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Abstract: This applied study examined client characteristics and outcome data for users of brief counseling treatment delivered by 

licensed counselors in-person at clinic office settings.  A sample of 33,228 clients was obtained from archival records of the normal 

course of business at CuraLinc Healthcare, which is a national employee assistance program (EAP) service provider in the United States.  

Based on a 7-year naturalistic study design, we profiled who the users are, how and why the counseling was used and what impact it 

had on their health and work.  Almost all of the clients were employees (98%; 2% family) and voluntarily used the EAP (97% self-

referrals; 3% formal management referrals from work).  There was a wide range between users for age (range 16-86 years; average 40) 

and gender (females 61%, males 39%).  Many different industries were also represented (10+ types).  The reasons why the EAP was 

used had substantial variation across mental health (63%), personal stress (20%), relationships and family life (20%), work (7%) and 

substance use (2%) issues.  The duration of the counseling treatment per case spanned from 1 week to over 10 months, but most clients 

found relief after about two months of time engaging in talk therapy with their EAP counselor.  Self-report outcomes were assessed with 

standardized measures.  Prevalence rates for clinical status when starting counseling were:  39% at-risk for anxiety; 29% at-risk for 

depression; 14% at-risk for alcohol misuse; 39% at-risk for a work presenteeism problem; and 22% at-risk for a work absenteeism 

problem.  At 30-days after completing counseling, improvements in the severity of symptoms and clinical  recovery (i.e., changing from 

at-risk/unhealthy to no risk/healthy) were documented for each outcome.  Longitudinal tests conducted within each clinically at-risk 

subsample of clients found significant improvement after counseling (all p < .001) with large size statistical effects:  Anxiety severity 

(GAD-2) was reduced by 65% for the average at-risk case (d = 1.71) and 80% of the 124 at-risk cases recovered;   Depression severity 

(PHQ-2) was reduced by 50% (d = 1.91) and 78% of the 281 at-risk cases recovered;   Alcohol misuse (AUDIT-3) was reduced by 53% 

(d = 1.48) and 76% of the 307 at-risk cases recovered;   Work absenteeism per past 30 days (Workplace Outcome Suite) was reduced 

by 88% from 25 hours at Pre to 4 hours at Post (d = 1.63) and 88% of the 1,101 at-risk cases recovered; and severity of work presenteeism 

(i.e., lack of focus and performance while working; WOS or Stanford Presenteeism Scale) was reduced by 47% for the average case (d 

= 1.71) and 88% of the 1,217 at-risk cases recovered.   Overall, the broad appeal and high level of effectiveness of in-person delivered 

counseling for health and work outcome areas confirms this kind of delivery context is an important option for EAPs and other workplace 

mental health support services.  Comparisons with past research, study limitations, and implications are also discussed. 

 

Index Terms: absenteeism, alcohol, anxiety, counseling, depression, employee assistance program, in-person, presenteeism, work 

I.  INTRODUCTION 

he need for employers to support the mental health of working adults is widely acknowledged [1-5].  Failing to do so can result in 

personal harm to employees and is costly to businesses in areas of health care [6,7], lost work productivity [8-10], turnover  [11], 

and even accidents [12] or death [13].  Historically mental health and substance misuse disorders affect about 20% to 30% of all 

employees each year and up to one-half of employees in their lifetimes [14-17].  Prevelence rates for behavioral health issues increased 

slightly during the COVID-19 global pandemic that started in early 2020 [18-22].  One of the consequences of the pandemic was that 

during the initial periods of restricted or no-contact conditions needed to prevent the transmission of virus, there was a greater reliance 

on the delivery of clinical services using remote technology channels (such as telephone, online video, email or text) rather than  in-

person office settings involvinig face-to-face contact [23,24].  This switch to technology-based service delivery for mental health 

services has not eliminated the need for in-person counselors, however, as many studies show that up to half (or more) of mental health 

patients report they they prefer to see a therapist in-person for mental health support [25-29].  

T 
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This study explores the in-person context for clinical service delivery and examines the level of effectiveness on common behavioral 

health and work-related outcomes in recent data from a large sample of users of indivdual counseling from an employee assistance 

progam (EAP).  Being able to provide different access points and options for the delivery of counseling to employees is important not 

only because many clients continue to prefer to use in-person care, but also because of the recent emergence of digital mental health 

providers who offer either no or very limited options for in-person counseling [30,31]. 

 

1.1. Behavioral Health Conditions 

 

Mood disorders are psychiatric conditions involving a prolonged, pervasive emotional disturbance, such as a major depression, bipolar 

depression and substance-induced mood disorder [32].  Suicide risk is also linked to more severe depression.  Anxiety disorders have a 

theme of the emotional state of fear, worry, or excessive apprehension.  Types of anxiety disorders include generalized anxiety disorder, 

panic disorder and various kinds of phobias (such as social phobia or a specific phobia).  According to large population-based 

epidemiologic surveys in the U.S., up to a third of people will be affected by a mood or anxiety disorders during their lifetime [15,30].  

The annual prevalence rate for these disorders is lower and the best epidemiologic data suggests that about 10% to 15% of working 

Americans each year are at risk for anxiety and/or depression disorders [14].  This annual rate doubles to the 20% to 25% range when 

adding in all of the other kinds of psychiatric and substance use related disorders and considering the overlap or comorbidity between 

anxiety and mood disorders [16,17].   

 

Alcohol and other substance addictions are widely experienced in the workforce with serious implications for employers [16,17,33].  

National risk surveys consistently have estimated about 1 in 10 workers in the U.S. report heavy alcohol use and up to one-third are 

binge drinkers.  In addition, over a third of people with alcohol problems have a high rate of also having another kind of addiction or 

have a mental disorder.  Unlike most other costly chronic health conditions that plague the aged, mental health and substance abuse 

disorders typically first take hold in adolescence or young adulthood and thus affect people in their prime working years.  

 

1.2. The Role of EAPs 

 

Employee assistance programs are a popular resource for employers to use in their efforts to manage these kinds of behavioral health 

risks of the workforce [32-35].  EAPs are employer-sponsored programs designed to help workers resolve acute but modifiable 

behavioral health issues.  They are a work-based intervention program designed to restore the emotional, mental and general well-being 

of employees or their family members (when also given access to the benefit).  EAPs offer professional assessment and short-term 

counseling for individuals who typically present at the EAP with a wide range of behavioral health, personal life and work-related issues.    
 

Recent data indicates almost 75 million workers in the U.S. have an EAP benefit available to them to use if needed [36].  U.S. Bureau 

of Labor surveys reveal that having an EAP is far more common as the size of the employer increases.  In the privater sector, 32% of 

employers with under 100 workers have EAP, 68% of employer with 100-499 workers have an EAP and 86% of employers with 500 or 

more workers have an EAP.  Overall, 3.2 million private sector employers sponsor an EAP as do an additional 182,000 public sector 

organizations, including the federal government [36].  EAPs are also common at most larger employers in Canada [37,38] and are 

increasingly popular in many other countries around the world [39]. 

 

A full-service EAP can provide brief counseling through multiple kinds of remote access channels as well as from in-person (face-to-

face) office settings [44].  EAP counseling offices can be located onsite at the employer’s worlplace but more commonly they are located 

somewhere in the local community to provide more privacy to the clients.   EAPs, like other health providers [23,24], had to shift their 

service delivery options  during the COVID-19 pandemic to emphasize remote care through technology-based options [40-43].  But 

now in year 2023, as the pandemic has largely subsided and most workplaces and social interactions have returned to pre-COVID-19 

levels of operation, there has been a resurgence of interest from employers and from employee users in having counseling by their EAP 

delivered face-to-face in private office settings rather than virtually delivered using remote technology [45,46].  Indeed, an industry 

survey conducted in 2023 of over 200 EAP industry professionals found that providing “counseling by licensed human providers” was 

the single most important service attribute that EAPs can offer (95% rated it as high importance) [47].  The same survey found that only 

63% of respondents considered “technology self-care and counseling” to be of high importantce to defining what an EAP should be.  

 
1.3. In-Person Delivered Psychological Treatment  

 

Face-to-face behavioral health treatments provided by licensed professional therapists are empirically supported and widely used. The 

success rates for the professional treatment for some of the most common mental health disorders using the traditional models of in-

person contact between client and patient contact are quite high.  Meta-analysis reviews of the results from thousands of high-quality 

studies have concluded that outpatient mental health treatment delivered in-person is largely effective at improving many aspects of 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              237 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

patient functioning and work performance [48-50].  Similarly, the in-person counseling provided by EAPs for distressed workers also 

tends to have a high level of clinical success.  There is substantial evidence for this statement from 17 different scholarly reviews of the 

body of EAP counseling research published over the last 50 years [51-67].  Indeed, the in-person counseling context has often been used 

as the benchmark for judging the quality and effectiveness of telephone [68-73] or online video modalities [74-77] of service provision. 

 

1.4. Project Opportunity 

 

CuraLinc Healthcare is a global external vendor of EAP services, based in the United States.  In business since 2008, it has over 3,800 

employer customers that offer the EAP as a benefit to over 7 million employees.  This company specializes in delivering transformative 

mental health care by marrying technology and personalized advocacy to engage, empower and support employees throughout their care 

journey.  The intake clinicians, also referred to as Care Advocates, were all independently licensed, masters or doctorate level educated 

mental health professionals.  During the initial intake assessment, these clinicians were asked to conduct throrough clinical assessments, 

make expert referrals and collect study outcome data when relevant.  The clinicians also provided navigation and consultative follow-

ups on all EAP cases.  This study is the fifth in a series of projects completed in collaboration with this EAP [78-81]. 

 

1.5. Research Questions and Hypotheses  

 

We wanted to leverage the client background and operational data available in our study to profile the users of in-person counseling and 

to determine the initial levels of risks for clinical and work problems among this population of service users.  Thus, we proposed the 

following research questions:   

 

• RQ1: What is the demographic, employer and clinical experience profile of users of in-person counseling?   

• RQ2: What is the behavioral health and work risk factor profile of users of in-person counseling?   

 

Given the positive results in the literature on the general effectiveness of in-person counseling by EAPs for mental health, alcohol and 

work outcomes, we also expected to find positive changes in these outcomes after use of in-person counseling in this study.  Thus, we 

proposed the following research hypotheses:   

 

• H1: Among cases who started EAP use with a clinical level of depression, the severity level of depression symptoms will be reduced 

from Pre to Post use of the service for the typcial case and as a group a majority of clients will recover to no longer be at-risk. 

• H2: Among cases who started EAP use with a clinical level of anxiety, the severity level of anxiety symptoms will be reduced from 

Pre to Post use of the service for the typcial case and as a group a majority of clients will recover to no longer be at-risk. 

• H3: Among cases who started EAP use with a clinical level of alcohol misuse, the severity of symptoms of alcohol misuse will be 

reduced from Pre to Post use of the service for the typcial case and as a group a majority of clients will recover to no longer be at-

risk. 

• H4: Among cases who started EAP use with a problem level of work absenteeism, the number of hours of missed work will be 

reduced from Pre to Post use of the service for the typcial case and as a group a majority of clients will recover to no longer be at-

risk. 

• H5: Among cases who started EAP use with a problem level of work presenteeism,  the severity level of presenteeism will be 

improved from Pre to Post use of the service for the typcial case and as a group a majority of clients will recover to no longer be at-

risk. 

II. METHODOLOGY 

2.1. Archival Business Data 

 

In this study we focused only on the clients who had chosen to get counseling from the EAP provided in-person (face-to-face) at a 

clinical office setting.  Thus, all of the other users during this period of counseling delivered using technology channels (i.e., telephone 

or online live video) were excluded.  Note that this in-person only sample of clients was included as part of the larger samples of service 

used examined in previous studies from this same EAP [78-81].   

 

Users were made aware of the service as a benefit open to all covered employees through a variety of digital, interpersonal and workplace 

promotional practices.  There was no direct cost to the employees in this study, as access to the EAP was sponsored by their employer.  

Employees participated voluntarily and were not paid for using the services.  The study period spanned 73 months, from the start of 

April of 2017 through the end of May of 2023, based on the start date of program use.  The last case included in the study had a Post 

use data collection date of June 19 of 2023. The year of use was defined by date of when the employee contacted the program and 
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completed the initial intake assessment (2017 to 2023).  The case-level raw data was aggregated into one master dataset and analyzed 

for the present paper.  The sample at Pre included 35,228 clients who worked at over 1,800 different employers in the United States.   

 

The first kind of data came from the operational business processes used by the staff and counselors who provided the counseling 

services.  Part of this process involves recording core aspects of the business customer context, employee demographics and the clinical 

experience.  For this study we extracted the following information from the operational data system: name of employer/customer, 

maximum clinical sessions allowed per case in the employer/customer contract, date of first use of the service, date of follow-up survey, 

employee age (date of birth), employee gender, source of referral to the EAP (self or formal referral from management), primary clinical 

issue (alcohol, depression, work and so on) and the clinical modality (limited to in-person for this study).  

 

2.2. Counseling Intake, Intervention and Follow-up 

 

As per the CuraLinc clinical model, every employee who requested support was referred to a clinician with a specialty that matched 

their presenting issue or concern who also had confirmed appointment availability.  All counselors involved in the delivery of the clinical 

treatment services were fully licensed and trained professionals, with earned master’s or doctoral degrees in social work, mental health 

or related fields.   

 

During the initial assessment, the outcome measure(s) were collected, either over the telephone or from a brief online survey.  The 

counseling was delivered via face-to-face sessions at the counselor’s office.  Participants had an EAP use model determined by their 

employer that limited the maximum number of counseling sessions allowed per treatment episode per case.  This limit ranged as follows: 

3 sessions per case = 11%; 4 sessions = <1%; 5 sessions = 40%), 6 session = 27%; 7 sessions = <1%; 8 sessions = 14%; 9 sessions = 

<1%; 10 sessions = 5%; or unlimited sessions = 2%).   The typical case had a maximum of 5 or 6 sessions of counseling.  The typical 

case engaged in treatment over a 53-day period (i.e., date of case open at first session to case close at last session; see Figure 1).   

 

After the counseling treatment phase was completed, a Care Advocate conducted individual follow-ups with cases about 30 days after 

the last clinical session to assess the employees’ clinical progress, use of any recommended additional support services and determine 

if any other referrals were needed.  At this point, the second wave of data was collected for each relevant outcome measure.  In all cases, 

the counselor who treated the employee was not the same person who collected the outcome data. Note, the total amount of time involved 

for each case to complete their use of the service and participate in the follow-up varied from case to case.   

 

 
Figure 1:  Timing of data collection for a typical in-person case. 

 

2.3. Self-Report Outcomes Data 

 

The outcomes were collected in two phases (see Appendix A).  During Phase 1, clinical symptom outcome data was collected at Pre for 

cases that had a relevant clinical issue (i.e., the case had either depression or alcohol as a primary or secondary issue as the reason for 

using the EAP) whereas work outcome data at Pre was collected for cases regardless of the specific clinical issue.  Not all relevant EAP 

cases with depression or alcohol issues were invited to complete the depression or alcohol clinical symptom measure and not all users 

completed the work outcome measures.  This inconsistency in the data collection was because many employees had limited time 

available at the intake session or were not interested in engaging in the outcome measurement process.  The business needs and the 

unique individual preferences of the employees and/or the intake Care Advocates ultimately determined which specific cases participated 

in the outcomes study data collection efforts. The Post use data was collected routinely for cases that had the same outcome(s) collected 
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at the start of the program use.  During Phase 2, shorter measures were used for depression, anxiety, alcohol, work absenteeism and 

work presenteeism and this entire set of five outcome measures were routinely collected for as many cases as possible at Pre and at Post.    

