of drug addicts and the diseases associated
with drug-addiction, administers pharmacological and other disintoxicating therapies, and
implements therapeutical and rehabilitation programs.

Editor's Note
In 1990, 1 was invited by the United States Information Agency to speak about drug
abuse at a conference in Milan, specifically the developing problems with cocaine and
crack addiction. At the conference, Italian officials from government and health
agencies were concerned about several significant issues. Cocaine and crack traffic had
become a problem in Italy and government law enforcement and health officials wanted
to intervene before it became worse. Heroin use, while legal on an individual basis, had
become a tremendous problem. It is considered to be an upper-class drug in Italy,
carrying little or none of the stigma it has in the Us. Discarded needles were seen on the
streets and children must be taught not to pick them up because of the danger of AIDS
transmittal. The prevalence of the drug was quite surprising. One of the most pressing
issues was the large number of overdoses and the needle-borne transmission of HIV and
AIDS.

The officials wanted to pass new, stricter laws and open treatment centers, something with
which Italy was unfamiliar. It seemed as though the Italians were starting from a position
of disadvantage in developing treatment centers by not having an infrastructure for
treating alcoholism to build upon, as the US and other countries have done. It was,
however, an opportunity to build something new and will perhaps be effective.

HIVIAIDS
Well-organized informational and educational advertising campaigns sponsored by the
Ministry of Health have recently raised the awareness of mVI AIDS and the prevention
and treatment programs associated with it. Despite the influential role of the Catholic
church, health officials and healthcare providers have succeeded in creating education
campaigns and maintaining full coverage (including prescription drugs) for those affected
by the disease.

The Health Ministry reported the total number of AIDS cases in Italy to be 21,463 in 1993
(Tagliabue,1994). This figure conflicts markedly with the figure of approximately 150,000
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AIDS cases reported by Simons (1989). With the extensive number of cases, AIDS
should clearly be an issue for the national healthcare system, the SSN.

Elder Care
The family structure in Italy is such that natural support networks are routinely available
to provide care for children and for the elderly. The birth rate in Italy is one of the lowest
in the world while the aging of the population is one of the highest at nearly 18% of the
population. Workers between the ages of 30 and 50 are challenged with care taking for
both their children and their parents, a phenomenon that places an enormous amount of
pressure on the worker.

Although the traditional values of the family nucleus are still very apparent, mobility in the
workplace is on the rise and consequently families cannot maintain the internal support
network which characterizes the Italian culture. Day care structured for children and
similar centers created for elders are continuing to grow with significant success.

Conclusion
The concept of employee assistance and occupational social work has been slow to
develop in Italy, however, there is increasing awareness that both physical and mental
health impact organizational function and productivity. As the public system universal
coverage for healthcare continues to struggle with managing limited resources, employers
will have increasing incentives to offer alternatives and supplemental programs to their
workers. In addition, Italy's participation in the European Monetary Union should have
positive influence on the health care policies regarding the workforce and how to take
advantage of occupational health and social work programs.

186



Resources

Phillip Micali
Fondazione Angelini
Rome, Italy
Tel: 3906 5422881
Email: pmicali@libero.it

AL ITALIA
Tel: 1-800-223-5730 (general number)
Tel: 1-212-903-3428 (Benefits Information)

Ella Varpuleena
0'Anselmi Editore
Via Vigliena, 10, 00192 Roma
Tel: 06/322.00.20
Fax: 06/322.00.25

Associazione Nazionale Assistenti Sociali
Via Marco Aurelio, 31
I-00184 Roma,
Italy

Dipartimento per laFamiglia e la Solidarieta
Sociale
(Dept. for Family & Social Solidarity)
Roma 00187 v.Berberini, 47
Italy
Tel: 06481 16 14

Italian Consulate, New York
Tel: 212-737-9100

Pat Hannah
(American Social Worker living in Italy)
Computer Center European University Institute
50016 Santa Domenico Di Fiesole
Florence, Italy
Tel (home) 39 55 8300270
Fax: 39 55 4685 205

Italian Consulate, Baltimore
5 Light Street
Suite 600
Baltimore, MD
Tel: 410-727-6550

Italian Embassy, Washington DC
Fax: 202-745-0364
Tel: 202-328-5500 Commerce Department
Tel: 202-387-5161 Cultural Institute
Tel: 202-328-4750 Commercial Office

(Ms. Natalia Nabavian)
Tel: 202-328-5519 Commercial Office

(Mrs. Marini)
Tel: 202-328-5595 Economics Office
Fax: 202-328-5542 Economics (Dr Tosato)
Dr. Waifra Palanca
Member of the Ministry of Social Affairs
Tel: 396481 61429
Fax: 39648161473

Dr. Ida Regalia
Tel: 39266714973
Fax 39266980834

Scuola per l' Assistenza Sociale
Universita degli Studi di Siena
Casata di Sotto 19
Siena, Italy 53100
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Jamaica
Julie Heffner, MSW

Introduction
A third world country, Jamaica has struggled to define itself as a competitive and
independent nation. The country has a stable population of 2.5 million, with a natural
population increase of 1.8% offset by emigration--mainly to the US and Canada. The
official language is English, with various non-English local dialects spoken. The ethnic
groups on the island include Afro-Europeans, Chinese, Afro-Chinese, East Indian, Afro-
East Indian, and European, with Africans as the largest ethnic group--76%. A small upper
class was composed almost entirely of whites until recently when a large middle class
made up predominantly of mixed Afro-Europeans evolved. The largest economic class,
the underprivileged (lower) class, is made up almost entirely of blacks Class distinctions
from the colonial period are being reduced through increased social mobility, increased
education, and increased ownership of property. Jamaica maintains a moderate economy
for a third world nation, with certain key exceptions. The country has a Gross Domestic
Product of$381 (1$95.78) billion, or $1,543 (US) per capita. Yet, like most third world
nations, it suffers from over 30% inflation annually.

The political system is stable, but serious economic problems have exacerbated social
problems which in turn have sparked political debate. High unemployment, rampant
underemployment, inflation, depreciation of the Jamaican dollar, and labor unrest are the
most serious economic problems Although the British monarchy appoints the governor
general to represent the monarch, this individual has little power. Jamaica operates a
parliamentary government similar to that of Great Britain. The legislative branch is
divided into an upper and lower house whose officials are elected by popular vote. The
Prime Minister, who heads the executive branch, is appointed by the majority party. He or
she then appoints a cabinet, whose members run the executive departments of the
government. The Judicial branch is made up of one court of appeals and courts of original
jurisdiction in fourteen parishes. Suffrage is universal for those over the age of 18. The
two main political parties are the Peoples National Party (PNP), a conservative right wing
party, and the Jamaica Labor Party (JLP) on the liberal left. The JLP, organized in 1943
by Alexander Bustamante, favors private enterprise. The PNP, founded in 1938 and led
by long-time leader Norman Manley, is a moderate social-democratic party. Although
predominately industrial, Jamaica is working towards becoming a more modern nation.
One area that is beginning development is Employee Assistance Programs (EAPs).

Description of the Health Care System
Recently, the Jamaican government began a major campaign to create and mandate a
national health insurance system as there is high unemployment with many individuals left
without adequate health care coverage.
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Physicians are available twenty-four hours a day in Kingston--the principal resort area, but
rural area hospitals and clinics are chronically understaffed and short of supplies. A recent
source of a health epidemic is Hl V infection and AIDS. As many Jamaicans are employed
in agriculture and other trades, this has become a significant problem for those who lack
adequate health care. The rate of HfV infection is growing, along with other sexually
transmitted diseases. The number of AIDS cases had doubled from 1992 in 1993,
according to an official at the Jamaican embassy in Washington D.C.

The migration of the unemployed to urban areas, coupled with an increase in the use and
traffic of narcotics such as crack cocaine, marijuana, and heroin contribute to a high level
of violent crime. The government continues to work to stop the trafficking of illegal
drugs, which greatly injures the quality oflife for Jamaican society.

Relevant Legislation
The Ministry of Legal Affairs, through the Legal Reform Department, has enacted several
pieces of social legislation, some of which protect women's rights, including the Insurance
Amendment Bill and the Married Women's Property Amendment Bill. Additionally,
legislation to introduce breath testing for alcohol use while driving went into effect in
September 1995 (Jamaica News, 1995).

Other major developments include the first government-sponsored citizens' week for
persons with disabilities, the initiation of a working committee on a draft policy for the
disabled, and an expansion of what was formerly called Senior Citizens' Week into Senior
Citizens' Month.

EAPs in Jamaica
The concept of an EAP is fairly new in Jamaican culture. Although some of the services
have been provided within the workplace informally, organized services only recently
formed in some Jamaican companies and do not exist in most businesses.

Alumina Partners of Jamaica has had a human resources division providing counseling
services since the company started in 1988. The Human Resource department of the
Jamaica Employer's Federation is attempting to compile information about EAPs for a
symposium to be scheduled in the near future.

There have been sporadic attempts to introduce EAPs to Jamaican employers. A number
of professionals attend the annual Caribbean School of Alcohol. and Other Drug Annual
Training which includes an EAP curriculum. There should be a more concentrated effort,
however, from within the government, the Employers Federation, and/or the American
Chamber of Commerce. Until there is serious effort from one or more of these groups,
EAPs will continue to be disorganized and ineffective. Because of the high substance
abuse rate, Hl V incidences, and other social problems, Jamaican employers need EAPs to
help their employees and increase productivity.
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The country is often associated with the drug gangha, the root plant which produces
marijuana. Many Jamaican citizens start using gangha from an early age and have become
addicted, often dealing drugs to support their habit. Several groups have made efforts to
treat this problem and this is an area where EAPs could help.

[The EAPA expansion in Jamaica] was a direct result of the EACC Board
meeting and EAP A presentations held in Jamaica in the summer of 1995.

Case Study: Dyoll Group Limited
Counseling services have been provided to the employees of Dyoll Group Limited since
1981, when the Human Resource department was organized. Sharon Elliott, Director of
the program, explained that the business culture in Jamaica differs from that of America in
that there is more human interaction. The program is voluntary and employees may seek
assistance for personal problems, which range from marital to financial and career issues;
and they may use the services when there are problems affecting their performance,
attendance, and conduct at work. The latter is called the Performance Improvement
Program and is a resource to help employees function better on the job and avoid
disciplinary action. The company's health insurance covers psychiatric visits, which most
Jamaican business do not provide. The employee assistance services are only used by a
small percentage of employees according to Elliott. (All citations from personal
communication, fall 1995)

Case Study: Buck Securities Partners Limited
In 1996, Buck Securities Partners Limited recently began a Human Resource Department.
Staff provide EAP services such as counseling and supervisory consulting to its employees
as well as other employee-related services. Counseling is first given to employees by their
individual manager before using human resource services according to the HRD manager
(Saunders, personal communication, Fall 1995)

It is noteworthy that the Houston EAP A Chapter has been involved in assisting Jamaica in
the development of EAPs. Burgess (1996) describes this involvement in an article written
for the EAPA Exchange (p. 36):

Since then, a core group of Jamaican professionals has united to bring
more EAPs and the EAP A to the island. The group has also asked the
EAP A Houston Chapter to be its host organization. Sonita Abrahams,
MPHA, executive director of Addiction Alert; Frank Knight, MD
psychiatrist/consultant; Peter Weller, PhD, psychologist; Jan Lopez,
president of the Addiction Alert Board of Directors; Monica Baker, MSW,
and Marcia Forbes, RN, who are both with JAMALCO, represent the
petitioning members of the EAP A Jamaica Chapter.

During the week of October 22, 1995, Frank Knight, Peter Weller, and
Sonita Abrahams met with the executive committee of the EAP A Houston
Chapter in Texas to discuss chapter plans for sponsoring the formation of the
new EAP A Jamaica Chapter. Houston Chapter President Dixon McKenzie
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and Immediate Past President Jeff Christie organized this event which
included meetings with Houston chapter members as well as visits to major
Houston employers and EAP providers to learn more about EAPs.

Financing
Services in Jamaica that are similar to those provided within EAPs are funded by
individual companies. Professionals who provide these services in the workplace are
company employees and part of the Human Resources department.

The economic situation increases the likelihood that many EAP services will be provided
informally through other company programs or dismantled altogether The public sector
has not used these services because of budget constraints.

Conclusion
Jamaica is constantly striving for progress in many aspects. Although not on the same
level as more modern countries, Jamaica continues to develop and prosper New
traditions have begun that seem to have a positive and progressive effect on Jamaican
society Employee Assistance Programs can prove to be very relevant and necessary
aspects of the Jamaican business world.
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Alumina Partners of Jamaica
Human Resources Representative
Spur Tree PO
Manchester, Jamaica
Tel: 96-22236, 96-23251

Sharon Elliott
Human Resources
Dyoll Group Limited
40 Knutsford Boulevard
Kingston 5
Jamaica
Tel: (809)926-4711, 22

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

GeofY Brown
National Director
AFS International Programs
8 Waterloo Avenue
Kingston 10
Jamaica
Tel: (809)929-3100
Tel: 929-3157

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

Resources

Grace, Kennedy & Co LTD
64 Harbour Street
Kingston
Jamaica
Tel (809)923-8581-7, 922-3440-9

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

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

S G Kirkaldy
Executive Director
The Jamaica Employers' Federation
2a Ruthven Road
Kingston 10
Jamaica
Tel: (809)926-6762
Tel 926-5524

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

193



Desnoes & Geddes LTD
PO Box 190
Kingston 11
39291-9
Jamaica

Ofe S. Dudley, Ph.D.
Executive Director
American Chamber of Commerce of Jamaica
The Wyndham Hotel, Room 0 III
77 Knutsford Boulevard
Kingston 5
Jamaica
Tel: (809)929-7866-7
Tel: 926-5430

Ron Flournoy
Managing Director
Alcan Jamaica Company
24 Trafalgar Road
Kingston 10
Jamaica
Tel: (809)986-2561

Gillian Rowlands
Managing Director
Hamilton Knight Associates
3A Paisley Avenue
Kingston 5
Jamaica
92-94632

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

University of the West Indies
Department of Sociology
Kingston 7
Jamaica, West Indies
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Alcan Jamaica Company
24 Trafalgar Road
Kingston 10
Jamaica
64011-9

Jamaican Companies
Island Life Insurance Co Ltd
4 St Lucia Avenue
Kingston 10
Jamaica
61430

Alumina Partners of Jamaica
Spur Tree P.O.
Manchester
Jamaica
96-22236, 96-23251

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

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

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

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

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

Caribbean Cement Co Ltd
PO Box 448
Kingston
Jamaica
86231,87381

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

Desnoes & Geddes LtdPO Box 190
Kingston 11
Jamaica
39291-9

Western Terminals Ltd
Port Bustamante
Kingston 13
Jamaica
39121

Grace, Kennedy & Co Ltd
64 Harbour Street
Kingston
Jamaica
20894

Victoria Mutual Building Society
73 Half-Way-Tree Road
Kingston 10
64630-4
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Japan
Kaoru Ichikawa, LCSW, CEAP, Motorola, Inc., EAP

Introduction
Japanese workers are known for their hard work and unbending loyalty to their employers
This dedication sometimes leads to illness and has an adverse impact on families. The
Japanese government's first recognition of this problem came in 1983, when it awarded
workers compensation to the surviving family in a work-related suicide case. Although
this was a landmark decision, it was not until 1996 that Karo-Jisatsu, or work-related
suicide, began to receive public attention. When a 24-year-old man who worked for one of
the largest firms in Japan took his own life, the surviving family sued the company. The
Tokyo District Court ruled that the man's excessive workload had driven him to
depression, then to suicide. This case later went to the Tokyo Higher Court and the
company was ordered to pay 90 million yen (approximately $900,000 US) to the family of
the deceased.

Suicide ranked as the sixth most common cause of death in Japan in 1997 and 1998, with
a further increase estimated for 1999. The highest number committed in one year was in
1998, when the total of 31,734 was up from 23,494 in the previous year. The 1998 total
included 22,338 males, two and a half times the number of females. Of those men, 5,967
were in their 50s (54% more than in 1997) and 4,033 were in their 40s (33% more than in
1997).

Several factors related to work stress have led to these high suicide rates, including the
aging of the Japanese population, the corresponding increase of middle-aged and senior
workers in the workplace, and the simultaneous development of high-tech industries.
These factors combine to create a high level of stress in the business community. The
recession, which began in 1992, has resulted in bankruptcies and unemployment and has
further contributed to work stress. Workers, who, since World War II had known only
economic success and growth, have lost confidence in the Japanese economy and have
become fearful for the country's future.

