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D
epressive disorders are among the most common of psycho-
logical disorders, affecting around 35 million adults in the
United States each year, with a lifetime prevalence of
16.2%.1 The National Comorbidity Survey found that 59%

of the US adults with lifetime prevalence of major depressive disorder
were unable to work on average 35 days in the past year.1 The associated
economic burden of depressive disorders is estimated at $81.5 billion
annually, with much of that total stemming from losses in worker produc-
tivity and high relapse rates.2 Other researchers estimated that $32 billion
in lost productive work time (ie, time absent from work and time at work
unable to perform the job) is attributable to depression.3

The work-related impacts of depression are significant, and employers
need to be aware of the potential costs of the disease.3-9 Lerner and col-
leagues found that depressed employees had significantly more absen-
teeism and presenteeism compared with employees who had rheumatoid
arthritis.10 Wang et al found that depression was significantly associated
with decrements in both task focus and productivity equal to about 2.3
days absent per month of being depressed.11

Measuring adherence to medication regimens has value in that nonad-
herence may not only prolong the illness episode of the patient but also
contribute to the overall cost impact of depressive disorders in the work-
place. Thompson et al investigated the costs of depression care by pattern
of antidepressant use and found the highest total medical costs for the
patients who switched or augmented their medication, or discontinued
their treatment early.12 Those who adhered to their treatment for 3 months
had the lowest total medical costs. Similarly, Revicki et al reported that
patients receiving the minimum recommended levels of antidepressant
therapy for 3 months showed lower total healthcare costs compared with
patients receiving less treatment.13 Furthermore, when patients discontin-
ued their medication early, they were more likely to experience a depression
recurrence than patients who continued their medication for 3 months.14

The issue of depression management and workplace productivity and
absenteeism was addressed by Rost et al.15 Primary care physician practices

were assigned to provide usual or
enhanced depression management.
Their patients were followed for 2 years.
The patients receiving enhanced care
reported 6.1% greater productivity and
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Objective:To evaluate the relationship between
antidepressant medication adherence and short-
term disability (STD) in an employed population.

Study Design: Retrospective observational cohort
study of 2112 employees with a new episode of
treatment with an antidepressant medication
(selective serotonin reuptake inhibitors or 
serotonin norepinephrine reuptake inhibitors). 

Methods: Both Health Plan Employer Data and 
Information Set (HEDIS) acute and continuation
treatment guidelines were applied to categorize
patients’ medication adherence. STD events were
followed for 365 days after the date that an initial
antidepressant medication prescription was filled.
The association between STD and adherence was
analyzed with multiple logistic regression models,
adjusting for demographic and other confound-
ing factors.

Results: A total of 1301 employees (61.6% of 
2112) adhered to acute phase treatment, and
966 (45.7% of 2112) remained adherent to con-
tinuation phase treatment. After adjusting for
sociodemographic factors, employees nonad-
herent with acute treatment were 38.7% more
likely to have STD claims than adherent employ-
ees (odds ratio [OR] = 1.387; 95% confidence
interval [CI] = 1.025, 1.876; P = .0339); and
employees nonadherent with continuation treat-
ment were 46.1% more likely to have STD claims
than adherent employees (OR = 1.461; 95% CI =
1.071, 1.993; P = .0167). 

Conclusions: A higher incidence of STD was
associated with antidepressant medication non-
adherence in both acute and continuation treat-
ment phases. Employers may save indirect
costs by providing assistance to encourage
employees to adhere to their antidepressant
medication treatment.
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22.8% less absenteeism over 2 years compared with patients
receiving usual care. Absenteeism and productivity savings
among consistently employed individuals were $2500 per
employee per year.15 Results obtained by Claxton et al show
that absenteeism drops after treatment for depression.16

The previous studies demonstrate that when patients
adhere to recommended treatment guidelines, they have a
lower risk of depression recurrence and lower total medical
costs. The current study examines short-term disability (STD)
absences associated with employees who do and do not adhere
to depression medication treatment guidelines from the
Health Plan Employer Data and Information Set (HEDIS),
published annually by the National Committee for Quality
Assurance.17 The purpose of this study was to determine the
relationship between adherence to depression treatment and
mental health-related STD events.

