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INTRODUCTION 

 Needs manifest themselves in all facets of life. As work outside the home and in 

the employ of third parties grew in Canada and the United States so did the realization 

that the satisfaction of needs would become, in part, the responsibility of employers.  The 

exchange of labour for money allowed individuals to make purchases that met basic 

needs. However, the workplace also took on a role in resolving problems and meeting a 

range of personal needs, a role that has evolved continuously since the beginning of the 

industrial revolution. There has also emerged a historic relationship between occupational 

assistance and mutual aid/self-help in North America through four distinct eras: Welfare 

Capitalism, Occupational Alcoholism, Employee Assistance and workplace health 

promotion.  Each phase in the evolution of occupational assistance has witnessed the 

interaction of personal, organizational and societal influences that have provoked and 

motivated different stakeholders in the workplace to become involved in initiating and 

developing programs.  Among the most prominent and integral players throughout this 

entire evolutionary process have been self-helpers and mutual aid groups, though 

recently, their importance and influence has lessened. This review highlights the value of 

mutual aid/self-help within occupational assistance programming and why it needs to 

continue to be a core component in creating a well workplace in the 21
st
 century.  

2. WELFARE CAPITALISM 

 

At the onset of the industrial revolution little value was attributed to workers, 

employees were viewed as expendable and easily replaceable.  They were part of the 
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industrial machine.  However, the expansion of industry in the late 1800s in North 

America led to an increasing number of immigrants and women entering the paid labour 

force.  This changing face of the workforce was compounded by increases in labour 

unrest with nearly 23,000 strikes affecting 117,000 worksites throughout North America 

between 1880 and 1900 alone.  Some employers responded to this by hiring private 

police forces and by directing violence against striking workers.  A vastly different 

response by other employers was the development of industrial welfare initiatives.  

Welfare Capitalism was a 19th and early 20th century North American employer 

mechanism whose motive was to obtain worker loyalty by meeting a smattering of the 

basic needs of employees through programming initiatives which was neither a 

necessity of the industry or required by law (Brandes, 1976). 

 While having humanitarian overtones, the underlying motivation was to create a 

healthy, hard working, efficient, orderly, productive and diligent, non-unionized workforce 

that would not question management initiatives, decisions, values nor ideals.  Paternalism 

was an intrinsic element of Welfare Capitalism.  Owners viewed their acts as a means to 

produce a contented and subdued labour force that would have their basic needs met 

and thus have no necessity for organizing themselves or for turning to labour unions to 

assist in fulfilling their needs (Googins & Godfrey, 1987; Popple, 1981; Scheinberg, 

1986).  Paternalism motivated companies such as the Washington, Idaho and Montana 

Railway and the Potlatch Lumber Company to create dry zones around their worksites 

and to create company towns that outlawed taverns and alcohol within the town limits 

(Petersen, 1987).  Paternalism fostered a culture of dependence among workers while 
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the majority of owners presumed that their employees should have felt privileged to be 

working for a company or living in a company town that provided so much for them in 

return “only” for their labour (Allen, 1966).   Other owners, especially those with a strong 

Christian philosophy, believed it was their obligation to exercise control of both the 

internal and external affairs of their employees and to create both a higher moral plane 

and a greater sense of responsibility among workers (Boyer, 1983; McGilly, 1985). 

Despite the resentment these attempts at social engineering fostered among workers, 

paternalism and Welfare Capitalism were considered by numerous 19th century 

businessmen to be a “moral responsibility, protecting society while furthering business” 

(Garner, 1984: 53).  As new immigrants flooded North America, paternalism became the 

instrument for socializing them into the established cultural norms.  It became the 

mechanism to control and “Americanize” the increasingly immigrant workforce (Allen, 

1966).   

 Predominately, only basic needs were met through Welfare Capitalism programs 

including the establishment of non-profit lunchrooms, shower facilities, and company 

stores.  However, some owners went further and established medical clinics staffed by 

company nurses and physicians.  Other management initiatives extended financial 

benefits to workers through the provision of pension plans, profit-sharing schemes, sick 

benefits and even paid vacations.  Some programs moved beyond meeting basic needs 

by providing recreation facilities, adult education programs, schools for the children of 

workers, libraries and welfare secretaries (Googins & Godfrey, 1987; McGilly, 1985). 

 In 1875 Mrs. Aggie Dunn was hired to look after the needs of the young women 
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working for the H.J. Heinz pickle factory and living in the company dormitory.   She 

became the first welfare secretary in North America, acting as a liaison between the male 

management and the predominantly female workforce.  The primary function of welfare 

secretaries was to be a socializing and controlling influence on the workforce, with an 

emphasis placed upon meeting the needs of female and immigrant workers.  The welfare 

secretary position eventually developed into a role to assist in creating more efficient 

workers and to maintain good physical health and moral hygiene so that employees could 

be as productive as possible (Brandes, 1976; Popple, 1981; Thomlison, 1983).  While the 

exact nature of many welfare secretaries’ roles were often undefined, their responsibilities 

can be placed into four categories of health and welfare provision: 

i) physical - safety, sanitation and housing; 

ii) cultural - recreation, education and socialization of North American values; 

iii) personal - casework-like services for employees and their families; and, 

iv) economic - administration of loans, pensions and related financial benefits 

 (Carter, 1977). 

 The function of welfare secretaries involved what could be defined as the 

beginnings of casework practice and rudimentary group work as many welfare secretaries 

were encouraged to develop education and social support groups as a technique in 

problem resolution though any activity that minimized the time employees spent in 

taverns was generally looked upon favourably by employers.  Welfare secretaries were 

the initial internal professional providers of occupational assistance and by the onset of 

World War I there were approximately two thousand welfare workers in industry 
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throughout Canada and the United States (Sonnenstuhl &Trice, 1986).  While many had 

no formal training, the major sector of employment for graduates from the New York 

School of Social Work during this era was industry.   In fact, Carter (1977) claimed that 

the first North American usage of the term social work in the late 1800s was a direct 

translation of the German phrase"arbeiten sozial", the practice of providing housing, 

canteens and health care by German manufacturers to their employees. 