 

2.4. Outcome Measures 

 

During the initial assessment, the multiple self-report measures were collected, either over the telephone or from a brief online survey.  

After the treatment phase was completed, the EAP conducted individual follow-ups with clients about 30 days after the last clinical 

session to collect outcome measures and evaluate other quality of use metrics.  Standardized measures of behavioral health and work 

outcomes were assessed using published and validated self-report scales.  The health measures included symptoms of anxiety, depression 

and hazardous alcohol use.  The work measures included hours of absenteeism, level of presenteeism and a post hoc derived measure 

of combined hours of lost work productivity.  All measures had acceptable levels of psychometric validity and reliability.  Data collection 

occurred in two phases, with four of the five outcomes measured across both phases and some specific outcomes measures being the 

same over time while others were different in each phase (see Appendix A). 

 

Mental Health.  The mental health disorders of anxiety and depression severity were measured using The Patient Health Questionnaire 

4-item brief scale (PHQ-4) [82,83].  This scale combines two items from the Generalized Anxiety Disorder full 7-item scale (GAD-7) 

[84-86] and two items from the full Patient Health Questionnaire 9-item scale for depression (PHQ-9) [87,88].  These measures have 

been used in thousands of research studies and more generally are used every day in healthcare service delivery. The instructions state: 

“Over the last 2 weeks, how often have you been bothered by any of the following problems?”  Each item (see below) has the same four 

response options of: (0) Not at all; (1) Several days; (2) More than half the days; and (3) Nearly every day.   

 

Depression.  The PHQ-2 is created by adding together the scores for the two depression questions: “Little interest or pleasure in doing 

things” and “Feeling down, depressed, or hopeless.” This scale ranges from 0 to 6.  Higher scores on this measure indicate greater 

depression.  Clinical at risk status for depression was categorized as scores of 3 or higher [83].  This scale had excellent measurement 

reliability as demonstrated by high internal consistency ( = .86, n = 14,422 at Pre).   

 

Anxiety.  The GAD-2 is created by adding together the scores for the two anxiety questions: “Feeling nervous, anxious or on edge” and 

“Not being able to stop or control worrying.” This scale ranges from 0 to 6.  Higher scores on this measure indicate greater anxiety.  

Clinical at-risk status for anxiety was categorized as scores of 3 or higher [83].  This scale had excellent measurement reliability as 

demonstrated by high internal consistency ( = .89, n = 10,824 at Pre). 

 

Alcohol Misuse – AUDIT 3-item Scale.  Developed by the World Health Organization (WHO), the Alcohol Use Disorders 

Identification Test is a 10-item scale (AUDIT-10) [89,90].  It also has a brief 3-item version called the AUDIT-C, which features only 

the first three items of the full scale that emphasize consumption levels [90,91]. It is scored by adding together the scores for the 

following questions.  Item 1: “How often do you have a drink containing alcohol?” 0 = never; 1 = Monthly or less; 2 = 2-4 times per 

month; 3 = 2-3 times weekly; 4 = 4 or more times per week.  Item 2: “How many drinks containing alcohol do you have on a typical day 

of drinking?” 0 = 1 or 2 drinks; 1 = 3 or 4 drinks; 2 = 5 or 6 drinks; 3 = 7 to 9 drinks; 4 = 10 or more drinks.  Item 3: “How often do 

you have 5 (for men under age 65) / 4 (for women and men over age 65) or more drinks on one occasion?” 0 = never; 1 = less than 

monthly; 2 = monthly; 3 = Weekly; 4 = Daily or almost daily.  This last item assesses what is called “binge drinking.”   This scale score 

can range from 0 to 12 and higher scores indicate more hazardous alcohol use.  “At risk” clinical status is defined as a score of 3 or 

higher for women or 4 or higher for men [91].  This scale had excellent measurement reliability as demonstrated by high internal 

consistency ( = .86, n = 12,110 at Pre). 

   

Work Absenteeism.  Developed by Chestnut Global Partners [92-94], the Workplace Outcome Suite (WOS) is a validated questionnaire 

with five outcomes that has been used in over 40 EAP studies [95-99].  One of the five outcomes on the WOS is work absenteeism 

(another is work presenteeism – see next part).  The original scale from 2010 had five questions on different contexts of absence and the 

revised measure from 2014 has one comprehensive item for absence hours [93,94].   

 

Work Absenteeism – WOS 5-item scale.  Instructions for the five-item scale were: “Please report for the period of the past thirty (30) 

days, the total number of hours your personal problems: ______.”  Item 1 “Caused you to miss work altogether.”  Item 2 “Made you 

late for work.”  Item 3 “Caused you to take off early.”  Item 4 “Pulled you away from your normal work location.” And Item 5 “Required 

you to be on the phone, e-mail or internet while at work.”  A fill in the blank field is used for each response.  Similar to past research 

[98,99] that has analyzed EAP users in samples with both the five item and the single item version of the WOS absenteeism data, we 

used only the first three items from the original scale as the sum for data collected in Phase 1.  Unlike the other outcome scales, the work 

absenteeism measure did not use a set of statements to be rated, rather it asked for specific hours of missed work to be provided in five 

behavioral contexts and each context is added up for total number of hours of missed work.  Thus, the internal measurement reliability 

of the WOS work absence scale was not relevant to assess. 
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Work Absenteeism – WOS single item scale.  The brief version of the WOS has a single question for absenteeism [93,94].  Instructions 

were: “For the period of the past 30 days, please total the number of hours your personal concern caused you to miss work.  Include 

complete eight-hour days and partial days when you came in late or left early.”  A fill in the blank field is used for the response of a 

specific number of hours.  The internal consistency measurement reliability of a single item was not relevant to assess. 

 

Work Absenteeism – full sample metric.  The absence data from clients in Phase 1 came from the original WOS scale (using 3 of the 5 

items) and the absence data from clients in Phase 2 came from the revised WOS scale (with just one item).  As other research shows the 

typical employee in the U.S. misses only about 3 hours per month of work due to health-related issues (see review in [98]) problem 

status for work absenteeism was defined as 4 or more hours of absence (4-159 hours).  Based on past research using the WOS [98,99] 

we excluded cases who reported 160+ hours missed and thus were not actively working (assuming a full-time schedule of 40 hours of 

scheduled work time per week for four weeks in a month).  This excluded only about 1% of all cases with this measure. 

 

Work Presenteeism.   This outcome was assessed using two different measures over the seven-year study period.  During Phase 1, the 

Stanford Presenteeism Scale was used while during Phase 2, the shorter single-item work presenteeism question from the WOS was 

used.  

 

Work Presenteeism – Stanford Presenteeism Scale 6-item.  Originally a 32-item version, the brief 6-item version of the Stanford 

Presenteeism Scale (SPS-6) is a widely used scale for assessing the impact of health problems on work productivity of employees [100-

102].  It consists of two dimensions, with one factor on completing work (items 2, 5, and 6) and a second factor on avoiding distraction 

while working (items 1, 3, and 4).  It has response options of: (1) Strongly disagree; (2) Somewhat disagree; (3) Uncertain; (4) Somewhat 

agree; and (5) Strongly agree.  The items are answered for the time period of the past month.  Half of the items are reverse scored (items 

1, 3, and 4).  The SPS-6 score is the sum of the three raw scores and the three reversed scores (range 6–30).  This scale had excellent 

measurement reliability as demonstrated by high internal consistency of responses within person across the set of items ( = .94, n = 

19,957 at Pre). 

 

Note that the creators of this scale defined presenteeism as a positive aspect of work productivity [100]: “A decrease in presenteeism 

can hurt productivity in a way similar to an increase in absenteeism” (p .14).  However, most researchers in this area define the concept 

of presenteeism negatively as a problem of not being psychologically present enough while working to perform properly [103,104]. For 

example, Cooper and Dewe [105]  defined it as “lost productivity that occurs when employees come to work ill and perform below par 

because of that illness” (p. 522).  Therefore, to better align the interpretation of the SPS-6 scores with the dominant deficit-themed 

definition of presenteeism (and how it is measured on the WOS – see below), the scale total score was reversed so that a higher score 

indicated greater presenteeism (i.e., worse performance and less focus while at work).  For example, after reverse scoring of the total 

scale score, a score of 30 became 6, a score of 29 became 7, and so on.  

 

To allow us to conduct similar analyses of a change in “at-risk status” for this scale (like for the clinical outcomes), we split the 

distribution of SPS-6 scores into two groups of at-risk (i.e., demonstrating a presenteeism problem) or not at-risk.  We defined a cutoff 

score on the average rating for the SPS-6 (i.e., the scale summary score of 6 to 30 and divided it by 6) at 3.51 though 5.00 that was in 

the high or very high presenteeism range (i.e., the agree or strongly agree range on the 1-5 rating scale – same as the WOS Presenteeism 

item – see below) as having a “problem” with work presenteeism.  

 

Work Presenteeism – WOS single item.   The single-item version of the Presenteeism Scale from the Workplace Outcome Suite is a 

widely used measure in the EAP field [93-99].  Instructions were: The following statement reflects what you may do or feel on the job 

or at home. Please indicate the degree to which you agree with each of the statements for the past thirty (30) days.  Item:  “My personal 

problems kept me from concentrating on my work.”  It has response options of: (1) Strongly disagree; (2) Somewhat disagree; (3) 

Neutral; (4) Somewhat agree; and (5) Strongly agree.  Following past research on the WOS [98,99], “problem” status for work 

presenteeism was defined on this measure as a rating of 4 or 5 (somewhat agree or strongly agree).   

 

2.5. Longitudinal Follow-up 

 

The criteria for inclusion in the longitudinal group for each outcome was having the outcome measure collected for all items on the 

relevant measurement scale both at the start of the counseling and at the follow-up for the same case (Pre and Post).  As expected, the 

longitudinal sample size varied for each outcome measure.  The valid samples of longitudinal clients represented about 3% to 15% of 

total relevant EAP in-person participants, depending on the different measures. Note that it is typical in EAP outcomes research to 

successfully engage about 10% of counseling cases involved in longitudinal follow-up data collection [98,106-108].  Statistical analyses 

verifying the representativeness of the longitudinal subsamples for each outcome  are presented in Appendix B.  Overall, the results 

indicated that the in-person cases in the longitudinal samples for each outcome had the same level of severity on the outcome when 

starting treatment and had the same general profile for almost all of the employee demographic factors, clinical use factors and employer 

context factors as the in-person cases who did not engage in the follow-up process.  Thus, the test results support the representativeness 

of the longitudinal samples.   
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2.6. Data Analysis Plan 

 

All analyses were conducted using the Statistical Package for the Social Sciences (SPSS) Version 29.  Analyses with categorical 

variables were conducted with chi-square (2) non-parametric test procedures.  The tests of improvement over time (Pre to Post) in the 

outcome measures were conducted using paired t-tests.  For the sub-groups of cases at-risk for depression, at-risk for anxiety, or at-risk 

for alcohol misuse, problem status absenteeism and problem status presenteeism, we determined the percentage of cases who had 

recovered at post to no longer be at risk or to not have the problem anymore.  

 

2.7. Statistical Power and Effect Size 

 

With different sample sizes for each outcome, we assessed the power to detect a particular finding as being statistically significant [109]. 

The level of power to detect a small size effect at p < .05 chance level was very high in this study at .99.  To allow for reasonable 

comparison of the findings from outcomes involving different sample sizes, we calculated the statistical effect size for most results.   For 

correlations we followed the general guidelines for small effect = r in range of .10 to 19; medium effect = r in range of .20 to 29; and 

for large effect = r of .30 or greater [110].  The Cohen d statistic for group differences can range from 0 to over 2.0 and followed 

guidelines for small effect = d in range of .20 to 49; medium effect = d in range of .50 to 79; and for large effect = d of .80 or greater 

[111]. The partial eta squared (p
2) effect size statistic can range from 0 to more than 1.00, but it is usually a number closer to the zero 

end of the scale.  These effect sizes can be interpreted as follows [112]: large size effect is p
2 = .14 or greater; medium size effect is 

p
2 = .06 to .13; small size effect is p

2 = .01 to .05.  Meaningful findings in this study were defined as having both a statistically 

significant result and at least a small size statistical effect.   

 

2.8. Ethical Considerations 

 

The privacy of users was protected by having all program use and survey data deidentified before being shared with the independent 

consultant (first author) who conducted all statistical analyses.  As this was an applied study of archival anonymized data collected from 

routine use of the service, additional informed consent from individual participants beyond their initial consent agreement in terms of 

use of the EAP service was not required.  All data was collected as part of the normal business practices and not for a separate specific 

research project.  Project approval from a university internal review board was not required.  The use and analysis of archival operational 

data in this manner for applied research is consistent with the published ethical guidelines of the American Psychological Association 

[113].  All counselors involved in the delivery of the clinical treatment services were fully licensed and trained professionals.  The real-

world conditions for this study are like other applied studies published in peer-review journals that have examined the effectiveness of 

commercial mental health support programs [78-81,96,108,114-116]. 

III. RESULTS 

PART 1: Descriptive Profile of In-Person Cases 

  

3.1. Profile of Study Sample at Pre 

 

The total sample included 35,228 users of the EAP.  These users had access to the EAP benefit from 1,823 different employers located 

throughout the United States.  These profile details are shown in Table 1. Program use spanned seven years with thousands of active in-

person cases documented each year (see Figure 2).  The industry of the employer varied as this data was from a national sample in the 

United States.  The most prevalent industry represented among the users was health care (20% of all cases), followed by manufacturing 

(16%), blue collar (13%), financial/insurance/management (white collar jobs; 12%), education (10%), retail/restaurants (10%), 

government/public service (9%), technology (7%) and 3% for “other” (see Figure 2).     

 

Most of the EAP users were employees (98%), although 2% of study sample were a family member of an employee with the EAP 

benefit.  Almost all of these users (97%) had voluntarily sought out the service (i.e., self-referral or referral from a family member/other) 

with only 3% being formally referred to use EAP counseling by their manager at work (see our other paper profiling this special group 

[80]).  These findings are shown in Figure 3.   

 

Demographic factors of age and gender were collected (see Figure 4). Most of the clients were females (61%; males 39%) and the age 

ranged considerably from the late teens to over 80, but the average client was about 40 years old.   

 

Clinical use factors of the primary presenting issue and the duration of treatment with the counselor were collected (see Figure 5).  When 

asked by the counselor, the reason given for why these clients wanted to use the service included over 30 different specific kinds of 

issues.  The most common issues for EAP use involved mental health topics (50%), followed by personal stress issues (20%), marriage 

and family issues (20%), work-related issues (7%), or issues for substance use involving alcohol, drugs or other addictions (3%).  Most 

clients engaged in multiple counseling sessions over a two-month period, with the average being 53 days (range 1 to 320; median 45).    
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Table 1.  Profile in-person counseling cases at start of EAP use. 

