
 
 

 

Sloan Network Encyclopedia Entry 

Employee Assistance Programs (EAPs): An Allied Profession for  
Work/Life (2010) 

Authors:  

Jodi M. Jacobson, Ph.D., M.S.W., University of Maryland, Baltimore, School of Social Work; Mark 

Attridge, Ph.D., M.A., Attridge Consulting, Inc.  

Date: July 2010 

Basic Concepts & Definitions 
 

This entry examines the major theories, policies, and best practices related to designing and 

administering an Employee Assistance Program (EAP). An emphasis is placed on the dual roles of EAP 

to support both individual employees and also the employer work organizations. To accomplish these 

goals, EAPs often partner with other strategic work organizations including work-life, human resources, 

management, occupational health, and medical departments.  

 

A majority of employees today find themselves under significant pressure to perform at a high level with 

maximum productivity by employers who expect their organizations to “do more with less.” This tension 

between the limited organizational resources given to employees and the increasing productivity 

demands of employers contributes to a variety of problems experienced by employees. These problems 

are further affected by efforts to balance work with also trying to have a healthy and fulfilling personal and 

family life. EAPs can play an important role in helping employees, as well as their family members, to 

balance the demands of work and personal life, while also supporting the employer’s goals for improved 

and sustained levels of high workplace productivity.  

 

When first established during the 1940s, EAPs focused on providing outreach to, identification of 

problems, and early intervention for employees struggling with alcohol-related problems. Over the past 

few decades, the employee assistance (EA) field has grown significantly and is addressing more complex 

employee health and behavioral health, as well as work-life employee challenges. Today, most EAPs are 

considered “broad-brush” programs, designed to support multiple kinds of employee, family, and 

workforce performance issues. Employers provide EAPs for a variety of reasons ranging from wanting to 

support employees and their family members, accepting the evidence that healthy employees make for a 
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more productive workplace, and protecting themselves from liability and legal issues, in addition to simply 

believing that offering employee assistance is “just the right thing to do.”  

 

EAPs have clearly made their mark with U.S. business. The majority of large U.S. employers now provide 

EA benefits to employees and their family members (Mercer, 2008). More than 75% of employees in state 

and local government have access to EA services, and 40% of employees working in the private sector 

have access to an EAP (U.S. Department of Labor, Bureau of Labor Statistics, 2008). The 40% rate is 

lower than what might be expected; however, more than 90% of all businesses in the United States are 

small employers with fewer than 50 employees, and smaller companies are less likely to provide EA 

services. According to a national benefits survey conducted in 2008, 52% of small employers (1 to 99 

staff) offered an EAP to their organization, compared to 76% for medium employers (100 to 499 staff) and 

89% of large employers (more than 500 staff) (SHRM, 2009a).  

 

As a starting place to understand this multidisciplinary and multidimensional field, it is important to first 

review how EA is defined. Although the field has yet to agree upon a standardized definition, the 

Employee Assistance Professional Association (EAPA), the largest, international, professional 

organization for EAPs, provides a comprehensive definition of EA that is acceptable to most professionals 

in the field. EAPA defines EA as the “work organization’s resource that utilizes specific core technologies 

to enhance employee and workplace effectiveness through prevention, identification and resolution of 

personal and productivity issues” (EAPA, 2010c). EAPA further defines an EAP as “a worksite-based 

program designed to assist (a) work organizations in addressing productivity issues, and (b) ‘employee 

clients’ in identifying and resolving personal concerns, including, but not limited to, health, marital, family, 

financial, alcohol, drug, legal, emotional, stress or other personal issues that may affect job performance” 

(EAPA, 2010c, p. 6).  

 

A second professional organization for EAPs is Employee Assistance Society of North America (EASNA), 

whose focus is on advancing knowledge, research, and best practices to achieve healthy and productive 

workplaces. EASNA defines EA as:  

an employer-sponsored service designed for personal or family problems, including mental health, 

substance abuse, various addictions, marital problems, parenting problems, emotional problems, and 

financial or legal concerns. This is typically a service provided by an employer to the employees, 

designed to assist employees in getting help for these problems so that they may remain on the job and 

effective. EAP originated with a primary drug and alcohol focus with an emphasis on rehabilitating valued 

employees rather than terminating them for their substance problems. It is sometimes implemented with a 

disciplinary program that requires or strongly encourages that the impaired employee participate in EAP. 

Over the years, EAP has expanded to also incorporate not only mental health and substance abuse 

issues but also health and wellness and work/life types of concerns. Although one facet of EAP services 



 
 

is focused on the individual employee and their family members, another component is the services 

offered to the organization. This may include prevention, training, consultation, organizational 

development, and crisis response services (EASNA, 2010, p. 1).  

EASNA has partnered with the Council on Accreditation (COA) to develop the accreditation standards for 

programs that offer EA services. Although not a direct provider of accreditation, EASNA offers guidance 

and mentoring to programs that are seeking accreditation. According to the COA EAP accreditation 

standards, EAPs are defined according to the EAP Core Technology. The EAP Core Technology 

represents themes from an early research study conducted by Roman and Blum (1985; 1988) to identify 

the unique characteristics of EAPs that are common to all programs and that define the practices of the 

field. Their research, based on observations made during onsite visits to more than 425 EAPs, resulted in 

the identification of six EA core functions, still regarded by many in the field to be the basic framework for 

defining and understanding the distinguishing properties of an EAP. Content areas identified by Roman 

and Blum (1988) included supervisory and/or management functions such as “identification of employees’ 

behavioral problems based on job performance issues” (p. 19), “provision of expert consultation to 

supervisors, managers and union stewards on how to take the appropriate steps in utilizing employee 

assistance policy and procedures” (p. 19), and “availability and appropriate use of constructive 

confrontation” (p. 20). The second set of unique EA functions included programs and interventions related 

to benefits management. These included “micro-linkages with counseling, treatment and other community 

resources” (p. 20) and “the creation and maintenance of macro-linkages between the work organization 

and counseling, treatment and other community resources” (Roman & Blum, 1988, p. 21). The final set of 

functions emphasized substance abuse in the workplace and contended that a “focus on employees’ 

alcohol and other substance abuse problems offers the most significant promise of producing recovery 

and genuine cost savings for the organization in terms of future performance and reduced benefit usage” 

(Roman & Blum, 1988, p. 21).  