 The primary focus of mutual aid groups during this period was directed at 

economic concerns. The modern concept of self-help had not yet taken root and the 

types of activities that could be classified as mutual aid were almost exclusively related to 

financial self-help initiatives including union organizing and economic co-operatives (Katz 

& Bender, 1976).  In the 19th century Friendly Societies emerged to assist the working 

class to cope with adverse living conditions and became the most important British 

voluntary association of the 19th century, promoting both thrift and mutual aid.  They were 

attempts by workers to meet their social and convivial needs and to insure against the 

hazards of sickness and death as employers offered inconsequential, if any, long-term 

economic security and the Societies increased in numbers, size and prominence with the 

increase in industrialization and the alienation it brought.  Friendly Societies did not owe 

their origins to government, nor private benevolence as the plan was originated among 

those it was intended to serve.  A key social component was the monthly club nights with 

sociability being an important motivating aspect for joining.  Friendly Societies became so 

allied with local pubs and with drinking and celebrating that some groups were questioned 

on the over allocation of funds to alcohol (Gosden, 1973). However, by the end of the 
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19th century there was a growing realization that this mutual assistance effort was not 

adequately preventing large numbers of injured workers and their families from becoming 

poverty stricken (Rimlinger, 1983).  

 Friendly Societies did not spread throughout North America, though other types of 

economic self-help initiatives did arise during the 1800s.  These included irrigation and 

farming cooperatives and the first North American industrial trade union, the Knights of 

Labour.  The foundation of the Knights was also primarily motivated by economic self-

help principles though they did establish a formally organized and entrenched leadership 

hierarchy, a structure that would eventually contribute to the collapse of the group.  

Nevertheless, this early craft and trade union embodied many of the principles of 

contemporary mutual aid (Katz & Bender, 1976; Romeder, 1990).   

 One particularly interesting Friendly Society was the Independent Order of 

Rechabites formed in 1835.  By World War II the Rechabites had a membership of 

approximately half a million.  The motivation behind this group, beyond establishing basic 

financial security for its membership, was self-protection for those who had joined as the 

Rechabites were also a temperance movement and offered sanctuary for those who did 

not wish to enter or return to the pub life (Gosden, 1973).  A similar movement arose in 

the United States during the same period of time.  Founded in 1840, the Washingtonians 

based their group upon a format culled from Christian religious roots. Washingtonians 

advocated total abstinence from drinking alcoholic beverages and targeted the workplace 

as an essential area to spread their message.  They would actively seek out excessive 

drinkers from work settings to counsel and aid.  The Washingtonians used group 
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meetings to provide support to those attempting to give up drinking and to assist others in 

maintaining their abstinence.  While political and religious disagreements eventually led to 

the demise of the Washingtonians a fellowship with similar motives soon followed, the 

Oxford Group which targeted primarily college students and graduates.  Included in their 

temperance message was the idea that people are sinners but that they could be 

redeemed through public confession.  A fundamental belief of Oxford Group members 

was that those who were converted must move on to assist others in changing (Garnter & 

Riessman, 1976; Presnall, 1981; Trice & Schonbrunn, 1988).  Set in an era when neither 

the economic nor social welfare of workers was a prominent industrial concern, these two 

groups set the stage for the emergence for what was to become the world’s most 

influential self-help group, one that would not only serve as a template for mutual aid for 

decades but that would also irrevocably shape occupational assistance.  

 By the turn of the century the workplace was moving from being the focal point for 

drinking to a place where everything was done to discourage the use of intoxicating 

beverages.  This change was motivated by several factors: the increasing strength of the 

prohibitionists and the social gospel movement, the importing of workers’ compensation 

legislation initiatives from Europe, the short lived mental hygiene movement that engaged 

mental health practitioners to eliminate eccentricities from persons employed in industry 

and the developing field of personnel administration inspired by Taylor’s Principles of 

Scientific Management (Googins & Godfrey, 1987; MacKintosh, 1939; Preston & 

Bierman, 1985; Scheinberg, 1986).  In Canada, union led initiatives, particularly by the 

Knights of Labour, also acted to discourage excessive drinking by workers.  Labour 
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leaders felt inebriated workers were too easily made pawns by the owners of the means 

of production who would supply cheap liquor instead of adequate wages (Kealey & 

Palmer, 1982). 

 An aspect of Welfare Capitalism rarely discussed, that was also associated with 

temperance ideals, involved the contracting of service providers external to the 

workplace.  The Young Men’s Christian Association’s (YMCA) growth throughout North 

America was not happenstance as in the late 19th and early 20th century the YMCA was 

commissioned by large businesses, primarily railway interests, to provide welfare services 

for their workers as there were few recreation, social or housing options for this segment 

of the workforce.  The YMCA developed a distinct Railroad unit to follow the rail workers 

throughout North America as the train system was expanded.  The first railroad YMCA 

was established in Cleveland in 1872 and by 1879 there were 39 YMCA railroad centres. 

By the end of World War I the YMCA employed nearly 250 professional industry 

secretaries supported by over 4,000 volunteers, mostly students from colleges and 

technical schools, in 154 locales. This arrangement relieved larger multi-centre 

companies of administrative burdens while also allowing smaller organizations to share in 

a broad range of welfare programs, including housing of their workforce in a morally 

correct, sober, Americanizing environment.  Religious education classes were also used 

to reinforce the idea that good Christians did not strike against their employers (Brandes, 

1976; McGilly, 1985).  As the YMCA’s programming expanded, companies would turn 

over established facilities to allow this external “independent” agency to administer them 

(Allen, 1966).  Similarly, the Young Women’s Christian Association (YWCA) provided 
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shelter for those women who were unable to find work in industrial centres, were pregnant 

and single or who had become prostitutes and were attempting to change their lifestyle 

(Zahavi, 1988). Thus, it can be argued that the YMCA and YWCA were the inaugural 

external, third party providers of occupational assistance in North America. 