 

Factor n count % of cases 

Delivery context – in-person  35,228 100% 

   

Employee status of case All  

   Employee with EAP benefit 34,698 98% 

   Family of covered employee 530 2% 

   

Referral source into EAP                                                                       All  

   Self / family / other 34,107 97% 

   Formal management at work 1,121 3% 

   

Age of client 33,411  

   Under 30 years  7,183 21% 

   30-39 years  10,348 31% 

   40-49 years  7,932 24% 

   50 plus years  7,948 25% 

   Average years (min-max) 40.08 (16-86) 

   

Gender of case 34,915  

   Female 21,226 61% 

   Male 13,689 39% 

   

Industry of employer All  

     Health care 7,061 20% 

   Manufacturing 5,717 16% 

   Blue collar  4,438 13% 

   Financial/Insurance/Mgt.  4,413 12% 

   Education 3,612 10% 

   Retail/Restaurant 3,406 10% 

   Gov./Public Service 3,299 9% 

   Technology 2,311 7% 

   Other 971 3% 

   

Presenting issue 35,221  

   Stress personal / other 7,321 20% 

   Marital or family relationship 6,966 20% 

   Depression 6,276 18% 

   Anxiety 5,352 15% 

   Other mental health 6,099 17% 

   Work stress 2,543 7% 

   Substance use – drug 445 1% 

   Substance use – alcohol  219 <1% 

   

Duration of EAP use (if have 

post data with specific date) 

3,321  

   1-30 days 941 28% 

   31-59 days  1,557 47% 

   60-89 days  373 11% 

   90 plus days (max 320 days) 450 14% 

   Average: 53 days  
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Figure 2.  Profile of sample by year of use and industry of employer. 

 

 

  
Figure 3.  Profile of sample by referral source and employee status. 

 

 

 

 

Figure 4.  Profile of sample by age and gender. 
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Figure 5.  Profile of sample by presenting issue and duration of treatment with EAP. 

 

3.2. Correlation of Outcome Measures Within Cases at Start of Counseling 

 

The five outcome measures were all correlated with each other in expected ways when tested in various samples consisting of the 

available valid cases with data on both measures at the start of counseling (see Table 2).  Significant associations (all p < .001) were 

found in 9 of the 10 possible tests. More specifically, depression severity was associated with greater severity of anxiety (r = .56), greater 

alcohol misuse (r = .22), greater work absence (r = .22) and greater work presenteeism (r = .23).  Anxiety had the same pattern of 

findings as depression, as greater severity of anxiety symptoms was positively associated with alcohol misuse (r = .13), absence (r = 

.18) and presenteeism (r = .23).   In addition, more severe alcohol misuse was related to greater work absence (r = .22) but was unrelated 

to work presenteeism (r = .04).  As expected, the two work outcomes were correlated with each (r = .28). This pattern of associations 

offers evidence for the convergent form of measurement validity for each outcome measure.   

 

Table 2.  Correlations between outcomes at start of EAP use. 

 

 Outcome measure Correlations at Pre 

1 2 3 4 5 

1 Depression severity 1.0 .56*** 

(n = 10824) 

.22*** 

(n = 10719) 

.22*** 

(n = 12555) 

.23*** 

(n = 12257) 

2 Anxiety severity  1.0 .13*** 

(n = 10452) 

.18*** 

(n = 10738) 

.22*** 

(n = 10738) 

3 Alcohol misuse   1.0 .22*** 

(n = 11469) 

.04 

(n = 11304) 

4 Work absenteeism    1.0 .28*** 

(n = 29349) 

5 Work presenteeism     1.0 

 M 2.25 2.50 1.96 0.96 2.96 

 SD 1.96 2.00 2.97 1.92 1.31 

 n cases maximum 14,422 10,824 12,110 31,667 30,695 

Note:  Pre = start of counseling for each case.  Absenteeism was tested using a square root transformed version to reduce skew.    

*** p < .001 

 

Note the greatest overlap among these measures was between the two mental health risk factors of depression and anxiety.  Of clients 

with both measures completed in the Phase 2 data (n = 10,824), this co-morbidity was evident with 22% of the cases being at-risk for 

both clinical anxiety and clinical depression.  Our finding of the large size effect for the co-morbidity between depression and anxiety 

symptoms has also been widely documented in past research, as has our finding of a weaker level of co-morbidity between alcohol 

misuse and mental disorders [117-119].   

 

3.3. Correlation of Outcome Measures at Start of Counseling with Other Client and Context Factors 

 

The five outcome measures at Pre were also tested for possible associations with client demographic, employer and EAP use context 

factors (see Table 3).  Only 7 of the 30 tests yielded a meaningful finding defined as at least a small effect (i.e., r of .10 or higher).  
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Table 3.  Correlations of outcomes at start of EAP use and context factors. 

 

 

Context factor 

Outcome measure – Severity level at Pre 

Depression  

 

Anxiety 

  

Alcohol 

Misuse 

Work 

Absenteeism 

Work 

Presenteeism 

Age of client (years) -.08*** 

(n = 14034) 

-.08*** 

(n = 10501) 

-.01 

(n = 11784) 

-.02 

(n = 30379) 

-.02 

(n = 29287) 

 

Gender of client (female) .02 

(n = 14176) 

.07*** 

(n = 10501) 

-.22*** 

(n = 11878) 

-.01 

(n = 31368) 

.00 

(n = 28987) 

 

Industry of employer .08*** 

(n = 14422) 

.06*** 

(n = 10824) 

.17*** 

(n = 12110) 

.06*** 

(n = 31667) 

.06*** 

(n = 30695) 

 

Referral type (formal) -.06*** 

(n = 10824) 

-.06*** 

(n = 10824) 

.11*** 

(n = 12110) 

.11*** 

(n = 31667) 

.04 

(n = 30695) 

 

Presenting issue match 

outcomea   

.38*** 

(n = 14421) 

.22*** 

(n = 10823) 

.56*** 

(n = 12109) 

.03 

(n = 31661) 

.08*** 

(n = 30690) 

 

Note:  Total N = 35,228.  Absenteeism tested using a square root transformed version to reduce skew.  Gender of client coded as male 

= 1 and female = 2.   Referral coded as self = 1 and formal by management at work = 2.   Industry shows r from chi-square tests.   
a Presenting issue match with outcome measure:  Depression severity with issue of depression (yes = 1, no = 0); Anxiety severity with 

issue of anxiety (yes = 1, no = 0); Alcohol misuse severity with issue = alcohol (yes = 1, no = 0).  Work absenteeism severity with 

issue = jobs stress (yes = 1, no = 0); Work presenteeism severity with issue of jobs stress (yes = 1, no = 0).   

*** p < .001 but correlations r less than .10 are trivial effect size and thus of no practical value.  Meaningful correlations with at least a 

small effect size are noted in bold font. 

 

Demographic factors had little to do with the levels of the outcomes at the start of EAP use.  Age of the client was unrelated to all five 

outcomes.  Gender of the client was also unrelated to most outcomes.   

 

However, males tended to have greater alcohol misuse than females (r = -.22).  Accordingly, the percentage of cases who were at clinical 

at-risk status on the alcohol misuse measure when starting counseling varied by gender:  29% of men vs. 20% of women.  The percentage 

of cases who were at clinical at-risk status on alcohol misuse when starting counseling also varied by referral type:  45% of formal 

referral cases by manager at work vs. 23% of self/family referral cases.  The hours of missed work in the past month before starting 

counseling also varied by referral type: average of 11.6 hours for formal referral cases vs. average of 4.4 hours for self/family referrals.  

Thus, the very small percentage of formal referral cases had - on average - about three times the level of absence compared to self-

referral kinds of cases.  Perhaps this higher-than-normal level of work absence contributed to why these cases were referred by their 

manager at work to get counseling from the EAP.  The percentage of cases within each industry type who were at clinical at-risk status 

on alcohol misuse when starting counseling varied by industry:  38% manufacturing; 23% retail/restaurant; 22% government; 22% 

healthcare; 21% blue collar; 20% white collar; 17% technology.   

 

The presenting issue topic for EAP clients was strongly associated with initial severity levels of the clinical outcome measure with the 

same topic.  Depression symptoms were strongly associated with the presenting issue being depression-related (r = .38).  Anxiety 

symptoms were strongly associated with the presenting issue being anxiety-related (r = .22).  Alcohol misuse symptoms were strongly 

associated with the presenting issue being alcohol-related (r = .56).  These findings are evidence for the construct validity of the three 

clinical measures.  In contrast, the initial severity levels of the two work outcomes were only weakly related to clients having a presenting 

issue that involved job stress or work-related issues.  These last findings were expected, though, as absenteeism and presenteeism are 

potentially relevant to all workers regardless of their specific therapeutic issues guiding their use of the EAP.  

 

PART 2: Clinical Outcomes for In-person Cases 

 

3.4. Depression Outcome Results 

 

Depression: Clinical Status at Pre for All Cases.  Among the cases with data on the PHQ-2 at Pre from Phase 2 of data collection 

(which involved almost all EAP users during that period), 28.9% (n = 3,132 of 10,824 total) met the criteria for clinical depression 

disorder when starting EAP counseling.  Thus, about 1 of every 3 users of in-person counseling were depressed. 
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Depression: Change in Clinical Status from Pre to Post for All Cases.  Among the cases with paired data on the PHQ-2 at Pre and 

at Post from Phase 2 of data collection (n = 380), 22.9% (n = 87) met the criteria for clinical depression disorder when starting EAP use.  

But after completing the in-person counseling, this dropped to only 5.8% of all cases (n = 22).  This change was significant, X2(1,380) 

= 53.29, p < .001.   

 

Depression: Recovery for Clinical Cases.  Of those cases at-risk for clinical depression at the start of therapy from both phases of data 

collection, 78% (220 of 281) recovered at Post to no longer be at-risk (see Figure 6).   

 

Depression: Reduction in Severity Score for Average Clinical Case.  A paired t-test found that the level of symptom severity for the 

average case with clinical depression at the start was 60% lower at the follow-up for cases with longitudinal data on the PHQ-2:  Pre M 

= 4.53 (SD = 1.11) > Post M = 1.80 (SD = 1.42), t(1,280) = 32.09, p < .001, d = 1.91 (very large size statistical effect; see Figure 6).  

 

  

  
Figure 6.  Top row: At-risk depression cases: Longitudinal results for recovery from clinical status and reduction in mean scores. 

Bottom row: At-risk anxiety cases: Longitudinal results for recovery from clinical status and reduction in mean scores. 

 

3.5. Anxiety Outcome Results 

 

All anxiety outcome data was from Phase 2 of data collection (see Appendix A).   

 

Anxiety: Clinical Status at Pre for All Cases.  Among the cases with data on the GAD-2 at Pre from Phase 2 of data collection (which 

involved almost all EAP users), 38.5% (n = 4,164 of 10,824 total) meet the criteria for clinical anxiety disorder when starting EAP 

counseling.  Thus, about 1 of every 3 users of in-person counseling were anxious. 

 

Anxiety: Change in Clinical Status from Pre to Post for All Cases.  Among the cases with paired data on the GAD-2 at Pre and at 

Post from Phase 2 of data collection (n = 380), 32.6% (n = 124) met the criteria for clinical anxiety disorder when starting EAP use.  
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But after completing the in-person counseling, this rate dropped to only 7.6% of all cases (n = 29).  This change was significant, X2(1,380) 

= 40.99, p < .001.   

 

Anxiety: Recovery for Clinical Cases.  Of those cases at-risk for clinical anxiety disorder at the start of therapy from Phase 2 of data 

collection, 80% (99 of 124) recovered at Post to no longer be at-risk (see Figure 6).  

 

Anxiety: Reduction in Severity Score for Average Clinical Case.  A paired t-test found that the level of symptom severity for the 

average case with clinical anxiety at the start was 65% lower at the follow-up for the 124 cases with longitudinal data on the GAD-2 

from Phase 2 of data collection:  Pre M = 4.50 (SD = 1.11) > Post M = 1.56 (SD = 1.72), t(1,123) = 19.12, p < .001, d = 1.71 (very large 

size statistical effect; see Figure 6).  

 

3.6. Alcohol Outcome Results 

 

Alcohol: Clinical Status at Pre for All Cases.  Among the cases with data on the AUDIT-3 at Pre from Phase 2, 13.9% (n = 1,419 of 

10,223 total) meet the criteria for clinically hazardous use of alcohol when starting EAP counseling.  Thus, about 1 of every 8 users of 

in-person counseling misused alcohol. 

 

Alcohol: Change in Clinical Status from Pre to Post for All Cases.  Among the cases with AUDIT-3 data at both Pre and Post from 

Phase 2 (n = 350), 20.2% (n = 71) met the criteria for hazardous alcohol use when starting EAP use.  But after completing the in-person 

counseling, this clinical status rate dropped to only 4.6% of cases (n = 16).  This change was significant, X2(1,350) = 31.40, p < .001.   

 

Alcohol: Recovery for Clinical Cases.  Of those cases at-risk for hazardous use of alcohol at the start of therapy from both phases of 

data collection, 68% (209 of 307) recovered at Post to no longer be at-risk (see Figure 7).   

 

Alcohol: Reduction in Average Severity Score for Clinical Cases.  A paired t-test found that the level of symptom severity for the 

average case with clinical alcohol misuse at the start was 63% lower at the follow-up for cases with longitudinal data on the AUDIT-3 

from both phases of data collection:  Pre M = 6.71 (SD = 2.44) > Post M = 2.47 (SD = 2.21), t(1,306) = 25.87, p < .001, d = 1.48 (very 

large size statistical effect; see Figure 7). 

 

  
Figure 7.  At-risk alcohol cases: Longitudinal results for recovery from clinical status and reduction in mean scores. 

 

PART 3: Work Outcomes for In-person Cases 

 

3.7. Work Absenteeism Outcome Results 

 

Absenteeism: Problem Status at Pre for All Cases.  Among the cases with valid absenteeism data at Pre, 21.6% (n = 6,846 of 31,667 

total) meet the criteria for having a problem with absenteeism during the month before starting EAP counseling (i.e., missing 4 or more 

hours of work in the past 30 days).  Thus, about 1 of every 5 users of in-person counseling had a work absence problem. 

 

Absenteeism: Change in Problem Status from Pre to Post for All Cases.  Among the cases with paired valid absenteeism data at Pre 

and at Post 30.7% (n = 1,010 of 3,289 total) had an absenteeism problem when starting EAP use.  But after completing the in-person 

counseling, this dropped to only 5.6% of all cases (n = 183).  This change was significant, X2(1,3106) = 130.25, p < .001.   
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Absenteeism: Recovery for Problem Cases.  Of those employees experiencing an absenteeism problem at the start of therapy, 88.0% 

(889 of 1,010) recovered at Post to no longer be at-risk and had a level of absence in the range of a typical employee (see Figure 8).   

 

Absenteeism: Reduction in Average Hours Missed for Problem Cases.  A paired t-test found that the number of hours of missed 

work in the past 30-days for the average case with an absenteeism problem at the start of treatment was 85% lower at the follow-up for 

cases with longitudinal data:  Pre M = 24.78 (SD = 25.09) > Post M = 3.84 (SD = 14.80) for a difference of 20.94 fewer hours lost on 

average (see Figure 8). This outcome was tested, however, using a square root transformed measure of absenteeism hours: Pre M = 4.53 

(SD = 2.07) > Post M = 0.62 (SD = 1.86), t(1,1009) = 51.93, p < .001, d = 1.63 (very large size statistical effect). 

 

  

  
Figure 8.  Top: At-risk work absenteeism cases: Longitudinal results for recovery from problem status and reduction in mean scores.  