In addition to suicide and psychiatric disorders such as neurosis and depression, work-
related stress in Japan tends to manifest itself in two ways: psychosomatic illness and work
maladjustment. While these ideas seem familiar, their application may differ from other
cultures.

Psychosomatic illness (shinshinsho) is defined as physical symptoms whose onset and
cause have a close relationship to psychological and social factors, and the symptoms
include organic or functional dysfunction. According to the Japanese Psychosomatic
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Illness Association (1991) this excludes physical symptoms such as neurosis and
depression, which are considered psychiatric disorders.

Both neurosis and psychosomatic illness have a significant relationship to psychosocial
factors. Neurosis has more psychiatric symptoms, such as anxiety or depression.
Psychosomatic illness begins with organic or physical vulnerability, such as gastrointestinal
or respiratory problems. When individuals with this vulnerability are exposed to
psychosocial stressors, they develop ulcers, high blood pressure, chronic diarrhea, etc. The
treatment of psychosomatic illness, therefore, requires attention to both the patient's
psychological and physical states.

Work maladjustment (shokuba futekio sho) is synonymous with Adjustment Disorder of
DSM-IV
The characteristics of afflicted Japanese workers typically includeD: D

• Fear of going to work.
• Symptoms preventing the patient from going to work
• Excessive perspiration or panic attacks when going to work
• Depression only at work
• Monday morning depression that disappears by the weekend.

Suggested treatments of work maladjustment include psychiatric evaluation, medication,
and counseling. Some Japanese clinics also use behavioral therapy, with its focus on
relaxation techniques. Cognitive-behavioral techniques and systematic desensitization can
be effective for these symptoms, although experts in these techniques are scarce.

Description of the Health Care System
The overall mental health of all workers has resulted in an aggressive response from the
government and from private companies in Japan. In 1988, Japan's Ministry of Labor
introduced the Total Health Promotion (THP) initiative. This initiative requires employers
to take an active role in both the physical and psychological well being of their employees.
Companies are encouraged to employ psychological counselors who, as defined by the
THP initiative, are not clinicians, but Human Resources staff who have gone through two
to three days of basic counseling training by Chusaibo, a subsidiary of the Ministry of
Labor. Leading up to the THP initiative, the Ministry of Labor conducted research on
work stress from 1995 to 1998. This research focused partly on the application of the
Employee Assistance Program (EAP) to the Japanese workplace.

Managing work-related stress has become a critical component to the success of the
Japanese economy. Many large corporations have hired staffs of health and mental health
workers, including occupational physicians, occupational psychiatrists, occupational
nurses, and psychologists. The government mandates that a full-time occupational
physician must be on staff for every site with more than 1,000 permanent employees
Occupational mental health programs at large corporations, therefore, are usually
conducted under the guidance of occupational physicians.
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Resources for small and middle-sized companies are more limited, so few can afford staff
psychologists. To assist these companies, the Ministry of Labor created Occupational
Mental Health Promotion Centers (Sangyo-Suishin-Hoken Centers) in each prefecture.
Under the auspices of the Labor Welfare Foundation, the first of these centers was
established in 1993; 24 were in operation by 1998. Employers, human resources staff, and
health professionals of small- and middle-sized companies can consult these centers
concerning the mental health of their employees. In addition, there are 347 regional
occupational mental health centers under the auspices of the Labor Standards Supervisory
Office. Run by local medical associations and funded by the government, the mission of
these centers is to assist companies with fewer than 50 employees with the mental health
issues of their workers.

To fully understand why the psychological and emotional health of the work force has
only recently become a focal point for the government and the business community in
Japan, one must look at the way health insurance has been handled historically. Japan has
a socialized health insurance system that provides universal coverage. Its foundation lies in
the Health Insurance Act of 1922, but it was not until the 1964 Health Insurance Act
amendment that all Japanese citizens were covered by health insurance. Under the
government's Social Insurance Policy, all Japanese citizens and residents are covered
either by Employees' Insurance or, for those who are self-employed, by the community-
based National Health Insurance.

Perception is everything to many Japanese workers, so the titles, positions, and licensing
of those from whom treatment is sought are very important. Mental health practitioners in
Japan include psychiatrists, clinical psychologists, social workers, and public health nurses
More and more psychiatrists are opening private clinics, which frequently display signs
advertising Psychiatry and Psychosomatic Medicine. Since Japanese people tend to
manifest more somatic symptoms, psychosomatic medicine is an established specialty in
the Japanese medical community and is much more acceptable in the culture than is
psychiatry.

Health insurance provides payment for outpatient and inpatient treatment and partial
payment for medication. Co-payments typically account for 20 % of treatment for insureds
30 % for their dependents. All outpatient and inpatient treatment for mental health and
chemical dependency is covered. Treatment by clinical psychologists, however, is not
always covered, because the licensing of those professionals is not recognized by the
Ministry of Health and Welfare. These psychologists, when operating in private practice,
are considered to be in a service industry, rendering their fees not reimbursable under the
existing health insurance system.

The Japanese government began issuing national licenses for psychiatric social workers
(Shakai-fukushi-shi) in 1999. Applicants must be employed by a psychiatric clinic or
hospital at the time of application. This license is intended for administrators of social
service agencies.
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Some clinics owned by psychiatrists employ clinical psychologists who provide counseling
under the psychiatrist's supervision. Although clinical psychologists are not licensed by the
government, more than 6,000 hold certificates from the National Association of Clinical
Psychology. Employees need to be wary, though, as many psychologists in Japan are not
associated with physicians at all and some do not even hold certificates.

I
I

I

I

I

Social workers in Japan mostly treat alcoholics, families of alcoholics, the chronically
mentally ill, and geriatric patients. In the hospitals, social workers usually provide
educational counseling to persons with alcohol problems and their families. They also help
facilitate Alliance for Mentally III group meetings, which are often based in psychiatric
hospitals.

Public health nurses usually work for the local government at public health centers,
providing emergency mental health visits and case management to the chronically mentally
ill, and identifying treatment resources for clients in the community.

EAPs in Japan
Networking among Japanese health professionals is on the rise. In 1998, a group of 70
professionals petitioned for EAP A Japan Chapter formation, and has been hosting
informal chapter meetings every other month since April of that year. Its meetings feature
workshops and lectures on EAP core technology and techniques. In February 1999, the
chapter invited Brenda Blair, CEAP of Brenda & Burke, to conduct a two-day workshop
on Fundamentals of EAP. Other meetings covered critical incident stress management,
sexual harassment prevention, and EAP application in Japan. Foreign visitors are often
invited to share their practice experience, including Merrill Lynch's Kathy D'Amato, who
spoke about Internal EAP Perspective during her visit to Tokyo. This first EAP A chapter
in Asia gained approval in January 2000 and is the best source for the latest EAP
information in Japan as well as information on how to modify EAP technology to fit
Japanese society and its legal environment.

The Japanese chapter ofEAPA is new, but many of its members have extensive experience
in the employee assistance field. The group's primary objective is to learn current EAP
systems and skills, and adapt them for use in the current infrastructure of Japanese
corporations and industries. Another focus of the group is establishing a system for
providing adequate mental health services to employees and managers of small and
middle-sized companies, which account for more than ninety % of Japanese businesses.
While large corporations can afford full-time physicians and nurses, small and middle-sized
companies cannot. When employees have a problem in these companies, the president of
the company often ends up taking them to the nearby hospital's emergency rooms or
calling the employee's family for help.

Motorola
A number of companies have helped to establish a foothold for EAP in Japan.
Motorola's home office in Schaumburg, Illinois, USA, centralized its internal EAP
operations in 1983. The worldwide program was expanded to include Japan in 1996.
Motorola Japan EAP has a full-time staff trained in the Motorola EAP model and how to
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apply its technology to the needs of local employees without compronusmg the core
technology. Motorola's Japan EAP office introduced management consultations as well as
individual consultations to employees in 1996.

Initially, Motorola wondered if Japanese employees would utilize self-referrals, so several
culturally appropriate approaches were proposed and tested. For example, in conducting
EAP promotion, the Motorola EAP office repeatedly emphasized the importance of
confidentiality to employees, since losing face is a major cultural issue in Japan. The EAP
office is easily accessed, but the door is unmarked to protect each employee's anonymity.
Motorola EAPs individual consultations include assessment, referral, and short-term
problem solving consultations, case management, and follow-up Also, to help
communicate this resource, Motorola EAP created a cartoon figure called Me EAP (read
eep) and periodically publishes comic strips of him in employee magazines.

Motorola was one of the first comparues to employ the concept of
management/supervisory referral via the management consultation process defined and
introduced in 1992 by Sheila Monaghan, Vice President of Motorola's Global Employee
Consultation Systems. Motorola was also one of the first companies to introduce the
performance management system in Japan. Managers and employees have readily accepted
the EAP concepts of management referral and constructive confrontation, when presented
in the context of performance issues. Focusing on performance issues such as not being
able to come to work, instead of on physical symptoms, removed the stigma of mental
illness from the process and enabled employees to more easily accept a referral to EAP.

Since the national health insurance does not reimburse clinical psychologists, having a
comprehensive mental health/chemical dependency benefit is essential to making EAP
successful. Motorola EAP has worked closely with the Motorola Japan Health Insurance
Society to create a special fund to reimburse clinical psychologists when they are referred
by EAP. As the self-referral and management referral to EAP has become more
established, Motorola EAP began to provide more consultations in Organizational
Transition Support (Transition Management) issues and Impact Support for crisis within
the Motorola EAP also works closely with the Human Resource department in resolving
employee relations issues at any early stage, using a system called the Th1ESD (Integrated
Model for Employee Service Delivery) This system establishes roles, responsibilities and
boundaries for the entire HR Team in developing and managing job performance.
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Other EAP Providers
In addition to internally administered EAP systems, several external EAP providers have
begun operation. For an external EAP provider, the important factor is who manages a
client company's health insurance. Usually, companies larger than 700 employees have
their own society-managed health insurance (for example, Matsushita Health Insurance
Society) which differs in a number of ways from government-managed health insurance
For one thing, the society unilaterally decides the contribution rate and how funds are
allocated between the employer and the employee. Also, societies can opt to provide their
own additional benefits to supplement the statutory benefit, as their financial situation
allows.

This is where funding for employees' health and mental health comes in. The total of
premiums collected from employees and employers after payment to doctors provides this
funding. Since health insurance societies are not-for-profit, this excess money must be
returned in the form of employee benefits. Many companies hold stress management and
wellness seminars and pay for external EAP providers using this funding.

A well-known EAP provider, Japan EAP Systems (JES), was established in 1994 with
MDs, psychiatric social workers, nurses, and clinical psychologists. Utilizing their network
in alcohol-problem treatment systems, they conduct alcohol educational seminars for
corporations and mental health seminars for occupational health staff. They also provide
telephone, e-mail, and face-to-face counseling to managers and employees of contracting
corporations.

The most venerable external EAP provider is Hokendojinsha, which was established in
1945 as a publisher of health education books, journals, and magazines. Hokendojinsha
began telephone health counseling in 1988. As the needs of the callers changed, they
opened a counseling office the following year in Tokyo and started Kokoro no Sodan
Network mental health telephone consultation in 1997. Hokendojinsha contracts with
corporations and provides telephone and face-to-face counseling to employees and
referrals to psychiatrists and counselors. They opened counseling offices in Osaka and
Nagoya in 1998 and have a network of clinics all over Japan.

I
I

Sangyo-Hoken Kenkyujo is an external EAP consultation office recently opened by Dr
Satoru Shima. Dr. Shima, an occupational psychiatrist, is a founding member of EAP A's
Japan chapter as well as various other occupational health and mental health associations
in Japan. Since this office was just established in November 1999, the EAP community in
Japan is looking forward to watching his program develop.

Beyond the many psychiatric hospitals and clinics in Japan, those seeking assistance can
consult one of several books on how to select mental health practitioners. These books
often include lists of hospitals and clinics. Employees can also get free referrals and
consultations from the Occupational Mental Health Promotion Center (sangyo-suishini-
hoken center) in each prefecture.
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Alcohol and chemical dependency treatment centers are scarcer than general psychiatric
institutions, but existing ones are listed in a book called Addiction. Some hospitals offer
inpatient treatment for alcohol and chemical dependency, but Japanese businessmen
usually shy away from them because of the three-month average hospitalization
Outpatient resources are limited to the outpatient departments of certain hospitals that
specialize in the treatment of alcoholism or to staff psychiatrists at private clinics who
specialize in treating alcoholism.

Outside the institutional community, employees can seek assistance from a non-profit
organization called ASK, (Alcohol Mondai Zenkoku Shimin Kyoukai), which publishes
books and journals on alcoholism and chemical dependency for the public. ASK also
compiles lists of community resources for the treatment of alcohol and chemical
dependency. Self-help groups, such as AA (Alcoholics Anonymous), are well accepted in
Japan. AA meetings are conducted throughout Japan, although in small cities they tend to
occur only once a week or even once a month. The self-help group Danshukai (the Quit-
Alcohol-Group) for family members of alcoholics can also be found allover Japan,
providing the opportunity for alcoholics and their families to meet.

Conclusion
With the fast pace and ever-changing nature oftoday's corporate workplace, the pressures
seem only to mount. Japanese business employees have had to make a radical shift in their
approach to their jobs while examining new technology's impact on their home lives. In
light of the fact that much of the network now working so well did not even exist a decade
and a half ago, the government and the private companies of Japan can be commended in
their development of support systems for all of the workers affected by work-related
stress.
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Resources

Kaoru Ichikawa, LCSW, CEAP
Motorola, Inc., EAP
Asia Pacific Region
3-20-1 Minami-Azabu,
Minato-ku, Tokyo 106-8573 Japan
Tel: 81(0)3-3280-8788
Fax: 81(0)3-3440-1864
Mobile: 81(0)90-4531-4180
Email: r32843@email.sps.mot.com
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Korea
Stan Eisenstein, MSW

Introduction
South Korea (hereafter Korea) is an emerging industrial nation having experienced a
meteoric rise from a poor agricultural state in the 1960s to a major industrial exporter
today The lifestyle of the Korean people has changed dramatically due to the rise of real
household income l l-fold after adjustments for inflation. Eighty-nine % of eligible
students attended high school in 1994 compared to only 23% in 1963. Thirty-four % of
high school graduates went on to college in 1994 compared to only 6% in 1965. The
average life expectancy has increased dramatically, from 52.4 years in 1960 to 71.6 years
in 1991 (Koreans Newsreview, 1995).

A number of problems has accompanied industrialization Cherry (1993) reports that in
1992, Korea ranked twenty-third in the world in population size but third in population
density The population density rose from 254 persons per square kilometer in 1960 to
1,234 persons per square mile in 1999. The majority of citizens, drawn away from
agriculture and fishing to the higher paying jobs in industry and service, live in urban areas
In 1945, 14.5% of the population lived in urban areas; in 1994, 84% lived there (84% of
Koreans, 1995), with 28.7% of the population living in the capital city of Seoul. Along
with these trends has come pollution, lack of affordable housing, cramped living quarters,
increased violent crime and traffic congestion (Democracy, 1995). Other social problems
include an increasing financial gap between rich and poor and an aging population with
fewer means of support.

As the economy has grown, the demand for social services from both government and
business has also increased. The particular nature of these social services and the degree
to which they have been implemented have been determined by a multitude of factors,
including both traditional and modern cultural mores, governmental economic strategies,
business management styles, labor union activity, demographics, expansion into a global
economy, and the relative youth of the Korean industrial economy

The original purpose of this chapter was to determine the status of EAPs and occupational
social work in Korea. In the course of research, it was determined that there are
essentially no EAPs or occupational social work in Korea at this time. The following
section has been revised into an exploration of the kinds of social services available to
Korean employees, how these services have been achieved, and how typical Western
employee assistance and occupational social work issues are handled in Korean
compames.
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Description of the Health Care System
The medical insurance program was first introduced in 1977 for employees of moderate
and large businesses, and government employees. It was expanded in several stages
through 1989 to cover the entire population. Unless otherwise stated, all information is
taken from Ministry of Health and Welfare (Programs for health, 1992).

The system is compulsory and universal. It is a third-party system managed by a number
of non-profit medical insurance associations. An association can consist of a single
company, several companies, or all the companies in an industrial park (Flynn & Chung,
1990). The associations collect contributions and disburse funds either to the health care
provider or to the insured, depending on the type of service. Most benefits are in kind.