METHODS

Study Timeline 
This retrospective, observational study design had a 6-

month preindex period, an identification period (from June
29, 2000, through January 1, 2004), and a 1-year follow-up
period. A unique index date was determined for each subject,
which was the first antidepressant medication fill date during
that identification time period. The preindex period also was
unique to each subject and was the 180 days before the index
date. Similarly, the follow-up period was the 365 days after the
index date. The earliest possible preindex period began on
January 1, 2000, and the latest possible follow-up period
ended on December 31, 2004. 

Study Population
The study population was from a large financial services cor-

poration headquartered in the Midwest with employees in more
than 25 states. At the start of the study, the company employed
approximately 100 000 people. However, 72 000 people were
continuously employed from 2000 to 2004; about 70% of the
population was female and the average employee age was 38
years. The majority (87%) of employees reported Caucasian
ethnicity. Approximately one quarter of employees had pre-
scription medication coverage from a single pharmacy benefit
management company. This research was approved by the
University of Michigan’s institutional review board.

These de-identified files from 2000 to 2004 were com-
bined to compile the study dataset: company personnel files,
pharmacy claims records, and STD claims. The STD absences
were managed internally by a dedicated professional staff
under the direction of the firm’s corporate medical director.18

The first step in identifying the study population was to select
the cohort of employees with a new episode of treatment with
an antidepressant medication (selective serotonin reuptake
inhibitors or serotonin norepinephrine reuptake inhibitors) dur-
ing the identification period. A new treatment was defined as
being free of any antidepressants during the 180 days of the
preindex period. The antidepressant medications dispensed
by the pharmacy benefit plan included citalopram, escitalo-
pram, fluoxetine, fluvoxamine, paroxetine, sertraline, ven-
lafaxine, bupropion, mirtazapine, nefazodone, and trazodone. 

Of the 182 292 employees aged 18 years and over who were
employed for any continuous 1-year period from 2000 to 2004,
51 700 (28.4%) participated in the company’s pharmacy ben-
efit plan in any 1 year during the study period. Of these
employees, 6568 employees (12.7% of pharmacy subscribers)
filed a claim for 1 of the study medications sometime during
2000-2004. A total of 4456 employees were eliminated due to
the presence of 1 or more of the following exclusion criteria:
use of antipsychotic medication in the preindex or follow-up
period (n = 298), use of other antidepressants in the preindex
period (n = 371), having a preindex period less than 180 days
(n = 2120), having a follow-up period less than 365 days (n =
1320), or employment termination during follow-up (n =
347). The majority of those excluded were for reasons con-
nected to insufficient tenure. The final study population of
2112 employees was 4.1% of pharmacy benefit plan enrollees
and 32.2% of the 6568 medication claimants. 

Treatment Adherence Criteria
Effective depression treatment includes both an acute and

a continuation phase of treatment. The sum of the days’ sup-
ply of all prescriptions in a time period was calculated for each
patient. We followed the HEDIS treatment adherence crite-
ria, which are characterized as follows19: The acute treatment
phase lasts 114 days, during which an employee needs to fill a
sufficient number of antidepressant prescriptions to provide
medication for at least 84 days. Medication gaps due to
washout when changing medication or refill gaps can total a
maximum of 30 days during the 114-day period. The contin-
uation phase of treatment lasts 231 days, during which an
employee needs to fill a sufficient number of antidepressant
prescriptions to provide medication for at least 180 days.
Again, medication gaps due to washout or refills can total a
maximum of 51 days during the 231-day period. Employees
who were nonadherent during the 3-month acute phase were
automatically considered nonadherent during the 6-month
continuation phase. According to these adherence guidelines,
employees were classified as either adherent or nonadherent
for both the acute phase and continuation phase of treatment. 
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Short-term Disability Absences
The primary outcome measure in this study was the inci-

dence and duration of STD absence days. By examining the
primary and secondary diagnostic codes, each STD episode
was further identified as representing any depression disorder
(International Classification of Diseases, Ninth Revision [ICD-9]
codes 296.2x, 296.3x, 300.4x, or 311.xx) and/or anxiety disor-
der (ICD-9 codes 293.89, 300.00, 300.01, 300.02, 300.21,
300.22, 300.23, 300.3x, 308.3x, or 309.81). The number of
absence days in the preindex and follow-up time periods was
summed separately for each employee. 