 The emergence of the YMCA and YWCA programs was one of several reasons 

behind the demise of the role of the internal welfare secretary.  The increasing availability 

of both publicly and privately funded community-based social services and mutual 

aid/self-help associations in large urban areas also allowed employees to seek help from 

others than those working for their employers to meet their needs.  The inclusion of 

economic welfare responsibilities had already begun to move the duties of welfare 

secretaries away from social work orientated intervention and more towards the emerging 

discipline of personnel management.  Some welfare secretaries were not only 

responsible for administrative functions including managing employee welfare benefits, 

lunchroom activities and medical clinic activities, but were also becoming involved in 

training staff, job assignments and even hiring.  Henry Ford employed them to evaluate 

the moral fitness of his employees.  Those deemed morally fit and deserving could earn 

up to $5.00 per day while those falling short of Ford’s criteria could earn only a daily 

maximum of $2.60.  Thus, tensions that the welfare secretaries were supposed to defuse 

between management and labour were often heightened by these tasks and the position 

soon was labelled anti-union. With the increasing prominence of Taylorism and Scientific 

Management principles, the human welfare component of the position was further eroded 

(Carter, 1977; Googins & Godfrey, 1987; Shain & Groeneveld, 1980).   
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 Slowly the impetus behind Welfare Capitalism drifted away from procurement and 

protection of labourers to being just another management tool.  Its overriding objectives 

became to avoid labour disputes that could paralyse an industry and to increase the 

productivity through the intellectualization of individual workers (Garner, 1984).  The 

motivation became not only the creation of a stable, loyal and sober workforce but also to 

undermine Bolshevism, Radicalism, Socialism and all other “isms” that might disrupt the 

labour community (Petersen, 1987; Zahavi, 1988).  Paternalistic inspired Welfare 

Capitalism tied benefits to allegiance, obedience and cooperation and not to sharing, 

participation, consensus nor any type of discourse.  It was during, and partially because 

of, the depression of the 1930s that this paternalistic era began to decline.  With the 

introduction of the National Labour Relations (Wagner) Act of 1936, part of the American 

“New Deal”, and the Canadian War Labour Order of 1944, there were even fewer returns 

for employers who still engaged in Welfare Capitalism activities.  The energies of owners 

now became almost exclusively devoted to overtly meeting their own needs and no longer 

attempting to placate workers. 

 While some of the motivating factors behind Welfare Capitalism were most noble, 

even verging on altruistic, overall the movement can be labelled as a paternalistic 

endeavour that eventually led to the co-option of social workers and other helping 

professionals involved in the field. It created a coercive, autocratic and feudal 

organizational environment perpetuating a system of labour-management relations where 

the distribution of both powers and rewards was most unequal. Mutual aid/self-help 

initiatives sponsored or supported by employers were also primarily used as work 
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socialization mechanisms and as another vehicle to stave off organized labour or 

cooperative ventures.   

3. OCCUPATIONAL ALCOHOLISM PROGRAMMING 

 In 1935, as the last vestiges of Welfare Capitalism were winding down, a historic 

meeting was taking place in Akron, Ohio.  Bob Smith, a physician, was talking with a 

stock broker, Mr. Bill Wilson.  The discussions of these two white, Protestant men would 

profoundly shape the way alcohol treatment would be defined and researched, the way in 

which substance abusers would be treated, the unfolding of the self-help movement and 

the further development of occupational assistance.  On the eve of a major 

transformation of the North American workforce came the emergence of the inaugural 

contemporary mutual aid/self-help group, Alcoholics Anonymous (A.A.). 

 The history and growth of occupational assistance is interwoven with Alcoholics 

Anonymous.  Both Bill Wilson and Dr. Bob Smith had participated in the Oxford Group 

prior to their fateful encounter in Ohio.  Their use of core self-help principles, sharing of 

past experiences, mutual support and the helper-helpee philosophy were fundamental in 

assisting them to maintain their sobriety (Gartner & Riessman, 1977; Katz & Bender, 

1976; Wilson, 1957).  In the spirit of the Washingtonians and Oxford Group they felt that 

they had to reach out to others experiencing similar problems with alcohol misuse and 

abuse.  A.A. was not intended as a rejection of professional treatment, rather as an 

alternative, though in reality no effective treatment of any type existed during this period. 

The motivation behind A.A. was to use collective experience, fellowship and sociability in 

assisting those with a common problem to help each other cope with their situation on a 
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daily basis.  To build a sense of mutuality and give some order, twelve steps and 

traditions were developed that could be used and followed by others in attempting to 

maintain their own sobriety (Robinson & Henry, 1977).  Partial responsibility for the 

growth and development of occupational assistance programming during this era can be 

attributed to the individual motivation of members of A.A..  The twelfth step of Alcoholics 

Anonymous states that: 

“Having had a spiritual awakening as the result of these steps, we try to carry this 

message to alcoholics and to practice these principles in all our affairs.” 

Alcoholics Anonymous (1946: 15) 

 Another significant organizational factor that influenced occupational assistance 

programming was the overwhelming emphasis by labour, on business unionism, 

particularly in the United States during the late 1930s.  Historically, labour in Canada had 

a tradition of social involvement, particularly through its association with the social gospel 

movement.  One reason Welfare Capitalism had not been as dominant in Canada as in 

the United States during the early 1900s was the greater provision and securement of 

social benefits by organized labour.  However, the disempowerment of unions began in 

Canada with the failure of the 1919 Winnipeg General Strike.  It was further weakened by 

the loss of momentum in the social gospel movement and was nearly fatally disabled by 

the impact of the 1930s depression (Allen, 1971).  In the place of social activism, 

Gomperism became the dominant theme in the North American union movement.  The 

exclusive mandate under Samuel Gompers, President of the American Federation of 

Labour during the 1930s, was the acquisition of enhanced financial benefits and working 
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conditions; the “pay packet and lunch pail” philosophy superseded the broader Canadian 

labour goals of social justice and equality.  Gomperism greatly negated labour’s role in 

providing occupational assistance to its membership (Kerans,  Dorver, & Williams, 1988; 

Robin, 1968). 

