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Agenda

� About Caterpillar

� The case for mental 
wellness in the workplace

� Caterpillar’s behavioral 
health programs

� Program examples
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� Established in 1925 in Peoria, 
Illinois, U.S.A.

� Our three principal lines of business:
� Machinery

� Engines

� Financial Products

� Fortune 50 Company
� $43B in 2010

� 105,000 employees in 40 countries on 6 
continents (50% in U.S.). 

� Over 500 products sold in 200 countries

� Nearly 500 locations in 50 countries

About Caterpillar
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�W�R���W�K�H���W�R���W�K�H���W�R���W�K�H���W�R���W�K�H��
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1. Improve 
recruiting 
process

Learning

Values and Leadership

Safety

Health and Wellness

2. Change 
the Value 
Trajectory

The Value of People-focused programs
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Making the case
For a workplace mental health strategy

1. MH/SA conditions are common (worldwide).

2. MH/SA presents a significant cost burden to employers.

3. Treatment works, in both clinical and business-relevant 
terms.

4. Most get no or inadequate treatment.  The barriers are 
too many to count.

5. Healthcare systems are largely unconcerned with 
(expensive) workplace issues. 

6. A comprehensive workplace strategy is needed.

See also:  NBGH An Employer’s Guide to 
Behavioral Health Services.
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Mental health conditions are common

� �:�K�D�W���S�H�U�F�H�Q�W�D�J�H���R�I���$�P�H�U�L�F�D�Q�V��
�D�J�H�V���������D�Q�G���R�O�G�H�U���V�X�I�I�H�U���I�U�R�P���D��
�G�L�D�J�Q�R�V�D�E�O�H���P�H�Q�W�D�O���G�L�V�R�U�G�H�U���L�Q��
�D���J�L�Y�H�Q���\�H�D�U�"

������������������������������������������������ ���.�H�V�V�O�H�U�����H�W���D�O�������$�U�F�K�L�Y�H�V���R�I��

�*�H�Q���3�V�\�F�K������������������
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Source:  For the WHO.  2004

* India data is point prevalence from Math, et. al.  2007.

Global average = 12.83%

Within healthcare = 24%

Mental health conditions are common
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Mental health conditions are common

����������������������������������������
���1�D�W�L�R�Q�D�O���&�R���P�R�U�E�L�G�L�W�\���6�X�U�Y�H�\���¦ �5�H�S�O�L�F�D�W�L�R�Q���D�Q�G���1�6�'�8�+�������������������$�V���F�L�W�H�G��

�E�\���*�R�S�O�H�U�X�G����������������

� �:�K�D�W���S�H�U�F�H�Q�W�D�J�H�R�I���H�P�S�O�R�\�H�H�V��
�H�[�S�H�U�L�H�Q�F�H���D�Q���D�O�F�R�K�R�O���X�V�H��
�G�L�V�R�U�G�H�U���S�H�U���\�H�D�U�"���������������������������������������� ���.�H�V�V�O�H�U�����H�W�����D�O�����-�$�0�$�����������������*�R�H�W�]�H�O �H�W�����D�O������

������������

� �3�R�L�Q�W���S�U�H�Y�D�O�H�Q�F�H���R�I���0�D�M�R�U��
�'�H�S�U�H�V�V�L�R�Q���������������"���������������� �W�K�W�K�W�K�W�K�D�Q�G�����U�G�������������������"�D�Q�G�����U�G�������������������"�D�Q�G�����U�G�������������������"�D�Q�G�����U�G�������������������"

� �6�X�L�F�L�G�H���L�V���W�K�H�������W�K�O�H�D�G�L�Q�J���F�D�X�V�H��
�R�I���G�H�D�W�K���L�Q���W�K�H���8���6�����I�R�U���D�O�O���J�U�R�X�S�V������
�,�W���L�V���W�K�H�����U�G�O�H�D�G�L�Q�J���F�D�X�V�H���R�I���G�H�D�W�K��
�I�R�U���W�K�R�V�H���X�Q�G�H�U���D�J�H�����������$�P�H�U�L�F�D�Q���$�V�V�R�F�����R�I��

�6�X�L�F�L�G�R�O�R�J�\��������������
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�(�[�S�D�W���U�L�V�N���O�H�Y�H�O�V���I�R�U���E�H�K�D�Y�L�R�U�D�O���K�H�D�O�W�K���S�U�R�E�O�H�P�V
�*�D�L�Q���6�K�R�U�W���6�F�U�H�H�Q�H�U

43%

77%

72%

36%

18%

20%

21%

5%

8%

        Low                      Moderate                 High

�6�X�E�V�W�D�Q�F�H���6�X�E�V�W�D�Q�F�H���6�X�E�V�W�D�Q�F�H���6�X�E�V�W�D�Q�F�H��
�$�E�X�V�H�$�E�X�V�H�$�E�X�V�H�$�E�X�V�H

�(�[�W�H�U�Q�D�O�L�]�L�Q�J�(�[�W�H�U�Q�D�O�L�]�L�Q�J�(�[�W�H�U�Q�D�O�L�]�L�Q�J�(�[�W�H�U�Q�D�O�L�]�L�Q�J
�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V

�,�Q�W�H�U�Q�D�O�L�]�L�Q�J�,�Q�W�H�U�Q�D�O�L�]�L�Q�J�,�Q�W�H�U�Q�D�O�L�]�L�Q�J�,�Q�W�H�U�Q�D�O�L�]�L�Q�J
�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V�'�L�V�R�U�G�H�U�V

77% 2%21%
�1�R�Q�1�R�Q�1�R�Q�1�R�Q���������H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V

83% 1%16%
�1�R�Q�1�R�Q�1�R�Q�1�R�Q���������H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V

69% 7%25%
�1�R�Q�1�R�Q�1�R�Q�1�R�Q���������H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V�H�[�S�D�W�V
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Source:  Goetzel, et. al.  JOEM 2002.

Mental health presents a significant 
cost burden to employers- medical costs

183%25%Arthritis

100%35%Stroke

103%22%Hypertension

109%25%Diabetes

183%40%Asthma

100%30%Cancer

163%35%Heart Disease

Annual 
Increase in 
Medical Costs 
with 
Depression

% with 
Depression

Condition

� Employees reporting being 
Depressed use 70% more 
healthcare costs

� Employees reporting 
unmanaged stress use 
46% more healthcare 
costs

� Those reporting high 
stress and Depression use 
147% more healthcare 
costs.

� Employees reporting being 
Depressed use 70% more 
healthcare costs

� Employees reporting 
unmanaged stress use 
46% more healthcare 
costs

� Those reporting high 
stress and Depression use 
147% more healthcare 
costs.

OCI, 2001
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PMPY w/ Primary SA Claim treatment costs excluded

Total Claims Cost:  Primary Substance Abuse Dx Only

Mental health presents a significant 
cost burden to employers- medical costs
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Source: Loeppke et al.  JOEM.  2007

Making the case
MH/SA Conditions are Expensive

14

Making the case
MH/SA Conditions are Expensive - productivity

Source: Loeppke et al.  JOEM.  2007
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Ten leading causes of global burden of disease
2004 and 2030

% of Disability-adjusted life year, includes YLL and YLD

http://www.who.int/healthinfo/global_burden_disease/2004_report_update/en/index.html

16
http://www.who.int/healthinfo/global_burden_disease/GBD_report_2004update_part3.pdf

http://www.who.int/healthinfo/global_burden_disease/2004_report_update/en/index.html

Leading global causes of years of life lived 
with disability (YLD)

High-income and low- and middle-income countries, 2004
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�� �� ���� �� ���� �� ���� �� ��

�$�U�W�K�U�L�W�L�V

�%�D�F�N���V�S�L�Q�H

�+�H�D�U�W

�0�H�Q�W�D�O���H�P�R�W�L�R�Q�D�O

�5�H�V�S�L�U�D�W�R�U�\

�' �L�D�E�H�W�H�V

�+�H�D�U�L�Q�J

�6�W�L�I�I�Q�H�V�V

�9�L�V�L�R�Q

�6�W�U�R�N�H

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5816a2.htm#tab1

22% of the U.S. 
population reports a 
disability.