 

In subsequent years, EAPA expanded and revised the Core Technology to include eight distinct initiatives 

and/or activities that all EAPs provide to work organizations: 

1. Consultation with, training of, and assistance to work organization leadership (managers, 

supervisors and union officials) seeking to manage troubled employees, enhance the work 

environment and improve employee job performance.  

2. Active promotion of the availability of EA services to employees, their family members and the 

work organization.  

3. Confidential and timely problem identification/assessment services for employee clients with 

personal concerns that affect job performance.  

4. Use of constructive confrontation, motivation and short term intervention with employee clients to 

address problems that affect job performance.  



 
 

5. Referral of employee clients for diagnosis, treatment and assistance, as well as case monitoring 

and follow-up services.  

6. Assisting work organizations in establishing and maintaining effective relations with treatment and 

other service providers, and in managing provider contracts.  

7. Consultation to work organizations to encourage availability of an employee access to health 

benefits covering medical and behavioral problems including, but not limited to, alcoholism, drug 

abuse and mental and emotional disorders.  

8. Evaluation of the effects of EA services on work organizations and individual job performance 

(EAPA, 2010b, p. 6). 

Even though the original research to identify key EA functions was conducted more than 20 years ago, 

the EAP Core Technology continue to have value as a guiding framework for the establishment and 

evaluation of the field. In fact, a recent survey of 200 members of EAPA found that the vast majority of 

professionals active in the EA field today (85%) were familiar with the EAP Core Technology (Bennett & 

Attridge, 2008).  

 

Given their close working relationship with Human Resources (HR), which is also often the work 

organization or department that oversees and manages the EAP contract, it is important to review the 

definition of EAP from a HR or benefits perspective. The International Foundation of Employee Benefit 

Plans (IFEBP) defines an EAP as:  

an employment-based health service program designed to assist in the identification and resolution of a 

broad range of employee personal concerns that may affect job performance. These programs deal with 

situations such as substance abuse, marital problems, family troubles, stress and domestic violence, as 

well as health education and disease prevention. The assistance may be provided within the organization 

or by referral to outside resources (2005, Glossary).  
 

The Society for Human Resource Management (SHRM) provides the following definition for an EAP: 

work-based intervention program designed to identify and assist employees in resolving personal 

problems (e.g., marital, financial or emotional problems; family issues; substance/alcohol abuse) that may 

be adversely affecting the employee’s performance. EAPs that offer medical benefits such as direct 

counseling and treatment, rather than just referrals for counseling and treatment, are regulated under 

ERISA and subject to COBRA. EAP plans are usually 100% paid by the employer and can include a wide 

array of other services, such as nurse lines, basic legal assistance and referrals, adoption assistance or 

assistance finding elder care services. EAP services can be made available to not only the employee but 

also to immediate family members or anyone living in their home (SHRM, 2009b, para. 1). 



 
 

 

Recently, the National Business Group on Health (NBGH) established a work group to study EAPs and 

address the group’s concern regarding an observed lack of “coordination and integration between 

employer-sponsored health plans and EAPs” as reported in a 2004-2005 report by the National 

Committee on Employer-Sponsored Behavioral Health Services (Rothermel et al., 2008, p. 7). In 2008, 

this group expanded the definition of EAP to include the provision of:  

strategic analysis, recommendations and consultation throughout an organization to enhance its 

performance, culture and business success. These enhancements are accomplished by professionally 

trained behavioral and/or psychological experts who apply the principles of human behavior with 

management, employees and their families, as well as workplace situations to optimize the organization’s 

human capital (Rothermel et al., p. 15). 
 

Although the definitions of EA and EAP vary, all EAPs would likely agree that they provide individual-  

and organizational-based services through a “world of work” lens, meaning that EA services must be 

provided objectively and in an impartial manner as the EAP represents and supports the views and goals 

of both the individual employee and his or her employer, and in some work settings, the EAP serves  

the public good.  

 

Importance of Topic to Work and Family Studies  

 

The EAP and work-life fields often share similar goals of supporting employees and working families, 

while also supporting the needs of the employer and the broader workplace. Both fields strongly value the 

importance of work and embrace the notion that one’s work life and personal life influence each other. 

Both fields also typically report to HR or another department within the work organization, with services 

being managed internally but have most of their client-contact services provided by a network of other 

contractors, staff from vendors, and other business partners. In many companies, EAPs and work-life 

services are provided by the same program or sold under the same contract; however, they may actually 

be business arrangements in which one program partners with another program to meet the needs of an 

organization (Attridge, Herlihy, & Maiden, 2005).  

 

Just as Kanter (1977) suggested that work and life could not be viewed as separate spheres, EAPs 

recognized that their initial focus on occupational alcohol problems could not be addressed within a 

vacuum. In fact, as EAPs worked more and more with alcohol-abusing and recovering employees they 

found that in order to truly support sustained recovery they had to expand their services to address a 

variety of work-life concerns that affected individual employees and their families just as much as 

problem-drinking. For example, consider the employee referred to the EAP after being identified by the 

workplace as having a drug problem after failing a random drug test. It turns out that the employee is a 



 
 

single mother who has been hiding a substance abuse problem for several years and is open to the idea 

of attending treatment. The EAP would then work with her to identify an appropriate rehabilitation 

program but may also be faced with the question of who would care for her young child. Thus, the EA 

professional finds himself or herself needing to resolve issues related to child care, workplace leave 

policy, and other family-related concerns, similar to the work-life professional.  

 

As noted earlier, many workplaces now have integrated their EAP and work-life programs within the same 

department, or if they are outsourced these programs are often provided by a single contractor or vendor. 

This notion of “one-stop shopping” is perceived as a benefit, not only for the employer as it simplifies the 

contracting process but also for the employee as having one service provider offer a single point of 

contact for employees and family members wishing to access services (Swihart & Thompson, 2002; 

Willaman, 2001). With the overlap from mental health and substance abuse into work-life issues, it makes 

sense that EAPs and work-life programs function collaboratively as both address various issues critical for 

helping employees reclaim and sustain a sense of work-life balance.  