Financing the medical insurance system comes from contributions raised from the insured
and their employers. Employees are required to contribute anywhere from 1.5% to 4% of
their monthly wages and employers or the government match the contribution. The size of
the contribution is set by the particular medical insurance society to which the company or
government agency belongs. A second major financing source is co-payment by the
insured for services rendered. Typical hospital co-payment is 20%. For outpatient
services, the co-payment depends on the cost of service and the size and location of the
facility. Generally, co-payment for outpatient services at a large general hospital is
approximately 55%, at a smaller hospital approximately 40%, and at a clinic
approximately 30%.

The level of benefits, including limits on the duration of services, depends on the
association's ability to cover the benefits. In practice, most associations provide coverage
for the same benefits; they adjust the premiums to cover the costs. Insured persons may
seek services at any of a number of types of facilities. Expensive procedures such as
Jv1RI'sand CAT scans are generally not covered, though some of the larger companies pay
for these expenses for their employees.

II

II

The employer and employee share in the costs of health care insurance. In small and mid-
sized firms, as well as many large firms, the employee pays 50% of the premium and all of
the co-payment for services; the employer pays the other half of the premium In large
firms, the company pays 100% of the premium, and in some cases, the co-payments for
services. For government workers and self-employed workers, the government pays 50%
of the premium, while the employee pays the other half and the co-payment.

Relevant Legislation
Disabilities
One area in which EAP practitioners and social workers may soon be able to participate in
is counseling workers with disabilities. According to the Persons with Disabilities
Employment Act, companies with more than 300 full-time employees are required to
employ persons with disabilities to at least 2% of the working population. The law also
stipulates that employers are required to appoint a counselor to provide counseling and
guidance to the handicapped employee concerning working life (Labour law, 1992).
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At present, the number of disabled people employed by these firms is relatively low--
26.1 % of the targeted number as of September 1992 (Lee, 1994, p. 9). It has been shown,
however, that Korean managers' attitudes toward the hiring of disabled people are
positively correlated with youth, education, knowledge of the Persons with Disabilities
Employment Act, and positive previous experience in witnessing or supervising the work
of disabled people. A combination of several factors will likely increase the disabled
population employed by companies over the next decade. These factors include education
of managers regarding disabled workers; a new generation entering management with a
more egalitarian value system, governmental vocational training for disabled people
(already in place); maintenance and increased publicity of the Persons with Disabilities
Employment Act; and a projected labor shortage

According to Kwon, workers who have disabilities generally do not receive any assistance
through formal channels at the present time. They are mainly helped by their supervisor or
a co-worker. As the number of disabled employees grows, it will become more expedient
to have a counselor/expert on staff to assist in working relationships. Issues of prejudice
and non-cooperation will most likely be a factor, and these people who have been left out
of the work culture will need an advocate. Social workers may have the opportunity to fill
these roles.

Women's Equality
Confucian society has traditionally discriminated against women, but as Western values
enter Korean society, this discrimination is being lessened (Hye-son, 1995). An important
step was taken when the 1987 Gender-Equal Employment Act was passed and then
revised in 1989. Nevertheless, Korean women still experience a substantial degree of
discrimination in the workplace. In 1993, the average monthly salary for a woman
working in companies with more than 10 employees was 56.5% of that of a man's salary
(Hye-son, 1995). Furthermore, 67.2% of the female working population are in lower
paying, small-sized companies with less than five employees.

The need for lessening the rift is becoming increasingly important to government and
business as the labor shortage increases. The government is now introducing incentives
for married women with children to work (Childcare, 1995). Government plans include
tax breaks for working women raising a child aged six or younger, establishing more part-
time and "work at home" systems, and calling for employers to guarantee female workers
the opportunity to return to work after marriage and childbirth.

One of the issues surrounding the employment of women is child-care. According to
Kwon, Korean companies do not provide child-care--each worker is obligated to find such
service. Grandparents or hired nurses usually take care of children at home, but an
increasing number of companies are feeling the need to provide such services for their
employees. It is most likely that Korean companies will take positive actions in the future.

The government has also addressed the child-care issue by announcing a plan to add day-
care centers and increase the number of children cared for from 190,000 at present to
620,000 by 1997 (Childcare exemption, 1995).
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EAPs in Korea
EAPs are rare, if present at all, in Korea. There are no Korean members of the
International Employee Assistance Program Association (EAP A). According to Mr.
Vince Volpe of PPCI (Personal communication, Fall 1995) there is little if any call for
EAP services in Korea.

This is due to a combination of factors. Since Korea is a newly developed country, the
traditional cultural norms based on Confucian principles still playa large role in society.
Many individual problems, such as stress and alcoholism are largely denied as concerns.
Identified concerns are handled through traditional channels, such as one's family or
workplace supervisor. The management system is relatively immature in comparison to
most older industrialized nations. Many of the human resource concerns of Western firms
are not considered relevant by owners and managers of Korean firms.

There is one telephone counseling service in Seoul called the Telephone of Love. This
program is free and financed by the local and central governments. The Telephone of
Love utilizes social workers as counselors. Identifying personal emotional stresses seems
to be threatening to most Koreans at a deep cultural level.

Smoking
Approximately 75% of Korean males aged 20 and over smoke (Big Companies, 1995).
The Korean Association of Smoking and Health (KASH) predicted that the male death toll
due to lung cancer caused by smoking will triple in ten years (Economic loss, 1995).
Stomach cancer (27.5%) and lung cancer (16%) are the most frequently experienced
cancer diseases in the male population and both are increasing (Lung Cancer, 1995).

A number of large companies have undertaken no-smoking campaigns (Big companies,
1995). Many of these companies have implemented hard line programs, such as
designating most of the building as non-smoking areas, and delaying job promotion or
levying fines due to non-compliance. In some companies, immediate supervisors are held
responsible for making sure that employees maintain the ban. Some of the companies give
incentives for reducing or quitting smoking. Workers are being required to quit or reduce
by willpower alone, without any support from smoking cessation classes or support
groups. One author explains:

Support groups have conventionally been weak in Korea due to its atomic
nature where an individual must come forward to declare and address a
problem or issue. Hence, a group-enforcement of the smoke-ban will serve
purposes better in a group-oriented social context ("Big companies," 1995,
p. 10).

Substance Abuse
Compared to other countries, Korean males exhibit a very high rate of alcoholism. Over
40% of Korean males abuse and/or are dependent on alcohol as defined by DSM-IV
criteria (Helzer & Bland, 1990). Of the urbanites who were identified as alcohol abusers
or alcohol-dependent, 18% or more identified with each of the following behaviors or
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consequences: drank a fifth of alcohol in one day; could not stop drinking; tried to control
drinking; blackouts; drank regardless of illness, family objections, warned of drinking
problem, job problem, arrested or held by police; and physical fights. Nine % of
dependents and 0.47% of the abusers said that their drinking interfered with work; 5% of
dependents and 0.23% of the abusers reported having lost their jobs due to alcohol; and
39% of dependents and 22% of the abusers stated that alcohol use had caused them some
kind of job problem.

Mr. Soonwon Kwon (All citations from personal communication, Fall 1995) explained
that in case of an employee coming to work intoxicated, the worker would be stopped
before entering the work premises as the manager has the responsibility for handling the
situation. Mr. Bong Song (Personal communication, Fall 1995) also implied that this was
not a typical problem.

The description of an alcoholic is culturally-based. One study (Cho & Faulkner, 1993)
showed that Americans tend to define it in social and behavioral terms, while Koreans tend
to define alcoholism in terms of physiological consequences of long-term alcohol use. C
K Lee (1992) describes the social aspect of drinking in Korea:

Alcohol is also considered a necessary means of promoting social
communication... A typical drinking situation is a private party or
entertainment, usually held in a public restaurant, after one's daily work is
over. There, not only alcoholic beverages but also a variety of foods are
supplied. Rounds of drinks or "exchanging cups" are encouraged The
gathering may change locations for a second round of drinking, and this
pattern of moving from place to place with heavy drinking at each spot
often lasts until some of the members eventually become deeply
intoxicated. Participants may insist that each other drink to their maximum
ability. Any latecomer has to drink three full cups of alcohol in order to
catch up, and is proud to be able to drink so much at once. Solitary
drinking is very uncommon in the Korean culture, even in the case of heavy
drinkers. " There has been a striking increase in the estimates of annual per
capita alcohol consumption, from 0 7 liters of absolute alcohol in 1960 to
5.4 liters in 1981... (p.247)

Behavioral problems resulting from alcohol are well tolerated and accepted
in Korean society and have been for a long time. There is a tendency to
dismiss troubles or transgressions that have happened during a drunken
state. The philosophy is that the problem was caused by alcohol, not by
the individual, and alcohol is a "food". Furthermore, many Korean men
think that ability to drink is a privilege and a source of pride (Lee, 1992, p.
259-60)

Increases in alcohol consumption occurred with the rapid industrialization. Managers and
supervisors who have the longest work weeks in Korean companies are significantly over-
represented among alcoholics. These data all suggest that stress has played a major role in
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making Korea one of the highest alcohol consuming countries in the world. Drinking is
highly integrated into the industrial culture and abuse is tolerated by the society as a
whole. Managers and supervisors drink heavily. Until serious disruptions begin to occur
either in the workplace, in the families, or through disease, it is highly unlikely that any
industrial programs will be created related to addictions.

Stress and Mental Health
Korean workers experience substantial stress in their lives. They have one of the longest
work weeks in the world (Metraux, p. 176). They live in crowded, polluted cities
(Democracy, housing, 1995). Many have come to the urban areas from rural areas and are
separated from their support systems. Rapid urbanization has apparently increased the
incidence of mental illness. In 1985, the Ministry of Health and Social Affairs began a
program to expand mental health treatment by opening mental institutions and requiring
new hospitals to have psychiatric wards (Seekins, p. 129). According to Onhan Shin (All
citations from personal communication, Fall 1995), there is an inadequate number of
psychiatric facilities available in some of the hospitals. Excessive smoking, drinking, and
gambling are problems also caused by these stressors, but not acknowledged as affecting
workplace productivity.

According to Kwon, stress is regarded as a personal matter and not an issue for the
company to handle. Issues of stress are discussed with the supervisor, who is considered
to be like an elder brother, or with the union leaders in the case of a conflict with
management. Shin agreed with this view, stating that Korean employees can communicate
relatively freely with their peers and managers. He cited the camaraderie that employees
and managers experience after work through drinking, singing, and engaging in work-
sponsored teams and activities.

Koreans are reticent to reveal personal problems, especially emotionally-related ones.
They tend to express their psychological problems as somatic rather than psychological
symptoms (Crittenden et al, 1992) and are more likely to seek assistance from a physician
than a trained counselor. Since the supervisor is considered an elder brother, the latter
becomes the first line of support. Since the group is considered more important than the
individual, however, it is also more likely that the worker will not say anything and will
simply relieve the symptoms of stress through cigarettes, alcohol, or drugs.
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Conclusion
The cultural mores of the society tend toward non-usage of workplace services. The
strong Confucian ethic fosters handling personal problems through familyand supervisor.
Also, there is a tendency to deny personal concerns in favor of the group's welfare;
Koreans are reticent to identify personal problems. As a result, there is a rather small
degree of counselingthat occurs in the society at large, let alone in the workplace.

There are several areas that may require EAP services in the future. Wellness, worker
stress, addictions, and equal opportunity are sizable issues that Korean companies are
beginning to address. As the Korean economy matures, as more Western values enter the
culture, as traditional support systems continue to break down, these issues may begin to
take on greater significance.

Editor's Comments
Korea is evolving at a rapid pace. Addictions will eventually have to be addressed for
Korea to remain competitive in the marketplace. The medical system and its costs could
be another area for EAP development. As multinational industries move into Asia to
utilize its labor force, they will not tolerate the costs in lowered productivity. Korea is
ready for the birth of EAPs, however, EAP providers will have to adjust culturally and
present themselves in a manner in which Koreans do not "lose face" in seeking help.
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Resources

Mr. Soonwon Kwon
Hanbo Economic Research Institute
#422-2 Dokog-2Dong
Kangnarn-Ku
Seoul, Korea
Tel: (02)3461-2341
Fax: (02)3461-2435
Korea Development Institute
P.O. Box 113
Chongyang
Seoul, Korea 130-112
Fax: 82-2-964-5478

Sarnsung Co., Ltd.
Director of Human Resources or Personnel
2502-ga
Taepyung-ro
Chung-gu 100-742
Seoul, Korea
Tel: 82-2-751-3895
Fax: 82-2-751-3440
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Mr. Onhan Shin
Counsellor for Health and Welfare
Korean Embassy
2450 Massachusetts Ave., N.W.
Washington, D.C. 20008
Tel: (202) 939-6463
Fax: (202) 387-0402

Mr. Bong Keun Song, Labor Attache
Korean Embassy
2450 Massachusetts Ave., N.W.
Washington, D.C. 20008
Fax:(202) 387-0402

Mr. Vince Volpe
PPCI
Tel: (314) 995-1023
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Mexico
Edward T. Lacy, MA, International Consultant in Addictions

Introduction
Mexico is located between Guatemala and United States, with a total area of 1,972,550
km2. In 1999, the Mexican population reached 100.3 million inhabitants, continuing to
be the eleventh most populated country in the world. (The World Almanac, 2000) It is
characterized by continued growth and transformations. In 1995, Mexico's economically
active population amounted to 35,887,338 that is 54.9% of total working age population
of 65,302,763 (National Institute of Statistical INEGI).

Mexico's labor force is growing at an annual rate of 2.4 %, but the agricultural sector has
been shrinking as the urbanization process continues and people move to the major cities
in search of manufacturing employment. Semi-skilled and skilled employees make up
approximately one-third of the labor market (Mexico Labor Market and Laws 1996)
Even though Spanish is the official language, there are at least 40 distinct aboriginal
languages and dialects spoken in present day Mexico (World Fact Book, 1994).

In accordance with Mexico's Political Constitution, Mexico is a representative,
democratic and federal republic governed by three branches of power, executive,
legislative and the judiciary. The country is made up of 32 political administrative
entities, with 3 1 free sovereign states and a federal district. The seat of government is
located in the nation's capital, Mexico City, where high densities are in the Federal
District (Capital) and the State of Mexico where there are 5,660 and 545 inhabitants per
square kilometer respectively .. Mexico is a federal republic operating under a centralized
government (National Institute of Statistical INEGI).

Overview
Mexico's economy is a mixture of state-owned industrial facilities (notably oil), and
private manufacturing and services, with both large-scale and traditional agriculture. In
the 1980s, Mexico experienced severe economic difficulties: the nation's large external
debt accumulated as world petroleum prices fell; rapid population growth outstripped the
domestic food supply; and inflation, unemployment, and pressures to emigrate became
more acute. Growth in national output, however, has somewhat recovered since the 1980s
(World Fact Book, 1994)

In regards to non renewable resources, the country's petroleum and silver reserves
deserve a special mention. At the outset of 1997 oil reserves stood at 60 billion barrels and
Mexico is the world's foremost silver producer. Output reached 2,536,456 kilograms in
1996 (National Institute of Statistical INEGI 1999)
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The United States is Mexico's major trading partner, accounting for almost three-quarters
of its exports and imports. After petroleum, border assembly plants and tourism are the
largest earners of foreign exchange. The government, in consultation with international
economic agencies, has been implementing programs to stabilize the economy and foster
growth. For example, it has privatized more than two-thirds of its state-owned companies,
including banks.

In 1991-92, the government conducted negotiations with the US and Canada on a North
American Free Trade Agreement. NAFT A was approved by the legislatures of all three
signatory nations in 1993 and was effected on January 1, 1994. Notwithstanding the
palpable improvements in economic performance, Mexico still faces substantial problems
for the remainder of the decade e.g., rapid population growth, unemployment, and serious
pollution, particularly in Mexico City. (World Fact Book, 1994)

Unions (Sindicatos)
Unions are an important and highly political component of the labor market, especially
strong within the public and industrial sectors. The constitution and the Federal Labor
Law favor unionization. Approximately 30% of the Mexican work force is unionized,
about twice the rate of the US Unions tend to be very territorial, and by law, companies
can only establish relations with one union. Labor contracts are difficult or even
impossible to change once established.