Leading causes of disability-
CDC 2005  
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Pregnancy
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Female Health

Mental Disorders
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Mental Disorders
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Nervous System

Female Health

Neoplasms

Injuries

Number of claims by dx category
(2 different job classes)
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Mental health presents a significant 
cost burden to employers- Productivity

Depression alone increases 
absenteeism by ____ days each year.
Kessler, et al. (2006).

Depression alone increases 
absenteeism by ____ days each year.
Kessler, et al. (2006).

8.7
Employees with 1 or more mental 
health conditions are absent ___ 
times more than those without. Kessler & 

Frank (1997).

Employees with 1 or more mental 
health conditions are absent ___ 
times more than those without. Kessler & 

Frank (1997).

5
Those with an alcohol use 
disorder miss  ____ more 
workdays. Source: National Cormorbidity Survey – Replication, 

http://www.icpsr.umich.edu/cgi-bin/SDA/SAMHDA/hsda?ncs2, accessed September 11, 2006. Analyses 
conducted online by Ensuring Solutions (Goplerud) September 11, 2006, NSDUH 2005, accessed April 15, 
2007

%32 

20

The good news. . . .Treatment works

Sources
� U.S. Department of Health and Human Services.  1999 . 
� Lipsey & Wilson. 1993.
� World Health Organization.  2004.

Literally hundreds of studies have been 
conducted that demonstrate the 
effectiveness of modern-era mental 
health treatments on patient functioning.
More research is needed to demonstrate 
the relevance to businesses.
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Sources

� Wang et al.  JAMA.  2007.

� Rost et al.  Medical Care.  2004.

� Schoenbaum et al.  JAMA.  2001.  

When Depression is effectively 
treated, absenteeism is reduced 11 
days per year.

www.caremanagementfordepression.org

These gains do not 
include improvements 
in performance 
(“presenteeism”). 

22

Treatment works – Depression Care Mgmt.

PHQ-9
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9.1%

3.1%
4.3%

2.7%

8.8%

5.7% 4.7%

0.8%

14.9%

10.7%

26.4%

15.3%
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7.8%
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Prevalence
Percentage of those with an illness who received treatment in the previous year

Source:  For the WHO.  2004

Most get no, or inadequate, treatment
6.6% of those with a Mental Illness received treatment in the 
previous year. WHO

2004

24

In the United States- where treatment rates 
are among the highest in the world. . . 

� 57.3% of those with Major Depression 
received treatment in the last year.

� But only 21.7% of those treated received 
even minimally adequate treatment.

Source:  Kessler et al.  JAMA. 2003.

Example:  Depression
Point prevalence of Major Depression is 6.6%

Most get no, or inadequate, treatment
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91

9

4

1

0 20 40 60 80 100

Alcohol Problem

Identified

Start Treatment

Engaged

2008 HEDIS Scores: Chemical Dependency

18%44%0.9%National Average

EngagementInitiationIdentificationHEDIS

Per 1,000 adult beneficiaries

See notes for citation and details

Most get no, or inadequate, treatment
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8.9%

21.2%

7.3%

0.5% 1.0% 0.6%
0%

5%

10%

15%

20%

25%

12 to 17 18 to 25 26+

Alcohol or Other Drug Abuse or Dependence Any Public or Private Treatment

Substance abuse 
disorders are common, 
but treatment rates are 
very low.