 However, with the end of the 1930s and the onset of World War II, management’s 

greatest asset was vastly diminished.  No longer was there an overly abundant supply of 

surplus labour.  Those who were not considered ever employable five years earlier were 

now in great demand.  Individuals who had previously been labelled as marginal 

employees were suddenly essential to the war time workforce.  With another influx of new 

labour, as occurred in the late 1800s inspiring the introduction of Welfare Capitalism, new 

problems again surfaced.  The most readily identifiable dilemma was the alcohol-

dependent employee.  What were supervisors to do with employees who would not show 

up for work, or who were unable to perform now that there were no longer plentiful spare 

bodies with which to replace them?  These outcasts were now needed if not necessarily 

wanted in the workplace (Corneil, 1984; Trice & Sonnenstuhl, 1985).  

 In 1939, by which time the Akron, Ohio group had grown to approximately 100 

members, the Alcoholics Anonymous moniker was formally adopted.  Soon afterwards, 

Bill Wilson, himself, began to meet with corporate leaders to promote the concept of A.A. 

in the workplace.  This included the chairman of E.I. du Pont de Nemours and Company, 

Maurice du Pont Lee.  It was du Pont Lee who first hired a member of A.A., Dave 

Meharg, to actually work in the medical department to provide assistance and to refer 

alcoholic employees for treatment.  E.I. du Pont de Nemours was also the first company 
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to enter into a formal agreement granting time off from work for employees who felt that 

they needed to participate in an Alcoholics Anonymous meeting during their shift.  Several 

other large American corporations, including Kodak, Allis-Chalmers, Armco Steel, 

Consolidated Edison, and Western Electric, by accident, by risk taking or motivated by 

acts of corporate social responsibility also began to hire recovering alcoholics.  These 

employees, placed either in the personnel or medical departments, “treated” alcoholics in 

the only method of the era, Alcoholics Anonymous.  Corporate medical directors without 

staff affiliated with A.A. also turned to the self-help group because of their general inability 

to effectively treat employed alcoholics (Dunkin, 1982; Scanlon, 1986; Trice & 

Sonnenstuhl, 1985).   

 Employees active in A.A. not only intervened with other alcoholic employees but 

helped to establish on-site and external, community-based groups, while also attempting 

to act as role models for those not realizing or acknowledging their alcohol dependency.  

As this method of prescribed workplace based intervention became more widespread it 

became formally known as Occupational Alcoholism Programming (OAP).  The early 

years of OAP relied upon individual A.A. members assisting fellow employees, while 

organizationally, managers ferreted out those who would not seek help.  The driving 

motivation to provide assistance and meet the needs of troubled employees came not 

from industry, organized labour nor government but from recovering alcoholics who 

wished to share their new found sobriety with others (Baxter, 1984).  The motto became 

“get alcoholics into treatment while they still have something to lose, something at stake” 

(Shain, 1978: 2).  A.A. provided worksites with a system for responding to alcohol 
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dependency, a practical method for treating employed alcoholics and human resources to 

do so.  During the formative years of OAPs, A.A. supplied the labour power to programs 

allowing them to mature and demonstrate their worth (Trice & Sonnenstuhl, 1985).  A.A., 

while restorative in nature, was and is exclusively treatment orientated.  However, this 

method of self-help only has utility once an employee’s problem has already reached a 

significant level and is readily discernible.  Its exclusionary nature forces it to be 

concerned only with treatment of alcohol dependent individuals and not the structural 

workplace and societal problems that contribute to alcohol misuse and abuse (Katz & 

Bender, 1976).   

 Bell Canada, during the 1940s, was the first reported Canadian employer to initiate 

an OAP.  Under the directorship of Dr. Harvey Cruickshank, a psychiatrist, a program was 

established within the medical department but without any recognized or formal 

assistance by A.A..  The program evolved from a study conducted by Cruickshank on the 

main causes of illnesses and absences and their effects upon business. Employees who 

scored high in both sickness and absenteeism were predominately ones with alcohol 

related problems.  Subsequently, Bell Canada instituted a policy recognizing alcoholism 

as a health problem that was treatable and allowed those suffering from the affliction to 

be eligible for sick benefits and exempt from standard disciplinary procedures during their 

period of recovery (Lindop, 1975; Trice & Schonbrunn, 1988).  A few American 

organizations followed a similar path hiring psychiatrists or industrial psychologists to 

intervene with alcohol dependent employees.  This industrial mental health counselling 

movement was short lived as the approach was generally ineffective in recognizing 
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alcohol dependent persons and the techniques employed were not productive in assisting 

those few who were identified (Presnall, 1981). 

 During the 1940s and 1950s there was little independent initiation of OAPs by 

Canadian companies other than those who were branch plants of larger American 

corporations such as Kodak Canada, Gulf Canada, and Canadian Pittsburg Industries 

(Caldwell, 1977).  It was the Ontario Alcoholism Addiction Foundation (ARF), now the 

Centre for Addiction and Mental Health, that pioneered a wider appreciation for and 

understanding of this new variation on occupational assistance.  During the 1950s ARF’s 

major occupational program was to link employees with drinking problems with an A.A. 

contact.  In the 1960s the first regional consultant to industry and labour was hired to 

promote Occupational Alcoholism Programming, an initiative that was to be copied ten 

years later in the United States that would fuel the emergence of Employee Assistance 

Programs (EAPs).  Hamilton, Ontario was chosen for a pilot project because of its large, 

diversified manufacturing base.  During the 1960s several initiatives were launched to 

train labour and management how to identify problem drinkers and how to establish 

referral routes through industrial medical departments.  In the fall of 1973 the Hamilton 

Community Coordinating Group, which became the EAP Council, was formed to begin a 

community development project to enhance the effectiveness of programs through pro-

fessional development activities and to increase the profile of Occupational Assistance 

Programming (Bennett, 1975; Massey & Csiernik, 1997).   