Statistical Analyses
Group differences in adherent and nonadherent patients

regarding sociodemographics, clinical characteristics, and STD
claims were examined by using χ2 tests and t tests. Multiple
logistic regression models were used to study the association
with adherence while controlling for baseline characteristics.
Another set of multiple logistic regressions modeled the odds
of incurring any STD claims in the follow-up period. The full
model contained sociodemographic factors (age, sex, employ-
ment exempt status, and ethnicity); the presence of any STD

claims in the preindex period; the presence of comorbidities
based on the Chronic Disease Score20; the number of unique
prescription fills during the preindex period; and the indicator
variable for adherence. The Chronic Disease Score is a summa-
ry measure of the comorbid conditions among participants
assessed by their prescription medication combination during
the preindex period. We also tested potential interactions
between age and sex with other factors, but only main effects
were reported in final models. Odds ratios were estimated for
all variables in the models. To examine a trend analysis of 3
levels of adherence (none, acute phase only, and continuation
phase), multiple logistic regression was used, controlling for
baseline characteristics. All analyses were conducted using
SAS 9.0 software (SAS Institute Inc, Cary, NC). 

RESULTS

Adherence in the Acute Phase of Treatment
Table 1 summarizes baseline characteristics of the study

population by adherence in the acute treatment phase. 
A total of 2112 subjects met study eligibility criteria. Of

this group, 1301 (61.6%) were adherent during the acute
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n Table 1. Characteristics of Study Subjects and HEDIS Acute Treatment Adherence for Antidepressant
Medication*

Multiple Logistic
Regression

Characteristic All Study Subjects Nonadherent Adherent P > χ2

Mean age (SD), y 41.5 (10.9) 39.8 (11.0) 42.5 (10.7) <.0001

No. of employees (%) 2112 (100.0) 811 (38.4) 1301 (61.6)

Female 1600 (75.8) 602 (74.2) 998 (76.7) .0065

Male 512 (24.2) 209 (25.8) 303 (23.3)

Ethnicity (%)

Caucasian 1844 (87.3) 656 (80.9) 1188 (91.3) <.0001

Black 151 (7.1) 90 (11.1) 61 (4.7)

Hispanic 84 (4.0) 50 (6.2) 34 (2.6)

Asian 26 (1.2) 13 (1.6) 13 (1.0)

Other 7 (0.3) 2 (0.2) 5 (0.4)

Full time (%) 1987 (94.1) 763 (94.1) 1224 (94.1) .5232

Part time (%) 125 (5.9) 48 (5.9) 77 (5.9)

Exempt (%) 967 (45.8) 337 (41.6) 630 (48.4) .0115

Nonexempt (%) 1127 (53.4) 465 (57.3) 662 (50.9)

Unknown (%) 18 (0.9) 9 (1.1) 9 (0.7)

Chronic Disease Score (SD) 1.20 (2.10) 1.13 (2.02) 1.24 (2.14) .3534

No. of unique prescription fills (SD) 3.97 (4.15) 3.91 (4.31) 4.01 (4.05) .3136

*Values represent the number (%) of subjects with a given characteristic, except where indicated. 
HEDIS indicates Health Plan Employer Data and Information Set.



treatment phase. All subjects (N = 2112) were compared with
those who were nonadherent (n = 811) and those who were
adherent (n = 1301) to the treatment guidelines in the acute
phase. Multiple logistic regression analysis determined
whether nonadherent and adherent employees were different
from each other. Adherent employees were significantly more
likely to be older (P < .0001), female (P = .0065), and
Caucasian (P < .0001). A greater percentage of adherent em-
ployees had exempt status compared with nonadherent
employees (P < .0115). There were no significant differences in
the Chronic Disease Score and the number of unique prescrip-
tion fills between the adherent and nonadherent employees. 

These employee groups were compared with respect to
their STD absences. Table 2 shows that there were no signif-
icant differences in STD absences in the preindex period
between the adherent and nonadherent employees. 

In the follow-up period, a significantly smaller percentage
of adherent employees (8.8%) had any STD episode com-
pared with the nonadherent employees (12.7%). Very small
percentages of adherent (1.5%) and nonadherent (2.8%)
employees had a depression- or anxiety-related STD event in
the follow-up time period. In the multiple logistic regression
model, this was not a significant difference (P = .5044). More
nonadherent employees than adherent employees had multi-
ple STD episodes (2.3% vs 1.1%; P = .0377). The duration of
STD events during the follow-up period was not significantly
different for adherent and nonadherent employees. The aver-
age STD duration was calculated for all employees in the

group and also solely for STD claimants; in both cases, non-
adherent and adherent employees were similar. 

Adherence in the Continuation Phase of Treatment
The demographics of employees classified as adherent and

nonadherent during the continuation phase of treatment are
presented in Table 3. Similar to the acute treatment phase,
employees adherent during the continuation treatment phase
were more likely than nonadherent employees to be female,
older, and Caucasian, and to have exempt status. 