 

For example, a manager might realize that one of his employees has not been coming to work on time 

regularly and when at work appears sluggish and less productive. The manager could bring these 

performance problems to the employee’s attention, who could then seek help through the EAP and work-

life program. A common underlying cause of sudden changes in work performance is due to the spillover 

effect from stress at home into the workplace. The EA professional might uncover that this employee has 

been sluggish at work recently because she is not getting enough sleep at night due to increased stress 

related to marital problems and increased pressure to provide physical and emotional care for her elderly 

mother who recently fell and broke her hip. EA and work-life services in collaboration could assist this 

employee in accessing supportive resources within the community and returning attention to self-care and 

improved work performance.  

 

Additionally, EAPs and work-life programs rely on similar methods for service delivery including 

telephonic assessment and referral, brief intervention, problem resolution, and follow-up. Both kinds of 

programs also usually offer outreach; education and training programs; information provided through 

newsletters, tip-sheets, and web-pages; consultation to managers and supervisors; and program 

evaluation (Herlihy, Attridge, & Turner, 2002).  

 

In addition to work-life programs, EAPs partner with Occupational Health and Medicine programs to 

promote physical and mental health and well-being (Goetzel & Ozminkowski, 2006). Newly emerging 

workplace initiatives focused on health promotion and employee wellness are often provided by 

Occupational Medical programs and/or broader work-life programs. One contribution the EAP has been 

able to make in this area is to support employees’ behavioral change, particularly with employees 



 
 

struggling to change behaviors related to nutrition and smoking, and identifying and treating chronic 

behavioral health conditions such as depression and anxiety that negatively affect productivity and quality 

of work-life. Health promotion and workplace wellness programs reach employees and their family 

members through many different channels, including traditional office visits, telephone calls, Internet 

resources, and onsite workplace events, such as employee health and wellness fairs and screening.  

 

Collaboration with other benefits programs has been a growth area for EAPs within the United States as 

employers seek new and creative ways to support employee productivity and reduce costs associated 

with health care, disability, and other negative outcomes. The number of EAPs with “integration activity” 

increased from about 1 in 4 in 1994, to over 1 in 3 in 2002 and is now expected to be the majority (Herlihy 

& Attridge, 2005). Part of the reason for this growth in integrated programming is a natural business 

development response to the rise in the popularity of work-life programs and the benefits to the 

organization of collaboration between EAP and Work-Life (Attridge, Herlihy, & Maiden, 2005;  

Csiernik, 2005).  

 

EAPs help to form the foundation to support an employer’s most valuable asset-its employees. Helping to 

balance the challenges from work and personal life, as well as supporting working families, is no easy 

task. EAPs and work-life programs are designed to help employers reduce risk while increasing 

productivity in a healthy and effective manner.  

 

State of the Body of Knowledge 
 

EAPs were first developed in the United States during the 1940s in response to growing concerns among 

employers about employee problem-drinking and its impact on workplace accidents and injuries and 

decreased worker productivity. Offered as an alternative to terminating alcohol-dependent employees, 

EAPs were designed to help the workplace address alcohol use and abuse among working adults during 

an era when skilled labor was in short supply due to World War II. Alcoholics Anonymous (AA) was 

introduced to union leaders and corporate medical directors as a path to recovery and rehabilitation of 

alcohol-impaired employees (Steel, 1989; Trice & Schonbrunn, 1981). This led to the creation of 

Occupational Alcoholism Programs (OAPs) that were designed to provide cost-effective support to 

employers to identify and encourage recovery of alcohol-dependent employees. Studies published by the 

Yale Center of Alcohol Studies and the National Committee on Education and Alcoholism further 

supported a structured plan for business to implement OAPs that included employee and supervisory 

education along with additional consultation to supervisors regarding referring troubled employees to 

OAPs, collaboration with occupational medical departments, policy development regarding treatment  

and discipline, referrals to rehabilitation services, and plans to evaluate outcomes (Henderson &  

Bacon, 1953).  



 
 

 

During the 1950s and 1960s, OAPs grew in number and acceptance, largely through support from the 

U.S. Federal Government and legislation such as the Federal Comprehensive Alcohol Abuse and 

Alcoholism Treatment and Rehabilitation Act (called the Hughes Act) of 1970. The Hughes Act required 

the Federal Civil Service Commission-later renamed the U.S. Office of Personnel Management (OPM)-to 

develop alcohol intervention programs and make them available to all federal employees. In 1972, this 

legislation was amended to include drug abuse in addition to alcoholism. The Hughes Act also 

established the National Institute on Alcohol Abuse and Alcoholism (NIAAA) with part of its mission to 

promote the growth and diffusion of EAPs nationwide. NIAAA funded two Occupational Program 

Consultants (OPCs) in each state whose primary role was to promote and establish OAPs in private 

industry. OPCs organized with labor representatives and formed the Association of Labor Management 

Administrators and Consultants on Alcoholism (ALMACA), which was the precursor for the Employee 

Assistance Professionals Association (EAPA).  

 

The Rehabilitation Act of 1973 also served as a promoter of OAPs and later EAPs as it forbid workplaces 

with federal contracts and grants of more than $2,500 to discriminate against employees with physical or 

emotional problems or disorders. This resulted in higher utilization of EAPs for employees seeking 

support services for alcohol and drug abuse, in addition to mental health problems. During the 1980s, 

OAPs expanded to cover a wide array of personal and work-related problems and OAPs were renamed 

Employee Assistance Programs (EAPs). The passage of The Drug-Free Workplace Act of 1988 and its 

subsequent amendments spurred further growth of EAPs as they offered expertise and guidance for the 

management of employees with substance abuse problems.  

 

As EAPs continued to grow in popularity within the United States, so did the advent of managed care for 

behavioral health problems. Beginning in the early 1990s, managed behavioral care (MBC) companies 

partnered with EAPs to provide care that is more continuous. EAPs took on an initial assessment and 

advocacy role to help employees determine the appropriate level of care and treatment plan, as well as to 

advocate for care and reduce barriers for employees to access mental health benefits. As EAPs became 

more accepted within public and private workplaces, they continued to expand their services to meet the 

changing needs of employees and employers. Services broadened to cover issues such as work-life 

balance, elder care, workplace violence, and supporting companywide changes, such as mergers and 

downsizing.  