 Companies in the vanguard of occupational assistance were moving from Theory 

X of Management towards Theory Y (McGregor, 1960).  Managers working on a Theory X 
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basis believed that employees were inherently unmotivated, immature, innately lazy, did 

not wish to work, were resistant to change and did as little as possible to gain as much as 

possible.  Businesses organized on a Theory X model believed that workers needed 

direction and wished to avoid responsibility, security being their paramount need.  Theory 

Y took a less extreme, more humanistic position.  Its philosophy declared that the 

expenditure of physical and mental effort in working was as natural as play and rest.  One 

did not need to punish workers to motivate them, as under the proper working conditions 

all people learned and actually wanted to contribute.  Y theorists had a more integrative 

perspective postulating that a majority of employees strove towards self-direction and 

responsibility in their work.  The majority of employees wished to be creative and worked 

not only to meet their own personal goals and needs but also to meet the goals that were 

beneficial to the entire workplace.  Thus, external control and the threat of punishment 

were not the only means for bringing about movement towards organizational objectives.  

Theory X traces its philosophical roots to Taylorism while Theory Y became the jumping 

off point for the more progressive interpretation of industrial development as 

demonstrated by organizations adopting Total Quality Control initiatives (Corneil, 1984; 

Haney, 1979; Juran, Gryna, Jr. & Bingham., 1951, McGregor, 1960).  

 While social work in its infant state had been a foundation for earlier workplace 

interventions, there was no designated role for the profession during this stage with some 

minor exceptions.  Bertha Reynolds pioneered direct social work practice while employed 

by the National Maritime Union’s United Seaman’s Services during World War II.  

Throughout the course of the war more than 5,000 union members were killed.  Reynolds 
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and her staff of six assisted families in making claims for losses, injuries and deaths, and 

in dealing with bereavement while also attempting to locate sailors lost abroad.  Social 

workers played a similar function for members of the armed forces and their families 

(Carter, 1977; Masi, 1983; Straussner, 1989; Thomlison, 1983).   

 With minor exceptions, such as employing Reynolds and her colleagues, labour’s 

contribution to meeting the needs of workers during this phase of occupational assistance 

development was also minimal.  Overall, the North American union movement was still 

motivated by a Gomperism philosophy.  Unions continued to focus their efforts on 

enhancing basic needs through the collective bargaining process and were not typically 

invited by management to assist in developing OAPs, though rarely did organized labour 

actively lobby to be part of the process.  This further allowed the entrenchment of 

workplace intervention as a role for supervisors and managers much to the chagrin of 

segments of the rank and file and more radical labour locals.  These groups asserted that 

OAPs were nothing more than witch hunts to detect and discharge unwanted union 

members under the guise of addressing alcohol-related problems (Corneil, 1984).   

 The move from Welfare Capitalism to Occupational Alcoholism Programming did 

however see a shift in emphasis from exclusively management needs to a greater focus 

on individual needs.  The mood of this period was set by the philosophy of Alcoholics 

Anonymous.  Individuals were attempting to control and shape their environment, 

however, any action that occurred did so on a personal and anonymous basis.  No one 

was attempting to make any larger structural or societal changes to assist workers in 

overcoming the obstacles blocking the attainment of their needs.  The idea of having a 
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personal problem was closeted behind veils of secrecy and the remnants of veils of 

shame.  The occupational environment was not being changed; it remained the individual 

who had to be “fixed”.  Need was now being expressed, only secretly.   

 Late stage, forced and mandatory treatment was the primary mechanism of 

intervention with Alcoholics Anonymous being the lone significant treatment option.  To an 

extent A.A. was also an agent of social control and resocialization which fit into what 

owners and managers desired.  The non-political nature of A.A. aided in maintaining the 

status quo and protected the workplace from having to undergo any notable or 

inconvenient change.  This model of mutual aid was safe for companies to instigate and 

support.  By focusing on individuals it aided the employers as much as the employees.  

Despite the beginnings of a new focus the primary motivation of these management 

initiated programs continued to be the restoration of workers to their former level of 

productivity and the creation of a more efficient workforce.  However, the orientation of 

the self-help movement during this period did become much less economic and much 

more personal in nature.  As well, mutual aid/self-help was not only a primary resource to 

OAPs,  but became a major influence in its development (Romeder, 1990).  

4. EMPLOYEE ASSISTANCE PROGRAMMING 

 

 It was again the influence of Alcoholics Anonymous that served as the catalyst for 

change in occupational assistance.  In 1970 the United States Congress passed the 

Federal Comprehensive Alcohol Abuse and Alcoholism Prevention, Treatment and 

Rehabilitation Act.  It was Senator Harold Hughes, an active A.A. member, who 

spearheaded the drive for and eventually tabled the bill.  The Hughes Act immensely 
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increased government involvement in the United States in the treatment of alcoholism 

producing a variety of reforms from the decriminalization of public intoxication to the 

creation of the National Institute on Alcoholism and Alcohol Abuse (NIAAA) (Shain, 1978). 

 In 1971 the NIAAA, using the concept introduced by the Ontario Addiction 

Research Foundation, funded and trained 120 occupational program consultants and 

administrative staff.  Their role was to encourage both public and private employers in 

each American state to adopt an OAP.  Legislation was simultaneously introduced 

mandating federal government departments and the military to introduce programming.  

The “Thundering Hundred” also provided organizations with start-up grants, something 

that has never occurred in Canada, setting the stage for the proliferation of programs in 

the United States during the 1970s (Lotterhos, 1975; Steele, 1989; Thomlison, 1983).  

 Staff recruited under the program were generally not alcoholism treatment 

advocates but professionally trained social workers and psychologists.  Thus, the 

consultants had a bias towards training those intervening with employees not to identify 

those in need of assistance based upon having alcohol on their breath or appearing 

drunk. Instead intervenors were instructed to concentrate on identifying changed work 

and personal behaviours of employees as markers.  As concerns other than alcohol 

began to be consistently identified, referrals to the medical and personnel departments for 

assistance became fewer and were slowly replaced by a greater use of professional 

community-based social services (Sonnenstuhl & Trice, 1986).   