Bottom: At-risk work presenteeism cases: Longitudinal results for recovery from problem status and reduction in mean scores. 

 

3.8. Work Presenteeism Outcome Results 

 

Presenteeism: Problem Status at Pre for All Cases.  Among the cases with valid presenteeism data at Pre, 38.0% (n = 11,660 of 

30,695 total) meet the criteria for having a problem with presenteeism while working during the month before starting EAP counseling. 

Thus, almost 4 of every 10 users of in-person counseling had a work presenteeism problem.  Among cases with both work measures at 

Pre (n = 29,349 total), 24.8% had a problem only on presenteeism, 7.7% had a problem only on absenteeism and 13.3% had problem 

status on both absenteeism and presenteeism.  Thus, close to half of all employees (46%) had a problem with one of both work areas 

when starting treatment at the EAP.  

 

Presenteeism: Change in Problem Status from Pre to Post for All Cases.  Among the cases with paired valid presenteeism data at 

Pre and at Post 36.0% (n = 1,217 of 3,380 total) had a presenteeism problem when starting EAP use.  But after completing the in-person 

counseling, this dropped to only 5.7% of all cases (n = 193).  This change was significant, X2(1,3380) = 139.60, p < .001.   
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Presenteeism: Recovery for Problem Cases.  Of those employees experiencing a presenteeism problem at the start of therapy, 88.0% 

(1,071 of 1,217) recovered at Post to no longer be at-risk and had a level of performance while at work that was in the range of a typical 

employee (see Figure 8).   

 

Presenteeism: Reduction in Average Score for Problem Cases.  A paired t-test found that the rating for level of presenteeism while 

working in the past 30-days for the average case with an presenteeism problem at the start of treatment was 47% lower at the follow-up 

for cases with longitudinal data:  Pre M = 4.29 (SD = 0.52) > Post M = 2.26 (SD = 1.10), t(1,1216) = 59.69, p < .001, d = 1.71 (large 

size statistical effect; see Figure 8). 

IV. DISCUSSION 

This study examined users of brief counseling provided in-person at office settings in the United States.  The over 33,000 cases collected 

provided a very large sample in which to profile the users and their clinical experience with the employee assistance program. The 

applied naturalistic approach to the data collection process yielded groups of users for each outcome that had paired Pre and Post scores 

who fairly represented the  larger groups of cases who did not complete the follow-up survey.  The outcome measures used in this study 

all produced high levels of measurement reliability and validity.  Another advantage was that the representativeness of the longitudinal 

samples for each outcome was validated by testing the users’ demographic characteristics, program use experiences and starting level 

of the outcome measure compared to the  larger group of cases with only Pre-test data.  Thus, the project provided favorable conditions  

to find risk levels at the start of counseling and to test for improvements in anxiety, depression, alcohol misuse, absence and work 

presenteeism for clients of in-person counseling.   

 

4.1. Descriptive Profile of Users of In-person Counseling  

 

The diversity of these users of in-person counseling is seen in the findings obtained from Part 1 of the results.  There was a wide range 

between users for demographic factors of age and gender.  Many different industries were also represented among these in-person cases.  

The reasons why the EAP was used also had substantial variation across different kinds of mental health, personal stress, relationships, 

marriage and family life, work problems and substance use issues.  The duration of how long the counseling was used also had a wide 

range, spanning from just one week to over 10 months, with most cases getting relief after about two months of time engaging in therapy 

sessions with their EAP counselor.  In contrast, there was little variation in employee status and referral type, as almost all of the clients 

were employees (98%; 2% family) and 97% were self referrals into the EAP. 

 

While the total number of employees using in-person counseling each year dropped during the peak of the pandemic, in-person 

counseling was  used by thousands of cases each year for periods before and since the peak of the pandemic, demonstrating its ongoing 

appeal and popularity among employees seeking support.  Thus, it is possible that the temporary reduction in the number of in-person 

counseling cases that was observed during the peak of the pandemic was due primarily to the restrictions in place at that time for in-

person clinical contact and was not based on a shift in employee preference for counseling via remote technology channels such as 

online video, text or chat.   Post-hoc analyses conducted on four of the five outcomes with relevant data showed similar levels of 

effectiveness for the counseling when compared for two groups of cases in the periods before and after the pandemic (see Appendix C).  

 

4.2. Research Questions and Hypotheses Revisited 

 

About 1 in every 3 cases were at-risk for a mental health disorder when starting EAP use (39% for anxiety and 29% for depression;  

with 22% at-risk for both).  When compared to the public, these risk rates for in-person users of the EAP for anxiety and depression 

were about three times higher than the recent national averages [18,19].   In addition, about 1 in every 8 cases had a hazardous level of 

alcohol consumption when starting counseling, which was more similar to the working population norm.  The subgroups of at-risk cases 

on each clinical outcome each had a large majority of clients who recovered after using the EAP counseling to no longer be at-risk.  In 

addition, the reduction in severity scores for the average at-risk case was significantly lower after use and represented a large size 

statistical effect for the behavioral health outcomes of depression, anxiety and alcohol misuse.   

 

Both of the work outcomes had about a third of cases starting therapy with the EAP at a problem level (i.e., at-risk).  This is interesting 

when only 7% of all cases had used the EAP to get therapy for an issue related to their work or workplace.  However, about 9 out of 

every 10 of these cases recovered and no longer had a problem with absence or with their performance while working when assessed 

again at the follow-up.  Both work outcomes also had large size statistical effects for the extent of improvement after counseling in the 

average Pre and Post scores on the measure.  Among the cases starting out at problem level of absence, the typical employee changed 

from having 25 hours per month of lost work time to only 4, which is a level close to the typical worker norm.  Thus, absenteeism was 

reduced from three full workdays lost per month to only half of one day.  The severity of work presenteeism also was reduced by 47% 

for the average worker starting their EAP use with a work presenteeism problem.  
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In summary, the results revealed that each hypothesis for the longitudinal data that predicted a significant improvement in the clinical 

and work outcomes after the use of EAP counseling was strongly supported by the findings.  Thus, in-person counseling was effective 

as a brief treatment intervention across a diverse population of clients with different clinical needs and employment contexts.  The 

primary findings are presented in Table 3. 

 

Table 3. Summary of key findings: By outcome. 

 
 

Key Results: 

Outcome 

Clinical 

Depression 
Clinical 

Anxiety 
Clinical  

Alcohol Misuse 
Problem with  

Work Absenteeism 
Problem with  

Work Presenteeism 
Prevalence rate of  

at-risk status among 

all in-person cases 

at start of EAP use 

 

29% 

of 

10,824 cases 

39% 

of 

10,824 cases 

14% 

of 

10,223 cases 

22% 

of 

31,667 cases 

38% 

of 

30,695 cases 

Recovery from  

at-risk status for  

at-risk cases after  

EAP counseling use 

 

78%  

of 281  

at-risk cases 

80%  

of 124 

at-risk cases 

68%  

of 307  

at-risk cases 

88%  
of 1,010 

at-risk cases 

88%  

of 1,217  

at-risk cases 

Reduction in average 

severity score from 

Pre to Post for  

at-risk cases 

-60% -65% -63% -85% -47% 

Statistical effect size 

for the reduction in 

average severity score 

for at-risk cases 

Large effect 

d = 1.91 
Large effect 

d = 1.71 
Large effect 

d = 1.48 
Large effect 

d = 1.63 
Large effect 

d = 1.71 

 

4.3. Comparisons with Other Research  

 

The demographic and clinical use characteristics of the clients in this national study sample are similar to that of other large sample 

studies of the users of external vendors of EAP counseling services [96-99,106,119,120].  The prevalence risk rates for anxiety and 

depression disorders found in the study are similar to other EAP studies using similar risk screening self-report measures [108,119, 121].  

The present study also replicates the findings found in past studies of EAP counseling of a high level of clinical effectiveness for cases 

with depression, anxiety or alcohol problems [51-68, 92-99,114,125].   

What our findings do not explain is why participating in therapy conducted face-to-face with an EAP counselor was so effective for so 

many cases.  A major factor driving these positive results was probably the fact that these distressed employees were able to choose to 

see an EAP counselor in-person, as past research has documented a preference among many mental health patients for in-person service 

delivery [25-29].  The conventional wisdom in favor of providing psychological therapies delivered face-to-face is that the effectiveness 

of such interventions depends upon on the development of a high quality therapeutic alliance between the therapist and the client and 

within the context of this relationship, visual as well as other information is reflected in eye contact, physical expression, posture and 

voice [122-124].  However, one recent study found that use of online video sessions had a range of the level of therapeutic alliance as 

reported by the EAP clients and that greater alliance was positively associated with better clinical and work longitudinal outcomes [125].   

Our own research [78,80,81], and that of other comparative research studies [73-77], all conclude that in-person and online video 

delivery contexts for EAP counseling services both have sufficient evidence of effectiveness for improving clinical and work outcomes.  

This finding is also common among investigations comparing the patient experience and effectiveness for users of general providers 

(non-EAP) of counseling from in-person or online video conditions [126-128]. Other past research studies with EAP providers that 

compared the face-to-face therapy context against telephone delivered therapy [68-73] also has consistently found that both modalities 

are generally effective.  Comparative studies conducted in primary care and community settings of outpatient psychological treatments 

also have found few meaningful differences between results for in-person office settings and telephone delivered therapy [129-132].   

Taken together, the available research underscores the value in being able to provide different delivery modality options for EAP 

counseling.  When the outcomes are comparable between in-person, telephone and online video contexts, being able to encourage the 

participation in professional counseling – by any access modality preferred by the client – appears to be important for program success 

in order to support as many employees as possible.    
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4.4. Limitations of the Study 

 

We must acknowledge certain limitations of this study. It was conducted using real-life experiences based on convenience samples of 

adults who were working for thousands of different employers in the United States who all had access to the same commercially available 

EAP service.  Thus, the data from only one EAP provider was evaluated.   

 

Our reliance on brief self-report data sources may be questioned, as other records or external sources of the outcomes potentially could 

have provided more accurate measurements. For example, other formal treatment or clinical diagnostic records related to mental health 

and alcohol outcomes would have yielded more in-depth data than our use of self-reported risk levels.  However, the majority of people 

who meet criteria of being at-risk for common behavioral health disorders do not seek treatment and thus are missing from claim records 

of health care treatment [15-18].  For this reason, using self-reported data on these issues is acceptable and commonplace both in health 

care practice settings and other applied research projects [133-141].  There is also research evidence that  self-reports from employees 

of their level of work absence do closely align with company record data of their absence histories [142,143].  Systematic reviews of 

the literature have also found support for the validity and reliability of employee self-reports of work presenteeism and productivity 

compared to relevant company records of their productivity during the same periods [144,145].   
 

Our use of archival service operational data collected from single treatment groups with repeated measures of outcomes is an example 

of an applied “pre-experimental” type of longitudinal research design with no comparison group.  As this was not a prospective study, 

we did not use other stronger kinds of designs such as the quasi-experimental type (with a comparison group matched on key 

characteristics) or the experimental randomized control trial type.  However, we know of only seven other quasi-experimental studies 

involving both treatment and comparison groups in the literature on EAPs [four studies cited in 58, 146-148].  All of these studies found 

that the EAP treatment group had superior improvements over time on clinical and work outcomes compared to the other employees 

who did not use EAP counseling.  Thus, we would expect similar results had our study design involved a comparison group. We also 

did not measure if these cases had also used other health-enhancing psychological treatment providers nor if they were also taking 

psychiatric medications during the same period as when they used the EAP counseling.  It is possible that other unknown factors than 

just the use of the EAP in-person counseling also influenced the study outcomes. 

 

V. Conclusion 
 

This applied evaluation study provides evidence that brief counseling conducted face-to-face in clinical office settings  is associated 

with large size improvements for employees in both behavioral health and work domains.  The results of the study underscore the 

importance of ensuring access to this kind of service delivery context from EAPs for those clients who prefer to meet with their counselor 

in-person.   

APPENDIX A 

Outcome Measures Data Collection and Standardization  

 

Figure A1 and Table A1 and show the sources for each outcome measure across the seven years of the project.   Data on anxiety was 

only collected in Phase 2.  Each of the other outcomes involved a different version of the measure depending on the phase of the project 

(see Table A2).  This appendix presents details of how the measures from each phase compare and the final standardized version of the 

four measures that blended the case-level data across the two phases of data collection.   

 

This profile reveals the four outcome measures tended to be similar overall when comparing psychometric attributes from the two 

phases.  Some differences existed between phases, however, as the clinical severity levels for depression and alcohol symptom measures 

were both much higher in Phase 1 (when cases were specifically selected for having these issues) than in Phase 2 (when collecting data 

occurred for almost all cases as feasible).  As the main interest of the study was to test for longitudinal change within the at-risk clinical 

subsamples, both of these measures had the same items across the two phases and used only the at-risk subsamples from within each 

data collection phase.  Although, not ideal, the opportunity to use larger sample sizes of EAP in-person cases from both phases of data 

collection comprising the full study period was more important than minor differences in starting levels and psychometric properties of 

the measures.  The phase differences in total samples of users are less of a concern when considering that only the subset of total cases 

who were at-risk clinically on the outcome of depression or alcohol at the start of treatment in each phase were relevant for inclusion in 

the longitudinal tests featured in this study. 

 

The two work outcome measures also had some small differences between the two data collection phases due to the use of different 

versions of the measures.  Yet, both work measures had the same general profiles when contrasting their averages and at-risk rates at 

Pre and at Post (both versions of each measure were higher at Pre than at Post), which was the main interest of the study.   
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Figure A1.  Outcome measures collected by year. 

 

Table A1.  Phases of data collection for outcome measures. 

 

 

 

 

 

 

 

Measure 

Phase of Data Collection Analyzed for this Study 

1: 

2017-January to  

2022-July 

2: 

2022-August to  

2023-June 

 

 

 

All available data Criteria for measure being collected: 
Relevance of case for 

measure(s) decided  

by counselor 

Same set of measures 

collected on almost all 

cases routinely  

Depression PHQ-9 PHQ-2 from PHQ-4 PHQ-2 

Anxiety NA GAD-2 from PHQ-4 GAD-2 

Alcohol Misuse AUDIT-10 AUDIT-3 from AUDIT-10 AUDIT-3 

Work 

Absenteeism 

WOS-5  WOS-1 Both measures used, but used the sum of hours of work 

absence from 3 items from WOS 5-item version and 

the hours from the WOS revised single item version 

Work 

Presenteeism 

SPS-6 WOS-1 Both measures used, but the SPS-6 scale was reverse 

scored (i.e., higher scale score indicates more 

presenteeism) and converted to average score with 1-5 

range across the 6 items to match the 1-5 range of the 

rating of the WOS question. 

Note:  PHQ = Patient Health Questionnaire.  GAD = Generalized Anxiety Disorder.  AUDIT = the Alcohol Use Disorders Identification 

Test.  SPS = Stanford Presenteeism Scale.  WOS = Workplace Outcome Suite. 

 

Table A2.  Descriptive profiles for outcome measures at each phase of data collection and study total sample.  