 
Assessment and Brief Counseling. One of the most defining services EAPs offer is direct, confidential, 

short-term problem resolution or counseling to individual employees and often their family members. A 

critical skill of the EA professional is his or her ability to assess underlying problems that are not always 

presented as the cause for work-related, personal-related, or other mental health complaints. Because 



 
 

EAPs work with diverse populations on a daily basis, EA professionals must be savvy enough with regard 

to objective assessment and procedures to uncover hidden problems that are often the underlying cause 

of presenting symptoms and complaints. It is typical for employees to present to the EAP with the 

problem being related to their family or work. After a proper and comprehensive clinical assessment, it 

may be revealed that other, sometimes more troubling issues are also involved, such as a drinking 

problem, a gambling addiction, or an undiagnosed depressive disorder.  

 
Work Performance Focus. How an individual’s personal problems may be affecting his or her ability to 

function at work is another key component of the EAP assessment. With every client, EA professionals 

assess not only the individual’s health, mental health, and overall personal well-being but also how 

individual and personal problems affect productivity and work performance. The most common initial 

reason employees seek help from an EAP is for personal relationship/marital problems.  

 

More Than Mental Health. More recently, employees have been coming to EAPs for problems related to 

or exacerbated by financial and legal problems, for which EAPs usually provide consultative and 

educational services (Wilburn, 2007). Additional problems commonly addressed by EAPs include work 

and other personal relationships, mental health (depression and anxiety), stress, substance abuse and 

other addiction problems, child/parenting concerns, and other emotional issues. Selvik, Stephenson, 

Plaza, and Sugden (2004) reported that 60% of EAP clients were assessed as having depression, 

anxiety, or other mental health problems.  

 
Management Services. While perhaps better known for their provision of direct services to employees, 

EAPs also provide support services to managers and supervisors. Services such as management 

consultation and organizational programs are often considered more important to both employers and the 

EAP, as they tend to be the types of services that reach the most troubled employees and, when handled 

appropriately, provide the best return-on-investment (ROI). For managers and supervisors, as well as the 

broader work organization, EAPs provide a wide array of organizational solutions and services ranging 

from education and training to health fairs and screenings, to crisis intervention and consultation to 

managers and supervisors regarding dealing with troubled employees, new policies related to behavioral 

health, and much more.  

 

One of the original core technology functions that all EAPs are expected to provide is consultation to 

managers and supervisors. This is often provided through education about constructive confrontation and 

other ways to interact with troubled employees often resulting in a referral to the EAP. Although the 

majority of contacts made by employees to the EAP are through “self-referral,” EAPs and businesses 

place a high priority on their ability to support managers in making supervisory referrals to the EAP for 

employees who have been observed as having work performance and/or productivity issues. EAPs use 



 
 

supervisory orientation and training to educate newly hired and seasoned managers about EA services 

(Csiernik, 2003; Donahoe, Johnson, & Taquinoa, 1998; Hreceniuk, 2008; Weiss, 2003; Willbanks, 1999). 

EA services supporting managers and supervisors, specific to constructive confrontation and referral of a 

troubled employee to the EAP, are critical elements of any successful EAP. These same problems are 

often quite challenging for supervisors lacking the guidance of an EAP (Harrison, 1982). When these 

difficult employee/manager situations are handled appropriately, results for both the troubled employee 

and the workplace have been positive and cost-effective (Besenhofer & Gerstein, 1991; Boone, 1995; 

Hargrave, Hiatt, Dannenbaum, & Shaffer, 2007; Hiatt, Hargrave, & Palmertree, 1999; Keaton &  

Yamatani, 1993).  

 
Organizational Services. EAP services are also provided at the organizational level, either to the entire 

company or to smaller business units within the work organization. Some of these services include 

advance planning and immediate response services for crisis events (e.g., accidents, violence, and 

natural disasters) and leading group interventions and support groups, companywide educational 

programs, and supporting other internal areas with planning and implementing policy and programmatic 

changes. Other organizational roles for EAPs involve interacting with union leaders and members and 

benefit coordinators, such as work-life, health and wellness, drug-free workplace training and mandatory 

referrals, and outplacement. EAPs also work with managers and supervisors around organizational 

issues that may result from pending or actual change in the workplace or related workforce development 

issues. Specific services around these issues include providing guidance regarding how to appropriately 

support employees during times of organizational change, supporting return-to-work and work 

accommodation efforts, offering performance management guidance for managers, training  

and education, and other consulting and coaching services, disability management, and risk  

management services. 

 

Crisis Services. Because of their use of systems theory and ability to view the workplace at multiple 

levels-the micro level with individuals and the macro level with the organization-EAPs are well-suited to 

work with employees and employers at all stages of crisis. EAPs received increased recognition by 

workplace leaders after they provided support to thousands of individuals and groups following the World 

Trade Center terrorist attacks on September 11, 2001. Following these events and subsequent incidents 

of violence and terrorism, EAPs saw a surge of utilization among employees seeking crisis support and 

short-term assistance but not necessarily in need of formal and long-term mental health services (Ellin, 

2001). Using a continuum model to assess and respond to the workplace’s changing needs, EAPs can 

work with an organization before, during, and after a crisis (Everly & Mitchell, 2008; Jacobson, Paul, & 

Blum, 2005). A multi-component, multi-phased response to workplace critical incidents guides EAP 

interventions according to the principles of Critical Incident Response (CIR) to address the psychological 

aftermath of an incident of mass violence and/or disaster. Workplace CIR models include preventative 



 
 

training and risk assessment, immediate response for victims including psychological first aid (Brymer et 

al., 2006), critical incident stress management (Everly & Mitchell, 2008), individual assessment and 

support, group intervention, management consultation, and post-incident response such as ongoing 

support, assessment, and evaluation. Additional consultation to the workplace regarding preparedness, 

crisis communication, and strategic response has been viewed by management as a primary benefit 

offered by EAPs (Ottenstein & Jacobson, 2006; VandePol, Gist, Braverman, and Labardee, 2006). 

Research on the cost-effectiveness of crisis preparation and workplace services by EAPs has been 

largely positive, particularly regarding outcomes of avoiding trauma-related costs in employee  

disability leave and shorter duration periods before return to work after a critical incident (Attridge & 

VandePol, 2010).  