Source: Substance Abuse and Mental Health Services Administration 
(SAMHSA) Office of Applied Studies (OAS) 2003, 2004, and 2005 National 
Household Survey on Drug Use & Health (Runs done by Rodney Funk,
Chestnut Health Systems)

Few Get Treatment: 
1 in 17 adolescents, 
1 in 22 young adults, 

1 in 12 adults

Most get no, or inadequate, treatment
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Benchmarks

� 9.1% of employees 
experience an alcohol 
use disorder per year.
(National Co morbidity Survey – Replication and 
NSDUH, 2005.  As cited by Goplerud, 2010.)

� Only .4% of covered 
lives in the U.S. file a 
claim for substance 
abuse treatment.

Benchmarks

� 9.1% of employees 
experience an alcohol 
use disorder per year.
(National Co morbidity Survey – Replication and 
NSDUH, 2005.  As cited by Goplerud, 2010.)

� Only .4% of covered 
lives in the U.S. file a 
claim for substance 
abuse treatment.

.38% .34% .36%

0.00%

0.50%

1.00%

2007 2008 2009

Claims
Percentage of members with primary SA claims

28
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So, If mental health 
conditions are 
common, expensive 
and treatable. . . 
what’s the 
problem?

Neither healthcare 
systems or employers 

are designed to 
fully address 

these.

Employers can’t 
afford to ignore 

these problems or 
leave them to 
the healthcare 

system.
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Health Continuum Model

Mental Health
Care Benefits- or 
access to care

Disability 
Management

Chronic
Disease

Management

Employee
Assistance
Programs

Mental Health
Promotion
Programs

Services and programs

Health Disease

����
���
����������

�����
������� ������������� � !"��!��������� #��������������

��"����

Awareness Access Chronicity

30

Components of Workplace Behavioral Health

Occupational

Health

Chronic disease
management

Mental health
screenings

6 Sigma

Mental health 
benefits

Disability 
absence 
management

Access to 
mental 

healthcare

EAP/Work- Life

Supportive 
leadership and  
HR policies Health Promotion  

and Wellness

Having all of the pieces isn’t enough

Occupational

Health

Chronic disease
management

Mental health
screenings

Mental health 
benefits

Disability 
absence 
management

Access to 
mental 

healthcare

EAP/Work- Life

Supportive 
leadership and  

HR policies

Health Promotion 
and Wellness

Integration is Key
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The ingredients 
are important.  
Integration is 

KEY.

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�(�$�3�(�$�3

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

So what does 

integration look like 

in real life?

32

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�(�$�3

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

Do health promotion 

and wellness initiatives

address the critical MH/SA 

issues?

The ingredients 
are important.  
Integration is 

KEY.
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�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�(�$�3�(�$�3

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

Does the HRA assess 

MH/SA conditions?  Do 

the results drive action?

The ingredients 
are important.  
Integration is 

KEY.

34

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�(�$�3�(�$�3

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

�'�L�V�H�D�V�H��
�0�D�Q�D�J�H�P�H�Q�W

Does EAP communicate 
with and refer to disability 
management and disease 
management?

The ingredients 
are important.  
Integration is 

KEY.
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�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�+�H�D�O�W�K��
�3�U�R�P�R�W�L�R�Q

�(�$�3�(�$�3

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�+�H�D�O�W�K�F�D�U�H��
�3�O�D�Q

�'�L�V�D�E�L�O�L�W�\��
�0�D�Q�D�J�H�P�H�Q�W
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Does the data from EAP
disability and disease 
management drive health 
promotion opportunities?

The ingredients 
are important.  
Integration is 

KEY.
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Does disability management 
work in concert with and 
exploit the capability of EAP? 
(e.g. post partum depression)

The ingredients 
are important.  
Integration is 

KEY.
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Does the healthcare plan 
data drive opportunities for 
health promotion, EAP and
Disease Management
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The ingredients 
are important.  
Integration is 

KEY.
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Does data from the HRA, EAP,
benefit plans, and Disability
Management suggest 
opportunities for Long-term 
disease management?

