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*Williams et al8 concluded that 

20 out of 28 randomized con-

trolled trials they reviewed were

successful in improving patients’

depression outcomes in primary

care settings. These studies did

not, however, examine the pro -

ductivity effects associated with

health improvement.
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†Four of the studies, which 

col lectively account for 81.2% of

the employees and dependents

examined, measured the payer’s

cost only; the other 2 studies mea -

sured the sum of the payer’s and

the patient’s cost.

‡The data on average salary are

from the Bureau of Labor Statistics,

and data on fringe benefits as a

percentage of salary are from the

Department of Labor.

§We were unable to find studies

examining the relationship

between cost sharing and whether

patients are adherent.

**The average price elasticity 

of -0.26 is consistent with a recent 

literature review by Goldman,

Joyce, and Zheng,19 who concluded

that most price elasticities range

from -0.2 to -0.6 across all health

conditions.

††The Kaiser survey reports 

average patient cost sharing for

generic drugs (tier 1), preferred

branded drugs (tier 2), and non-

preferred branded drugs (tier 3)

for managed care patients. We

take a weighted average, with

weights of 75%, 15%, and 10% 

on the 3 tiers, respectively.



‡‡Adult covered dependents who

become adherent are not included

in this calculation because they 

are not employed by the employer

who reduced cost sharing.

ITT Population mITT Population

Desvenlafaxine Placebo Desvenlafaxine Placebo 

Characteristic (n=285) (n=142) (n=208) (n=102)

Mean (SD) 43.2 (11.7) 41.6 (12.6) 43.3 (12.2) 40.1 (12.1)

Female, n (%) 188 (66) 93 (66) 142 (68) 69 (68) 

n (%)

Asian 0 (0) 3 (2) 0 (0) 1 (1)

Black or African American 46 (16) 17 (12) 38 (18) 16 (16)

White 229 (80) 117 (82) 162 (78) 80 (78)

Other 10 (4) 5 (4) 8 (4) 5 (5)

Mean (SD) 13.5 (24.2) 13.9 (24.4) 13.6 (26.0) 13.2 (22.9)

Mean (SD) 22.0 (4.2) 21.8 (4.5) 23.8 (3.2) 23.9 (3.0)

Mean (SD) 39.87 (12.76) 41.59 (38.29) 39.82 (10.53) 38.29 (11.83)

Mean (SD)

Percent work time missed due to health 9.44 (15.05) 8.20 (14.59) 9.79 (15.15) 8.54 (14.19)

Percent impairment while working due to health 55.55 (21.44) 55.71 (24.35) 56.02 (20.62) 58.4 (21.64)

Percent overall work impairment due to health 58.61 (22.20) 57.97 (24.62) 59.14 (21.45) 61.00 (21.49)

Percent regular activity impairment due to health 65.23 (18.76) 66.52 (21.15) 66.36 (17.72) 67.72 (19.23)

Abbreviations: HAM-D17, Hamilton Rating Scale for Depression; ITT, intent to treat; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; WPAI, Work Productivity and Activity
Impairment.



Baseline Scenario for an Employer

Simulating the Effect of Eliminating
Antidepressant Drug Co-payments

ITT mITT

Adjusted Mean Change, Week 12 (SEM) Adjusted Mean Change, Week 12 (SEM)

Desvenlafaxine Placebo Difference Desvenlafaxine Placebo Difference 

50 mg (n=285) (n=142) (95% CI) 50 mg (n=208) (n=102) (95% CI)

Percent work time missed -4.08 (0.89) -3.54 (1.19) 0.55 (-2.11, 3.20) 0.686 –4.73 (1.24) –2.72 (1.61) 2.00 (–1.35, 5.36) 0.240

Percent impairment –23.71 (1.68) –18.60 (2.22) 5.11 (0.13, 10.10) 0.045 –25.33 (2.18) –17.94 (2.81) 7.40 (1.45, 13.34) 0.015

Percent overall work –24.08 (1.74) –18.99 (2.31) 5.09 (–0.09, 10.26) 0.054 –26.08 (2.28) –18.78 (2.98) 7.30 (1.12, 13.48) 0.021

impairment 

Percent regular activity –29.85 (1.68) –25.96 (2.20) 3.89 (–1.07, 8.86) 0.124 –31.65 (2.15) –25.18 (2.76) 6.47 (0.63, 12.32) 0.030

impairment

Hospital days -0.06 (0.01) -0.04 (0.01) 0.02 (-0.01, 0.05) 0.232 -0.07 (0.01) -0.04 (0.02) 0.03 (-0.02, 0.08) 0.194