 

Measure Phase 1 Phase 2 All available data in Study 

Start of Counseling – PRE 

Depression PHQ-2 from PHQ-9 PHQ-2 from PHQ-4 PHQ-2 

Range of score: 0-6 0-6 0-6 

Sample size n cases: 3,598 10,824 14,422 

Mean (SD) 3.28 (1.81) 1.91 (1.89) 2.25 (1.60) 

At-risk % of total 60% 29% 37% 

Alcohol Misuse AUDIT-3 from AUDIT-10 AUDIT-3  AUDIT-3 

Range of score: 0-12 0-12 0-12 

Sample size n cases: 1,658 10,452 12,110  

Mean (SD) 6.51 (3.28) 1.24 (2.17) 1.96 (2.97) 

At-risk % of total 85% 14% 24% 
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Work Absenteeism WOS-5 (but 3 items used) WOS-1 Both measures used 

Range of score: 0-155 hours 0-125 0-155 

Sample size n cases: 20,929 10,738 31,6667 

Mean (SD) 5.10 hours (13.45) 3.70 hours (11.71) 4.26 hours (12.91) 

At-risk % of total 24% 17% 22% 

Work Presenteeism SPS-6  WOS-1 Both measures - SPS6 adjusted 

Range of score: 1-5 1-5 1-5 

Sample size n cases: 19,957 10,738 30,695 

Mean (SD) 2.83 (1.24) 3.21 (1.40) 2.96 (1.31) 

At-risk % of total 32% 49% 38% 

Follow-up After Counseling – POST 

Depression PHQ-2 from PHQ-9 PHQ-2 from PHQ-4 PHQ-2 

Range of score: 0-6 0-6 0-6 

Sample size n cases: 296 380 676 

Mean (SD) 1.49 (1.40) 0.58 (1.07) 0.97 (1.30) 

At-risk % of total 15% 6% 10% 

Alcohol Misuse AUDIT-3 from AUDIT-10 AUDIT-3  AUDIT-3 

Range of score: 0-12 0-12 0-12 

Sample size n cases: 273 357 630  

Mean (SD) 2.49 (2.24) 0.82 (1.16) 1.52 (1.90) 

At-risk % of total 32% 5% 16% 

Work Absenteeism WOS-5 (but 3 items used) WOS-1 Both measures used 

Range of score: 0-120 hours 0-120 hours 0-159 

Sample size n cases: 2,931 380 3,311 

Mean (SD) 1.71 hours (9.92) 0.79 hours (1.02) 1.60 hours (9.36) 

At-risk % of total 6% 3% 6% 

Work Presenteeism SPS-6 (reverse scored and 

averaged across items) 

WOS-1 Both measures used 

Range of score: 1-5 1-5 1-5 

Sample size n cases: 3,001 380 3,381 

Mean (SD) 1.89 (0.95) 1.73 (1.02) 1.87 (0.96) 

At-risk % of total 5% 8% 6% 

APPENDIX B 

Representativeness of Longitudinal Samples 

 

The follow-up groups on each outcome measure constituted from between 3% to 15% of the full starting sample sizes.  As the 

longitudinal sub-samples included the experiences of a minority of service users we wanted to determine if the final valid samples of 

cases with longitudinal data for each outcome were a reasonable representation of the larger population of in-person cases at this EAP.  

Statistical tests were conducted comparing the Pre-only group (i.e., those clients who completed an outcome measure at baseline but not 

at the follow-up) with the longitudinal group that completed the same outcome measure both at baseline and at the follow-up after 

counseling concluded.  Tests were declared meaningful only when they produced at least a small size statistical effect (depending in the 

test: eta2 of .01 or higher; r of .10 or higher).  These test results are described below for each outcome measure. 

 

B.1. Depression Outcome Among Cases At-Risk for Depression at Pre 

 

Follow-up response rate for at-risk cases = 5.3% (n = 281 longitudinal / n = 5,282 total at Pre).   The at-risk depression outcome 

longitudinal Pre & Post paired group did not differ from the At-risk Pre-only depression outcome group on any of the demographic, 

employer-related and clinical use context factors examined.  Importantly, the two groups had the same level of depression symptom 

severity at Pre on the PHQ-2, which is the primary factor of interest for judging the representativeness of the longitudinal subsample: 

Longitudinal M = 4.53 (SD = 1.11) vs. Pre-only M = 4.47 (SD = 1.16).   

 

B.2. Anxiety Outcome Among Cases At-Risk for Anxiety at Pre 

 

Follow-up response rate for these at-risk cases was 3.0% (n = 124 longitudinal / n = 4,164 total at Pre).  The at-risk anxiety outcome 

longitudinal Pre & Post paired sample did not differ from the At-risk Pre-only anxiety outcome group on any of the demographic, 
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employer-related and clinical use factors examined.  Importantly, the two groups did not differ meaningfully on their level of anxiety 

symptom severity at Pre on the GAD-2: Longitudinal M = 4.50 (SD = 1.11) vs. Pre-only M = 4.69 (SD = 1.14).     

 

B.3. Alcohol Outcome Among Cases At-Risk for Alcohol at Pre 

 

Follow-up response rate for these at-risk cases was 10.9% (n = 307 longitudinal / n = 2,827 total at Pre).   Importantly, the two groups 

did not differ meaningfully on their level of alcohol misuse symptom severity at Pre on the AUDIT-3: Longitudinal M = 6.71 (SD = 

2.44) vs. Pre-only M = 6.45 (SD = 2.89).  The at-risk alcohol outcome longitudinal Pre & Post paired sample did not differ from the At-

risk Pre-only alcohol outcome group on factors of age, gender, industry, employee status, session limit, or presenting issue.  The only 

context factor with a relevant difference was that the longitudinal group had a higher percentage of employees who had been formally 

referred to the EAP by their manager at work:  Longitudinal formal referral = 31% (96 of 307) vs. Pre-only formal referral = 4% (106 

of 2,520); X2(1,2827) = 302.11, p < .001, eta2 = .11 medium size effect.  Apparently, for the alcohol outcome being referred into the 

EAP by one’s employer contributed to a much higher participation rate in the follow-up survey.   

 

B.4. Work Absenteeism Outcome Among Cases with Absenteeism Problem at Pre 

 

Follow-up response rate for these at-risk cases was 14.8% (n = 1,010 longitudinal / n = 6,846 total at Pre).  Importantly, the two groups 

did not differ meaningfully on their level of absence hours at Pre – which is the primary factor of interest for judging the 

representativeness of this longitudinal subsample: Longitudinal M = 24.8 hours vs. Pre-only M = 20.4 hours [square root transformed 

means were tested: Longitudinal M = 4.5 vs. Pre-only M = 4.2).  The work absence problem longitudinal group did not differ from the 

Pre-only absence problem group on factors of age, industry, employee status, session limit, or presenting issue.  A relevant large 

difference was that the longitudinal group had a higher percentage of employees who had been formally referred to the EAP by their 

manager at work:  Longitudinal formal referral = 30% (306 of 1,010) vs. Pre-only formal referral = 2% (704 of 6,412); X2(1,6846) = 

1145.30, p < .001, eta2 = .17 large size effect.  Another small difference involved client gender, such that the longitudinal group had a 

higher percentage of males than the Pre-only group:  Longitudinal = 51% males (514 of 1008) vs. Pre-only formal referral = 37% males 

(2,165 of 5,805); X2(1,6813) = 67.53 p < .001, eta2 = .01 small size effect.   

 

B.5. Work Presenteeism Outcome Among Cases with Presenteeism Problem at Pre 

 

Follow-up response rate for these at-risk cases was 10.4% (n = 1,217 longitudinal / n = 11,660 total at Pre).   Importantly, the two groups 

had the same level of presenteeism on the 1-5 scale at Pre – which is the primary factor of interest for judging the representativeness of 

this longitudinal subsample: Longitudinal M = 4.29 (SD = 0.51) vs. Pre-only M = 4.36 (SD = 0.52).  The work presenteeism problem 

longitudinal group did not differ from the Pre-only presenteeism problem group on factors of age, gender, industry, employee status, 

session limit, or presenting issue.  The only relevant difference was that the longitudinal group had a higher percentage of employees 

who had been formally referred to the EAP by their manager at work:  Longitudinal formal referral = 25% (299 of 1217) vs. Pre-only 

formal referral = 2% (181 of 10,443); X2(1,11660) = 1439.95, p < .001, eta2 = .12 medium size effect.   

 

Overall, the cases of interest in the longitudinal samples for each outcome had the same general profile of the initial outcome severity 

level, employee demographic factors, clinical use factors, and employer context factors as other employees at this EAP.  Thus, the results 

support the representativeness of the longitudinal samples.  Few of the nine demographic, clinical, and employer context factors differed 

much in these tests.   

APPENDIX C 

Comparison of Effectiveness Between Pre-Pandemic and Pandemic Time Periods 

 

Given the larger societal and employer conditions that changed after the global COVID-19 pandemic, we explored the primary results 

for improvement after use of in-person counseling on each of the outcomes for the two time periods of before and after the pandemic.  

The first group had cases from 2017 through February of 2020 and the second group had cases from March of 2020 through 2023.  These 

findings show that in-person counseling was equally effective for cases using the EAP during periods before and during the pandemic 

(each outcome’s chi-square test was not significant).  The anxiety outcome was collected only during the pandemic period.  The results 

for how many at-risk cases had recovered to no longer be at-risk after the counseling  on each  outcome is presented below: 

 

• Depression at-risk cases recovered:  76% of Pre-pandemic 122 cases = 80% of Pandemic 159 cases (p = .46 ns).  

• Alcohol at-risk cases recovered:  74% of Pre-pandemic 121 cases = 65% of Pandemic 186 cases (p = .10 ns). 

• Work absenteeism problem cases recovered:  88% of Pre-pandemic 658 cases = 88% of Pandemic 352 cases (p = .81 ns). 

• Work presenteeism problem cases recovered:  88% of Pre-pandemic 642 cases = 88% of Pandemic 575 cases (p = .99 ns). 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              255 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

ACKNOWLEDGMENT 

We acknowledge support of the counselors and other staff at CuraLinc Healthcare who provided the clinical services and collected the 

data for this project. We are grateful to the thousands of people who used the services for making the study possible.  

DECLARATIONS 

Funding:  The research was financed by the authors’ own resources.  No external research grant funding was involved.   

 

Author Contributions:  MA performed the statistical analyses of the aggregated dataset, conducted the literature review and drafted 

the manuscript. DP and SF developed the study design, selected the measures involved, coordinated the data collection and led 

preparation of annual reports of preliminary results.  All authors discussed the results and contributed to the final manuscript. 

 

Conflict of interest/Competing interests: MA is an independent research scholar and consultant who received financial support from 

CuraLinc Healthcare for preparing this research manuscript.  MA has also occasionally worked on other projects for this company.  DP 

works for CuraLinc Healthcare company.  

  

Institutional Review Board Statement:  No formal ethical approval of the study was required due to the retrospective archival 

naturalistic design of the study.  All employees who used the counseling and completed the outcome measures participated voluntarily 

and had their personal identity protected as all unique identifiers were removed from the data prior to analysis.  All counselors involved 

in the delivery of the clinical treatment services were fully licensed and trained professionals.  All aspects of this evaluation project and 

preparation of the manuscript followed the ethical guidelines of the American Psychological Association (2017).   

 

Informed Consent Statement: All data was collected as part of the normal business practices and not for a separate specific research 

project.  Consent for participation in a research study and use of data for publication of study results was therefore not necessary.  

REFERENCES 

[1] World Health Organization. (2022). Mental health in the workplace. [White paper]. Geneva, Switzerland. https://www.who.int/publications/i/item/9789240053052# 

[2] Goetzel, R.Z., Roemer, E.C., Holingue, C., Fallin, M.D., McCleary, K., Eaton, W., Agnew, J., Azocar, F., Ballard, D., Bartlett, J., & Braga, M. (2018). Mental 
health in the workplace: A call to action proceedings from the mental health in the workplace: Public health summit. Journal of Occupational and Environmental 
Medicine, 60(4), 322-330. doi:10.1097/JOM.000000000000127 

[3] Aarons-Mele, M. (2018, Nov. 1). We need to talk more about mental health at work. Harvard Business Review. https://hbr.org/2018/11/we-need-to-talk-more-about-
mental-health-at-work.   

[4] Kelloway, E.K., Dimoff, J. K., & Gilbert, S. (2023). Mental health in the workplace. Annual Review of Organizational Psychology and Organizational Behavior, 10, 
363-387.  https://doi.org/10.1146/annurev-orgpsych-120920-050527 

[5] Society for Human Resources Management, SHRM Foundation, & Ostuka Pharmaceutical Co. (2022). Mental health in America: A 2022 workplace report. [White 
paper].  https://www.workplacementalhealth.shrm.org/wp-content/uploads/2022/04/Mental-Health-in-America-A-2022-Workplace-Report.pdf 

[6] Goetzel, R.Z., Henke, R.M., Head, M.A., Benevent, R., & Rhee, K. (2020). Ten modifiable health risk factors and employees’ medical costs: An update. American 
Journal of Health Promotion 34(5), 490-499. https://doi.org/10.1177/0890117120917850 

[7] Proudman, D., Greenberg, P., & Nellesen, D. (2021). The growing burden of major depressive disorders (MDD): Implications for researchers and policy makers. 
PharmacoEconomics, 39(6), 619-625. https://doi.org/10.1007/s40273-021-01040-7 

[8] Deady, M., Collins, D.A.J., Johnston, D.A., Glozier, N., Calvo, R.A., Christensen, H., & Harvey, S.B. (2022). The impact of depression, anxiety and comorbidity 
on occupational outcomes. Occupational Medicine, 72(1), 17-24. doi:10.1093/occmed/kqab142 

[9] Plaisier, I., De Graaf, R., De Bruijn, J., Smit. J., van Dyck, R., Beekman, A., & Penninx, B. (2012). Depressive and anxiety disorders on-the-job: The importance of 
job characteristics for good work functioning in persons with depressive and anxiety disorders. Psychiatry Research, 200(2–3), 382–388. 
https://doi.org/10.1016/j.psychres.2012.07.016 

[10] Thørrisen, M.M., Bonsaksen, T., Hashemi, N., Kjeken, I., Van Mechelen, W., & Aas, R.W. (2019). Association between alcohol consumption and impaired work 
performance (presenteeism): A systematic review. BMJ Open, 9(7):e029184. https://doi.org/10.1136/bmjopen-2019-029184 

[11] Solomon, C., Poole, J., Palmer, K.T., & Coggon, D. (2007). Health-related job loss: Findings from a community-based survey. Journal of Occupational and 
Environmental Medicine, 64(3), 144-149. doi:10.1136/oem.2005.024257 

[12] Frey, J.J., Osteen, P.J., Berglund, P.A., Jinnett, K., & Ko, J. (2015). Predicting the impact of chronic health conditions on workplace productivity and accidents: 
Results from two US Department of Energy National Laboratories. Journal of Occupational and Environmental Medincine, 57(4), 436-444. 
doi:10.1097/JOM.0000000000000383 

[13] Stahre, M., Roeber, J., Kanny, D., Brewer, R.D., & Zhang, X. (2014). Contribution of excessive alcohol consumption to deaths and years of potential life lost in the 
United States. Preventing Chronic Disorders, 11(E109). https://dx.doi.org/10.5888/pcd11.130293 

[14] Karg, R.S., Bose, J., Batts, K.R., Forman-Hoffman, V.L., Liao, D., Hirsch, E., Pemberten, M.R., Colpe, L.J., & Hedden, S.L. (2014). Past year mental disorders 
among adults in the United States, Results from the 2008–2012 Mental Health Surveillance Study. CBHSQ Data Review. Center for Behavioral Health Statistics 
and Quality, SAMHSA. https://europepmc.org/article/MED/27748100 

[15] Bandelow, B., & Michaelis, S. (2022). Epidemiology of anxiety disorders in the 21st century. Dialogues in Clinical Neuroscience, 17(3), 327-355. 
https://doi.org/10.31887/DCNS.2015.17.3/bbandelow 

[16] Substance Abuse and Mental Health Services Administration. (2019). Key substance use and mental health indicators in the United States, results from the 2018 
National Survey on Drug Use and Health. [White paper].  https://www.samhsa.gov/data/report/2018-nsduh-annual-national-report 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
https://www.who.int/publications/i/item/9789240053052
https://hbr.org/2018/11/we-need-to-talk-more-about-mental-health-at-work
https://hbr.org/2018/11/we-need-to-talk-more-about-mental-health-at-work
https://doi.org/10.1146/annurev-orgpsych-120920-050527
https://www.workplacementalhealth.shrm.org/wp-content/uploads/2022/04/Mental-Health-in-America-A-2022-Workplace-Report.pdf
https://doi.org/10.1093/occmed/kqab142
https://doi.org/10.1016/j.psychres.2012.07.016
https://europepmc.org/article/MED/27748100
https://doi.org/10.31887/DCNS.2015.17.3/bbandelow
https://www.samhsa.gov/data/report/2018-nsduh-annual-national-report


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              256 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

[17] U.S. Department of Health and Human Services, Office of the Surgeon General. (2016). Facing addiction in America: The Surgeon General’s report on alcohol, 
drugs and health.  [White paper]. https://store.samhsa.gov/sites/default/files/d7/priv/surgeon-generals-report.pdf 

[18] Kessler, R.C., Ruhm, C.J., Puac-Polanco, V., Hwang, I.H., Lee, S., Petukhova, M. V., ... & Zubizarreta, J.R. (2022). Estimated prevalence of and factors associated 
with clinically significant anxiety and depression among US adults during the first year of the COVID-19 pandemic. JAMA Network Open, 5(6), e2217223. 