The goal of the union is to protect the interest of employees, with emphasis on workers
with more seniority. The union system is quite complex but most unionized workers
belong to one of the nine largest labor unions. Unions may be formed freely by registering
with federal or state authorities, but this tends to be a long process filled with delays.
Mexico's largest and most politically powerful union, the Confederation of Mexican
Workers (Confederaci6n de Trabajadores Mexicanos, CTM), claims to represent 5.5
million workers or 80% of the private sector. The CTM is allied with the Institutional
Revolutionary Party (Partido Revolucionario Institucional, PRJ) currently the ruling party
(1999). The CTM provides political direction as well as legal advice and services to
members. The Congress of Labor (Congreso del Trabajo, CT) was formed in the 1960s
and is an umbrella organization that represents 37 other labor confederations and
independent unions, most of which are PRJ affiliated. (Mexico Market and Laws, 1996)

Family Gender And Religion
In Mexico, kinship defines one's bonding to nature as well as the relationship in the family,
and extended kinship provides a system of" compadrazgo" within which children and their
parents bond to one another (Diaz Guerrero 1977). The nuclear family is not the typical
constellation. In Mexico, the nuclear family system consists of the extended family which
may include your godfather or godmother and in many cases all of these may live under
the same roof. Much of the traditional support for families and moral education for
children is grounded in spiritual beliefs. The socialization and cultural transmission takes
place through religion in a form of recreational communication such as (baptism, first
communion, weddings, and funerals), from which family members derive much pleasure
and learn about their culture.
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Traditionally, Mexican people had placed their trust in religion as an answer for their most
desperate needs. Mexico has been historically influenced by the Catholic Church, with an
89% Catholic population and 6 % Protestants. Religion, and the "Virgen de Guadalupe,"
are part of the prevailing traditions. During Mexico's fight for independence, the Virgin
unified the Mestizos and Criollos in their fight against an oppressive government, and
today she still has the power to unite a class divided nation.

In Mexico, knowing how to drink is a source of admiration and respect. Whoever can
drink the most is the most macho, since not drinking is a trait of women. Among the
population as a whole, the attitudes of both men (62.8%) and woman (53.8%) are
favorable to having a drink as one of the pleasure-giving activities of life (Encuesta
Nacional de Adicciones,1998). In Mexico it is thought that it does some people good to
get drunk now and again, and they endorse alcohol with a quality that facilitates " a way
expressing friendship". Alcohol persists as a very important element in Mexican culture.
Although there are variations in gender, alcoholic beverages taken as a whole affect urban,
rural, and indigenous families, even though there are significant differences in attitudes and
myths.

Behaviors that imply masculine dominance and feminine subordination in Mexican families
affect the learning of attitudes toward alcohol. The man should try to be a macho who
learns to hold his drink, the woman should not try to control the man and should relieve
the discomfort of his hangovers (Natera G,1995).

Income affects the dynamics of family relationships. In Mexico, now facing high
unemployment and lack of access to economic survival, the father-centered authority
structure is often seriously affected or eliminated with an ever increasing female working
force. The mother may reverse the traditional roles by becoming the breadwinner for the
family (Soriano, 1994). As such, Mexican woman have seen their jobs multiply by three:
mother, housewife, and employee. The national council of population (Consejo Nacional
de Poblaci6n) reported that 1 of 3 homes get some income from the woman, and in 1 of
6 she is the main breadwinner and in 10% of those cases she is the only one responsible of
the family income (Aguirre Soledad, 1997).

As individuals living in a developing country, that has lost so much, Mexicans are
accustomed to losing on a consistent basis, and the Virgin of Guadalupe is their way of
winning, because even though they lose materially, they win spiritually (Roca R 1998).

Description of the Health Care System
Mexican Social Security Institute (IMSS) is responsible for four areas; Social Services
and Social Security for State Employees Institute (ISSSTE), the National System for
Integral Development of the Family (DIF), the Secretary of Health (SS), and the
Mexican Psychiatric Institute (IMP).

IMsS was created in 1944. In 1996, IMSS gave assistance to 37 million Mexican citizens
at 1,700 medical units, served 1,500,000 retirees per month, and took care of 61,000
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children at day care centers (Nueva Ley del Seguro Social 1996). Mexican workers have
the right to national health care services, however, the population is growing faster than
the system which fosters inadequate and delayed services. There is a very small
percentage of the workforce with private medical insurance, which normally does not
cover psychological services nor problems related to alcohol or drug use. There are
government institutions, such as the Mexican Institute of Psychiatry (IMP) and the
Centers for Juvenile Integration (Cl.I), that do provide psychological services.
Additionally there is an ever growing private sector providing alcohol and drug treatment
services.

Mexico currently has 7,500 registered groups of Alcoholic Anonymous with
approximately 250,000 members. These groups also provide services to the health sector
institutions ofIMSS, ISSSTE and DIF(Consejo Nacional Contra las Adicciones, 1994).

Alcohol Issues
Cirrhosis of the liver (due to alcohol) is the ninth cause of death in Mexico. Mexico ranks
seventh in the world in alcohol consumption at 10 liters of alcohol per capita, per
year.(Encuesta Nacional de Adicciones, 1996). The Mexican Social Security Institute
(Mexico's socialized healthcare system, IMSS) reports that those members diagnosed with
alcoholism, lose approximately 625 working hours or 2.5 months of labor per year.
Statistics show that in Mexico alcoholism is the cause of loss of 160,000 working hours
per two-week pay period among the insured members. 12 % oflabor's absenteeism is due
to alcohol abuse. The Mexican Social Security Institutes estimates that 18% of the labor
accidents are related to alcohol consumption causing huge material and human
losses.(Consejo Nacional Contra las Adicciones, 1994). Related to this arises the issue
that the labor laws and unions activity tend to give legal help to the employee, but do not
encourage them to seek professional counseling assistance.

Relevant Legislation
Within the framework of the labor law (Federal Labor Law (FLL), is the encouragement
of improved economic development by promoting better working conditions for the
workers (US Department of labor, 1994-1995). The FLL backs benefits and standards
such as a minimum of five days of paid vacation annually, rest days, health insurance under
the Social Security system (IMSS), including 96 days of maternity leave, minimum
wage, a limit of an eight-hour work day, 15 days of wages at the end of each year, housing
(infonavit), a retirement fund (SAR), and the right to strike (Nueva Ley del Seguro Social
1996).

Article 47 of the Federal Labor Law indicates that employees and employers are not
allowed to go to work under the influence of alcohol or drugs and Article 488 stipulates
that the employer is not responsible in case of an accident where the employee is under the
influence of any drug.

The nation's Supreme Court has ruled that determining "fitness for duty" for government
employees rests in the hands of the company Medical Director and that inebriation is
cause for termination (Consejo Nacional Contra las Adicciones).
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EAPs in Mexico
Being the pioneers to introduce a full service Employee Assistance program to Mexico
was a challenging project, international in scope. The primary goal was to adapt
successful US Employee Assistance technologies to the Mexican culture. The first
contract was to an international corporation with 20,000 Mexican employees which when
analyzed after the first year of implementation delivered a 13% utilization of services.
This percentage of utilization could clearly be considered a success.

The first call to business was to formulate a team of advisors from a cross section of the
culture, i.e., businessmen, psychologists, etc.. Its function was to review US EA
standards and history and develop a presentation specific to the Mexican culture and
keeping in mind that this was a culture that had just gone through a major devaluation of
their currency and one that had a history of firing employees rather than providing services
to revive a fallen employee. During this same period of time a screening team was formed
to begin the search for the "future EA professionals of Mexico." The candidates and
those finally selected were superior in all aspects. Each had completed his or her post
graduate studies of four to five years, completed a required thesis, and finished a
practicum within a psychiatric institution. These were professionals excited about the
aims and purposes of an EA program and equally excited about joining a team as pioneers
bringing a new concept to Mexico. Secondly, while a sales team was sent out to target the
first company, a second team began the training process with the new EA interns.

With help from Employee Assistance Professionals Association through manuals and
literature, through instruction by some of experienced EA professionals, the process of
defining and training to the EAP scope of practice began. The core of the training was
based on the fundamentals of why ALMACA and later EAP A were founded. This group
tackled a range of problem solving tasks from the design of a user friendly EA office to be
located in the largest city in the world to the development of ethical standards, for
example, confidentiality, which has no definition or protection within the laws of Mexico.
The external sales team used precisely the same approach, that of education, to contract
the team's first client. This contract, although based on a solid EA footing, had as a
support leg, trust, that had been developed through a personal relationship with the
president of the company. This was clearly a cultural experience in that a personal
relationship based on time was equivalent to whatever data or substantiating documents
put forth as proof that a well structured EA program could work in this new company.

After securing the contract, emphasis was placed on the executive committee
responsibility in developing the EA policies and procedures. The executive committee
initially received the EAP program as the future policemen of the company, i.e., and
report each of the drug users directly to company security chief who was part of the
executive committee. This had been a company with unclear policies on how to handle
troubled employees and many of those policies were only specific to a certain level of
employees. However, after hours of training and the final assembly of the company EA
policies, a new generation of EA trained executives were formed. During this same
period, a strategic marketing plan was developed to assure that each of the 20,000

219



employees knew of the EA program. Each of the 5000 supervisors, managers and
executives and union leaders were submitted to a twelve-hour EA training program
ranging from drug and alcohol awareness to referral and access to the EAP, and the
remaining 15,000 employees were scheduled for orientation conferences with EA
handouts that could be taken home. The primary concern throughout each training was
the "concept" of confidentiality. This training demonstrated to the employee the
companies commitment to the EA program. It was evident that for this program to
survive, (a) it had to be an external EAP and (b), that trust would only be developed
through strong ethical standards and the rigid enforcement of confidentiality.
Additionally, after the first six months, through extensive data collection, it was seen that
self-referrals were ahead of supervisor referrals by 9.5 to 1. At this point follow-up
procedures were developed to re-connect with each supervisor to aid them in whatever
blocks they may have incurred. What was seen was that this was still such a new
concept and that a strong link of trust still had not been developed, that supervisors were
reluctant to use or refer to the program. New efforts were made by the EA team to guide
the supervisors and executives, as a result, the % of EA referrals rose.

An additional obstacle was that the Mexican people, as described within their culture, are
people unwilling to discuss or disclose information of a personal nature with someone
unfamiliar, as well as confide in someone, unless that person is well known and trusted.
Mexico is described as a culture where the group is valued not the individual, and where
social relationships are highly valued, and where it is easier to trust in friends and family
instead of organizations and institutions. Employees felt that management would learn of
their problems and fire them. This was an additional support for an external system.

As more and more employees began using the EA program, continued efforts were made
to expose the EA interns to extensive training's such as CISD, brief therapies, crisis
interventions, etc.. And a strong emphasis was placed in the gathering and review of data.
Point of interest: As described earlier, this program was originally seen as a way to rid the
company of its alcohol and drug problems but upon review of data it was found that there
were higher percentages of those seeking help for emotional support, family needs, single
parents with specific needs, than alcohol and drug abuse support. Attaining a 13%
referral rating also demanded the need for the EAP to find and establish a thorough
network of therapists and community agencies to support the needs of the employees.
Each of the network therapists and agencies received training in aims and purposes of an
EAP, brief therapy, confidentiality, and accurate reporting procedures. Strong supervision
was needed to reach and maintain the highest possible standards within our scope of
practice. As an additional point of interest, data gathering was as much a guarded item as
the confidentiality of the clients. This is a society that (a) does not trust data and (b) does
not wish their data exposed where it could be misread and cause negative publicity. As
such, no authorization was given to include any information in the publication of this
article that may in any way identify the contracted company or the EA firm.
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Netherlands
Ruth Foster, MSW

Introduction
The Netherlands is a constitutional monarchy with a parliamentary system and a
population of 15.8 million. The most important economic activities are commerce,
shipping and transit trade. The labor force numbers 4.8 million of which 63% are in the
services sector, 3 1% are in industry and 6% are in agriculture and fisheries. Overall, 40%
of the workers are members of trade unions. Since the 1960s, there has been an influx of
foreign "guest workers" from the Mediterranean area, particularly Morocco and Turkey.
In 1975, a large influx of immigrants arrived from Surinam when the latter achieved
independence (Wijngaart, 1988).

Political and religious diversity exists in the Netherlands and the two often intermingle.
There are political parties whose outlook is based purely on social and others whose basis
comes from religious views This segmentation of Dutch society is called verzuiling,
literally translated "pillarization." The origin of the pillars goes back to the sixteenth
century when three movements existed together--Catholicism, Calvinism, and biblical
humanism. This structure and its survival today is explained by the few external threats to
Dutch existence over the centuries. These dividing lines are becoming less distinct
(Schuchart, 1972; van den Berg, personal communication, January 1996). Although
Dutch is the native language in the Netherlands, 73% of the people speak at least one
foreign language, most often English. The Dutch have been successful over the years
integrating many foreign cultures and languages.

The Netherlands is an advanced capitalistic country which provides health and welfare
benefits to all citizens. These benefits are provided through national legislation and
voluntary organizations. Although the government owns many of the country's
businesses, there has been a recent increase in privatization which has forced change (such
as downsizing) on the workplace in order to remain viable in a more competitive
marketplace (Bargal, 1993).

Description of the Health Care System
In an interview with a former Dutch citizen who now resides in the US, a number of
points about the health care system were discussed. Firstly, everyone theoretically has
access to the health care system; leading to a feeling of security regarding health care.
Secondly, the health care system is set up between the government, health insurance
organizations, and the medical community. Individual insurance companies do not set fees
for coverage. In fact, insurance companies are seen as "sick funds," with fees deducted
from the employees paycheck and deposited into the fund. In addition, the government,
the medical community, and businesses also contribute to the fund. Thirdly, a "house
doctor" is chosen who generally treats the family. If specialists are needed, the family
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physician makes a referral. And fourthly, the unemployed are covered by health insurance
(Voorstad, personal communication, September 25, 1995)

Today, health delivery and policy in the Netherlands is governed by a series of statutes.
Firstly, the Public Health Supervisory Service set up by the Act of 1865 supervises and
monitors various health care areas (health, mental health, food, drugs, and environmental
protection). Next, the General Law Extraordinary Health Costs (AWBZ) mandates
insurance for everyone, regardless of salary or job (premiums depend on a person's
income). Thirdly, the National Health Service Law regulates services covered and
employee payroll deductions. And fourthly, the Exceptional Medical Expenses
(Compensation) Act covers psychiatric care and other specialty services not covered under
the National Health Service Act, and operates in accordance with standards put in place by
the federal government.

Prior to 1992, individuals could be insured by national health insurance, or by statutory
and/or private insurance. Since 1992, the distinction between them has been gradually
disappearing. The country is moving towards one basic insurance which covers 85 to
95% of costs with a supplemental policy available to cover the remainder. Premiums are
contributed by the individual and the employer and are based on income. They are placed
in a Central Account controlled by the Health Service Board, and benefits are paid to
individuals based on objective criteria. Since the basic fund is not intended to cover all
costs, each insurer will have to cover additional costs by levying a nominal premium.
Individuals are able to choose their own insurance company, making insurance companies
competitive.

Health care funding comes from the following sources: allocations under the Exceptional
Medical Expenses and the Health Insurance Acts, government subsidies, private insurance,
and miscellaneous sources.

It is widely felt in the Netherlands that those individuals who need health care should be
able to obtain it, yet there is also the belief that individuals need to assume some
responsibility for their own health care. This exists because there is a growing number of
people who are unfit for work, as well as an increase in absence from work due to illness.
Excessive alcohol consumption has also been cited as a major contributing factor to many
of the country's health problems. The Dutch are not in favor of the two-tiered approach
(as in the US) where the wealthier have better opportunities for health care.

Relevant Legislation
One of the most important pieces of legislation that assisted in the development of
occupational social work was the establishment of the Workers Councils. Although the
devastation caused by both World Wars was the impetus for the development of many
Western European countries' occupational social work programs, the development of
Worker Councils was also instrumental. Specifically, the government imposed legislation
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in the mid-1920s which stated that all work organizations employing more than ten people
must establish Worker Councils. The Worker Councils support the workers and oversee
the activities of the social workers, although the latter do not serve on the Councils
(Googins et al., 1986).

Shortly after World War II, the external approach to OSW gradually began to disappear
once the worse deprivations were over. Also instrumental was government legislation
which introduced an extensive system of social security including old age pension,
unemployment pay, and family allowance. Since the financial burden on the average
citizen was eased, OSW was able to focus more on issues confronting individuals in the
workplace (Uri, 1988).

According to 1992 government reports, the Alcohol Information Plan of 1986 resulted in
campaigns with the slogan "drinking ruins more than you would like'! In addition to
warning against the dangers of drinking and driving, the prevention campaigns have
extended to the work force. It is not clear as to what extent EAPs have become involved
with this, but there certainly is an opportunity to do so.