 By 1972 approximately 300 companies had initiated job-based alcoholism 

programs (Steele, 1989).  In that year the NIAAA adopted the phrase “broadbrush” to 
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describe an occupational assistance program with a multi-problem focus instead of one 

that merely assisted employees with an alcohol problem (Lotterhos, 1975).  James Wrich 

is credited with first coining the term Employee Assistance Program and for emphasizing 

the need for labour and management to work conjointly in developing a formal program 

policy.  He advocated the implementation of systematic and coordinated procedures 

including educating and training all individuals involved in assisting employees with 

personal problems that affected their ability to work.  A key dimension in the transition 

from OAP to EAP was the increasing recognition of the importance of a cooperative 

administrative mechanism, the joint labour-management committee, which had previously 

been legislated in the health and safety field.  Wrich stated that programs should no 

longer be unilaterally initiated by management, even if management was paying for the 

service.  Rather representatives of various sectors of the workplace should work together 

to decide what should be done to benefit the entire workforce.  While designing and 

implementing a program took much longer using this collaborative process, it also had a 

greater propensity to take into consideration the needs of all employee groups (Fogarty, 

1994; Wrich, 1980).  

 As OAP evolved into EAP the treatment community in the United States saw an 

opportunity for immense increases in position, status and revenue.  This resulted in a 

large move into entrepreneurial private practices during the 1970s.  American addiction 

counsellors moved from dealing exclusively with physical health problems to incorporating 

a variety of mental health and social problems into their medical-orientated practices.  

This profiteering first began to emerge in 1969 after Blue Cross and Blue Shield began to 
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allow coverage for in-patient alcohol treatment.  In 1972 Prudential Insurance became the 

inaugural third-party insurer to provide payments for treatment in an exclusive alcoholism 

recovery facility, not directly affiliated with a hospital.  One year later the Kemper 

Insurance Group, a long time advocate of OAP, made provisions for alcoholism treatment 

to become a standard clause in all group policies (Kemper, 1978; McClellan, 1982a).   

 The rush to apply the medical treatment model to behavioural problems, “the 

diseasing of America”, contributed to the proliferation of third party “helpers” in the United 

States.  These counsellors external to the workplace began to address the vast range of 

problems being identified by both volunteers and professionals internal to the workplace 

and also became an alternative to them (Favorini & Spitzer, 1993).  The first documented 

private for-profit consulting company was inaugurated by Donald Sandin.  Sandin was 

initially hired as an internal professional provider to assist Merrill Lynch employees in 

1971. Three years later he established himself as an independent provider and within his 

initial year of operation had five full time staff servicing three organizations (ALMACA, 

1983).  By 1981 there were over two hundred private EAP consulting services, external to 

the workplace, selling employee counselling services to companies (Sonnenstuhl & Trice, 

1986).  This trend came to Canada in the late 1980s with a proliferation of private 

practitioners into the field of occupational assistance practice (Addiction Research 

Foundation, 1992; Gould & Csiernik, 1990; Vedell, 1991).  Professionalism during the 

EAP era ran counter to the mutual aid traditions brought to occupational assistance by 

A.A..  While there may not have been a substantive decrease in absolute use of self-help 

resources, in relative terms its importance was diminished during this period of 



 
 

43   43 

privitization of the occupational assistance field. 

 However, other mechanisms of mutual aid and self-help did emanate during the 

EAP era. Using A.A. as a model, labour developed its own delivery mechanism, Union 

Counselling.  The concept of Union Counselling was originally proposed in 1942 by the 

Labour Division of War Production Board of the AFL-CIO and has since been supported 

and promoted by the Canadian Labour Congress.  This idea was congruent with labour’s 

role in mutual aid to its membership.  However, the significance of the program was not 

fully realized until the advent of broadbrush EAPs (Canadian Labour Congress, 1979; 

Miller & Metz, 1991).  The United Auto Workers (UAW) and its off shoot, the Canadian 

Auto Workers (CAW), were not members of the AFL-CIO for a considerable period of 

time.  As such, the UAW developed its own program similar to Union Counselling 

although the focus has remained primarily focused upon alcohol and other psychoactive 

substances of abuse. Labour Substance Abuse staff are available to assist fellow union 

members with any drug-related problem they may have.  Motivation to become a staff 

person frequently arises from personal experience with and recovery from substance 

dependency.  Substance Abuse staff also tend to have close ties to a variety of 

anonymous self-help groups and in larger plants where representatives often have their 

own offices, on site, self-help meetings are held (Masi, 1983). 

 As non-union and management personnel were outside the realm of the Union 

Counsellor movement, or tended to be reluctant to use a union based program, a parallel 

stream was developed in which the term “referral agent” was used instead of Union 

Counsellor (Revenue Canada, 1991; Trojman, 1981; Van Halm, 1988).  The responsibil-
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ities of referral agents are nearly identical to those of Union Counsellors except that 

referral agents can come from any strata of an organization’s hierarchy and in fact 

different levels are encouraged to participate so that it can become closer to a peer 

assistance program.  The more generic name and the association with the broadbrush 

concept of EAP has also led some large unions to adopt the title referral agent rather than 

Union Counsellor (Canadian Union of Public Employees, 1989; Trojman, 1981). 

 Formal peer self-help is another form of mutual aid that became more prominent 

during the EAP era.  The airline industry was the first to use the peer intervention model 

extensively.  Both the Airline Pilots (APA) and Airline Flight Attendants (AFA) Associations 

received demonstration funds from the NIAAA during the 1970s to initiate programs for 

their memberships (Molloy, 1985).  This form of self-help expanded or augmented 

existing counselling and support services through recruiting a cadre of employees to 

provide mutual aid and peer support (Van Den Bergh, 1991).  A chief motivation for this 

type of model is self-regulation as the peer assistance model removes the overtly and 

covertly coercive nature of management initiated programming. 