[19] Abdalla, S.M., Ettman, C.K., Cohen, G.H., & Galea, S. (2021). Mental health consequences of COVID-19: A nationally representative cross-sectional study of 
pandemic-related stressors and anxiety disorders in the USA. BMJ Open, 11, e044125. doi:10.1136/bmjopen-2020-044125 

[20] Xiong, J., Lipsitz, O., Nasri, F., Lui, L.M., Gill, H., Phan, L.,Chen-Li, D., Iacobucci, M., Ho, R., Majeed, A., & McIntyre, R. (2020). Impact of COVID-19 pandemic 
on mental health in the general population: A systematic review. Journal of Affective Disorders, 277(1), 55-64. https://doi.org/10.1016/j.jad.2020.08.001 

[21] Twenge, J.M., & Joiner, T.E. (2020). US Census Bureau-assessed prevalence of anxiety and depressive symptoms in 2019 and during the 2020 COVID-19 pandemic. 
Depression and Anxiety, 37(10), 954–956. https://doi.org/10.1002/da.23077 

[22] Vahratian, A., Blumberg, S.J., Terlizzi, E.P., & Schiller, J.S. (2021). Symptoms of anxiety or depressive disorder and use of mental health care among adults during 
the COVID-19 pandemic—United States, August 2020–February 2021. Morbidity & Mortality Weekly Report, 70, 490. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8022876/ 

[23] Bauer-Staeb, C., Davis, A., Smith, T., Wilsher, W., Betts, D., Eldridge, C., Griffith, E., Faraway, J., & Button, K. S. (2021). The early impact of COVID-19 on 
primary care psychological therapy services: A descriptive time series of electronic healthcare records. eClinicalMedicine,  4(37),  1–11. 
https://doi.org/10.1016/j.eclinm.2021.100939 

[24] Capobianco, L., Verbist, I., Heal, C., Huey, D., & Wells, A. (2023). Improving access to psychological therapies: Analysis of  effects associated with remote 
provision during COVID-19. British Journal of  Clinical Psychology, 62(1), 312–324. https://doi.org/10.1111/bjc.12410 

[25] Mohr, D.C., Siddique, J., Ho, J., Duffecy, J., Jin, L., & Fokuo, J.K. (2010). Interest in behavioral and psychological treatments delivered face-to-face, by telephone, 
and by Internet. Annals of Behavioral Medicine, 40(1), 89-98. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2914835/pdf/nihms213248.pdf 

[26] Dorow, M., Löbner, M., Pabst, A., Stein, J., & Riedel-Heller, S. G. (2018). Preferences for depression treatment including internet-based interventions: Results from 
a large sample of primary care patients. Frontiers in Psychiatry, 9, 181. https://doi.org/10.3389/fpsyt.2018.00181 

[27] Mohr, D.C., Duffecy, J., Ho, J., Kwasny, M., Cai, X., Burns, M.N., & Begale, M. (2013).  (2013). A randomized controlled trial evaluating a manualized Tele-
Coaching protocol for improving adherence to a web-based intervention for the treatment of depression. PLoS One, 8, e70086. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3749146/ 

[28] March, S., Day, J., Ritchie, G., Rowe, A., Gough, J., Hall, T., Yuen, C.Y.J., Donovan, C.L., & Ireland, M. (2018). Attitudes toward e-mental health services in a 
community sample of adults: Online survey. Journal of Medical Internet Resesearch, 20, e59. https://www.jmir.org/2018/2/e59/PDF 

[29] Renn, B. N., Hoeft, T. J., Lee, H. S., Bauer, A. M., & Areán, P. A. (2019). Preference for in-person psychotherapy versus digital psychotherapy options for depression: 
survey of adults in the US. NPJ Digital Medicine, 2(1), 6. https://www.nature.com/articles/s41746-019-0077-1.pdf 

[30] Attridge, M. (2023). EAP Evidence: Responding to the challenge of imposter EAPs. Journal of Employee Assistance, 53(3), 24-26. 
http://hdl.handle.net/10713/20763 

[31] Greer, K., & Romano, S. (2023, March 9). EAPs: removing the margin of error in mental health.  Employee Benefit News.  
https://www.benefitnews.com/opinion/how-eaps-can-remove-the-margin-of-error-in-mental-health 

[32] Attridge, M. (in-press). Workplace support for mood and anxiety disorders: Employee Assistance Programs.  In D.G. Friedman-Wheeler & A.E. Wenzel (Eds.), The 
SAGE Encyclopedia of Mood and Anxiety Disorders. London: SAGE.  

[33] Attridge, M., & Bennett, J. (2011). Workplace: Role, prevention, and programs. In M.A.R. Kleiman & J.E. Hawdon (Eds.), Encyclopedia of Drug Policy (Vol. 2, 
pp. 856-864). Thousand Oaks, CA: SAGE.  

[34] Attridge, M. (2022, April 27). EAP industry update: What employers need to know. [Virtual presentation]. Health Enhancement Research Organization (HERO). 
http://hdl.handle.net/10713/18704 

[35] Attridge, M. (2023). The current state of Employee Assistance Programs in the United States: A research-based commentary.  International Journal of Scientific 
and Research Publications, 13(8), 74-91. https://www.ijsrp.org/research-paper-0823/ijsrp-p14010.pdf 

[36] Attridge M. (2022). The facts don’t lie: Statistical truths about the business value of EAPs. Journal of Employee Assistance, 52(2), 26-28. 
http://hdl.handle.net/10713/18984 

[37] International Foundation of Employee Benefit Plans. (2021). Mental health and substance use disorder benefits: 2020 survey results. [White paper].  

[38] International Foundation of Employee Benefit Plans. (2022). Mental health and substance use disorder benefits: 2021 survey results. [White paper].  

[39] Attridge, M. (2019). A global perspective on promoting workplace mental health and the role of employee assistance programs. American Journal of Health 
Promotion, 34(4), 622-627.  https://journals.sagepub.com/doi/pdf/10.1177/0890117119838101c\ 

[40] Hughes, D., & Fairley, A. (2020). The COVID chronicles: An employee assistance program’s observations and responses to the pandemic. Journal of Workplace 
Behavioral Health, 36(3), 177-196. https://doi.org/10.1080/15555240.2020.1844569 

[41] Couser, G.P., Nation, J.L., & Hyde, M.A. (2020). Employee assistance program response and evolution in light of COVID-19 pandemic. Journal of Workplace 
Behavioral Health, 36(3), 197-212. https://doi.org/10.1080/15555240.2020.1821206 

[42] Attridge, M. (2022).  Profile of small employers in the United States and the importance of employee assistance programs during the COVID-19 pandemic. American 
Journal of Health Promotion, 36(7),1229-1236. https://doi.org/10.1177/08901171221112488d 

[43] Attridge, M. (2021, September 22). Trends in workplace mental health during the COVID-19 pandemic: Implications for vendors of EAP services. [Virtual 
presentation]. Workplace Collaborative. http://hdl.handle.net/10713/16887 

[44] Attridge, M., Amaral, T., Bjornson, T., Goplerud, E., Herlihy, P., McPherson, T., Paul R., Routledge, S., Sharar, D., Stephenson, D., & Teems, L. (2009, November). 
EAP services, programs and delivery channels. EASNA Research Notes, 1(4), 1-6. http://hdl.handle.net/10713/5097 

[45] Attridge, M. (2021, November 5). Employee Assistance Programs: Trends and technology. Presenetd at the Work, Stress and Health: Virtual Conference 2021, 
American Psychological Association & National Institutes of Occupational Health and Safety (APA-NIOSH). http://hdl.handle.net/10713/17890 

[46] Greer, K., & Romano, S. (2022, September 15). How EAPs are turning to technology to support employee mental health.  Employee Benefit News.  
https://www.benefitnews.com/opinion/eaps-are-using-technology-to-reach-employees-and-improve-their-mental-health 

[47] Attridge, M. (2023). EAP Evidence: What services define real EAPs? - Results of employee assistance industry global survey. Journal of Employee Assistance, 
53(4), 24-27. http://hdl.handle.net/10713/20763 

[48] Lipsey, M. W. & Wilson, D. B.  (1993).  The efficacy of psychological, educational, and behavioral treatment confirmation from meta-analysis.  American 
Psychologist, 48(12), 1181-1209.  https://doi.org/10.1037/0003-066X.48.12.1181 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
https://store.samhsa.gov/sites/default/files/d7/priv/surgeon-generals-report.pdf
https://doi.org/10.1016/j.jad.2020.08.001
https://doi.org/10.1002/da.23077
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8022876/
https://doi.org/10.1016/j.eclinm.2021.100939
https://doi.org/10.1111/bjc.12410
https://psycnet.apa.org/doi/10.3389/fpsyt.2018.00181
http://hdl.handle.net/10713/20763
http://hdl.handle.net/10713/18704
http://hdl.handle.net/10713/18984
https://journals.sagepub.com/doi/pdf/10.1177/0890117119838101c/
https://doi.org/10.1080/15555240.2020.1844569
https://doi.org/10.1177/08901171221112488d
http://hdl.handle.net/10713/16887
http://hdl.handle.net/10713/17890
http://hdl.handle.net/10713/20763
https://psycnet.apa.org/doi/10.1037/0003-066X.48.12.1181


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              257 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

[49] Department of Health and Human Services.  (1999).  Mental health:  A report of the Surgeon General.  Rockville, MD:  U.S. Department of Health and Human 
Services, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services.  [White paper]. 
https://digirepo.nlm.nih.gov/ext/document/101584932X120/PDF/101584932X120.pdf 

[50] Linde, K., Sigterman, K., Kriston, L., Rücker, G., Jamil, S., Meissner, K., & Schneider, A. (2015). Effectiveness of psychological treatments for depressive disorders 
in primary care: Systematic review and meta-analysis. The Annals of Family Medicine, 13(1), 56-68. doi:https://doi.org/10.1370/afm.1719 

[51] Jerrell, J. M., & Right-Yer, J. F.  (1982).  Evaluating Employee Assistance Program’s:  A review of methods, outcomes, and future directions.  Evaluation and 
Program Planning, 5, 255-267. https://doi.org/10.1016/0149-7189(82)90077-5 

[52] Brody, B. E. (1987). Employee Assistance Programs: An historical and literature review. American Journal of Health Promotion, 2(3), 13-19. 
https://doi.org/10.4278/0890-1171-2.3.13 

[53] Orlans, V. (1991). Evaluating the benefits of Employee Assistance Programmes. Employee Counselling Today, 3(4), 27-34. 
https://doi.org/10.1108/EUM0000000002864 

[54] Blum, T., & P. Roman. (1995).  Cost-effectiveness and preventive implications of Employee Assistance Programs.  Rockville, MD:  U.S. Department of Health and 
Human Services, Substance Abuse and Mental Health Services Administration, Center for Mental Health Services. 
https://www.ojp.gov/pdffiles1/Digitization/160889NCJRS.pdf   

[55] Highley-Marchington, C., & Cooper, C. L. (1997). An evaluation of employee assistance and workplace counseling programmes in the UK. Handbook of 
Counselling in Organizations (pp. 273-287). London: SAGE.  