 

EAP Delivery Models. Employees and managers often have the choice as to whether they access EA 

services in-person, via phone, or-less often but increasing-via web-based technologies. Usually this 

choice depends on the type of EAP offered or the EAP model. Currently, several kinds of operating 

models exist from which companies can purchase EA services. The model of EA services is important as 

it directly impacts the type of service provided and often the relationship the EAP has with the broader 

work organization. The more traditional EAP model is referred to as an “internal” EAP. Internal EA 

professionals are employed by the company or work organization offering the EAP.  

 

As outsourcing benefits and other workplace programs such as EAPs became popular in the 1990s and 

continues today, EAPs integrated with larger managed behavioral health companies, functioning as 

contractors to the workplace to provide EAP services. This is referred to as an “external” model of EA 

service delivery and is currently the most popular model within the United States today (Merrick et al., 

2003; Rothermel et al., 2008). Two additional models of EA service delivery include the “combination” or 

“hybrid” EAP that typically began as an internal EAP and expanded services to be offered to other 

workplaces, as well as the “consortium” model, which describes a situation when several smaller 

companies share the cost of purchasing the EAP. 

 

Researchers have attempted to compare outcomes from the various models of EAPs and, while empirical 

research is limited, some key differences have been noted. Rather than employ full-time clinical staff, 

external EAPs typically rely on affiliates or subcontracted counselors to provide the majority of the mental 

health and counseling services. These professionals are part of a network arrangement and work in the 

same geographic areas where the employee population for the workplace is located. In most contexts, 

these counselors or affiliates are not full-time employees of the EAP and they are often licensed clinical 

social workers, counselors, psychologists, or marriage and family therapists. Affiliates perform EAP work 

on behalf of EAP vendors in a variety of settings offsite from the workplace, such as in private practices, 

health care agencies, and hospital-based mental health clinics. Depending on how the EAP is contracted, 



 
 

the degree of onsite presence with the external EAP model is variable-but often lower than with internal 

EAP models. Perceived benefits of the external EAP model include increased perception of 

confidentiality, increased ability to address problems across the country and globally, and increased 

attention to quality assurance and cost-effectiveness (Masi et al., 2002). Additional studies suggest that 

internal EAP models provide increased numbers of face-to-face counseling sessions for employees; 

however, external programs see increased numbers of family members (Jacobson, 2009).  

 
Service Delivery Channels. Due to the physical distance between the external EAP and the workplace, 

the use of telephone-based EAP counseling service is often emphasized and 24-hour access is almost 

always offered. Additionally, EAP websites often include information and services that can be used by 

employees and their family members from any computer. A consequence of this primarily offsite approach 

is that the use of the EAP for management consultations and other workplace or organizational services 

tends to be lower when compared to internal or onsite EAPs and oftentimes the number of management 

referred clients and serious substance abuse cases are lower (Amaral, 2008).  

 
Research. For most of their existence, EAPs have relied on anecdotal evidence with limited empirical 

data to support outcomes from clinical and organizational interventions. Improvement resulting from to 

EAP counseling interventions were traditionally measured through self-report surveys of client satisfaction 

(Csiernik, 2003; Csiernik, Hannah, & Pender, 2007; Dersch, Shumway, Harris, & Arredonondo, 2002; 

Harris, Adams, Hill, Morgan, & Soliz, 2002; Philips, 2004) and sometimes basic indicators of mental 

health and well-being, such as the Global Assessment of Functioning (GAF) (American Psychiatric 

Association, 2000; Jacobson & Jones, 2010) or other more general level of functioning scales (Back-

Tamburo, 2005; Greenwood, DeWeese, & Inscoe, 2005; Hargrave & Hiatt, 2004; Harris et al., 2002; Masi 

& Jacobson, 2003; Selvik et al., 2004). Although several key research-based books and texts on EAPs 

exist (Attridge et al., 2005; Oher, 1999; Richard, Emener, & Hutchinson, 2009), the empirical research 

base for the EA field is limited. Additional basic research is needed on the factors that determine just 

which kinds of operational practices drive service quality, user satisfaction, and important outcomes 

(Roman, 2007; Sharar, Amaral, & Chalk, 2007).  

 
Service Utilization Issues. One area of research suggests that EAP service utilization and impact rate is 

relatively limited with face-to-face utilization for counseling services averaging 3% to 5% each year 

(Amaral, 2008; EASNA, 2009). This raises questions about whether or not employees in the most need 

are actually accessing and using services. Some EAPs report that individuals who self-refer to the EAP 

often do so for mild to moderate problems that cause acute stress (e.g., family/marital issues, legal 

problems, financial concerns), rather than for serious mental health disorders and substance abuse. One 

of the major limiting factors to EAP use is that stigma and discrimination for mental health and addiction 

problems is widespread. This may result in many employees who could benefit from professional help do 



 
 

not seek help because of fears of discrimination or shame at work. One of the successes of the onsite 

EAPs is that when mental health professionals are on staff at the worksite and interacting with 

management and employees on a regular basis, it can lead to greater acceptance of these complex 

issues, and the negative impact of mental health and substance abuse stigma is minimized.  

 
Clinical Best-Practices. Given the recent push to develop best practice and evidence-based practice, 

the EAP field has expanded its breadth of research as it tries to better understand which specific 

interventions are most appropriate and effective for various employee problems. For example, EAPs have 

been studying the application of psychological first aid following workplace critical incidents and disasters 

(Ruzek, 2007; VandePol, Labardee, & Gist, 2006) and cognitive-behavioral therapy for employees with 

mild depression and/or stress-related illnesses (Wang, Simon, & Kessler, 2008). With regard to alcohol 

abuse, one emerging evidence-based medical practice being applied and evaluated within the EAP field 

is the application of Screening, Brief Intervention, and Referral to Treatment (SBIRT),  being used by 

EAPs to “identify and manage risky and hazardous alcohol use and dependence” within the workplace 

(McPherson et al., 2009, p. 287). 

 

Disability and Return-to-Work. Another promising trend for EAP research is to examine the effects of 

EAP collaboration with Disability Management and Return-to-Work (RTW) programs for employees with 

primary or co-morbid mental health conditions (Attridge & Wallace, 2010). Implementing a RTW program 

can meet the employer’s duty to accommodate and facilitate the return of disabled employees to the 

workplace. These programs are based on the philosophy that people can safely perform progressively 

more demanding levels of work while also participating in the process of recovery and getting medical 

and/or mental health care for their problem. Workplace accommodations can be done in many areas for 

when the employee is back at work, either part time or full time. It is common for such accommodations to 

be modified or even discontinued as the employee recovers. EAPs can serve a valuable role in 

coordinating such care and supporting the employee and their family through this transitional period. 