As can be seen in Table 4, adherent employees had fewer
STD events in the follow-up time period (8.4% vs 12.0%;
P = .0167). Similarly, adherent employees had fewer depres-
sion/anxiety STD events in the follow-up time period (1.3%
vs 2.5%), although the difference was not significant in the
multiple logistic regression model (P = .4997). In the contin-
uation phase, more nonadherent employees than adherent
employees had multiple episodes (2.1% vs 0.9%; P = .0392).
The difference in the duration of STD events between all
continuation phase adherent (3.6 days) and nonadherent (5.5
days) employees in the follow-up time period was only mar-
ginally significant (P = .0646). The duration of STD events
for claimants was not significantly different between adherent
and nonadherent employees.

Odds of Filing Any STD Claim
The multiple logistic regression analysis was used to study

the odds of filing any STD claim in the follow-up time period,
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n Table 2. Relationship Between STD Absences and HEDIS Acute Treatment Adherence for Antidepressant
Medication*  

Multiple Logistic
Regression

STD Status All Study Subjects Nonadherent Adherent P > χ2

No. of employees (%) 2112 (100.0) 811 (38.4) 1301 (61.6)

Had any STD in preindex period (%) 155 (7.3) 72 (8.9) 83 (6.4) .1312

Had any depression/anxiety STD in preindex period (%) 39 (1.8) 16 (2.0) 23 (1.8) .8971

Had multiple episodes of STD in preindex period (%) 8 (0.4) 4 (0.5) 4 (0.3) .6303

Had any STD in follow-up period (%) 218 (10.3) 103 (12.7) 115 (8.8) .0339

Had any depression/anxiety STD in follow-up period (%) 42 (2.0) 23 (2.8) 19 (1.5) .5044

Had multiple episodes of STD in follow-up period (%) 33 (1.6) 19 (2.3) 14 (1.1) .0377

Average STD days (SD) in follow-up period (by all 4.7 (18.3) 5.7 (19.9) 4.0 (17.3) .2332
employees, number of days)

Average STD days in follow-up period (by STD 45.1 (37.8) 44.8 (37.0) 45.4 (38.7) .2976
claimants, number of days)

*Values represent the number (%) of subjects with a given STD status, except where indicated.
STD indicates short-term disability; HEDIS, Health Plan Employer Data and Information Set.



adjusted for baseline characteristics in the preindex period.
Employees who were nonadherent during the acute phase of
treatment were 1.387 times more likely to file any STD claim
compared with adherent employees (95% confidence interval
[CI] = 1.025, 1.876; P = .0339). Employees who were nonad-
herent during the continuation phase of treatment were 1.461
times more likely to file any STD claim compared with adher-
ent employees (95% CI = 1.071, 1.993; P = .0167). 

Potential Indirect Savings Related
to Treatment Adherence

The continuation phase adherence results were used to cal-
culate the potential savings associated with adherence. The
1146 employees who were nonadherent to the continuation
phase treatment guidelines had an STD event incidence rate
of 12.0% (n = 137) in the 1-year follow-up time period. This
rate is 46.1% higher than that for the adherent employees
(based on the 1.461 odds ratio after adjusting for confounding
factors). Therefore, the STD event rate for this group of
employees could have been 8.2% (12.0% divided by 1.461),
which translates to 94 employees with any STD incidence.

The potential number of STD cases saved would be 43 (137
employees − 94 employees). The average duration of an STD
claim is 46 workdays per year, so the potential STD days
saved could be 1978 workdays (46 × 43). Assuming a salary
and benefits cost of $200 per employee per workday, the total
potential indirect savings in this study population (N = 2112)
would be $395 600 (1978 days × $200). The average savings
for 1 employee taking antidepressant medication is $187 per
year ($395 600/2112). About 12% of employees participating
in the pharmacy benefit plan fill at least 1 antidepressant med-
ication prescription each year. In a company with 70 000
employees, that translates to 8400 people taking any antide-
pressant. If all employees adhered to the treatment guidelines,
there is a potential savings in STD absences of $1.57 million
($187 × 8400 employees). 