[56] Csiernik, R. (2004). A review of EAP evaluation in the 1990s. Employee Assistance Quarterly, 19(4), 21-37. doi:10.1300/J022v19n04_02 

[57] McLeod, J., & McLeod, J.  (2001).  How effective is workplace counseling?  A review of the research literature.  Counseling Psychotherapy Research, 1(3), 184-
191. doi:10.1080/14733140112331385060 

[58] McLeod, J. (2008) Counselling in the workplace: A comprehensive review of the research evidence. 2nd Edn. [White paper]. Lutterworth, UK: British Association 
of Counseling Psychology. https://www.bacp.co.uk/media/1974/bacp-counselling-in-workplace-systematic-review.pdf 

[59] McLeod J. (2010).  The effectiveness of workplace counselling: A systematic review. Counselling Psychotherapy Research, 10(4), 238–248. 
https://doi.org/10.1080/14733145.2010.485688 

[60] Kirk, A.K., & Brown, D.F. (2003). Employee assistance programs: A review of the management of stress and well being through workplace counselling and 
consulting. Australian Psychologist, 38(2), 138–143. doi:10.1080/00050060310001707137 

[61] Csiernik R. (2011). The glass is filling: An examination of employee assistance program evaluations in the first decade of the new millennium. Journal of Workplace 
Behavioral Health, 26(4), 334-355. https://doi.org/10.1080/15555240.2011.618438 

[62] Attridge, M. (2016).  EAP industry outcomes for employee absenteeism and presenteeism: A global research analysis. Presented at the Employee Assistance 
Professionals Association conference, Chicago, IL. http://hdl.handle.net/10713/7203 

[63] Joseph, B., Walker, A., & Fuller-Tyszkiewicz, M. (2018).  Evaluating the effectiveness of employee assistance programmes: A systematic review. European Journal 
of Work and Organizational Psycholology, 27(1), 1-15. https://doi.org/10.1080/1359432X.2017.1374245 

[64] Bajorek, Z., & Bevan, S. (2020). Demonstrating the effectiveness of workplace counselling: Reviewing the evidence for wellbeing and cost effectiveness outcomes. 
[White Paper]. Report 553. Brighton, UK: Institute for Employment Studies. https://www.employment-studies.co.uk/system/files/resources/files/553.pdf 

[65] Chen Y-C., Chu, H-C., Wang P-T. (2021). Employee Assistance Programs: A meta-analysis.  Journal of Employment Counseling, 58(4), 144-166. 
https://doi.org/10.1002/joec.12170 

[66] Csiernik, R., Cavell, M., & Csiernik, B. (2021). EAP evaluation 2010–2019: What do we now know? Journal of Workplace Behavioral Health, 36(2), 105-124. 
https://doi.org/10.1080/15555240.2021.1902336 

[67] Long, T., & Cooke, F.L. (2023). Advancing the field of employee assistance programs research and practice: A systematic review of quantitative studies and future 
research agenda. Human Resource Management Review, 33(2), 100941. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9664754/pdf/main.pdf 

[68] Attridge, M.  (2002, June).  Employee assistance program outcomes similar for counselor (phone and in-person) and legal/finance consultation clients.  Presented 
at the annual conference of the American Psychological Society, New Orleans, LA.  http://hdl.handle.net/10713/3855  

[69] Stephenson, D., Bingaman, D., Plaza, C., Selvik, R., Sugden, B., & Ross, C.  (2003).  Implementation and evaluation of a formal telephone counseling protocol in 
an employee assistance program.  Employee Assistance Quarterly, 19(2), 19-33.  http://hdl.handle.net/10713/15711 

[70] Mohr, D.C., Vella, L., Hart, S., Heckman, T., & Simon, G. (2008). The effect of telephone-administered psychotherapy on symptoms of depression and attrition: A 
meta-analysis. Clinical Psychology: Science and Practice, 15, 243–253. doi:10.1111/j.1468-2850.2008.00134.x 

[71] Hailey, D., Roine, R., & Ohinmaa, A. (2008). The effectiveness of telemental health applications: A review. Canadian Journal of Psychiatry, 53(11), 769–778. 
https://doi.org/10.1177/070674370805301109 

[72] Castro, A., Gili, M., Ricci-Cabello, I., Roca, M., Gilbody, S., Perez-Ara, M.Á., Seguí, A., & McMillan, D. (2020). Effectiveness and adherence of telephone-
administered psychotherapy for depression: A systematic review and meta-analysis. Journal of Affective Disorders, 260, 514-526. doi:10.1016/j.jad.2019.09.023.  

[73] Morneau Shepell. (2020). Workplace Outcome Suite (WOS) annual report 2020: Part 2 - Profiles of work outcomes on 10 context factors of EAP counseling use. 
[White paper]. Toronto, ON: Morneau Shepell. Author: Attridge, M.  http://hdl.handle.net/10713/13759 

[74] Murphy, L., Mitchell, D., & Hallett, R. (2011). A comparison of client characteristics in cyber and in-person counseling. Annual Review of Cybertherapy and 
Telemedicine, 167, 149-153. doi:10.3233/978-1-60750-766-6-149 

[75] Veder, B., Pope, S., Mani, M., Beaudoin, K., & Ritchie, J. (2014). Employee and family assistance video counseling program: A post launch retrospective comparison 
with in-person counseling outcomes. Medicine 2.0, 3(1). doi:10.2196/med20.3125 

[76] Carlbring, P., Andersson, G., Cuijpers, P., Riper, H., & Hedman-Lagerlöf, E. P., (2018). Internet-based vs. face-to-face cognitive behavior therapy for psychiatric 
and somatic disorders: An updated systematic review and meta-analysis. Cognitive Behaviour Therapy, 247(1), 1-8. 
https://www.tandfonline.com/doi/pdf/10.1080/16506073.2017.1401115 

[77] Fernandez, E., Woldgabreal, Y., Day, A., Pham, T., Gleich, B., & Aboujaoude, E. (2021). Live psychotherapy by video versus in-person: A meta-analysis of efficacy 
and its relationship to types and targets of treatment. Clinical Psychology & Psychotherapy, 28(6), 1535-1549. https://doi.org/10.1002/cpp.2594 

[78] Attridge, M., Pawlowski, D., & Fogarty, S. (2022). Employee Assistance Program counseling improves clinical and work outcomes: Longitudinal results from 
CuraLinc Healthcare 2017-2022 in United States. International Journal of Scientific and Research Publications, 12(8), 1-31. http://hdl.handle.net/10713/19539 

[79] Attridge, M., Pawlowski, D., & Fogarty, S. (2023). Mental health coaching from employee assistance program improves depression and employee work outcomes: 
Longitudinal results from CuraLinc Healthcare 2020-2022. International Journal of Scientific and Research Publications, 13(2), 313-
331. https://www.ijsrp.org/research-paper-0223/ijsrp-p13438.pdf 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
https://doi.org/10.1016/0149-7189(82)90077-5
https://doi.org/10.4278/0890-1171-2.3.13
https://doi.org/10.1108/EUM0000000002864
https://www.ojp.gov/pdffiles1/Digitization/160889NCJRS.pdf
http://dx.doi.org/10.1300/J022v19n04_02
http://dx.doi.org/10.1080/14733140112331385060
https://www.bacp.co.uk/media/1974/bacp-counselling-in-workplace-systematic-review.pdf
https://doi.org/10.1080/14733145.2010.485688
http://dx.doi.org/10.1080/00050060310001707137
https://doi.org/10.1080/15555240.2011.618438
http://hdl.handle.net/10713/7203
https://doi.org/10.1080/1359432X.2017.1374245
https://www.employment-studies.co.uk/system/files/resources/files/553.pdf
https://doi.org/10.1002/joec.12170
https://doi.org/10.1080/15555240.2021.1902336
http://hdl.handle.net/10713/3855
http://hdl.handle.net/10713/15711
https://doi.org/10.1111%2Fj.1468-2850.2008.00134.x
https://doi.org/10.1177/070674370805301109
http://hdl.handle.net/10713/13759
https://doi.org/10.2196%2Fmed20.3125
https://doi.org/10.1002/cpp.2594
http://hdl.handle.net/10713/19539


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              258 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

[80] Attridge, M., & Pawlowski, D. (2023). Formal management referrals compared to self-referrals to counseling from an external employee assistance program (EAP) 
in the United States 2017-2023: Profiles of user characteristics and work and clinical outcomes at before and after treatment.  International Journal of Scientific and 
Research Publications, 13(5), 206-231. https://www.ijsrp.org/research-paper-0523/ijsrp-p13728.pdf 

[81] Attridge, M., & Pawlowski, D. (2023). Understanding anxiety, work and the impact of mental health counseling and coaching in 20,725 employee assistance program 
clients in United States: CuraLinc Healthcare 2022-2023. International Journal of Scientific and Research Publications, 13(7), 358-383. 
https://www.ijsrp.org/research-paper-0723/ijsrp-p13941.pdf 

[82] Kroenke, K., Spitzer, R. L., Williams, J. B., & Löwe, B. (2009). An ultra-brief screening scale for anxiety and depression: The PHQ–4. Psychosomatics, 50(6), 613-
621. doi:10.1176/appi.psy.50.6.613 

[83] Löwe, B., Wahl, I., Rose, M., Spitzer, C., Glaesmer, H., Wingenfeld, K., Schneider, A., & Brähler, E. (2010). A 4-item measure of depression and anxiety: Validation 
and standardization of the Patient Health Questionnaire-4 (PHQ-4) in the general population. Journal of Affective Disorders, 122(1-2), 86-95. 
https://doi.org/10.1016/j.jad.2009.06.019 

[84] Spitzer, R. L., Kroenke, K., Williams, J. B., & Löwe, B. (2006). A brief measure for assessing generalized anxiety disorder: The GAD-7. Archives of Internal 
Medicine, 166(10), 1092-1097. https://doi.org/10.1001/archinte.166.10.1092 

[85] Löwe, B., Decker, O., Müller, S., Brähler, E., Schellberg, D., Herzog, W., & Herzberg, P. Y. (2008). Validation and standardization of the Generalized Anxiety 
Disorder Screener (GAD-7) in the general population. Medical Care, 46(3), 266-274. http://www.jstor.org/stable/40221654 

[86] Plummer, F., Manea, L., Trepel, D., & McMillan, D. (2016). Screening for anxiety disorders with the GAD-7 and GAD-2: A systematic review and diagnostic meta-
analysis. General Hospital Psychiatry, 39, 24-31. https://doi.org/10.1016/j.genhosppsych.2015.11.005 

[87] Kroenke, K., Spitzer, R. L., & Williams, J. B. (2001). The PHQ-9: Validity of a brief depression severity measure. Journal of General and Internal Medicine, 16, 
606-613. https://doi.org/10.1046/j.1525-1497.2001.016009606.x 

[88] Kroenke, K., & Spitzer, R. L. (2002). The PHQ-9: A new depression diagnostic and severity measure. Psychiatric Annals, 32(9), 509-515. 
https://doi.org/10.3928/0048-5713-20020901-06 

[89] Babor, T.F., Higgins-Biddle, J.C., Saunders, J.B., & Monteiro, M.G. (2001). The Alcohol Use Disorders Identification Test, Guidelines for use in primary health 
care. 2nd Edn. (WHO Publication WHO/MSD/MSB/01.6a). World Health Organization. https://doi.org/10.1186/1747-597X-7-42 

[90] Higgins-Biddle, J.C., & Babor, T.F. (2018). A review of the Alcohol Use Disorders Identification Test (AUDIT), AUDIT-C, and USAUDIT for screening in the 
United States: Past issues and future directions. American Journal of Drug and Alcohol Abuse, 44(6), 578-586. https://doi.org/10.1080/00952990.2018.1456545 

[91] Bush, K., Kivlahan, D.R., McDonell, M.B., Fihn, S.D., Bradley, K.A., & Ambulatory Care Quality Improvement Project (ACQUIP). (1998). The AUDIT alcohol 
consumption questions (AUDIT-C): An effective brief screening test for problem drinking. Archives of Internal Medicine, 158(16), 1789-1795. 
doi:10.1001/archinte.158.16.1789 

[92] Lennox, R.D., Sharar, D., Schmitz, E., & Goehner, D.B. (2010). Development and validation of the Chestnut Global Partners Workplace Outcome Suite. Journal 
of Workplace Behavioral Health, 25(2), 107-131. https://doi.org/10.1080/15555241003760995 

[93] Sharar, D.A., & Lennox, R. (2014). The workplace effects of EAP Services: “Pooled” results from 20 different EAPs with before and after WOS 5-item data. EASNA 
Research Notes, 4(1). Available from: http://www.easna.org/publications  

[94] Lennox, R.D., Sharar, D., Schmitz, E., & Goehner, D.B. (2018). Validation of the 5-item short form version of the Workplace Outcome Suite©.  International 
Journal of Health and Productivity, 10(2), 49-61. http://hdl.handle.net/10713/8973 

[95] Chestnut Global Partners. (2017). WOS 2017 Annual Report: Comparing improvement after EAP counseling for different outcomes.  [White paper 46 pages].  
Bloomington, IL.  Authors: Attridge, M., DeLapp, G., Herlihy, P., Ihnes, P., Jacquart, M., Lennox, R., London, M., Servizio, L., & Sharar, D. 
http://hdl.handle.net/10713/7171  

[96] Attridge, M., Sharar, D., DeLapp, G., & Veder, B. (2018). EAP works, global results from 24,363 counseling cases with pre-post data on the Workplace Outcome 
Suite. International Journal of Health and Productivity, 10(2), 7-27. http://hdl.handle.net/10713/8962 

[97] Chestnut Global Partners. (2019). Workplace Outcome Suite© (WOS) annual report 2018: Understanding EAP counseling use, longitudinal outcomes and ROI, and 
profiles of EAPs that collect WOS data. [White paper]. Bloomington, IL.  Authors: Attridge, M., Lennox, R., & Sharar, D. http://hdl.handle.net/10713/11204 

[98] Morneau Shepell. (2020). Workplace Outcome Suite (WOS) annual report 2020: Part 1 - Decade of data on EAP counseling reveals prominence of presenteeism 
[White paper]. Toronto, ON. Author: Attridge, M. http://hdl.handle.net/10713/13758 

[99] LifeWorks. (2022). Workplace Outcome Suite (WOS) annual report 2021: EAP counseling use and outcomes, COVID-19 pandemic impact, and best practices in 
outcome data collection. [White paper]. Toronto, ON. Author: Attridge, M. http://hdl.handle.net/10713/18701 

[100] Koopman, C., Pelletier, K.R., Murray, J.F., Sharda, C.E., Berger, M.L., Turpin, R.S., et al. (2002). Stanford Presenteeism Scale: Health status and employee 
productivity. Journal of Occupational and Environmental Medicine, 44(1), 14-20. https://doi.org/10.1097/00043764-200201000-00004 

[101] Turpin, R,S., Ozminkowski, R.J., Sharda, C.E., Collins, J.J., Berger, M.L., Billotti, G.M., Baase, C.M., Olson, M.J., & Nicholson, S. (2004). Reliability and validity 
of the Stanford Presenteeism Scale. Journal of Occupational and Environmental Medicine, 46(11), 1123–1133. doi:10.1097/01.jom.0000144999.35675.a0 

[102] Consortium for Mental Healthcare. (2019). Stanford Presenteeism Scale (SPS-6) [White paper]. Ipsos-Reid/Guarding Minds Canada. 
https://www.ppcn.org/Assessments/Presenteeism/Presenteeism-Scoring-Review.pdf 

[103] Aronsson, G., Gustafsson, K., & Dallner, M. (2000). Sick but yet at work: An empirical study of sickness presenteeism. Journal of Epidemiology and Community 
Health, 54, 502-509. https://jech.bmj.com/content/jech/54/7/502.full.pdf 

[104] Lohaus, D., & Habermann, W. (2019). Presenteeism: A review and research directions. Human Resource Management Review, 29, 43-58. 
https://doi.org/10.1016/j.hrmr.2018.02.010 

[105] Cooper, C., & Dewe, P. (2008). Well-being, absenteeism, presenteeism costs and challenges. Occupational Medicine, 58, 522-524. 
https://doi.org/10.1093/occmed/kqn124 

[106] Attridge, M., Cahill, T., Granberry, S., & Herlihy, P. (2013). The National Behavioral Consortium industry profile of external EAP vendors. Journal of Workplace 
Behavioral Health, 28(4), 251-324. doi:10.1080/15555240.2013.845050  http://hdl.handle.net/10713/3687 

[107] Attridge, M., Sharar, D., Veder, B. & Steenstra, I. (2020). Lessons learned from EAPs using the Workplace Outcome Suite for counseling: Part 3 of Series with 
global data from the Workplace Outcome Suite© by Morneau Shepell. EASNA Research Notes, 9(3), 1-14. http://hdl.handle.net/10713/12961 

[108] Attridge, M., & Dickens, S.P. (2022). Health and work outcomes of brief counseling from an EAP in Vermont: Follow-up survey results, client satisfaction, and 
estimated cost savings. SAGE Open, 12(1). https://doi.org/10.1177/21582440221087278 

[109] Cohen, J. (1988). Statistical power analysis for the behavioral sciences, 2nd. Ed. Lawrence Erlbaum Associates. ISBN 0-8058-0283-5 

[110] Gignac, G.E., & Szodorai, E.T. (2016). Effect size guidelines for individual differences researchers. Personality and Individual Differences, 102, 74-78. 
https://doi.org/10.1016/j.paid.2016.06.069  