 Of the various formats employed in delivering EAP services the most recent to 

emerge is one that has no ties to either Welfare Capitalism or OAP; the consortium.  

Historically EAPs have been established in large work organizations where one or more 

individuals operate the program on a part or full time basis.  However, a majority of 

workers remain employed in organizations of 500 or less.  A major issue in occupational 

programming over the years has been the delivery of appropriate and adequate services 

to smaller organizations. Traditionally smaller companies have had insufficient resources 
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for coping with the wide range of problems that beset all organizations and those 

employed by them.  Motivation behind the development of consortia came initially from 

counsellors external to the workplace who wished to form alliances specifically with 

smaller businesses. 

 A consortium is physically located outside the organizations it serves.  Program 

initiators retain ownership of a service that they individually could not afford either 

financially or time wise to properly maintain.  Common to all consortia is the sharing of 

fiscal, administrative and governing responsibilities. Representatives of the member 

organizations typically make decisions on issues such as staff hiring, hours of service, 

record keeping and reporting through a democratic voting procedure.  Some boards 

operate so that votes are weighted, based on each company’s annual financial 

contribution to the consortium.  In some consortia as membership has grown it has 

become impractical to have 40 board members. In these instances assignment to 

committees and the executive is done by means of an election with each member 

organization normally assigned one vote in the electoral process.  

 A significant difference exists between consortia and other external provision 

models is that consortia are not-for-profit in design.  Administratively the consortia plans 

and directs the program in an integrated fashion.  Counsellors and administrative staff are 

generally hired and managed through the collective auspices of the consortia.  Its free 

standing and independent nature are key to the growth of trust and credibility within the 

organizations it serves and to the safeguarding of anonymity and confidentiality while 

providing a comprehensive range of clinical services to employees.  Consortia also allow 
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organizations to maintain ownership of all internal aspects of their programs including 

policy and procedure creation ( Csiernik, 1994).   

 With the move to the broadbrush approach and the emergence of EAP, the focus 

of workplace intervention continued to develop so that environmental factors and 

situations beyond the worker’s immediate control were now being occasionally 

considered.  Nevertheless, programming remained reactive in nature, continuing to 

individualize problems and to perceive the worker as a problem or troubled employee.  

EAPs can still be regarded in many respects as a management tool and as a form of 

social control affecting behaviour on the job and designed to enforce compliance with 

management based norms and standards (Csiernik, 1996; Pace, 1990; Yandrick, 1994).  

The focus of EAPs is primarily secondary prevention, the early identification of problems 

while the employee is still able to function in a relatively healthy manner.  However, since 

the mid 1980s a more proactive approach has been adopted by some organizations with 

a focus on primary prevention through physical health promotion initiatives.  

5. WORKPLACE HEALTH PROMOTION PROGRAMMING 

 Workplace health promotion programming is a combination of educational, 

organizational, economic and environmental activities designed to support positive 

health maintenance behaviours conducive to the well-being of employees and their 

families.  It is about prevention of ill health and improvement of the quality of life, 

entailing both disease prevention and physical health enhancement (Parkinson, 1982; 

Chu, 1994). The motive behind health promotion programs is to identify, prevent, 

reduce and control physiological and behavioural health risks before they develop into 
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disabilities or premature mortality. Health promotion programs have the advantage of 

targeting employees who are generally functioning well but who engage in behaviours 

that are likely to result in serious illnesses in the future if unchanged.  Risk avoidance 

and risk reduction are the two prominent strategies.  Risk avoidance is directed toward 

low-risk populations to inhibit transition to high risk behaviours and thereby maintain 

existing levels of physical health.  Risk reduction is targeted at populations already at 

risk and is designed to foster a transition to a lower risk or safe status (Erfurt, Foote, &  

Heirich, 1992; Goodstadt, Simpson, & Loranger, 1987).   

 Between 53 and 93 million work days per year were lost annually during the early 

1980s in Canada because of workers’ illness (Air Canada, 1984; Brennan, 1985).  To 

counter this some organizations began examining mechanisms to promote improved 

employee physical health.  The belief emerged that it was not only feasible to enhance 

worker health, and thereby produce less illness-related absenteeism, reduce the 

probability of accidental injury and temporary or permanent disability and lower utilization 

of workers’ compensation, health insurance and disability insurance, but that it was also 

relatively inexpensive to do so (Brownell, Stunkard & McKeon, 1985; Bulaclac, 1996; 

Donner, 1991; Gebhardt and Crump, 1990; Shephard, Corey, Renzland, & Cox, 1982; 

Sipkoff & Oss, 1993).  Other reported benefits that have motivated organizations to move 

to this phase of occupational assistance included the traditional factors: decreased 

employee turnover, increased productivity, increased job satisfaction, improved morale, 

improved public relations, monetary savings from reduced absenteeism and medical 

costs, and the growth of positive personal health and work practices (Patton, 1991; 
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Peepre, 1980; Renner, 1987; Roman & Blum, 1988; Shehadeh & Shain, 1990; Yardley, 

1985).  The workplace was recognized as an excellent site for health promotion because 

of the amount of time people spend there, the presence of peer support, employer-

provided incentives, reduced financial and time expenditures, a relatively stable and 

captive audience and the increased convenience of staying on-site (Chu, 1994; Conrad, 

1987; Green, 1988).  Health professionals have identified the workplace as a key target 

for health promotion as it is a relatively closed system with potentially powerful personal, 

organizational, motivational and networking elements (Peterson, Abrams, Elder & 

Beaudin, 1985).   