Occupational Social Work (OSW)
Because of recent social, technological, and organizational changes, occupational social
workers in the Netherlands are in a position to assist workers as well as management in
dealing effectively with them. Bargal (1993) states: "the most effective occupational
social work activity is possible when an academically and professionally based
specialization encounters favorable societal conditions (mandatory welfare and health
services) and operates from an influential position in the work organization" (p. 375). He
further notes that society, as well as the organization, may either "enable or constrain the
optimal application of professional knowledge in the service of clients" (ibid). In other
words, OSW can operate most effectively when it exists in a society that has businesses
which promote a healthy work environment, unions which are able to gain favorable
conditions for its members, and a system of health and welfare programs which are
available to its citizens.

Prior to World War I, 1.C. van Marken Jr., the first managing director of the Netherlands
Yeast and Spirits Factory at Delft, was one of the first individuals in the Netherlands to
speak out on psycho-social relationships in the workplace. He proposed establishing a
"social engineer," a company official who would be responsible for the social interests in
the company. After World War I, personnel departments were established to handle social
work issues outside the workplace (Bobbink, Mensenga, & Uri, 1988). Just prior to
World War II, personnel departments regularly dealt with employees' personal, social, and
welfare problems After the War, OSW evolved into a profession which was more
concerned with providing services to employees related to the work place Social workers
also came to view the work place as an area where they could intervene in order to
improve working conditions and the overall health of the organization (Bargal, 1988).

By 1950, the number of occupational social workers in the Netherlands had grown to 400.
The emphasis at the time was on internal functions which included assisting employees
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with psychosocial problems, working with vulnerable populations in the workplace,
consulting with management, assisting in the development of personnel policies, and
counseling employees during reorganizations. Social work continued to deal with the
external needs of employees such as housing, financial problems, and family matters
(Googins & Godfrey, 1987). By the late 1980s, it was estimated that approximately 1500
occupational social workers were employed in the Netherlands. OSW programs today
focus on the external needs of employees, as well as on the internal issues that confront
them at their work place. The main reasons for the change are the introduction of
government benefits such as social security, old age pension, and unemployment pay
which lessened financial burdens; the emergence of the social sciences such as social
psychology; the introduction of social casework from the US; and the realization that
there was a link between management science and the behavior of individuals (Bobbink et
al., 1988).

Other factors have contributed to the high degree of integration of social work into
organizations:

The nationalized structure of labor unions, whose collective actions depersonalize
labor disagreements on the local level;
Societal acceptance of the advanced welfare state model;
Greater governmental involvement in business regulation;
Role flexibility that permits the social workers to function within the hierarchical
structure with considerable independence;
Attention to cultural aspects in which all organizational subcultures are viewed as
highly important to effective organizational management;
Collaboration with other social experts in the organization; and,
A progressive approach to human resource management in which there is the belief in
a common interest and mutual loyalty of management and workers.

In sum, the goals of OSW are supported by government legislation and the societal values
of the country (Googins & Godfrey, 1987).

Following are profiles that offer additional examples of the services performed by OSWs
in the Netherlands.

Postal Service and Telecommunications (PTT)
One of the first companies to develop an OSW program in the Netherlands was the Post
and Telecommunications (PTT). In 1939, PTT management considered hiring social
workers, and approached the director of the School of Social Work in Amsterdam (Uri,
1984). In 1945, PTT initiated a program concerned with the basic material needs of
employees related to the devastation caused by World War II. The program also attended
to non-material problems, as more skilled social workers entered the service at an
increasing rate. The program resulted in the increase of work performance because of
problem resolution and more favorable employee attitudes towards the organization.

Today, the program at PTT has evolved into a staff of 103 social workers who focus on
employees' personal, as well as work-related, problems. While the external needs are still
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important areas of concern, OSW at the PTT and throughout the country addresses other
areas as well. Social workers focus not only on employees' psychosocial needs but also on
management consultation, the development of personnel policies, the consequences of
reorganization, multicultural issues, the social impacts of increased technology and
competition, and the aging workplace. Unlike the US, substance abuse in the workplace is
not a main area of concern although it is becoming more of an issue (Googins et al 1986).

The well-being of employees is the social worker's main objective. Social workers are
available to assist individuals and groups with work place problems and issues, including
employees with psychosocial problems which affect their work. OSW also contributes to
the overall functioning of the organization by advising management on managerial and
social policy. More specifically, according to the framework provided by the PTT,
professional social work complies with the following standards: free communications
between social worker and an employee, a social worker fills an advisory role in matters
submitted by an employee, confidentiality is guaranteed, availability of resources for social
work, and an atmosphere in which assistance is considered a normal course of affairs (Uri,
1984).

Other duties of social workers at the PTT include advising and educating supervisors on
organizational social policy; assisting special employee populations such as the disabled or
those employees affected by reorganization; keeping employees informed of the
developments of social work in the organization; discussing and advising supervisors and
employees on the psychosocial problems in their departments; consulting with
management personnel the social dimension of management; and studying and advising
management about the consequences of any future organizational changes. In the last
case, OSW would report on the possible problems associated with a particular
organizational change, make recommendations, and prepare a plan to assist those
employees affected by the change (Uri, 1984).

The PTT also realizes the importance of promoting OSW in the organization. Social
workers at the PTT are accessible and they advertise their availability by having what is
referred to as "consulting hours" as well as by making visits to branch locations. The
assumption is that if the employees know about OSW, then they will more readily seek the
assistance of a social worker.

The Dutch Military Forces
Social work in the Dutch military is commonly referred to as the Defense Social Service
(Maatschappeliijke Dienst Defensie [MDD]), and provides social services both at home
and abroad. The MDD provides individuals (welfare workers) to the entire military
system. The workers are both civilian and military personnel who have post-graduate
training in industrial welfare. The MDD divides its services into "regular welfare work"
and "operational welfare work. "

Regular welfare work is described as psychosocial work, including psychosocial
counseling, educational counseling, and early detection and monitoring of warning signals.
Although not specifically noted, detection and monitoring of warning signals might
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indicate that the }vIDD takes .a proactive role in identifying signs of employee distress in
the workplace. Other examples of the issues addressed by regular welfare work include
alcohol and drug abuse, industrial health requirements, absenteeism due to health
problems, racial and other types of discrimination, providing local assistance to people
stationed in other countries, and training and education. The MDD also works with the
Social Coordination Committee (SCC). Depending on the case, the MDD may deal with
the case themselves, refer to the SCC, or refer to another social service agency, either
inside or outside the Defense Ministry.

OSW in the }vIDD is primarily concerned with individuals whose problems stem from
being stationed abroad. Welfare workers provide counseling in order to prepare personnel
for leaving home and their loved ones. The occupational welfare workers also conduct
psychological background investigations in order to determine whether military personnel
are capable of handling their assignments abroad. They are trained to deal with the effects
of post traumatic stress disorder (PTSD) when necessary and to provide assistance to
disaster relief centers. Operational welfare workers may also be assigned abroad with
military units. Worker conducts group interviews with individuals and families who are
returning to the Netherlands after being stationed abroad as well. Services provided by
workers could also include referral to a psychologist for PTSD, individual counseling for
other issues related to re-integration, and concrete assistance in the re-socialization
process. Regardless of whether workers are stationed at home or abroad, one of their
most important functions is to assist in the communication between personnel placed out
of the country and their loved ones.

Education
Higher education in the Netherlands is divided into two categories: higher professional
education at colleges, and university education. Studies of social and community work
take place at the former. Courses train students to enter a profession such as social work.
Practical training through work experience is a major part of the curriculum, but students
are also given the theoretical education they need to practice. OSW is a specialization
within the social work curriculum.

EAPs in the Netherlands
In searching for the existence of employee assistance programs (EAPs) like those in the
US, the editor received a copy of an interview with psychologist Eric Vande Loo
conducted by Sally Lipscomb, international regional director of the Employee Assistance
Professional Association (EAP A) in Belgium. This was later published in the Marchi April
1996 issue of the EAPA Exchange.

Van de Loo considers himself the first individual in the Netherlands to have developed and
managed an EAP. At present, he works for the Institute of Human Resource Management
in the Hague, an organization which acts in part as an EAP vendor. The organization
provides at least three counseling sessions, psychological testing, emergency response
facilities, and consultations on downsizing. The company is also in the process of
developing a work stress checklist and an assessment instrument for organizational culture
and leadership. In addition, the company is interested in evaluating the effectiveness of

228



EAPs in several other countries. Although Van de Loo recognizes that EAP-like activities
have existed in many Dutch companies and the military in the form of OSW programs, he
believes that he was the first to develop an EAP in the formal sense when he worked at
Exxon.

Van de Loo conceived of the idea of bridging the gap between the employee's personal life
and work life while he was working for the Dutch forces. While in the military, he worked
for three years as a clinical psychologist in what he describes as an EAP-like program.
Van de Loo says that it differed from a formal EAP in that there were no self-referrals or
counseling of family members.

It was not until Van de Loo was in private practice that he began to perform more
formalized EAP-like functions. He and his colleagues often saw employees and managers
from different companies. At one point, Vande Loo was working with a man with
agoraphobic complaints. With the client's permission, Van de Loo worked with the
management of the client's company, Exxon, to help reduce the client's anxiety. The
resulting improvement of the employee's productivity and attendance culminated in an
invitation by Exxon for Van de Loo to deliver psychological services to other employees
on a regular basis. -

Van de Loo's work with Exxon was different from traditional OSW activities that occur in
the Netherlands. He believes that there is a division between occupational social workers
and psychologists. The former have the reputation of helping employees be "efficient
workers," a concept which Van de Loo believes some clinical psychologists may feel is at
odds with the purpose of psychotherapy.

Today, EAPs exist in both private and public organizations. Van der Loo states that most
EAP services are delivered internally and are charged on a per capita basis. Several
factors have contributed to this. In one example, there has been a problem with high rates
of absenteeism and disability. According to Van der Loo, recently published research
found that over 50% of absenteeism was due to psychological causes. The results were
the same with disability claims. The public did not want to be responsible for these costs
and passed legislation which placed the financial burden on the employer. Since then,
employers have become very interested in lowering the rates of absenteeism and disability.
Companies have provided stress management programs and supervisory training in how to
motivate and better manage employees. Some employers have taken on the additional
responsibility of providing for employee's psychosocial needs in the form of EAPs. A shift
from internal to external EAP services can be seen in the outsourcing by companies of
many services, including those of social workers. There are some social work
organizations that offer counseling services to companies. There is also a trend away from
utilizing social workers and toward contracting with psychologists.

Vande Loo believes that there will be an increase in EAP activity in the next five years.
Those companies interested in an EAP will have more choices with regard to the quality,
cost, and the content of an EAP (Lipscomb, 1996).
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Financing
EAPs are paid for by the employer, if a private organization. There are some public or
government behavioral health care organizations, such as mental health clinics, which are
trying to market their services to private businesses. Apparently, public organizations
marketing services to private businesses have had problems because of the stigmatization
of using public services. As a result, these public agencies are forming separate
corporations.

EAPs, if an external service, may charge a yearly fee based on the number of employees in
the organization and other services requested, or they may charge a fee based on the
number of employees who use the service. Both are equally common. Regardless of the
determination of fees, the employee bears no responsibility for payment (Van de Loo,
personal communication, Fall 1995).

Conclusion
Occupational social work developed in order to assist employees in meeting their basic
needs. During the past fifty years, it has become an important and well-respected
component of the structure of many organizations throughout the Netherlands.

Although EAPs appear to be a fairly new development, recent public concern with loss of
productivity related to increased absenteeism and disability has focused attention on what
can be done in the workplace to address these problems. Excessive alcohol consumption
has also been cited as a major reason for the country's health problems. Although the
Netherlands has historically been liberal in its attitudes towards alcohol and other drug
use, it may be that recent findings will be instrumental in promoting the idea that
workplaces cannot afford to ignore substance abuse issues.

Editor's Comment
A conflict may develop between professionals in Occupational Social Work and EAPs in
the Netherlands caused by the professional background differences of the practitioners.
The EAP companies should anticipate this possibility, and since they are the newcomers
to the workplace, they should reach out to the OSWs and the schools of social work to
develop some common ground. Conversely, Dutch social workers may want to begin to
form external corporations and market their services. Alcoholism and worker
productivity will need to be addressed.
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Resources

American Chamber of Commerce in the
Netherlands
Burg. v. Karnebeeklaan 14
2585 BB The Hague
Netherlands
Tel: 31-70-3659808
Fax: 31-70-3646992

Dr. BJ Boshoven
2500 ES S-Gravenhage
v.d. Burchlaan 31
Netherlands Post bus 20702

Central Holland Chamber of Commerce and
Industry
Dr. rc Brink, Secy.
Burgemeester van Reenensingel 101
P.O. Box 57
2800AB, P 235,000. M 13,500
Netherlands
Tel: 1820-69111
Fax: 1829-71050

Mrs. Marie-Jose van Sambeek
Joh. Poststraat 5
3262 VC Oud-Beijerland
Netherlands
Tel: 31 104601467

Chamber of Commerce and Industry
The Hague
Dr. Chr. W.L. De Bouter, Secy Gen.
30 Doningskade
P.O. Box 29718
2502 LS, P 7000,000, M 60
Netherlands
Tel: 31-70-379-5795
Fax: 31-70-324-0684

Robert and Marion Vandermenden
Telefoondistrict ASD.-PTT
Postbus 50500
100701A
Amsterdam
Netherlands
Tel: 3120742152

Dr. JP. Uri
Schiefbaasnstraat 12
2596 RD The Hague
Netherlands
Tel. 31 70.3462110

Dr. Eric Van de Loo
Institute for Human Resource Management
Tel: 0031 70 324-5452
Fax: 0031 703243103

Rik Bijl M.Sc.
Director, Trindeborch Consult
Workplace Health Programmes
Trindebarch Building
Catharijnesingel 55
P.O. Box 19001
3501 DA Utrecht
Tel: + 3 1 30 234 37 04
Fax: + 31 30 234 36 32
Email: rik.bijl@trindeborch.ml

Kramer van Koophandel en Fabrieken voor
Amsterdam
De Ruyterkade 5
1013 AA
Amsterdam
Netherlands
Phone: 020-5236600
Fax 020-5236677
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Martin DeVries
University of Limberg at Maastricht
P.O. Box 616
Maastricht 6200
Holland

Dr. Adrienne L. Geldorp
Prive 01751-18718
2595 Den Haag
The Netherlands

Martin Poss
Kinderschutz-Zentrum Berlin e.v.
Karl-Marx-Str: 262
W-1000 Berlin 44
Germany

Netherlands Association of Social Workers
Postbus 2734, 3500 GS Utrecht,
Netherlands
Fax: 31 30939225

ENOS Contacts:
Bos, Mrs. Sorya
Humanitas Rotterdam
Head ofOSW
Abenrahof7
3067 DN Rotterdam
Netherlands
Tel: 0031 1045 67395

Iii

Mw. E.P.A.M. van lersel- van der AA
Occupational Social Worker
Ministry of the Interior and Kingdom Relations
P.O. Box 20010
2500 EA The Hague
Netherlands
Tel: + 31-70-4204400
Fax: + 31.703200733

Sociale Academie (School of Social Work)
Karthuizersplantsoen 2
Amsterdam-C
Netherlands

Paul Wiedemann
Acting Director, Europe Programme
UN Industrial Development Organization
Vienna International Centre
P.O. Box, A-1400 Vienna
Austria
Phone: 211 310
Fax: 232 156

Mr. Fer Schuur
CIO Humanitas
Piester de Hoochweg 110
3024 BH Rotterdam
Netherlands
Tel: 31 104601467

Scholte, Mrs. Marjolein
Academisch Ziekenhuis
Vrje Universiteit
Amsterdam
Boomgat 3
1411 LN Naarden
Netherlands
Tel: 00 31 35 6949 362
Fax: 0031 35 69 52 751
Email: hoojveld@worldonline.nl
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Dulk den, Mrs. Joleen
ABNAMRO
Bank Amsterdam
Arbo dienst, Netherlands
Postbus 283, AS 1326
Tel: 0031 206798235
Fax: 0031 206798235

Kemp van der, Mr. Carlos
Ministerie van Buitenlands Zaken
Van Alkemadelaan 534
2597 AV Den Haag, Netherlands
Tel: 0031 70 32 46 837

Koorevaar, Mr. Rien
Tax Department
Dullert 13
6852 MC Huissen, Netherlands
Tel: 0031 26 32 56334

Schaafsma, Mrs Baukje
GIMD
Clesiusweg 6b
8901 BN Leeuwarden
Netherlands
Tel: 0031 58215 35 65

Schmitz, Mr. Radboud
Technical University
Eindhoven
Dreef 4
6029 RC Sterksel
Netherlands
Tel: 00 3 1 40 22 64 196
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Ter Hork, Mrs. Yvonne
Hospital Zwolle
Zoom 14-11
8225 KG Lelystad
Netherlands
Tel: 00 31 320 24 67 11

Waal van der Mr. Ido
Ministry of Public Health
I.C v.d. Lansstraat 16
2552 HN Den Haag
Netherlands
Tel: 0031 703971451
Email: IJ.vdWaal@compuservecom

Baukje Schaafsma-Groenveld
Staffunctionaris
GIMD
Opleiding & Ontwikkeling
Clesiusweg 6-B
Postbus 790
8901 BN Leeuwarden
Tel: 058-215-3565
Fax: 058-215-0185
Email: a.schaafsma@gimd.nl

I.AP.M. Konter
ABN-AMRO
Bedrijfsmaatschappelijk Werker
Vakmanager Bedrijfsmaatschappelijk
Werk
Arbondienst Vestiging Amsterdam
(AS 1326)
Tel: 020-629-41 20
Fax 020629 5467
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New Zealand
Gerald Bunn, MA, CEAP, Evaluation & Auditing Services, Ltd.