DISCUSSION

This retrospective, observational study investigated
whether adherence to HEDIS antidepressant medication
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n Table 3. Characteristics of Study Subjects and HEDIS Continuation Treatment Adherence for Antidepressant
Medication* 

Multiple Logistic
Regression

Characteristic All Study Subjects Nonadherent Adherent P > χ2

No. of employees (%) 2112 (100.0) 1146 (54.3) 966 (45.7)

Female 1600 (75.8) 848 (74.0) 752 (77.8) .0011

Male 512 (24.2) 298 (26.0) 214 (22.2)

Average age (SD), y 41.5 (10.9) 40.1 (10.9) 43.1 (10.6) <.0001

Ethnicity (%)

Caucasian 1844 (87.3) 951 (83.0) 893 (92.4) <.0001

Black 151 (7.1) 114 (9.9) 37 (3.8)

Hispanic 84 (4.0) 62 (5.4) 22 (2.3)

Asian 26 (1.2) 16 (1.4) 10 (1.0)

Other 7 (0.3) 3 (0.3) 4 (0.4)

Full time (%) 1987 (94.1) 1076 (93.9) 911 (94.3) .9603

Part time (%) 125 (5.9) 70 (6.1) 55 (5.7)

Exempt (%) 967 (45.8) 498 (43.5) 469 (48.6) .0411

Nonexempt (%) 1127 (53.4) 634 (55.3) 493 (51.0)

Unknown (%) 18 (0.9) 14 (1.2) 4 (0.4)

Chronic Disease Score (SD) 1.20 (2.10) 1.09 (1.98) 1.33 (2.22) .3960

No. of unique prescription fills (SD) 3.97 (4.15) 3.82 (4.17) 4.15 (4.12) .3667

*Values represent the number of subjects with a given characteristic, except where indicated.
SD indicates average short-term disability days; HEDIS, Health Plan Employer Data and Information Set.



treatment guidelines was associated with lower STD absences
in an employed population. Of the 2112 study subjects, 61.6%
were adherent in the acute phase and 45.7% were adherent for
the continuation phase. There were significant demographic
differences among adherent and nonadherent employees in
both phases of treatment adherence. Sex, age, ethnicity, and
exempt status were included in the models to control for these
initial differences. These adherence rates are similar to those
found in other studies. A large managed care database was
analyzed to determine that 43% of patients were adherent to
depression medication treatment guidelines.21 A study of a
large database found a continuation phase adherence rate
of 44%.22

In the 365-day follow-up period, STD absences were com-
pared for adherent and nonadherent employee populations.
Employees who were adherent during the acute phase of
treatment had significantly fewer STD events and also signif-
icantly fewer depression/anxiety-related STD events com-
pared with those who were not adherent. The employees who
remained adherent during the continuation phase of treat-
ment also had significantly fewer STD events compared with
the employees who were nonadherent. 

To further analyze these results, we divided the 1146
employees who did not adhere to the continuation phase of
treatment according to whether they were or were not adher-
ent in the acute phase. This gave us 3 groups of employees for
comparison: those who did not adhere to the treatment guide-
lines in either the acute or the continuation phase (n = 811),
those who were adherent in the acute phase but not in the

continuation phase (n = 335), and those who were adherent
in the continuation phase (n = 966). 

The Figure shows that 12.7% of the nonadherent employ-
ees, 10.1% of the employees adherent only in the acute phase,
and 8.4% of the employees adherent in the continuation
phase had an STD absence in the follow-up period. Multiple
logistic regression analysis of this trend, controlling for demo-
graphic factors, found it to be significant (P = .0461 for the
overall trend). Although there was not a significant difference
between those adherent in the acute treatment phase only
(n = 335) and those who remained adherent for the continu-
ation phase (n = 966), the overall trend for the likelihood of
STD absences to decrease with longer antidepressant medica-
tion adherence was significant. 

Returning to the standard comparison groups used
throughout the study, the multiple logistic regression analysis
results demonstrated that employees who were nonadherent
in the acute phase were 1.387 times (38.7%) more likely to
file an STD claim during the follow-up period compared
with the employees who were adherent in the acute phase (P
= .0339). Similarly, employees who were nonadherent to the
continuation phase guidelines were 1.461 times (46.1%) more
likely to file an STD claim during follow-up compared with
the adherent employees (P = .0167). 