 Implementation of the inaugural health promotion program is credited to the 

National Cash Register Company of Dayton, Ohio who provided a 325 acre park and a 

gymnasium for use by his employees in 1894 (Finkelstein & Frissel, 1990).  This was a 

first generation form of work site health promotion and was initiated for reasons mostly 

unrelated to health. Second generation systems emerged when risk factor identification 

and intervention were transported to the workplace.  These programs were typically 

focused upon a single illness while the next generation of health promotion programs to 

emerge became more comprehensive in nature encompassing a range of interventions 

for a variety of risk factors. The latest manifestation of health strategies incorporate 

activities, policies and decisions that affect the health of not only employees but family 

members and the community where the organization is located (Wenzel, 1994).  The 

majority of early programming focused upon the adoption or improvement of physical 

health related practices such as: smoking cessation, exercise and fitness, nutrition 
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counselling and weight control, hypertension screening; back care and cholesterol 

reduction rather than the entire wellness continuum (Brennan, 1985; Fielding, 1984; 

Sonnenstuhl, 1988).   However, in a recent study in the province of Ontario a dramatic 

growth in not only first generation programs such as fitness (19.0% of workplaces in 1989 

to 63.4% in 2003), nutrition (17.3 to 40.4), blood pressure testing (16.4% to 37.4%), 

smoking cessation (29.5% to 51.5%) and weight reduction (14.7% to 47.5%) was found 

but also in some second generation programming, featuring non physical health initiatives 

including stress management (19.3% to 50.5%) and day care services for employees 

(5.9% to 14.4%) (Macdonald, Csiernik, Dooley, Durand, Rylett, Wells & Wild, in process). 

 The 21st century has seen a shift in programming, both positive and negative.  

Some companies have drifted away from the ideals of occupational assistance that 

incorporate assisting both employees and enhancing workplace wellness.  This is best 

illustrated by the prominence of external third party counselling agencies with no on site 

presence and a greater reliance on phone and internet counselling, referrals and web site 

health promotion presence.  However, other organizations have continued to push the 

evolution of this field of practice by working to integrate Employee Assistance Programs 

with work/life and wellness initiatives to offer more holistic practice. 

 

 6. CONCLUSION 

 During each stage of occupational assistance programming, distinctive societal 

influences have motivated organizations and individuals to act to improve workplace life.  

The industrial revolution, the introduction of Scientific Management principles, the 
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Temperance movement, workers’ compensation efforts, the 1930s depression and the 

transformation of the workplace during World War II were all predominant societal factors 

that influenced the early evolution of occupational assistance in Canada.  The formal 

categorization of alcoholism as a disease in the 1950s and the expansion of the disease 

model to encompass other psychoactive drugs also dramatically affected the 

development of the movement.   Helping professionals, though not necessarily change 

agents, began to enter the workplace in larger numbers during the 1970s and 1980s.  

Currently, the concept that the worksite, its organization and the stress work produces, is 

a major cause of illness and decreased organizational efficiency is widely accepted.  

 The drive to meet the personal needs of both helpees and helpers has been a 

critical motivating factor in occupational program initiation and development.  However, 

the motivation to institute programs has not always been altruistic in nature.  Self-

interest, self-defence, and self-preservation have all played a part in the evolution of 

Canadian occupational assistance programming. One consistent positive influence 

throughout the entire developmental process has been mutual aid/self-help.  Implicit in 

every self-help group is a criticism of the failures of society.  The growth of mutual aid 

has been a response, in part, to the depersonalization of both social and work life.  

After a period of relatively diminished interest, mutual aid is again on the verge of being 

regarded as an essential feature of occupational assistance for several reasons: 

i) the increasing acceptance of mutual aid groups by both professionals and by the 

general community;  

ii) the vastness of issues self-help groups now encompass with treatment, primary 
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prevention and advocacy orientations; and, 

iii) the fact that mutual aid groups have negligible costs for employers who generally 

support, at least financially, workplace based assistance programs.  

 Services flow from the way we define problems.  Mutual aid evolved throughout 

the 20th century from having primarily a treatment and normalization orientation to now 

incorporating groups with a greater emphasis upon social change.  As they evolved, 

self-help groups helped change the focus of the occupational assistance movement 

from tertiary to primary prevention.  There will always be a place and a need for 

traditional self-help groups in the workplace.  However, just as mutual aid in the 

community evolved from Alcoholics Anonymous to consciousness raising and advocacy 

groups, so self-help groups in the workplace need to move from focusing primarily upon 

an employee’s difficulties to also incorporating organizational and systems issues that 

both magnify existing problems and create new ones. 

 Employee participation has been hypothesized to be the key missing element in 

most worksite decision making.  Participation is an educative and information sharing 

mechanism that breaks down traditional organizational barriers of control and decision 

latitude.  Participation entails the creation of opportunities for workers to directly 

influence decisions affecting them and their work while offering employees greater 

freedom of choice within the workplace environment (Briziarelli, 1989).  As mutual 

aid/self-help is an excellent expression of consumer participation it is an ideal model 

upon which to style greater workforce participation.  Any success that occurs will, 

however, depend upon employees being given control over appropriate resources and 
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having the authority, the ability, and the opportunity to act.  

 From a clinical perspective, it is time to break away from the medical model 

which is primarily concerned with rushing clients into treatment and which assigns both 

the cause and the cure of the problem to the worker.  Victim blaming is no longer an 

appropriate philosophy for occupational assistance to assert, overtly or covertly, 

regardless of who finances the services. Conversely, mutual aid has the potential to 

assist and direct the evolution of occupational assistance to the next plane of 

maturation, wellness programming.  Active self-help groups can theoretically change 

the emphasis of occupational assistance from exclusively worker centered to also 

examining problems created by more global issues both external and internal to the 

workplace.  Among the internal aspects are the design of the workplace and the nature 

of the work itself.  Mutual aid initiatives can introduce and extend social networks in the 

traditionally isolating workplace setting thereby working to prevent occupational 

assistance from remaining a mechanism of social control.  Mutual aid can be a catalyst 

for positive social change in the workplace.  The ongoing and dramatic reductions in the 

welfare state along with diminishing affordable and accessible professional resources 

will both be critical factors that will produce increases in the need for and use of mutual 

aid as we move from the industrial age to the information technology era.  
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