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
https://www.ijsrp.org/research-paper-0723/ijsrp-p13941.pdf
https://doi.org/10.1176/appi.psy.50.6.613
https://doi.org/10.1016/j.jad.2009.06.019
https://psycnet.apa.org/doi/10.1001/archinte.166.10.1092
http://www.jstor.org/stable/40221654
https://doi.org/10.1016/j.genhosppsych.2015.11.005
https://doi.org/10.1046/j.1525-1497.2001.016009606.x
https://doi.org/10.3928/0048-5713-20020901-06
https://doi.org/10.1186/1747-597X-7-42
https://doi.org/10.1080/00952990.2018.1456545
https://doi.org/10.1080/15555241003760995
http://hdl.handle.net/10713/8973
http://hdl.handle.net/10713/8962
http://hdl.handle.net/10713/11204
https://www.ppcn.org/Assessments/Presenteeism/Presenteeism-Scoring-Review.pdf
http://hdl.handle.net/10713/3687
http://hdl.handle.net/10713/12961
https://doi.org/10.1177%2F21582440221087278
https://doi.org/10.1016/j.paid.2016.06.069


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              259 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

[111] Sawilowsky, S. S. (2009). New effect size rules of thumb. Journal of Modern Applied Statistical Methods, 8(2), 597-599. 
http://digitalcommons.wayne.edu/coe_tbf/4  

[112] Richardson, J.T.E. (2011). Eta squared and partial eta squared as measurements of effect size in educational research. Educational Research Review, 6(2), 135-
147. https://doi.org/10.1016/j.edurev.2010.12.001 

[113] American Psychological Association. (2017). APA ethical guidelines for research. http://www.sandplay.org/pdf/APA_Ethical_Guidelines_for_Research.pdf 

[114] Schneider, R.A., Grasso, J.R., Chen, S.Y., Chen, C., Reilly, E.D., & Kocher, B. (2020).  Beyond the lab, empirically supported treatments in the real world. Frontiers 
in Psychology, 11. https://doi.org/10.3389/fpsyg.2020.01969 

[115] Lungu, A., Jun, J.J., Azarmanesh, O., Leykin, Y., & Chen, C.E-J. (2020). Blended care-cognitive behavioral therapy for depression and anxiety in real-world settings, 
pragmatic retrospective study. Journal of Medical Internet Research, 22, e18723. doi:10.2196/18723 

[116] Owusu, J.T., Wang, P., Wickham, R.E., Varra, A.A., Chen, C., & Lungu, A. (2022). Real-world evaluation of a large-scale blended care-cognitive behavioral therapy 
program for symptoms of anxiety and depression. Telemedicine and e-Health, 28(10), 1412-1420. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8726023/ 

[117] Sartorius, N., Üstün, T.B., Lecrubier, Y., & Wittchen, H.U. (1996). Depression comorbid with anxiety: Results from the WHO study on psychological disorders in 
primary health care. The British Journal of Psychiatry, 168(S30), 38-43. doi:10.1192/S0007125000298395  

[118] Grant, B.F., Stinson, F.S., Dawson, D.A., Chou, S.P., Dufour, M.C., Compton, W., Pickering, R.P., & Kaplan, K. (2004). Prevalence and co-occurrence of substance 
use disorders and independent mood and anxiety disorders: Results from the national epidemiologic survey on alcohol and related conditions. Archives of General 
Psychiatry, 61(8), 807-816. doi:10.1001/archpsyc.61.8.807 

[119] Milot, M. (2020). Characteristics of working Canadians associated with poor mental health: A cross-sectional study.  [White paper].  Montreal: Workresearch Unit, 
Workresearch Lab. http://hdl.handle.net/10713/14257  

[120] Prottas, D.J., Diamante, T., & Sandys, J. (2011). The U.S. domestic workforce use of employee assistance services: An analysis of ten years of calls. Journal of 
Workplace Behavoiral Health, 26(4), 296-211. https://doi.org/10.1080/15555240.2011.618431 

[121] Grasso, J.R., Chen, S.Y., & Schneider, R. (2022). Examining changes in presenteeism and clinical symptoms in a workforce mental health benefits program. Journal 
of Workplace Behavioral Health, 37(4), 253-266. https://doi.org/10.1080/15555240.2022.2097087 

[122] Horvath AO, Bedi RP. (2002). The alliance. In Psychotherapy relationships that work: therapist contributions and responsiveness to patients J.C. Norcross (Ed.). 
New York: Oxford University Press. 

[123] Krupnick, J.L., Sotsky, S.M., Simmens, S., Moyer, J., Elkin, I., Watkins, J., & Pilkonis, P.A. (1996). The role of the therapeutic alliance in psychotherapy and 
pharmacotherapy outcome: Findings in the National Institute of Mental Health Treatment of Depression Collaborative Research Program. Journal of Consulting 
and Clinical Psychology, 64(3), 532-539. https://doi.org/10.1037/0022-006X.64.3.532 

[124] Baier, A. L., Kline, A. C., & Feeny, N. C. (2020). Therapeutic alliance as a mediator of change: A systematic review and evaluation of research. Clinical Psychology 
Review, 82, 101921. https://doi.org/10.1016/j.cpr.2020.101921 

[125] Milot, M. (2022). The therapeutic alliance as an indicator of well-implemented and impactful employee counseling services: Deployment of the Brief Therapeutic 
Alliance Scale in an employee assistance program. Journal of Workplace Behavioral Health, 38(1), 10-35. doi:10.1080/15555240.2022.2142132  

[126] Carlbring, P., Andersson, G., Cuijpers, P., Riper, H., & Hedman-Lagerlöf, E. (2018). Internet-based vs. face-to-face cognitive behavior therapy for psychiatric and 
somatic disorders: an updated systematic review and meta-analysis. Cognitive behaviour therapy, 47(1), 1-18. https://doi.org/10.1080/16506073.2017.1401115  

[127] Luo, C., Sanger, N., Singhal, N., Pattrick, K., Shams, I., Shahid, H., Hoang,P., Schmidt, J., Lee, J., Haber, S., Puckering, M., Buchanan, N., Lee, P., Ng, K., Sun, 
S., Kheyson, S., Chung, D.C-Y., Sanger, S., Thabane, L., & Samaan, Z. (2020). A comparison of electronically-delivered and face to face cognitive behavioural 
therapies in depressive disorders: A systematic review and meta-analysis. EClinicalMedicine, 24, 1004442. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7393662/pdf/main.pdf 

[128] Fernandez, E., Woldgabreal, Y., Day, A., Pham, T., Gleich, B., & Aboujaoude, E. (2021). Live psychotherapy by video versus in‐person: A meta‐analysis of 
efficacy and its relationship to types and targets of treatment. Clinical Psychology & Psychotherapy, 28(6), 1535-1549. https://cams-care.com/wp-
content/uploads/2021/09/Teletherapy-Meta-analysis.pdf 

[129] Jenkins-Guarnieri, M. A., Pruitt, L. D., Luxton, D. D., & Johnson, K. (2015). Patient perceptions of telemental health: Systematic review of direct comparisons to 
in-person psychotherapeutic treatments. Telemedicine and e-Health, 21(8), 652-660. doi: 10.1089/tmj.2014.0165 

[130] Giovanetti, A.K., Punt, S.E.W.,  Nelson, E-L., & Ilardi, S.S. (2022). Teletherapy versus in-person psychotherapy for depression: A meta-analysis of randomized 
controlled trials. Telemedicine and e-Health. 1077-1089. Epub 2022 Jan 10. doi:10.1089/tmj.2021.0294 

[131] Irvine, A., Drew, P., Bower, P., Brooks, H., Gellatly, J., Armitage, C. J., Barkham, M., McMillan, D., & Bee, P. (2020). Are there interactional differences between 
telephone and face-to-face psychological therapy? A systematic review of comparative studies. Journal of Affective Disorders, 265, 120-131. 
doi:10.1016/j.jad.2020.01.057 

[132] Lin, T., Heckman, T. G., & Anderson, T. (2022). The efficacy of synchronous teletherapy versus in-person therapy: A meta-analysis of randomized clinical 
trials. Clinical Psychology: Science and Practice, 29(2), 167-178. https://doi.org/10.1037/cps0000056 

[133] Magasi, S., Ryan, G., Revicki, D., Lenderking, W., Hays, R. D., Brod, M., ... Cella, D. (2012). Content validity of patient-reported outcome measures: Perspectives 
from a PROMIS meeting. Quality of Life Research, 21(5), 739–746. doi:10.1007/s11136-011-9990-8  

[134] Martin, A., Rief, W., Klaiberg, A., & Braehler, E. (2006). Validity of the brief patient health questionnaire mood scale (PHQ-9) in the general population. General 
Hospital Psychiatry, 28(1), 71–77. doi:10.1016/j.genhosppsych.2005.07.003  

[135] Wyshak, G. (2001). Women’s college physical activity and self-reports of physician-diagnosed depression and of current symptoms of psychiatric distress. Journal 
of Women’s Health & Gender-based Medicine, 10(4), 363-370. http://doi.org/10.1089/152460901750269689 

[136] Smith, P.C., Schmidt, S.M., Allensworth-Davies, D., & Saitz, R. (2009). Primary care validation of a single-question alcohol screening test. Journal of General 
Internal Medicine, 24(7), 783–788. doi:10.1007/s11606-009-0928-6  

[137] van den Berg, J.J., Adeyemo, S., Roberts, M.B,, Bock, B.C., Stein, L.A., Martin, R.A., Parker, D.R., & Clarke, J.G. (2018). Comparing the validity of self-report 
and urinalysis for substance use among former inmates in the northeastern United States: Substance use reporting accuracy among inmates. Substance Use & Misuse, 
53(10), 1756-1761. https://doi.org/10.1080/10826084.2018.1432646 

[138] May, P.A., Hasken, J.M., De Vries, M.M., Marais, A.S., Stegall, J. M., Marsden, D., Parry, C. D., Seedat, S., & Tabachnick, B. (2018). A utilitarian comparison of 
two alcohol use biomarkers with self-reported drinking history collected in antenatal clinics. Reproductive Toxicology, 77, 25-
32.https://doi.org/10.1016/j.reprotox.2018.02.002 

[139] Röhricht, M., Paschke, K., Sack, P.M., Weinmann. W., Thomasius, R., & Wurst, F.M. (2020). Phosphatidylethanol reliably and objectively quantifies alcohol 
consumption in adolescents and young adults. Alcoholism: Clinical and Experimental Research, 44(11), 2177-2186. https://doi.org/10.1111/acer.14464 

[140] Bjorner, J.B., Fayers, P.M., & Idler, E.L. (2005). Self-rated health. In P.M. Fayers & R.D. Hays (Eds.), Assessing Quality of Life (pp. 309–323). Oxford, England: 
Oxford University Press.  

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
http://www.sandplay.org/pdf/APA_Ethical_Guidelines_for_Research.pdf
https://doi.org/10.3389/fpsyg.2020.01969
https://doi.org/10.2196/18723
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8726023/
https://doi.org/10.1080/15555240.2022.2097087
https://psycnet.apa.org/doi/10.1037/0022-006X.64.3.532
https://doi.org/10.1016/j.cpr.2020.101921
https://doi.org/10.1016%2Fj.jad.2020.01.057
https://psycnet.apa.org/doi/10.1037/cps0000056
https://doi.org/10.1089/152460901750269689
https://doi.org/10.1080/10826084.2018.1432646
https://doi.org/10.1016/j.reprotox.2018.02.002
https://doi.org/10.1111/acer.14464


International Journal of Scientific and Research Publications, Volume 13, Issue 12, December 2023              260 
ISSN 2250-3153   

  This publication is licensed under Creative Commons Attribution CC BY. 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425    www.ijsrp.org 

[141] Cella, D., Riley, W., Stone, A., Rothrock, N., Reeve, B., Yount, S. ... Hays, R.D. (2010). The Patient-Reported Outcomes Measurement Information System 
(PROMIS) developed and tested its first wave of adult self-reported health outcome item banks: 2005–2008. Journal of Clinical Epidemiology, 63(11), 1179–1194. 
doi:10.1016/j.jclinepi.2010.04.011   

[142] Jenkins, K.R. (2014). How valid are self-reports of illness-related absence? Evidence from a university employee health management program. Population Health 
Management, 17(4), 211-217. https://doi.org/10.1089/pop.2013.0087 

[143] Johns, G., & Miraglia, M. (2015). The reliability, validity, and accuracy of self-reported absenteeism from work: A meta-analysis. Journal of Occupational Health 
Psycholology, 20(1), 1-14. https://doi.org/10.1037/a0037754 

[144] Reilly, M.C., Zbrozek, A.S., & Dukes, E.M. (2012). The validity and reproducibility of a work productivity and activity impairment instrument. 
PharmacoEconomics, 4(5), 353-365. https://doi.org/10.2165/00019053-199304050-00006 

[145] Ospina, M.B., Dennett, L., Waye, A., Jacobs, P., & Thompson, A.H. (2015). A systematic review of measurement properties of instruments assessing presenteeism. 
American Journal of Managed Care, 21(2), e171–185. https://www.ajmc.com/view/a-systematic-review-of-measurement-properties-of-instruments-assessing-
presenteeism 

[146] Richmond, M.K., Pampel, F.C., Wood, R.C., & Nunes, A.P. (2016). Impact of employee assistance services on depression, anxiety, and risky alcohol use. Journal 
of Occupational and Environmental Medicine, 58(7), 641-650. doi:10.1097/JOM.0000000000000744 

[147] Milot, M. (2019). The impact of a Canadian external employee assistance program on mental health and workplace functioning: Findings from a prospective quasi-
experimental study. Journal of Workplace Behavioral Health, 34(3), 167-191. https://doi.org/10.1080/15555240.2019.1609978 

[148] Mohamed, A.F., Isahak, M., Awg Isa, M.Z., & Nordin, R. (2022). The effectiveness of workplace health promotion program in reducing work-related depression, 
anxiety and stress among manufacturing workers in Malaysia: Mixed-model intervention. International Archives of Occupational and Environmental Health, 95(5), 
1113-1127. https://doi.org/10.1007/s00420-022-01836-w 

AUTHORS 

First Author – Mark Attridge, Ph.D., M.A., President, Attridge Consulting, Inc., 1129 Cedar Lake Road South, Minneapolis, MN 

55405, USA; mark@attridgeconsulting.com; ORCID = orcid.org/0000-0003-1852-2168 

 

Second Author – David Pawlowski, M.S., Chief Operating Officer, CuraLinc Healthcare, 314 W. Superior Street, Suite 601, Chicago, 

IL 60654, USA; dpawlowski@curalinc.com 

 

Correspondence Author – Dr. Mark Attridge, mark@attridgeconsulting.com; phone: 1+612-889-2398 

 

https://dx.doi.org/10.29322/IJSRP.13.12.2023.p14425
http://ijsrp.org/
https://doi.org/10.1089/pop.2013.0087
https://psycnet.apa.org/doi/10.1037/a0037754
https://doi.org/10.2165/00019053-199304050-00006
https://www.ajmc.com/view/a-systematic-review-of-measurement-properties-of-instruments-assessing-presenteeism
https://www.ajmc.com/view/a-systematic-review-of-measurement-properties-of-instruments-assessing-presenteeism
https://doi.org/10.1080/15555240.2019.1609978
https://doi.org/10.1007/s00420-022-01836-w