The ingredients 
are important.  
Integration is 

KEY.
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Does your data pool suggest
Needed changes in your
Healthcare plan design?

The ingredients 
are important.  
Integration is 

KEY.
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What integration really looks like.
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The ingredients 
are important.  
Integration is 

KEY.
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Mental Health
Care Benefits- or 
access to care

Disability 
Management

Chronic
Disease

Management

Employee
Assistance
Programs

Services and programs

Health Promotion 

�3�U�R�J�U�D�P���H�[�D�P�S�O�H�V�������������3�U�R�J�U�D�P���H�[�D�P�S�O�H�V�������������3�U�R�J�U�D�P���H�[�D�P�S�O�H�V�������������3�U�R�J�U�D�P���H�[�D�P�S�O�H�V������������
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Behavioral Health Promotion

1. Prevention:  through education and 
modifying health risk behaviors

2. Awareness and stigma reduction

3. Early detection:  self and via screening

4. Feeding relevant services:  EAP, health 
coaching and disease management

1. Prevention:  through education and 
modifying health risk behaviors

2. Awareness and stigma reduction

3. Early detection:  self and via screening

4. Feeding relevant services:  EAP, health 
coaching and disease management

Difficult to quantify and measure
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Behavioral Health Promotion
� HRA content

� Health Promotion exam

� Post-offer health exam

44

Behavioral Health Promotion
Promotional / Awareness Media
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Behavioral Health Promotion
Educational Media

46

Behavioral Health Promotion
Educational Media
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Behavioral Health Promotion

48

Behavioral Health Promotion

Transitioning. . . The emotional side of change
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Mental Health
Care Benefits- or 
access to care

Employee
Assistance
Programs

Services and programs
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Health 
Promotion

Chronic
Disease

Management

Disability 
Management

50

What drives problems with workplace disability?
Systemic issues

� Lack of attention to prevention and early intervention.  We 
have an sick-care system, not a health-care system.

� Lack of:  a) standardized and EBTs and b) case management

� The most problematic MEDICAL disabilities have 
psychosocial overlay, including workplace problems

� MH/SA “patients” aren’t good consumers of healthcare
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� MH is often treated by PCPs who, a) don’t assess functionality 
and b) tend to acquiesce to patient desires and subjective 
reports. 

� In the eyes of many treatment providers:

� Symptoms = impairments and need for time off

� Diagnoses = disability 

� Disability management operates in a silo.

� MH/SA are the hardest to manage.  Typically not managed by 
SMEs. 

What drives problems with workplace disability?
Systemic issues

52

Employers should review their DM programs and 
develop a more proactive and integrated approach to 
managing disability related to MH/SA disorders

• Early intervention

• Ensure proper evaluation, diagnosis and treatment

• Coordinate medical personnel, disability managers, and 
EAP

See also:  NBGH An Employer’s Guide to Behavioral Health Services. p73

NBGH Recommendations: Disability Management
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A process of managing occupational 
and non-occupational diseases with the 
aim of returning the disabled person to 
a productive work schedule and 
employment (Powell and Ignatavicius, 2001)

What is Disability Management?

54

Disability Management at Caterpillar

� Background of Disability Management

� Aurora (1997), Illinois (2001), Outside of Illinois (2005)

� 5 Nurse Case Coordinators, 1 nurse supervisor, 1 
Behavioral Health Coordinator (DM + internal EAP)

� Functions:
� Primary communications hub between employee, provider and 

relevant internal entities

� Validate medical need for medical leave

� Manage duration of leave, support employee recovery

� Comprehensive metrics:  operational and outcomes
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Disability Management
Number of new cases / Incident rate 2007-2010

National Benchmark

� Low 5.3

� Median 8.2

� High 11.1

National Benchmark

� Low 5.3

� Median 8.2

� High 11.1
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Disability Management- lost time for all cases

Total Lost Work Days
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Percentage of all mgt disability 
cases that are psychiatric claims