 It is particularly important for the EAP to be involved in supporting the employee’s RTW due to the  

high overlap of behavioral health conditions and stress-induced illness issues with other chronic 

medical problems.  

 

Productivity Measurement. The impact the EAP has on the larger work organization can be challenging 

to objectively measure. A recently developed standardized measure to assess work performance 

outcomes related to the EAP and the field of Health and Productivity Management (Kramer & Rickert, 

2006) is the use of the Health and Productivity Questionnaire (HPQ; Kessler et al., 2003; 2004). The HPQ 

measures the impact of chronic illness on productivity using measures of presenteeism and absenteeism-

two important outcomes for EAPs (Jacobson, 2009; Jacobson & Parry, 2009; Rothermel et al., 2008). 

With norms from more than 200,000 employees worldwide, the HPQ is considered a reliable and valid 



 
 

measure for use in the workplace (Kessler et al., 2003; 2004). A shorter, more workplace-friendly version 

of the HPQ, the HPQ-Select, administered by the Integrated Benefits Institute (IBI), is leading the way in 

corporate benchmarking in health and productivity. The HPQ-Select is currently being adopted by many 

EAPs that are working to combine their operational experiences in a large international reporting 

database (Amaral, 2008; Jacobson & Parry, 2009).  

 

Workplace Outcomes. Studies show that, when appropriately administered to emphasize the EAP core 

technology components (Roman & Blum, 1988), EAP services produce positive clinical change, as well 

as contribute to better work-related outcomes such as reduced absenteeism and turnover, increased 

productivity, and cost savings in medical, disability, or workers’ compensation claims (Attridge & Amaral, 

2002; Harlow, 2006; Hargrave, Hiatt, Alexander, & Shaffer, 2008; McLeod, 2001; McLeod & Henderson, 

2003; Yandrick, 1992). Research consistently shows improvement of presenteeism-related problems, 

both from EAPs with traditional onsite models to those using external models with increased reliance on 

phone contact between the employee and the EA professional. For example, a study of almost 60,000 

EAP cases found that employee absenteeism was reduced from an average of 2.37 days of unscheduled 

absences or tardy days in the prior 30-day period before using the EAP to only 0.91 days after completing 

use of EA services (Selvik et al., 2004).  

 

Referral and Case Management. Some studies suggest that EAPs are particularly effective at helping 

employees with behavioral health and substance abuse issues navigate successfully through the many 

treatment options available. EAPs are also well-suited to provide longer-term follow-up support and case-

management assistance after treatment to reduce the likelihood of relapse and improve the overall RTW 

process (Cook & Schlenger, 2002). A survey of more than 800 EA professionals, experienced in the 

delivery of EAP services for employees struggling with alcohol problems, reported that almost 90% of 

EAP clients referred out of the EAP and into community treatment for alcohol and drug treatment were 

successful in completing their recommended specialized treatment (Attridge, 2003).  

 
Cost-Benefit. Several studies have objectively demonstrated the cost-benefit of EAPs (Attridge & 

Amaral, 2002; Blaze-Temple & Howat, 1997; Christie & Harlow, 2007; Jorgensen, 2007; McDaid, 2008). 

Researchers have reported typical ROI estimates being $3 or more (up to $10) return for every $1 dollar 

invested in the EAP (Dainas & Marks, 2000; Hargrave & Hiatt, 2005; Hargrave et al., 2008; Jorgensen, 

2007; Philips, 2004). According to the National Business Group on Health, “a well-run EAP will provide a 

positive return on investment” (Rothermel et al., 2008, p. 8).  

 

Implications for Research and Future Practice 

 

EAP as a Profession. EAP is a multidisciplinary field with a large percentage of EA professionals holding 



 
 

advanced or graduate degrees in social work or psychology (Jacobson, 2006). Application of EAP 

services using a strengths perspective or application of ecological theory has been suggested as a 

method for continuing to provide vital services to the workplace in the future (Christensen, Todahl, & 

Barrett, 1999; Maiden, 2001; Van Den Bergh, 2000). Despite their popularity and continued growth 

among businesses, the EAP field is suffering from a shortage of trained EA professionals, as there is 

currently only one graduate school with a masters program dedicated to preparing social work graduates 

for the EAP field (Jacobson & Hosford-Lamb, 2008; Masi, 2002). This lack of professional education and 

knowledge foundation presents a real challenge to developing leaders and researchers who will advance 

the EAP field (Masi; Pompe & Sharar, 2008).  

 
Certification of Individuals. Lacking a formal discipline, EAPA created an independent certification 

procedure for EA professionals. The Certified Employee Assistance Professional (CEAP) is a voluntary 

credential that identifies individuals as EA professionals who have met established standards for EA 

practice, adhering to the EAPA Code of Ethics (2009) and Standards of Practice (EAPA, 2010b). More 

than 5,000 individuals have earned the CEAP designation through EAPA (EAPA, 2006). The CEAP 

credential is not without its criticism, as the EA field struggled to come to consensus regarding the level of 

professionalism required to provide direct EA services (Sharar, White, & Funk, 2002).  

 

Accreditation of Programs. In addition to individual certification, the EA field has a voluntary 

accreditation process to ensure an EAP demonstrates its ability to meet specific minimum standards for 

quality practice and to ensure that EA professionals have the required qualifications and levels of 

experience to provide quality services (Haaz, Maynard, Petrica, & Williams, 2003). EAP accreditation 

standards were created in 2001 by the Employee Assistance Society of North America (EASNA), in 

partnership with the Council on Accreditation (COA) (Stockert, 2004). While no longer administered by 

EASNA, the accreditation process provided by the COA includes a comprehensive self-study followed by 

an onsite review conducted by trained and experienced EAP peer reviewers. These COA accreditation 

standards are now in their eighth edition and include 12 primary components with more than 50 sub-

areas. To date, 57 EAP programs have been accredited by COA: 13 organizations that provide primarily 

EA services and 44 multiservice organizations that offer EAP services as well as other kinds of services. 