Introduction
New Zealand and Australia are relative latecomers to the world of cartographers. By the
start of the 17th century, most of the world's landmasses had been identified. The one
remaining mystery to the world of exploration was a "mythical landmass that came to be
called terra australis incogita, in Latin, 'the unknown southern land" (1).The first
Western visitors (erroneously called discoverers) were the Dutch in 1627, who chose not
to follow-up with any effort to colonize. It was not until one hundred and twenty-five
years later, in 1769, that the English Captain James Cook began a process that opened the
gates for English settlers.

While both countries hold many similarities, there are vast differences, both in terms of the
characteristics of the land itself, and in the attitude of the people.

Mother England had two children Down Under, one boisterous and often uncouth,
the other more gentlemanly and decorous.... They both have a mostly Anglo-
Scottish- Irish culture superimposed on an older indigenous population. They are
both former colonies of the British Empire, and thus, are culturally, politically, and
philosophically attuned to Great Britain.

But, there are vast differences, as well .... The New Zealanders, after all, had
nothing to prove to the English - unlike the first colonists in Australia, taken to
Sydney in chains, the Kiwis came to their land as free citizens, on an equal footing
with Great Britain from the start.

Too often, visitors to the Antipodes link Australia and New Zealand closer
together than they really are. They both are unique cultures, both worthy of
attention, and both worthy of examination. . .. There is also a common assumption
that the two countries are right next to each other. They are close, but not that
close - 1300 miles of ocean separate them (2).

Knowledge of history, cultural diversity, and politics are growing factors in the
professional development of EAP practitioners as a result of economic globalisation. The
distinctive natures of these two countries and the relevance of both the similarities and
differences are critical knowledge factors for anyone intending on doing business Down
Under. Unfortunately, many professionals from a number of disciplines, including EAP,
make the mistake of treating the two countries the same, or worse, acting as if New
Zealand is a state or territory belonging to Australia. This competitive relationship
between "Southern Cousins" is reflected in the world of Rugby, where a common
sentiment is, "I support two teams, the All Blacks (New Zealand National Team) and
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anyone playing against Australia." There is even an attitude among some visitors from
other English speaking countries that since the two countries share a common language

0,

they share common value systems. Nothing could be further from the truth. In fact, a
closer reflection of the situation can be found in a statement attributed to Winston
Churchill. When commenting on the relationship between Great Britain and the United
States, he allegedly stated, "two great countries, separated by a common language."

New Zealand is a democratic Parliamentary monarchy. Its structures of government have
their origins in the British, or Westminster, system, which was the model for the first
Constitution Act in 1852. All the powers and authority of the Government of New
Zealand come from the Crown, in the person of Queen Elizabeth II. Her appointed
representative in New Zealand is the Governor-General. As a parliamentary state, the
Prime Minister is the head of government. A unique feature of the political life of New
Zealand is the Treaty of Waitangi (1840) that is popularly regarded as the founding
document of New Zealand. This Treaty embodies the principles of partnership between
the Maori people of Aotearoa (The Land of the Long White Cloud) and the Crown (Great
Britain). This document codifies another of the "differences" between New Zealand and
Australia, the latter founded on an official government policy of "Whites Only." While
this Australian "policy" has been changed, attitudes between the cultures within both
countries are quite different. This is not to imply all is right with the Maori of New
Zealand, but they hold vastly different positions than do the aboriginal (Koori) peoples of
Australia.

New Zealand's population base is approximately four million inhabitants, with two-thirds
of the population living on the smaller of the two islands - North Island. There are 70
million sheep and 5 million cattle. Noted for its rural atmosphere, nearly 3.5 million of
New Zealand's inhabitants live in cities, while only 500,000 or so, live in the country.
There are 450,000 Maori and 100,000 Pacific Islanders.

The landscape has seen great changes in the 1970s and 1980s. Deer farming for
venison, and then goat farming for the production of mohair, had added variety to
the rural scene. Even more so had the expansion of horticulture. In some districts,
notably the Bay of Plenty, dairy farms had been replaced by large areas of kiwifruit
vines. This fruit, once called the Chinese gooseberry, was the main horticultural
export (3).

Diversification of its economy began in the late 1980s and early 1990s, as New Zealand
became a world-market driven economy. From a highly regulated society to one that
became one of the most deregulated, New Zealand's economic base has changed
dramatically. Foreign investments, previously discouraged, are now encouraged. From an
economy largely dependent on farming, the country began to explore new opportunities.
"Meat, wool, butter and cheese now accounted for only half the export earnings.
Horticultural products, forest products and fish now made major contributions" (4).
Tourism became increasingly important.

Political. Social and Economic Factors
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To properly understand the challenges facing the Employee Assistance Programme (EAP)
field, as it exists today in New Zealand, it is necessary to have a basic understanding of the
conditions within the country prior to 1984, and what happened thereafter. This
particularly applies to the workplace conditions that made New Zealand unique when
compared with other countries establishing EAPs, especially the US, considered the
birthplace of EAP.

For fifty years, New Zealand had been the model of the modern welfare state:
affluent and egalitarian, famous for butter, All Blacks and social ideals. We paid
up to 66 per cent in tax to sustain free health, education, housing, and near full
employment on the sacred forty-hour week. The pillars of the welfare state
marked out the territory of what political commentator and author Colin James
described as New Zealand's "prosperity consensus": a modest affluence for all.

It was a concept sustained by geographical isolation and by an enduring pride in
our enlightened cradle-to-grave version of Fabian socialism. We believed in our
largely unexamined myths: harmonious race relations, a great place to bring up
children, a progressive and productive primary industry which formed the
"backbone" of the country. Secure in our historical place as a valued member of
the British Commonwealth, we believed our trading and cultural ties with a
country 12,000 miles away would define our nationhood and support our
aspirations (5)

All of this came to an end, and created a new beginning in 1984, when, "New Zealand
became a laboratory for an experiment - the transformation of the world's first welfare
state into the world's first post-welfare state. Around the world gurus of market-driven
theory watched in awe as a tiny nation in the South Pacific did an about-turn and marched
in a different direction" (6).

The conditions within the workplace changed as the political forces introduced radical
social, economic, and political reforms. Employee Assistance Programmes (EAP) came
into New Zealand immediately prior to these changes, in the late 1970s. However,
structured to meet the conditions as they were, to some extent, they became trapped in
their own philosophical ruts. The conditions of the time changed to where today the
"differences" between workplaces of New Zealand and the US have diminished, as have
the differences in problems facing the employees and employers alike.

Description of the Health Care System
Until the "Revolution" of 1984, New Zealand's health care system was primarily public
and free to everyone. Industrial medical benefit plans paid for by the employer are a
recent phenomenon. No matter what happened in terms of sickness or accidents, a direct
financial cost for medical services were not felt by the employer, other than the
replacement costs for employees whose job had to be covered while they were off sick.
Indirect costs in terms of taxes and ACC were a normal aspect of the business world.
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The changes, which began in 1984, had a particular impact on the health care system.
While reforms produced significant economic results, including the largest budget surplus
in the world for 1995 (by % of GNP), they have come about at a cost in both social and
health programmes. Waiting lists for medical services grew for many non life-threatening
surgeries, including hip replacements and cataract operations. Waiting periods of over 12
months duration are common. Services to meet the mental health needs of the country
have taken a similar turn. Government review after review have been written over the
past decade detailing the growing needs of the country for mental health services. The
latest, The Mason Report (1996), was particularly scathing in its findings, particularly in
reference to the lack of resources for MaorilPacific Islanders, youth, elderly, women and
patients suffering from co-morbidity diagnosis. Overseas ideas, with new names, are being
introduced. Managed Care, labeled as Integrated Care, is among these initiatives being
trialled. Private/public combinations of healthcare delivery have come into being.
Privatisation, a word that creates strong negative emotions in the average New Zealand
citizen, has become a fact of New Zealand's economic life, including healthcare.

Meanwhile, the number of New Zealanders who have private insurance is rapidly
expanding. It is projected that 50% of New Zealanders will be covered by private
insurance by the year 2000. However, these individuals remain eligible for whatever
public health service they might want to use and are willing to wait for. One of the
difficulties that EAPs face is that none of the current health insurance policies being
offered have adequate mental health coverage. When workplace interventions do occur,
and the "window-of-opportunity" presents itself, it is often impossible to access
appropriate services. It is not uncommon for appointments for assessments, even in
critical mental health cases, to take weeks. Then, with A&D cases, there might be a
waiting time for detoxification and then another waiting time for appropriate levels of
treatment. A patient's place in many of these waiting lines is rarely determined by severity
indexes. Stories appear frequently in the media highlighting incidents where people with
severe psychiatric problems run amok in communities injuring or killing innocent
bystanders. Some of these cases involve patients who were either not seen by mental
health services when requesting help or who were released early from treatment.

The prevailing attitude among the current New Zealand insurance carriers is that mental
health services, not high on the list of needs expressed by the purchasers, can be met
through the public sector. However, as problems continue to increase in the workplace
and the lack of responsive public services is increasingly felt, the pressure will mount on
insurance companies from their client corporations to provide adequate mental health
coverage through their health plans.

The challenges faced by New Zealand companies and insurance groups providing
employee health benefit plans, if met with pro-active broad brush, core technology EAPs,
can produce significant savings to all concerned. This claim has been substantiated by
evaluation after evaluation, including the State of California's 1994 study demonstrating a
US$7.00 return for every dollar invested in the treatment of alcohol and other drugs.
Additional major studies have been conducted in the US that shows similar results when
organizations provide appropriate medical coverage for mental health issues, particularly
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alcohol and other drugs. The employer benefits from not losing valuable employees, let
alone reducing the financial drain that results from accidents, absenteeism, sick days,
thefts, etc., encountered before an employee is discharged. Insurance companies gain
economically by not paying for health services utilised for secondary medical problems,
resulting from unresolved and untreated mental health problems. The employee and family
benefit by having an opportunity to make changes before losing all their positive support
systems, including employment, which greatly increases their chances for recovery.
Society wins because an employed person is a contributor to the country's economy and
not a drain, as would be the case if the employee became unemployed. However, these
principles have yet to become accepted in New Zealand and until more research is
conducted along the lines of the Mobberley effort, this undoubtedly will not happen. It is
a poor testimony to the system when a dissertation (Mobberely) for the partial completion
of a Master degree is the only effort of its kind in twenty plus years of EAP efforts.

Again, further changes have been promised by the new minority government. However,
these may not be as easy to implement as those anticipated with the Employment
Contracts Act, as the finances required to "fix" the health system will be hard to come by.

EAPs in New Zealand
Employee Assistance Programmes (EAPs) in New Zealand are broken down into the two
generic categories of internal and external. There are currently three major external
providers: EAP Services Inc., Instep Ltd and Industrial Chaplaincy Services-Workplace
Support Programme. In addition, a number of internal programmes exist with life spans
of between fifteen and thirty years. The internals exist in a variety of companies, including
government agencies, both national and local, such as New Zealand Post (now private)
and Parliament. The latter, however, is only used for the Administration Staff for
Parliament and, unfortunately, is rarely used by the politicians themselves. This is not to
say they are excluded by policy, but in practice the programme is infrequently used.
Transportation services such as New Zealand Rail and Air New Zealand are both
organizations that began as public entities and now are private, but fortunately they have
retained EAP activities to one degree or another. Several Universities, Otago and
Waikato, to name two, include EAPs as part of their employment benefits. Variations,
such as Members Assistance Programmes (MAP) or Students Assistance Programmes
(SAP), have not arisen yet, although efforts are currently being made, principally through
the efforts of Instep Ltd, to introduce SAPs into the New Zealand Education system. One
additional external EAP support service is Evaluations & Auditing Services, Ltd, (EAS),
which, as its name suggests, provides systems for companies to ensure the EAP services
they are receiving have good accountability mechanisms in place. One unique EAP can be
found at the Tasman Paper and Pulp Company located in the North Island. This company
is owned and operated by Maori, for Maori, as is the EAP.

EAPs were first introduced into New Zealand in the late seventies, principally through the
Government by its Crown Health Enterprises, the Alcohol Liquor Advisory Council
(ALAC) ALAC was established to carry out specific, often specialized, work on behalf of
the Crown. Some Crown agencies, including ALAC, are charged with the additional
responsibility of disbursing government funding. ALAC, established in 1976, has the

239



primary objectives of encouraging and promoting moderation in the use of alcohol,
discouraging and reducing misuse, and minimizing the personal, social, and economic
costs of misuse. In 1990, the Government undertook a review of ALAC and determined
that EAPs were not an appropriate area for ALAC involvement. Consequently, EAP
Services, Inc. the sub-contractor for ALAC's EAP work, came into existence under a
Trust relationship, with a Board of Directors comprised of highly visible New Zealand
leaders. In 1997, EAP Services Inc., became totally privatized and now operates totally
independent of the government, or the Trust.

The initial EAP design came into New Zealand heavily influenced by the US model and its
major emphasis on alcohol and other drugs problems, along with constructive
confrontation schemes. Eventually, EAPs, both in New Zealand and Australia, began to
make changes to meet local conditions, developing their own version of the "Broad
Brush" programmes that had already taken shape in the US This shift was made without
the inclusion of the Core Technology, moving into an arena more frequently referred to in
the US as Health Promotion (Wellness). Drs. Paul Roman and Terry Blum wrote:

The authors state that this article "offers a descriptive analysis of the emergence of
EAPs in the United States, the attempt by Australians to transfer this technology of
occupational health to their nations, the structure of that effort, and the apparent
reasons for its eventual stagnation." The article is an analysis of this technology
transfer. It stresses the importance of considering differences between US and
Australian governments, program specialists and treatment delivery agencies.
There are differences in organizational dynamics that the authors believe led to
early changes in EAPs in Australia (7).

These remarks, while specific to Australia, have relevance to New Zealand. In fact, there
is evidence that many EAP efforts in New Zealand organizations view themselves as
having only one "client" in terms of those they are responsible for and to - the employee.
The elements of responsibility detailed in three of the six EAP A areas of competency
expected for EAPA Certification are the only ones that would be reflected in most of these
programmes. These have to do with EAP Administration, A&D and, Mental Health
clinical practices.

In 1984, New Zealand's survival, even as a nation, was not an assured thing. In a T.V.
interview that year, the then Prime Minister, David Lange, commented that things were so
desperate that he had sent messages to all of the New Zealand Consulates and Embassies
requesting that they "borrow as much money as they could on their government provided
credit cards". In 1987, the New Zealand stock market crashed and the specific emphasis
of EAPs switched to crisis de-briefing resulting from employee redundancies. The
aftermath from the stock market crash was felt throughout all of New Zealand. However,
from 1985 until 1989, government departments were mandated by the New Zealand State
Services Commission to provide EAP services to all Crown employees (8).In 1989, staff
"welfare" for public service employees shifted to the chief executive of each department
with the strong suggestion from the Commission that an EAP should be the minimum of
staff welfare assistance offered.
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In any event, most EAP work in New Zealand eventually became more focused on
providing general counselling services, with voluntary referrals as the order of the day.
There exists, to this day, a general misunderstanding of the relationship between the Core
Technology and "Broad Brush." This takes its form in the belief that these concepts are
mutually exclusive. A letter received from the General Manager of a New Zealand EAP
Service to this writer states, in part: "I was clearly under the impression after discussions
with yourself that the EAP model. ..was aligned to EAP core technology in relation to
alcohol, drugs and addictive disorders within industry. . .. The brochure clearly
demonstrates a move to a broadbrush concept of EAP philosophy (9).Any discussion of
initiatives that address a specific problem with alcohol and other drugs problem in the
workplace is frequently labeled as "not being 'Broad Brush."