58
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Example:  Depressive Disorders
Average Lost Work Time-

61
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Down 54%
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% of Short Term Cases Transitioning to LTD

All disability cases 2010

Bureau of Labor Statistics

� Off work for 6 months – 50% chance of 
returning to work

� Off work one year – 25% chance of 
returning to work

� Off work two years – virtually no chance 
in returning to work



31

61

Program Start--
May 2006

2007 2008 2010

Total LTD Psychiatric Cases

LTD cases 
decreased by 

40%

62

Psychiatric Disability Cost Savings

May 2006 - 2010

$737,866

$2,837,483

$747,450

$116,160
$335,879

$2,035,080

$292,937

$1,460,800

5/06-12/07 2008 2009 2010

STD/Mgt Savings LTD Savings
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Mental Health
Care Benefits- or 
access to care

Disability 
Management

Chronic
Disease

Management

Mental Health
Promotion
Programs

Services and programs

EA Programs

64
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Alcoholics 
Anonymous 
(AA) formed

Occupational 
Alcohol 
Programs

“Broad Brush”
EAPs are 
established

EAP services 
continue to 
expand

Widespread 
global expansion 
of EAP
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IAP for ISEs (35 countries)

Domestic EAP (43 countries)

Belgium, Denmark, Finland, France, 
Germany, Ireland, Italy, Luxembourg, 
Netherlands, Norway, Portugal, 
Spain, Sweden, Switzerland 

Belgium, Denmark, Finland, France, 
Germany, Ireland, Italy, Luxembourg, 
Netherlands, Norway, Portugal, 
Spain, Sweden, Switzerland 
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Operational Metrics

� Utilization rate

� Demographics

� Presenting problem

� Web traffic

� Training hours

� SLAs

Outcomes Metrics

� Client and stakeholder 
Satisfaction

� Supervisory referral rates

� ROI and cost offset

� Program cost vs. service

� Objective workplace 
relevant measures
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Is anyone invested in EAP outcomes?

“We have an EAP?  
It’s free counseling, 

right?”

“Our EAP is so 
integrated into our 
company, I don’t 

need to provide data.”

“Show me the proof.  
I need to go beyond 

counting noses.”

There is a huge discrepancy between the level 
of evidence (outcome data) desired by EAP 
purchasers and stakeholders.

There is a huge discrepancy between the level 
of evidence (outcome data) desired by EAP 
purchasers and stakeholders.

68

What purchaser/stakeholders want. . . 

� EAP’s impact on personal and work-related problems
� ROI related to 

� Work performance
� Attendance
� Healthcare costs
� Retention

� Nature of the problems seen in the workforce
� Value for the money (e.g. % of services that are face to face)

Jacobson and Jones (2010). Journal of Workplace Behavioral Health.  Vol. 25

There is also discrepancy between what EAP 
stakeholders are concerned about and what EAP 
providers are measuring.

There is also discrepancy between what EAP 
stakeholders are concerned about and what EAP 
providers are measuring.



35

69

What purchaser/stakeholders want. . . 
EAP metrics should . . . 
� Be customized for the end-

user
� Provide useful operational 

metrics
� Measure the variables that 

matter to the customer
� Clinical outcome

� EAP’s influence on 
productivity

� The impact on disability and 
healthcare costs

Pompe and Sharar (2010).  SHRM Global. 
http://www.shrm.org/hrdisciplines/benefits/Articles/
Pages/GlobalEAPs.aspx

70

. . . vs. what they get.
Historical indices of EAP success.

1.  Process metrics
� Utilization
� Demographics
� Presenting problems

2.  “Outcomes”
� Satisfaction
� Supervisory referral rate
� Multiple cases per ‘client’
� Case examples / anecdotes
� Proprietary internal studies

3. Quotes from published articles
� Often weak science, outdated and not 

relevant to the stakeholder’s company.

Are any of these

really outcomes?

Yes, but. . .

Are any of these

really outcomes?