 
Globalization. The EA concept, initiated and popularized within the United States, continues to be a 

model program that is duplicated in countries around the world. The specifics of how EA is defined and 

used vary based on the country’s legal system, culture, health care system, resources for mental health 

and substance abuse, and views toward addiction and recovery as well as behavioral health and work-life 

balance (Masi, 2005; Masi & Tisone, 2010). For example, EAPA member chapters are located in 

Australia, Canada, Greece, Ireland, Japan, South Africa, and the United Kingdom in addition to more 

recent development activity in Chile and China. The EASNA organization hosts its annual institute on an 



 
 

alternating basis between cities in Canada and the United States. With all this global interest in EAP, the 

profession has a strong future and many opportunities for positive change and evolution (Burke, 2008; 

Masi & Tisone, 2010).  

 
Technology. There is an increasing reliance on employee outreach through innovative practice 

modalities (Richard, 2009). Phone- and web-based services have allowed many employees to become 

more familiar with the purpose of EAPs. EAP websites are becoming more elaborate and now typically 

offer access to provider lists, tip sheets, educational webinars, and self-assessment tools. The stigma 

associated with addressing addictions and delivering prevention programs through the Internet, where it 

can be accessed at any time, with relative anonymity, might reduce mental health issues (Masi, 

Freedman, Jacobson, & Back-Tamburo, 2002). Although only a small percentage of EAP clients receive 

clinical services through the Internet, the use of online or web-based counseling between EAP clinicians 

and employees is rapidly advancing as a new practice model (Parnass et al, 2008).  

 

Like other businesses, EAPs have not been spared the negative stress and strain caused by the recent 

economic recession. As businesses struggle to do more with less, they have placed increased pressure 

on benefits providers, including EAPs, to offer more cost-effective services. While EAP utilization is higher 

than ever, employers are looking for ways to cut costs. One way to provide services at a potentially lower 

cost is through phone and online counseling. Although cost-savings are potentially of value, these 

practices are now a wide-open field in much need of standardization and training for a host of ethical and 

legal issues (Centore, 2007; Jones & Stokes, 2009).  

 
Continued Integration with Work-Life, Wellness, and Health Promotion Programs. As mentioned 

earlier in this article, EAPs that partner and collaborate with work-life programs, occupational health and 

medical programs, and other organizational departments significantly increase their scope of services. 

Historically, EAPs have been in the forefront of wellness and prevention since their inception. This 

historical focus provides a foundation for the EAP’s strong role in the current prevention, health 

promotion, and worksite wellness focuses that are a part of the far-reaching health care reform initiative 

and Affordable Care Act. 

 

Additionally, the overall workplace impact is enhanced through various strategies for assisting troubled 

employees through consultation regarding disability benefits, EAP participation in disease management 

cases with co-morbid behavioral health problems, training for staff who provide health risk appraisals, and 

collaboration with management to identify and support employees who may be struggling with personal 

problems that affect their work performance and/or productivity. Strong evidence exists supporting the 

effectiveness of potential EAP partners in the areas of worksite wellness and stress management 

intervention programs that have been shown to improve employee health and work performance (Parks & 



 
 

Steelman, 2008). Also important are the findings from a recent survey that found that the majority of EA 

professionals consider prevention to be a core component of their professional identity and that about 

one-third of EAPs already deliver prevention-oriented services to employees and organizations (Bennett 

& Attridge, 2008). The prevention services provided most often by EAPs to their client organizations (on 

at least a quarterly basis) were alcohol or other drug screening/training (40%), team building (32%), and 

depression screening (25%). 

 

Conclusion 

 

This chapter provided an overview to the multifaceted and fast-changing field of EA. What the future will 

look like will depend on the emerging needs of employers, employees, family members, and broader 

communities. What we do know is that EAPs are a respected workplace benefit for both employees and 

employers and they are likely to continue to grow and adapt as businesses are pressured to increase 

productivity, while at the same time supporting a healthy and safe workforce. Individual employees will 

continue to struggle to balance competing work-life demands and EA professionals will be there to 

support them in evaluating problems and potential solutions, identifying and accessing resources, and 

advocating as a change agent within the workplace. It is clear that EAP and other work-life programs 

benefit from partnering with each other to move forward as a vital resource to today’s workplace.  

These two fields are also ripe with potential for research in the development and testing of evidence-

based practice. 
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Locations in the Matrix of Information Domains of the Work-Family Area of Studies  

The Editorial Board of the Teaching Resources section of the Sloan Work and Family Research Network 

has prepared a Matrix as a way to locate important work-family topics in the broad area of work-family 

studies. (More about the Matrix ...).    

Note: The domain areas most closely related to the entry’s topic are presented in full color. Other 

domains, represented in gray, are provided for context. 



 
 

 

 

 

 

 

 

 

 

 

 



 
 

About the Matrix 

Sloan Work and Family Research Network 
Resources for Teaching: Mapping the Work-Family Area of Studies 
 
Introduction 

 

It was appropriate that the members of the Founding Editorial Board of the Resources for Teaching 

began their work in 2000, for their project represented one of the turning points in the area of work 

and family studies. This group accepted the challenge of developing resources that could support the 

efforts of teaching faculty from different disciplines and professional schools to better integrate the 

work-family body of knowledge into their curricula. The Virtual Think Tank began its work with a 

vision, a spirit of determination, and sense of civic responsibility to the community of work-family 

scholars. 

 

A fundamental challenge emerged early in the process. It became clear that before we could design 

resources that would support the teaching of those topics, we would first need to inventory topics and 

issues relevant to the work-family area of studies (and begin to distinguish the work-family aspect of 

these topics from "non work-family" aspects). 

 

The members of the Virtual Think Tank were well aware that surveying the area of work and family 

studies would be a daunting undertaking. However, we really had no other choice. And so, we began 

to grapple with the mapping process. 

 

Purpose 

 

1. To develop a preliminary map of the body of knowledge relevant to the work-family area of study 

that reflects current, "across-the-disciplines" understanding of work-family phenomena. 

 

2. To create a flexible framework (or map) that clarifies the conceptual relationships among the 

different information domains that comprise the work-family knowledge base. 

 

It is important to understand that this mapping exercise was undertaken as a way to identify and 

organize the wide range of work-family topics. This project was not intended as a meta-analysis for 

determining the empirical relationships between specific variables. Therefore, our map of the workfamily 

area of study does not include any symbols that might suggest the relationships between 

specific factors or clusters of factors. 