ER visits, general problems -0.06 (0.02) -0.07 (0.02) -0.01 (-0.07, 0.04) 0.659 -0.09 (0.02) -0.10 (0.03) -0.01 (-0.08, 0.05) 0.693

Times received mental health 0.12 (0.15) -0.07 (0.23) -0.19 (-0.72, 0.35) 0.495 0.23 (0.20) -0.07 (0.31) -0.30 (-1.04, 0.44) 0.429

advice over phone

Percentage of max score 21.73 (1.51) 16.28 (2.06) -5.45 (-9.80, -1.10) 0.014 20.40 (1.41) 14.97 (1.83) -5.43 (-9.32, -1.54) 0.006

Abbreviations: CI, confidence interval; ITT, intent to treat; mITT, modified intent to treat; Q-LES-Q, Quality of Life Enjoyment and Satisfaction Questionnaire; SEM, standard error of the mean.
= p-value of the difference between the desvenlafaxine and placebo adjusted mean change. Bold values are significantly different from zero at the 5% level. Standard error or confidence

intervals are displayed in parentheses.

§§Employees may ultimately be the

beneficiaries of reductions in work

impairment rather than the employ-

ers if other potential employers 

bid up workers’ wages once they

become more productive.48



Cumulative

Adult
Eligible MDD Population Parameter Employees Dependents Total Sources

Dependent: employee ratio 0.56 5000 2800 7800 Kaiser Family Foundation survey

Prevalence of MDD in employed population 7.3% 363 203 566 National Comorbidity Survey

Percentage of adults with MDD treated 28.5% 103 58 161 2 studies; 2190 patients

with pharmacotherapy
Per Person Adult 

Baseline Costs With MDD Employees Dependents Total Sources

Annual MDD prescription drug costs $1217 $125 706 $70 395 $196 101 6 studies; 388000 patients

Annual medical costs (non-Rx) $7688 $79 4212 $444 759 $1 238 970 6 studies; 388000 patients

a. Average hourly wage with benefits $30.9 $6 384 348 N/A $6 384 348 Department of Labor

b. Annual health-related absence hours 47 4839 0 4839 9 studies; 8800 employees

(5.9 days x 8 hours per day)

c. Annual reduced on-the-job productivity hours 126 13 056 0 13 056 7 studies; 8300 employees

(6.5% x 244.1 days x 8 hours)

Annual productivity costs without a multiplier: a x (b + c) $5353 $553 014 $0 $553 014 Calculation

Annual MDD prescription drug, medical, and $14 257 $1 472 932 $515 154 $1 988 086 Calculation

productivity costs

Annual MDD prescription drug, medical, and $15 756 $1 627 776 $515 154 $2 142 930 Pauly et al, 2006

productivity costs with a multiplier of 1.28

Abbreviation: MDD, major depressive disorder 



Baseline Reduced Co-pay Scenario Sources

Average patient co-payment per Rx $16.2 $0.0 Kaiser Family Foundation

Number of patients adhering 97 122 8 adherence studies; 178000 patients

Number of patients not adhering 64 39 3 price elasticity studies; 26000 patients

Cumulative

Effect per Adult 
Person Employees Dependents Total Sources

Change in MDD prescription drug spending per MDD patient $320 $33030 $18497 $51 528 3 price elasticity studies; 26000 patients

Change in medical (non-Rx) spending per newly adherent patient -$960 -$15628 -$8752 -$24380 3 studies; 89000 patients

Change in work impairment per newly adherent employee -$3145 -$51 190 $0 -$51 190 Desvenlafaxine randomized controlled trial

Total change in direct and indirect costs without a multiplier -$33788 $9745 -$24043 Calculation

Total change in direct and indirect costs with a multiplier of 1.28 -$48121 $9745 -$38376 Calculation

Abbreviation: MDD, major depressive disorder
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first randomized controlled trial demonstrating the
impact of an antidepressant drug on overall work
impairment among employed patients with MDD
applied with estimates from other published refer-
ences in a predictive model, we estimate that a com-
pany with 5000 full-time workers would experience
a $24000 net decrease in health-related costs associ-

ated with depression if it eliminated employee/
patient cost sharing for antidepressant medication.
This study suggests there appears to be a business
case for reducing patient cost sharing for MDD drugs
based on the results of the randomized controlled
trial and the peer-reviewed literature.•
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