The whole point of the "Core Technology" was to identify those functions of an EAP that
do not exist elsewhere in the organisation, such as with Human Relations, Occupational
Safety, etc. In the words of Dr. Paul Roman, who first described these principles:

The concept of core technology is taken from James Thompson's (1967)
description of the central activities of organizations, which they strive to protect
from contingencies in the external environment. In our description of the core
technology of EAPs, our purpose was to derive those unique features of EAPs that
differentiated them from other human resource activities in the workplace (10).

To further emphasize that the basic purpose of the core technology is not exclusive of
broad brush, Dr. Roman states:

The implementation of this aspect of the core technology clearly eliminates the
possibility of a categorical program such as an employee alcoholism program. If
supervisors are to identify problem employees solely on the basis of performance
difficulties, it cannot be expected that all of the cases that would be identified
would fall into a certain problem category (11).

You cannot be clearer than this. For an EAP programme to have the Core Technology, it
must therefore, by definition, be "Broad Brush." It would appear that the conditions in
New Zealand's unique culture, including the workplace, plus its isolation from the
evolutionary processes that occurred in the EAP field's development in the US, created
perceptions quite different from those held by EAP professionals in the US

As to the current state of New Zealand EAPs, a graduate from the University of
Auckland's Medical School conducted a survey in 1996, the first ever attempted in New
Zealand, of 240 organisations randomly selected from New Zealand Who's Who (1996) to
determine the status of EAPs within their companies. A total of 100 (41. 6%) of those
surveyed responded 61 % of the respondents indicated that they did not have ANY type
of programme. Of the 39 % who had programmes, only 44 % stated they had
programmes, which could be identified as EAPs, "either along or in conjunction with other
programmes" (12). From her very valuable work, the researcher, Peta Mobberley, states
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that one of the aims of the study, "was to determine the type of problems for which people
would be referred, that is, whether New Zealand programmes were broad brush or
focused on specific problems" (13).

The idea is that a programme's focus is what separates "Broad Brush" from other efforts,
and that any inclusion of the Core Technology immediately identifies it as an "alcohol or
other drugs effort." However, by using Dr. Roman's discussion of the Core Technology,
plus the description of the six content areas required as a defined EAP Scope of Practice
by the Employee Assistance Certification Commission (EACC), it would appear that most
New Zealand EAP work is done in content areas III, IV and VI. Content Areas I, II, and
V are either not met or are minimised. The following are the six areas described in the
EACC Certification Guide.

Content Area I:
Content Area II:
Content Area III:
Content Area IV:
Content Area V:
Content Area VI:

Work Organisations
Human Resource Management
EAP Policy and Administration
EAP Direct Services
Chemical Dependency and Other Addictions
Personal and Psychological Problems (14)

In addition to many New Zealand EAPs separating Core Technology and "Broad Brush",
accountability through programme evaluations is a problem that exists throughout all of
the agencies and programmes responsible for EAPs in New Zealand. The absence of good
evaluations and/or accountability is a condition common to other areas, including the
delivery of any New Zealand healthcare service (15). Returning to the study conducted by
Peta Mobberley, "research has indicated the need for reliable programme evaluation and
the integration of evaluation findings into the EAP (Sonnenstuhl & Trice, 1990). A
further aim of this study was to determine if New Zealand organisations evaluate their
programmes" (16)

Of the organisations that indicated they had EAPs, 43.6% indicated that they evaluated
their programmes. However, a review of the methods used to evaluate these efforts,
revealed the following data:

• 81.6% indicated there was little to no estimation of the cost efficiency of
their programme by, for example, decreases in absenteeism or increased
accuracy of work. EAPs conducted less estimation of cost efficiency than
other programmes. 88 % of EAPs conducted little to no estimation
compared with 67% of other programmes

• 81% of EAPs conducted little to no estimation of the extent to which their
programme reached its target population compared with 53% of other
organisations
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• 33% of those organisations with programmes conduct moderate to
substantial monitoring of employee well being. 23.7% of those without
programmes conduct moderate monitoring. Such monitoring was done
through scrutinizing sick leave figures, performance reports and annual
surveys

• 71% of those organisations with programmes and 65% of those without
conduct moderate to substantial monitoring of work performance.
Participants stated that ways in which monitoring is done included accident
reporting, time lost through injury, individual appraisal and using a
Performance Management System (17).

Actually, as it turned out, it was just a matter of time before problems similar to those
encountered in the US began to be experienced in New Zealand's workplace. In August
of 1994, a study was published that dealt with drugs in the workplace (18). The paper did
not directly comment on alcohol abuse, but made references to other studies on the
subject. What became significant was the study's use of overseas data, as very little data
had been collected on the workplaces in New Zealand. Consequently, the authors of the
ESR report relied on general epidemiology studies of drug use in New Zealand society,
including a large-scale household survey commissioned by the Department of Health in
late 1990. Among the findings in the household survey, which related specifically to the
workplace, was that 73% of the people surveyed who used drugs in the last 12 months
were employed (18). Otherwise, most of the workplace findings in the ESR report were
extrapolated from US and Australia data, notwithstanding claims of differences between
these work forces.

Employment
As previously stated, the changes that began in 1984 affected all aspects of New Zealand
life, not the least of which was the work force. "By the end of the seventies we were one
of the most regulated countries in the world and a strange animal among the democracies
(19) While centralized planning came and went in other parts of the world, New Zealand
continued through to the eighties. As the world market became even more crowded, New
Zealand found its competitiveness threatened. Old alliances were replaced with new ones.
Restrictions that were a standard part of doing business came under fire.

Every area of our economy was licensed and if you had a license you were
protected and no one could break into your market. You couldn't start a trucking
business without court approval. You couldn't grow eggs without a license for
hens. Everything was licensed, and you couldn't' import anything to start a new
business without months of endeavor in Wellington to write permits and sign offs
(20).

Trade unions were a part of this process of over-regulation. At one time, very little could
be accomplished in the country without union support. Employer - employee
relationships had underpinnings of feudal thinking. Employment contracts as late as 1993
still contained the phrase, "nothing in this contract suggests a Master - Serf relationship"
(22) which certainly reflected a holdover from the old British system. Adversarial roles
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put management and labour in a state of constant friction. One of the consequences of
this was that the use of the Core Technology's principle of "constructive confrontation"
was not looked upon favourably. EAP efforts were frequently viewed as being in the
employee's camp as "staff welfare," disdaining much employer involvement, including
supervisor inclusion in the process of referrals and/or ongoing support. The uses of
accountability reports were viewed with suspicion. The view that the employer could also
be a client was considered unethical and oppositional to meeting the needs of the real EAP
clients - the employee and their family.

In 1991, the Employment Contracts Act was introduced, ending the controls the unions
had exercised. It literally put an end to the feudal system that had effectively put some
companies out of business.

Our unions were absolutely pigheaded and stupid. We had Bill Andersen with the
famous comments standing outside our Ceramco factory with the staff saying, "We
will not bury our hours of work. The fact that you now have to cope with
competition from all round the world is no reason why we should have to change
our work patterns in any way We won't let you employ someone to come to
work at 6.00 in the morning, the light that kills early, so that we can get going an
hour or two earlier. Those work practices are sacred. We would rather be made
redundant and go on the unemployment benefit than put up with any of this change
nonsense." And that was the exact speech, effectively, that Bill Andersen made
and management, not surprisingly, after testing the sincerity of that for some time,
took his advice and closed the place down. That was the environment that
business had to cope with. That was before the Employment Contracts Act (23).

The cultural changes brought about by the Employment Contracts Act also required the
development of new business practices. Leadership concepts, including participatory
leadership, team development, focus groups, etc., all became operative principles. The
idea that managers were now responsible for taking care of the needs of their employees
repiaced the idea that this responsibility rested with union representatives exclusively.
Working together to solve common issues began to replace the "power struggles" of the
past. However, these changes, while mutually beneficial, did not come about without
resistance and suspicion, as is the case with most changes

Other changes came about as the result of The Health and Safety in Employment Act of
J 992, which came into force on 1 April 1993, and places "responsibility on all employers
to ensure the health and safety of their employees" (24).

Alcohol
What studies that do exist in New Zealand regarding the effects of alcohol and other drugs
on the business world exist primarily in relation to alcohol. Studies by Chetwynd &
Rayner (1985) and Jones, Casswell & Zhang (1995) are prime examples A 1997 report
examines direct and indirect costs of alcohol abuse in New Zealand. In examining the
effects on the workforce their investigation looked at Production losses, Excess
unemployment, Reduced working efficiency, Temporary removal from employment
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through sickness, Premature death and Incarceration. However, the authors also made it
clear that estimating the costs of alcohol abuse has its difficulties.

III
III

Estimating the social costs of alcohol abuse relies upon the availability of exact
information regarding the causative effect of alcohol consumption upon health and
other variables of interest. However, in many cases these relationships cannot be
established with precision. In fact, the results reported range from $1 billion and
$4 billion dollars, which is a considerable spread. No figures are incorporated that
include costs associated with other drug abuse (25).

Alcohol disorder (alcohol abuse syndrome and/or alcohol dependence syndrome) is
a "shorthand" description, which includes those encountering alcohol-related
problems that may benefit directly from public health measures (such as addressing
price and availability), from early recognition and intervention strategies (such as
General Practitioner screening), or from the provision of treatment services (26).

A number of issues differentiate the US from New Zealand (and Australia), including the
issue of the disease concept. Both of the latter countries have national strategies that do
not reference this approach. The DSM IV's distinction between "abuse" and
"dependency" is rarely acknowledged. The New Zealand Ministry of Health recently
released its National Policy on Tobacco and Alcohol. This document makes no reference
to either "disease" or "dependency". The Executive Summary of a 1994 Wellington
School of Medicine research report refers to 'Alcohol & Drug Disorder." In its definition
of alcohol disorder, the authors state:

The overall policy on substance abuse places its emphasis on "harm reduction" or "harm
minimisation," with "abstinence" hardly being mentioned. Where abstinence is referenced,
it happens with minimal emphasis. For tobacco, the focus is reducing the number of
people who smoke or who are exposed to tobacco smoke. For alcohol, the approach is to
reduce excessive and hazardous drinking. This dilemma is discussed in a paper presented
in Brisbane, Australia, in 1996,

In the 1993 (12th) edition of Drug and Alcohol Review, an editorial written by
Milton Luger, Sydney, was entitled; "Drug policy: must we choose between harm
minimization and abstinence?", where the title raises the question of potential
conflict. Many professionals working in one "camp" will often simultaneously
employ practices that are common to "other camp", and many times not even
know it (27).

Queen Mary Hospital, in Hanmer Springs (South Island, 135 kilometers from
Christchurch), is one of the few facilities in New Zealand which remains a strong, and
vocal, advocate of the disease model, and has kept this concept alive in public and
professional debates. In addition to the hospital's mission of treating those who are
diagnosed as "moderately to severely" dependent on alcohol or other drugs, it offers a
wide variety of residential training courses for physicians, counsellors, nurses, and other
allied professionals. New Zealand Chapters of the American Society of Addiction
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Medicine (ASAM), National Association of Alcoholism and Drug Abuse Counsellors
(NAADAC) began through the efforts of staff at the hospital. These groups are now
spreading throughout New Zealand. Employee Assistance Professionals Association
(EAPA) Chapters were explored, but none have come into existence. Members listed
under the International Section of The EAP A Members Directory for 1999 are less than
half a dozen. A group called the Employee Assistance Australasia (EAA) exists, but has
little impact on either the field in general or the professional development (credentialing)
of its members. EAP providers in both New Zealand and Australia, such as Australia's
largest, IPS, have left EAA to join EAPA and a number of its key professionals are
Certified Employee Assistance Professionals (CEAP).

Other influences exist that separate the cultures of the US and New Zealand, while
influencing the work of EAPs. Among these are: drugs other than alcohol, and the
systems for the delivery of national healthcare.

Drugs, Other than Alcohol, in the Workplace
In 1985, the author participated at a Medical Conference at Lincoln University in
Christchurch and gave a presentation on "Drugs in the Workplace", which was greeted
with a chiding remark that New Zealand was not like the US and did not have the same
problems, especially "Drugs". This sentiment may very well have been true at that time,
but it's no longer valid. The concept of "ideas being born before their time," only to be re-
discovered and needed, at a later time, is operative here. It also must be understood that
the original ALAC mandate did not include other drugs. When other drugs were
mentioned in the early 1980s, it was usually limited to a discussion of cannabis along with
the attitude that cannabis was benign. Up until 1996, the view, outside of some treatment
facilities, was that cannabis was a "soft" drug and not a significant problem.

In the first national EAP conference in 1994, sponsored by EAP Inc., a keynote speaker
from Australia claimed cannabis was not a problem and that its use was only temporary as
most people "outgrew" the drug. A view held by some mental health professionals within
New Zealand is that "the problem was with the individual, and not the drug." In 1996, the
New Zealand Minister of Health led a major shift by officially recognising cannabis as a
serious concern to society as a whole, particularly the young. The publication of the
populist book, The Great Brain Robbery, by Trevor Grice, National Director of Life
Education Trust and Tom Scott, award winning political writer and cartoonist, provided a
rallying point for those concerned about the impact of alcohol and other drugs, particularly
cannabis, on young New Zealanders. This book quickly became a "best seller," but
immediately drew strong criticism from a few academicians, some of whom later had to
admit to not even reading the book.

There is an ongoing debate regarding the toxicity of cannabis. However, what can safely
be said is that as the result of changes in administering the drug the effects are greater than
previously encountered. At the same time, the age of first use has dropped. The 1994-
epidemiology research project reports:
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Among 14-15 year olds, nearly one in ten (9.8%) had used cannabis and 2%
reported using cannabis on more than ten occasions. Rates of cannabis use among
boys and girls were identical. The majority of these young users reported positive
reactions to cannabis, and 58% said that they would use cannabis again

Teenagers who begin cannabis use before the age of 15 are at increased risk of
later criminal offending, substance use, mental health problems, and school failure
(but not all) of the association between early cannabis use and later outcomes is
non-casual, and arises because "high risk" teenagers tend to have an early onset of
cannabis use (28).

Anecdotal information from a variety of sources indicates that the age of use is dropping
even more than this report indicates This fact alone has a dramatic effect on EAP
activities, especially with entry-level jobs. EAP interviews with siviculture workers in one
forestry company indicate significant utilisation rates, with 50% to 60% of the workers
smoking regularly. The forestry industry has some of the highest rates of injury accidents
and fatalities of all New Zealand industries.

Understanding the role which substance abuse, including drugs, plays in the health and
safety aspects of New Zealand companies has yet to be adequately documented,
notwithstanding the ESR report of 1994. In 1995, a major study conducted by a research
group from Otago University, and funded by New Zealand's Accident Rehabilitation and
Compensation Insurance Corporation, (ACC), investigated the issues relating to work-
related accidents in the Forestry Industry. The ACC is the crown enterprise, which was
created to handle compensation benefits. Organisations, both private and public, pay a
percentage of their payroll into a general fund for the purpose of compensating those who
suffer injury accidents of one degree or another. Employed individuals pay into this
account also for compensation cases involving incidents away from the workplace. The
amount paid by industry is generally determined by the injury/fatality rates for each
industry. In 1997, Forestry was paying one of the highest rates in the country - 12.5% of
payroll. The Otago University report provided an extensive review of contributing factors
to accidents. Not a single word in this 75-page report was written on the issue of alcohol
and/or other drugs. When queried, by telephone conversation regarding this omission the
authors of the Otago report replied by stating; "we were restricted to analyzing accident
data using official injury reports provided to us by the Occupational Safety & Health
Service (OSH). In aSH's accident reports, no reference was made to alcohol or other
drugs". None of the medical examinations accompanying these reports included
toxicology information.