Yes, but. . .
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. . . it depends on what your customers find 
important and you are trying to accomplish.
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� Program acceptance?

� Clinical improvement? Problem 
resolution?

� Effective provision of a service 
(e.g. Worklife info.)?

� Customer satisfaction?

� Impact on healthcare costs?

� Occupational impact?

72

EAP Services- U.S. Program Data
Workplace Outcomes Suite- 2010

� Validated 25 questions address 
5 domains, all self-report: 

� Absenteeism

� Presenteeism

� Work engagement

� Life satisfaction

� Workplace distress 

� 6th on self-reported healthcare 
utilization under development

� Pre-Post format- labor intensive
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Caterpillar’s use of the WOS 

• Implemented WOS in February 2010

• In this analysis, N = 132

• Measurement is now a standard process

• Continue gathering data from on-site EAP in order to 
compare to offsite WOS results

• Process presented at two EAP conferences (EASNA 
and EAPA)

• Results in draft for peer-review publication

74

• Pre measurement done before any intervention is done 
(creates challenges for on-site staff)

• Follow up started at 60 after case closing, with the intent to 
be 90 day follow up.

• Results to be used for

• academic dissemination

• evidence of program efficacy

• ongoing EA program development

• It is NOT intended to show cost offset or level of EAP’s
importance

Caterpillar’s use of the WOS 
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Pre test Post test

Absenteeism:  # of hours missed in the last 30 days 

p<.0425 (on tailed test)

-21%
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Presenteeism Work Engagement Life Satisfaction Workplace
Distress

�3�U�H���W�H�V�W �3�R�V�W���W�H�V�W

WOS:  mean subtest scaled scores

p<.000

p<.307

p<.000

p<.003
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WOS Summary 
� All scales change in the direction of improved 

status.  In all, consistent and reliable results.

� All are statistically significant except work 
engagement

� Presenteeism, life satisfaction, and workplace 
distress  are particularly strong

� Absenteeism is weaker but the decision to miss 
work depends on other things (available sick time)

� It’s a start. . . 

78

Questions?

John C. Pompe, Psy.D., SPHR
Manager of Behavioral Health Programs
Caterpillar, Inc.
pompejc@cat.com

. . . Thank You!
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Absenteeism

Required you to be on the phone, e-mail, or internet while at work.

Pulled you away from your normal work location while still at work.

Caused you to take off early.

Made you late for work.

Caused you to miss work altogether.

Response Key: Indicate number of hours in he past 30 days

80

Presenteeism

My personal problems kept me from concentrating on my work. 

Because of my personal problems I was not able to enjoy my work.

My personal problems made me worry about completing my tasks. 

I could not do my job well because of my personal problems. 

I had a hard time doing my work because of my personal problems.

Response Key:  1= strongly disagree; 2= somewhat di sagree;
3 = neutral; 4 = somewhat agree; 5 = strongly agree
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Work Engagement

I often think about work on my way to the work site. 

I feel passionate about my job.

I am often eager to get to the work site to start the day.

I often find myself thinking about my work at home. 

I feel stimulated by my work. 

Response Key:  1= strongly disagree; 2= somewhat di sagree; 
3 = neutral; 4 = somewhat agree; 5 = strongly agree
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Life Satisfaction

I am not very satisfied with my life as a whole.

So far, my life seems to be going very well.

There isn’t anything about my life that I would change if I 
could. 

I am very disappointed about the way my life has turned out. 

My life is nearly perfect.

Response Key:  1= strongly disagree; 2= somewhat di sagree;
3 = neutral; 4 = somewhat agree; 5 = strongly agree
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Workplace Distress

Thinking about being at work makes me upset.

I am unhappy most of time at work.

I dread going into work.

I can’t wait to get away from work. 

I often feel anxious at work.

Response Key:  1= strongly disagree; 2= somewhat di sagree;
3 = neutral; 4 = somewhat agree; 5 = strongly agree