 
 

Process 
 
The Virtual Think Tank used a 3-step process to create the map of the work-family area of studies. 

 

1. Key Informants: The members of the Virtual Think Tank included academics from several different 

disciplines and professions who have taught and written about work-family studies for years. During 

the first stage of the mapping process, the Virtual Think Tank functioned as a panel of key informants. 

 

Initially, the Panel engaged in a few brainstorming sessions to identify work-family topics that could 

be addressed in academic courses. The inductive brainstorming sessions initially resulted in the 

identification of nearly 50 topics. 

 

Once the preliminary list of topics had been generated, members of the Virtual Think Tank pursued a 

deductive approach to the identification of work-family issues. Over the course of several 

conversations, the Virtual Think Tank created a conceptual map that focused on information domains 

(see Table 1 below). 

 

The last stage of the mapping process undertaken by the Virtual Think Tank consisted of comparing 

and adjusting the results of the inductive and deductive processes. The preliminary, reconciled list was 

used as the first index for the Online Work and Family Encyclopedia. 

 

2. Literature review: Members of the project team conducted literature searches to identify writings in 

which authors attempted to map the work-family area of study or specific domains of this area. The 

highlights of the literature review will be posted on February 1, 2002 when the First Edition of the 

Work-Family Encyclopedia will be published. 

 

3. Peer review: On October 1, 2001, the Preliminary Mapping of the work-family area of study was 

posted on the website of the Sloan Work and Family Research Network. The members of the Virtual 

Think Tank invite work-family leaders to submit suggestions and comments about the Mapping and 

the List of Work-Family Topics. The Virtual Think Tank will consider the suggestions and, as indicated, 

will make adjustments in both of these products. Please send your comments to Marcie Pitt- 

Catsouphes at pittcats@bc.edu 

 
Assumptions 

 

Prior to identifying the different information domains relevant to the work-family area of study, 

members of the Virtual Think Tank adopted two premises: 



 
 

1. Our use of the word "family" refers to both traditional and nontraditional families. Therefore, we 

consider the term "work-family" to be relevant to individuals who might reside by themselves. Many 

work-family leaders have noted the problematic dimensions of the term "work-family" (see Barnett, 

1999). In particular, concern has been expressed that the word "family" continues to connote the 

married couple family with dependent children, despite the widespread recognition that family 

structures and relationships continue to be very diverse and often change over time. As a group, we 

understand the word "family" to refer to relationships characterized by deep caring and commitment 

that exist over time. We do not limit family relationships to those established by marriage, birth, 

blood, or shared residency. 

  

2. It is important to examine and measure work-family issues and experiences at many different 

levels, including: individual,dyadic (e.g., couple relationships, parent-child relationships, 

caregivercaretakerrelationships), family and other small groups, organizational, community, and societal. 

Much of the work-family discourse glosses over the fact that the work-family experiences of one person or 

stakeholder group may, in fact, be different from (and potentially in conflict with) those of another. 

 

Outcomes 

 

We will publish a Working Paper, "Mapping the Work-Family Area of Study," on the Sloan Work and 

Family Research Network in 2002. In this publication, we will acknowledge the comments and 

suggestions for improvement sent to us. 

 

Limitations 
 

It is important to understand that the members of the Virtual Think Tank viewed their efforts to map 

the work-family area of study as a "work in progress." We anticipate that we will periodically review 

and revise the map as this area of study evolves. 

 

The members of the panel are also cognizant that other scholars may have different 

conceptualizations of the work-family area of study. We welcome your comments and look forward to 

public dialogue about this important topic. 

 
Listing of the Information Domains Included in the Map 
 

The members of the Virtual Think Tank wanted to focus their map of work-family issues around the 

experiences of five principal stakeholder groups: 

 



 
 

1. individuals, 

2. families, 

3. workplaces, 

4. communities, and 

5. society-at-large. 

 

Each of these stakeholder groups is represented by a row in the Table 1, Information Domain Matrix 

(below). 

 

Work-Family Experiences: The discussions of the members of the Virtual Think Tank began with an 

identification of some of the salient needs & priorities/problems & concerns of the five principal 

stakeholder groups. These domains are represented by the cells in Column B of the Information 

Domain Matrix. 

 

• Individuals' work-family needs & priorities 

• Individuals' work-family problems & concerns 

• Families' work-family need & priorities 

• Families' work-family problems & concerns 

• Needs & priorities of workplaces related to work-family issues 

• Workplace problems & concerns related to work-family issues 

• Needs & priorities of communities related to work-family issues 

• Communities' problems & concerns related to work-family issues 

• Needs and priorities of society related to work-family issues 

• Societal problems & concerns related to work-family issues 

 

Antecedents: Next, the Virtual Think Tank identified the primary roots causes and factors that might 

have either precipitated or affected the work-family experiences of the principal stakeholder groups. 

These domains are highlighted in Column A of the Information Domain Matrix. 

 

• Individual Antecedents 

• Family Antecedents 

• Workplace Antecedents 

• Community Antecedents 

• Societal Antecedents 

 

Covariates: The third set of information domains include factors that moderate the relationships 

between the antecedents and the work-family experiences of different stakeholder groups (see 



 
 

Column C in Table 1). 

 

• Individual Covariates 

• Family Covariates 

• Workplace Covariates 

• Community Covariates 

• Societal Covariates 

 

Decisions and Responses: The responses of the stakeholder groups to different work-family 

experiences are highlighted in Column D. 

 

• Individual Decision and Responses 

• Family Decisions and Responses 

• Workplace Decisions and Responses 

• Community Decisions and Responses 

• Public Sector Decisions and Responses 

 

Outcomes & Impacts: The fifth set of information domains refer to the outcomes and impacts of 

different work-family issues and experiences on the principal stakeholder groups (see Column E). 

 

• Outcomes & Impacts on Individuals 

• Outcomes & Impacts on Families 

• Outcomes & Impacts on Workplaces 

• Outcomes & Impacts on Communities 

• Outcomes & Impacts on Society 

 

Theoretical Foundations: The Virtual Think Tank established a sixth information domain to designate 

the multi-disciplinary theoretical underpinnings to the work-family area of study (noted as Information 

Domain F). 

 

 

 

 

 

 



 
 

Table 1: Matrix of Information Domains (9/30/01) 

 

 

 

 