The changes made because of the Employment Contracts Act, the growing recognition of
the effects of alcohol and other drugs on the work force, and the changes to the healthcare
system (described briefly in a later section), have resulted in growing demand for
initiatives such as EAPs of the kind more common elsewhere, particularly the US
However, until HASAP-NZ came into existence in 1994, and was subsequently replaced by
Instep in 1998, the established EAPs, with their absence of the Core Technology, were
unable to address the growing concerns in the workplace relative to alcohol and other
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drugs. Again, Instep is a joint venture between Hanmer Institute, Ltd (who are co-
principals of Queen Mary Hospital and the operators of outpatient clinics across New
Zealand) and Greene, Hanson, Loof and Beattie, Ltd, pre-eminent human resource
consultants. In describing their organization, Mr. Matt Beattie, Chief Executive Officer,
wrote, "Instep is both a broad brush core technology EAP and a managed behavioural
healthcare provider, providing solutions to key employee problems adversely affecting
health and safety, productivity and profitability. Instep provides vertical integration to its
client organizations enabling ready assistance to all levels of management, unions and staff
through nationwide facilities and expertise." This EAP recognizes the dual client
relationship of the EAP and has a strong team of professionals who have equal
competence with traditional mental health approaches and addiction medicine.

Emergence of Drug Testing
With the growing awareness of the problems of drugs, other than alcohol, companies
began looking at various responses, including EAPs. However, many companies became
frustrated with the inability of some EAPs to have an effect on the problem. The "Broad
Brush" approach without the inclusion of the Core Technology made many of these
efforts ineffective in dealing with their more resistive alcohol and drug abuse cases. A
number of EAP professionals were not trained to deal with issues such as "denial" or
"rationalisation" which accompany these problems. Others saw A&D issues only as
secondary to other primary mental health disorders.

Instep came into existence to provide consultation to companies interested in developing a
full continuum of care in the workplace, including EAP, Wellness and Drug Testing
programmes and the proper synergy among these initiatives. The primary aim of this new
company was to help New Zealand companies develop their own internal programmes
using the experiences from overseas. This company, and the Industrial Chaplaincy
Services have Workplace Support Program, which provide activities including the key
elements of peer support and self-referral, supervisorlteam leader intervention, and the
workplace support programme coordinator. Other internally based efforts, such as New
Zealand Rail and Air New Zealand, marginally attempt to meet the needs of both
employee and employer.

At the same time, many companies, frustrated with the lack of their ability to find answers,
began to look at drug testing The reaction from labour unions and the Privacy
Commission has been particularly critical. Some companies attempted to develop drug
testing without consultation with unions, as some of the old adversarial roles remained in
place. Meanwhile, the Privacy Commissioner indicated drug testing might be acceptable
under certain conditions, among them the use of an EAP to help employees who wanted
to change behaviours and keep their jobs. Drug testing protocols, particularly those
developed by ESR and Canterbury Laboratory, are in keeping with international standards,
including confirmation through the use of GCMS. However, to encourage companies to
proceed cautiously by developing proper Core Technology and "Broad Brush" EAPs
before introducing drug testing remains problematic.
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There have been only three major EAP conferences attempted in New Zealand. The first
was in 1994 and was sponsored by EAP Services Inc, took place in Wellington with
approximately 200 delegates in attendance. Then, in 1996, a conference hosted by
HASAP-NZ, and co-sponsored by a number of organisations including ACC, Air New
Zealand and Canterbury Labs, re-introduced Employee Assistance Programmes with Core
Technology and "Broad Brush" principles first developed in the US and Canada.
Seventeen overseas authorities, including Drs Paul Roman and Terry Blum, shared their
expertise with both Australian and New Zealand EAP professionals. Dr Roman was the
first to write extensively on the issue of the Core Technology, which has expanded from
his original six to the current eight. The third sponsored by Instep, Ltd, is scheduled for
February 2000. To date none of these efforts have stimulated much growth, or change in
direction, for EAP efforts in New Zealand.

The Core Technology mentioned above originally had six elements included. A seventh
was added, and another one has been suggested, although not formally adopted.

Original Six
(1) Identification of employee problems via documented evidence of

impaired job performance
(2) Consultation to supervisors/managers about troubled subordinates
(3) Constructive confrontation
(4) Micro-linkage of employees with appropriate service
(5) Macro-linkage with treatment providers
(6) Mainstream alcohol/drug problem benefits consistent with other health

care prOVISIOns.
Seventh Dimension
(7) Evaluation of employee success in EAP utilization primarily on the basis
of job performance (29)
An additional Core Technology suggested by an EAPA study group.
(8) Cultural appropriateness (30).

All of these Technologies apply with regard to EAPs regardless of the scope of their
operations, "Broad Brush" to "Mega Brush," and anything in between. However, the last
two dimensions have particular importance to the new business environment and bi-
cultural nature of New Zealand.

However, the basic feature of HASAP-NZ's philosophy was its focus on "internal"
programmes. Dr Paul Roman comments on this issue:

Probably one of the best-known distinctions in EA work is between "internal" and
"external" EA functions. There are a multitude of reasons why all EA functions
should be internal functions.

To tip my hand quickly, what I'm really saying is that whether a program is run by
an organizational employee or by an external contractor, it should function as an
internal program. Thus this should in no way read as a critique of external
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contractors. Indeed, there are many "internal" EA programs run by company
employees that don't come close to being internal programs.

What does an internal program mean? Very simply, an activity that is integrated
into organizational structure and functioning. Something that is permanent and
which represents the standard way of dealing with a certain set of issues, I.e.,
troubled employees.

Language may be important. A giant step toward the EA function's achievement
of the status of a full and irrevocable part of organizational life is achieved when
people stop using the word "program". Instead EA work should be housed in a
"service", "department" or "unit".

I have long had the bias that things called "programs" suffer from a particular
three-pronged stigma: programs are new and experimental, and might not be
around long; programs represent someone's moral agenda; and programs are
voluntary and optional, only for those who choose to use them.

Today the technology of EA work is well known (although commonly
misunderstood) and it is evident that it cannot achieve results through a temporary
effort.

It is also evident that EA work is not a moral crusade but must be based on sound
professional approaches based both in organizational management and clinical
theory and practice.

Finally, it is clear that EA work achieves its full potential only when all levels of
management come to expect and even demand that its procedures will be
implemented when evidence of troubled employees emerges. Thus getting away
from "program" terminology is a good means of supporting the image of an
integrated EA function (31).

With the dramatic changes in New Zealand's economy, and thus its business world,
coupled with the changes brought about by a number of Governmental Acts, including the
Employment Contracts Act, the remarks made by Dr Roman regarding the EAP's role as a
part of an organisation's Business Plan could not be more appropriate. What might not
have worked in the 1970s and 1980s in New Zealand is certainly appropriate for the 1990s
and the new Millennium.

All of these changes, dramatic as they have been, are now subject to further changes. The
National Government, who introduced most of the changes since 1990, including the
Employment Contracts Act, has been voted out of office after nine years in power. A new
minority government, formed through a Coalition between Labour and the Alliance, was
voted into office in November 1999. This minority government is capable of governing
because of the promise of support in matters of "confidence" and "supply" by a third party
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- The Greens. All three parties support radical changes to the Employment Contracts
Act.

Conclusions
There is little doubt that the New Zealand EAP field is entering into a period of exciting
challenges. The changes produced in New Zealand since 1984 have seen conditions
become more comparable with other societies, including the US

Nine years of revolution (1984 - 1993) wrought changes in almost every aspect of
New Zealanders' lives. Some of them were inevitable. Technology,
communications, international imperatives would have forced them on us sooner
or later. Others we demanded, because geographical isolation was no longer a
barrier to new ideas.

There was constitutional change. Not only in the way we vote but also in our
sense of nationhood as the Treaty of Waitangi was recognised in law, and in
national rhetoric, as the founding document of the nation and a cornerstone of the
constitution. We became grudgingly and uncertainly at times, a bi-cultural nation
instead of a mono-cultural colonial construct.

There was independence in a convulsive reconstruction as we moved from being
the most inward-looking and regulated economy outside the communist block to
one of the most open and lightly regulated economies in the world.

We developed a new and freer consumer environment with the right to be
hedonistic.

The revolution did violence to many lives and left its scars. We paid a price in the
loss of an egalitarian dream as the poverty gap widened. The rich got richer and
our trust was shaken as gurus of the free market were exposed in sordid tales of
greed and corruption (32).

The comparisons that are made between various countries, particularly New Zealand and
the United States, are provided from the perspective of the principal writer, who holds
dual citizenship with both the US and New Zealand, and who received his initial EAP
experience twenty-five years ago in the US During the years of his involvement in EAP
activities, his work was principally focused internationally. He traveled extensively, with a
considerable amount of this travel being back and forth between America and New
Zealand/Australia, before moving permanently to work, and live, in New Zealand.

The review of the political, economic, and social conditions within New Zealand is from
New Zealand sources. The most revealing material came from interviews with those in
power during the period of changes, from a six part T.V. series entitled, "Revolution",
which was later published in book form. This very dynamic, blunt and honest review of
the times was one of the best productions of its kind ever seen. The societal changes
made within such a short period of time are arguably the most dramatic ever recorded
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without the intrusion of military-style action. What was even more revealing was the fact
that during the period prior to the 1984 revolution, even with such total government
controls over every aspect of New Zealand life, the conditions, character of the country,
and its people, were far from harsh. Many Kiwis who lived pre- and post-1984
commented, following the TV series, that while they experienced the period under
discussion, it never dawned on them that things were the way the series portrayed them.
In actual fact, the average Kiwi during this time was famous for his/her warmth,
generosity, and community spirit. The lifestyle of New Zealand was in many ways the
envy of many other nationalities.

The remarks regarding the philosophy of Employee Assistance Programs after the 1984
changes have to be weighed against the backdrop of the EAP activities of that time. The
fact remains these programmes did meet the needs of the country's workplace, as they
existed. Initially, the workplace did not face the same challenges that were present in the
US during the same period of time. This not only relates to other drugs in the workplace,
but also to the split between unions and management, which was more dramatic in New
Zealand than that experienced in the US In the US the professional association (EAPA)
has had since its formation under the name of the Association of Labour-Management
Consultants on Alcoholism (ALMACA), as a part of its constitution, a provision for its
leadership to rotate every two years between the EAP professionals from labour and
management. EAP work in New Zealand also did not have the same thirty odd years
(1939 - 1970) of developmental influences in its formation as that which was experienced
in the US, namely Alcoholics Anonymous, with its primary emphasis on helping drunks
regardless of status or position in a company. EAP efforts in the US, while eventually
receiving indirect support through government legislation, never had the same financial
backing experienced initially in New Zealand. Thus, the EAP effort in the US can be seen
as more of a "grass roots" effort, while New Zealand's effort came into existence with
more direct government encouragement and support.

Changes in New Zealand from 1984 onward included a shift from an economy once totally
regulated, to one where prices, wages, hours of operation, and authorisation for markets
are totally unregulated. Employment settings went from the requirement that all
employees must belong to unions to one that allowed total "freedom of association"
bringing about the end of a feudal-like system. The "womb-to-the-tomb" social welfare,
health, education, and housing environment gave way to limitations effecting all of New
Zealand society. State owned enterprises that controlled huge chunks of New Zealand's
economy were sold off, many to foreign investors. The sacrosanct 40-hour week gave
way to the new philosophy of "working until the job is done." Almost total employment
gave way to unemployment concerns, especially for Maori and Pacific Islanders. Claims
brought by Maori tribes to the Waitangi Tribunal in an attempt to settle old land
grievances introduced strain between the cultures.

The Electoral Act of 1993 changed the traditional election process of "First Past the Post"
to the Mixed Member Proportional (MMP) system This led the country into its first
Coalition Government in 1996. The confusion resulting from this inaugural MMP
experience has slowed many of the changes described. Then, in December 1999, a new
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minority coalition government, comprised of Labour and Alliance parties with support
from the Green party (Left of both Labour and Alliance), sent strong signals that many of
the changes that came about from the period of 1984 through the present will be reversed
or dramatically altered. The Employment Contracts Act is high on the new government's
agenda for change, along with a return to ACC coverage for the workplace. Health
systems will also undergo further alteration and a return to public accountability.

In many countries, certainly in the case of the US, changes in governments do not
substantially, nor immediately, alter the day-to-day business of government. One observer
stated, "making changes in the US government's way of doing business is like kicking an
8,000 pound sponge on one side and then running around to the other side to see the
effects." The bureaucracy is so huge and unwieldy that changes are absorbed and altered
dramatically from their original intent by the time it reaches its citizenry. This is not the
case in New Zealand. Changes cross the country like a "rifle shot," with an immediate
impact. The size of the country is part of the reason for this difference. The other is that
the government of New Zealand is not restricted by the checks and balances that come
from having independent status for each of the branches of government, i.e., Executive,
Legislative & Judicial. While there is judicial independence to some degree, the party, or
parties, in the case of a coalition, control both the Executive and Legislative affairs of the
country. Consequently, change can be introduced and acted on much more expeditiously
than what is experienced in countries such as the US. The pendulum can swing between
the "left" and "right" quite dramatically and instantaneously.

Employee Assistance Programmes, and their companion pieces of Drug Testing and
Wellness Programmes, have been undergoing a process of re-investigation along lines that
exist in countries such as the US and Canada. EAP Conferences, such as the 1997
NZACAD Conference in Hanmer Springs, the 2000 Instep Conference in Wellington and
the four Asia Pacific EAP Conferences (Sydney, Hong Kong, Singapore & Hawaii)
suggest a new energy is slowly building in support of Employee Assistance Programmes
that reflect both Broad Brush and Core Technology concepts, albeit with their own
cultural adaptations. One of the current ironies is that the original challenge that
introduced the EAP concept, namely substance abuse, is now of renewed interest to EAP
efforts in New Zealand. While the new government will apparently strengthen the hand of
the employee, this should not alter either the employers', or the government's, interest in
improving the quality of life for New Zealand's workforce in its entirety, which should
bode well for EAPs. "The more things change, the more they stay the same."
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Gerald Bunn
Evaluation & Auditing
Services, Ltd.
P.O. Box 218
Hanmer Springs, 8273, New Zealand
Tel: +64-3-315-7920
Fax: +64-3-315-7992
Email: GeraldBunn@compuservecom

Instep Ltd.
Level 2, 2-12 Allen St.
P. O. Box 801
Wellington, New Zealand
Tel: +64-4-382-8071
Fax: +64-4-801-8213

EAP Services, Inc.
87-89 Albert St.
5th Floor, Albert Plaza
PO. Box 5931
Wellesley St., Auckland, New Zealand
Tel: +64-9-358-2110
Fax: +64-9-358-2560
Email: Ak@EAPServicesco.nz

Industrial Chaplaincy
Services - WorkBridge
Programme
em. Livingston & Karangahape Road
PO. Box 68846
Newton
Auckland, New Zealand
Tel: +64-9-302-2836
Fax: +64-9-302-1209
Email: dilki@workbridQeco.nz

Resources

Amalgamated Workers
UnionEAP
P. O. Box 25075, Victoria
Christchurch, New Zealand
Tel: +64-3-315-0519
Fax: +64-3-379-7697

Land Transport Safety
Authority
P.O. Box 2840
Wellington, New Zealand
Tel: +64-4-494-8600
Fax: +64-4-494-8601

Department of Community
Health, University of
Auckland, Injury Prevention
Research Centre
Private Bag 92019
Auckland, New Zealand
Tel: +64-9-373-7599 - Ext. 6348
Fax: +64-9-373-7503

Alcohol and Public Health
Research Unit
Private Bag 92010
Auckland, New Zealand
Tel: +64-373-7999
Fax: +64-9-373-7507
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Tranz Rail EAP
Tranz Rail Limited
Wellington Station
Private Bag
Wellington, New Zealand
Tel: +64-4-498-2026
Fax: +64-4-498-3158

New Zealand Health
Information Services
P. O. Box 5013
Wellington, New Zealand
Tel: +64-4-801-2700
Fax: +64-801-2770

Accident Rehabilitation &
Compensation Corporation
81-83 Molesworth St.
P.O. Box 242
Wellington, New Zealand
Tel: +64-4-473-8773
Fax: +64-471-1688

Institute of Environmental
Science & Research, Ltd.
P.B.92-0212
Auckland, New Zealand
Tel: +64-9-815-3670
Fax: +64-9-849-6046

EAP for Parliament
Parliament Buildings
Wellington, 6001, New Zealand
Tel: +64-4-471-9432
Fax: +64-4-473-5035
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