Using these odds and examining the employees who
remained adherent through the continuation phase versus the
employees who did not, the potential savings in STD benefits
for the study group would be $395 600. Extrapolating this sav-
ings to the potential group of depressed employees in this
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n Table 4. STD Absences and HEDIS Continuation Treatment Adherence for Antidepressant Medication*

Multiple Logistic
Regression

STD Status All Study Subjects Nonadherent Adherent P > χ2

No. of employees (%) 2112 (100.0) 1146 (54.3) 966 (45.7)

Had any STD in preindex period (%) 155 (7.3) 92 (8.0) 63 (6.5) .4133

Had any depression/anxiety STD in preindex period (%) 39 (1.8) 20 (1.7) 19 (2.0) .4349

Had multiple episodes of STD in preindex period (%) 8 (0.4) 4 (0.3) 4 (0.4) .6702

Had any STD in follow-up period (%) 218 (10.3) 137 (12.0) 81 (8.4) .0167

Had any depression/anxiety STD in follow-up period (%) 42 (2.0) 29 (2.5) 13 (1.3) .4997

Had multiple episodes of STD in follow-up period (%) 33 (1.6) 24 (2.1) 9 (0.9) .0392

Average STD days in follow-up period (by all 4.7 (18.3) 5.5 (19.9) 3.6 (16.2) .0646
employees, number of days)

Average STD days in follow-up (by STD 45.1 (37.8) 46.2 (38.0) 43.3 (37.7) .6309
claimants, number of days)

*Values represent the number of subjects with a given STD status, except where indicated. 
STD indicates short-term disability; HEDIS, Health Plan Employer Data and Information Set. 



corporation, the savings could reach $1 573 000 if all
employees remained adherent to treatment guidelines. 

Langleib and Kahn underscore the fact that many
corporations do not yet understand the high productiv-
ity cost of mental health issues among their employ-
ees.23 They reason that it is crucial to provide quality
mental healthcare benefits to help employees and to
moderate costs, particularly because it has been shown
that those who receive appropriate care for their anx-
iety or depression have less disability and greater pro-
ductivity.

Limitations
This retrospective, observational study design was

susceptible to bias in data selection and analysis, and
confounding variables may have gone unrecognized.
Although these results may show associations among
variables, causal relationships cannot be established.
Furthermore, as this study was based solely on pharmacy
claims, we could not determine the effect on adherence of the
severity of the cases, nor could we determine the influence of
behavioral, economic, or provider factors. 

Although employees were followed for 1 year after receiv-
ing their prescription for an antidepressant, longer-term study
is warranted. Given that the guidelines established by the
Agency for Healthcare Policy and Research and the
American Psychiatric Association recommend treatment
with an antidepressant for at least 4 to 9 months after
symptom resolution,19,24 the current study does not exam-
ine the impact of maximized treatment. It may be that sig-
nificantly better outcomes occur with even longer treatment
adherence.

CONCLUSIONS

This study demonstrates that employees who remain
adherent through the continuation treatment phase of the
HEDIS antidepressant medication guidelines are 46% less
likely to experience an STD event during the fol-
lowing year compared with employees who are not
adherent. In this study of 2112 antidepressant
users, about $400 000 in lost STD workdays could
have been saved had the employees maintained
adherence. Other studies have shown that when
patients do not continue their depression medica-
tion treatment for at least 3 months, they are more
likely to have higher healthcare costs, recurring
depression episodes, and more absenteeism from
work.12,13,19,25,26

This study has important implications for employers, as
well as pharmacy and medical benefit plan design. Clearly,
employers that provide encouragement and support for
patient adherence to treatment guidelines may limit the bur-
den of STD absences. This encouragement may take the form
of lowered copayments, deductibles, or tier status of medica-
tions for chronic conditions to decrease economic barriers
to medication adherence. Also, reinforcing antidepressant
medication compliance via education and awareness would
seem to be an essential component that could lead to quantifi-
able cost justification.27 Decreases in recidivism due to dis-
ability and more successful return to work outcomes should
more than offset the costs of these educational interventions.
In any case, studies such as this one demonstrate to employ-
ers the importance of medication compliance by their over-
all strategy in managing the total burden of cost for medical
conditions.
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Take-away Points
n Employees not adherent to acute treatment phase guidelines for
depression were 1.387 times more likely to incur absences during 
follow-up compared with adherent employees.

n Employees not adherent to continuation phase guidelines were 1.461
times more likely to incur absences. 

n There is a significant trend for the likelihood of absences to decrease
with longer antidepressant medication adherence. 

n Corporations may realize savings in disability absences by taking
steps to encourage antidepressant medication adherence.

n Figure. Percentage of Employees Filing any STD Claim
During the Postindex Period and Antidepressant Medication
Treatment Adherence Status 
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