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How Much Does Quality Mental Health Care
Profit Employers?
Alan M. Langlieb, MD, MPH, MBA
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Learning Objectives

E

• Explain the prevalence of anxiety and depressive disorders at the workplace, their economic and social costs, and their effects on productivity and
functioning at work.
• Recall the wider consequences of anxiety and depression at the workplace,
beyond the affected individual, and the adverse effects of not offering
quality mental health care.
• Comment on employees’ access to mental health care, who should provide
this care, and whether the cost of providing high-quality care is warranted
by subsequent increases in productivity.

Abstract
Objective: Employers provide most American mental health benefits and are
increasingly cost conscious. However, commonplace anxiety and depressive
disorders have enormous economic and workplace performance costs. Methods:
We performed multiple literature searches on several areas of pertinent research
(and on key articles) covering the past 5 years. Results: Substantial research exists
about anxiety and depression costs, such as performance and productivity,
absenteeism, presenteeism, disability, physical disability exacerbation, mental
health treatment, increased medical care costs, exacerbating of physical illness,
and studies of mental health care limitations and cost-offset. Research addressing
the potential value of higher quality mental health care is limited. Conclusions:
Commonplace anxiety and depressive disorders are costly in the workplace.
Employers and researchers remain largely unaware of the value of quality care
and psychiatric skills. Effective solutions involve the increased use of psychiatric
skills and appropriate treatment. (J Occup Environ Med. 2005;47:1099 –1109)
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mployers are a fundamental component of our health care system. They
provide health care benefits to more
than 175 million workers and their
family members1 and are “increasingly assuming the role of de facto
health policy makers in the United
States.”2 Many employers are focusing their attention on the cost of
illness and on related expenditures of
disability and lost productive time as
a means controlling business costs.
Moreover, many employers of the
new information/technology economy are aware of new health research that has heightened focus on
the impact of anxiety and depressive
disorders on performance. It is not
that these syndromes are new.
Rather, research, improved treatment
options, and a gradual lessening of
the stigma associated with mental
illness have created an environment
in which their importance to the employer community is more apparent.
With this awareness comes more
questions: How many employees in a
given company suffer from depression? How can a company ensure
that employees are working in an
optimal work environment?3 What is
the impact of anxiety and depressive
disorders on other physical illnesses?
How can a company ensure that
employees are receiving the best
treatment? How much does quality
mental health treatment cost, and
how can we measure its success? In
view of these concerns, this article
provides both the business and academic communities with an overview of recent research and current
thinking. To provide the best health
care services to their employees
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while watching their own economic
bottom line, employers need to understand: (1) the prevalence of anxiety and depressive disorders in the
workplace; (2) the social and economic costs that result from anxiety
and depressive disorders; and (3)
how quality mental health care can
help reduce the social and economic burdens resulting from these
diseases.
Although not the focus here,
substance use issues also are an important concern in the workplace.
Furthermore, chemicals such as cocaine, amphetamines, marijuana, or
excessive alcohol often are used as
self-medication for anxiety or depression and in turn may increase
the severity of those disorders. Substance use disorders and their serious
effects in the workplace and on
health care costs will be the subject
of a future article.

Anxiety and Depressive
Disorders are Highly Prevalent
in Our Society
Employers need to be increasingly
aware of the prevalence of anxiety
and depressive disorders in our
workforce and in our country. The
National Institute of Mental Health
estimates that 1 in every 20 American adults will be depressed in any
given year.4 The World Health Organization predicts that major depression will be the second leading
cause of disability by the year 2020.4
Moreover, a recent study of more
than 9000 persons from the National
Comorbidity Survey Replication estimated that approximately half of
Americans will meet the criteria for a
DSM-IV disorder sometime in their
life.5
Depression has been estimated to
affect 18.8 million Americans each
year6 and to afflict 10% to 25% of
American women and 5% to 12% of
American men in their lifetime.5 Depression can affect anyone, from the
highest level executive to the lowestpaid laborer. Employees suffering
with depression, anxiety, or sub-
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stance use disorders are often highly
trained, highly skilled, potentially
productive, experienced, and valued
members of the workforce. However, depression seems to strike
women twice as often as men and
is more frequent in individuals
younger than 45, economically challenged people, and separated or divorced individuals.7
Anxiety disorders have been estimated to affect 29% of Americans in
their lifetime.5 Like depression, anxiety disorders cut across strata of
ethnicity, education, income, and
marital status. However, like depression, anxiety disorders seem to concentrate in the young, the poorly
educated, the unmarried, the childless and women, although it may be
that men are less likely to show
outward signs, even when suffering
from an anxiety disorder.8

The Social and Economic
Costs of Anxiety and
Depressive Disorders
Anxiety and depressive disorders
(which often go hand-in-hand) create
tremendous social and economic
burdens on our society. In terms of
quality of life, anxiety and depressive disorders can be as debilitating
as any major chronic illness (ie,
causing both physical and mental
distress, fatigue, and helplessness).8,9
The comorbidity of depression with
anxiety or medical illness further
compounds the problem.10 –12 Others
have ranked depression as the thirdleading cause of loss as measured in
quality-adjusted life years (QALYs),
ranking below arthritis and heart disease but above chronic lung disease,
diabetes, stroke, and cancers.13,14

Economic Burdens of Anxiety
and Depression
From an economic perspective, the
annual cost of anxiety and depressive disorders in the United States is
quite large. It has been estimated that
the United States spends $83.1 billion (in 2000) for costs associated
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with depression and $63.1 billion per
year (in 1998) for costs associated
with anxiety disorders.15,16 Such
costs include not only direct health
care costs, but also “indirect” costs
stemming from suicide, increased
medical morbidity, reduced adherence to outpatient treatment leading
to relapse and hospitalization, lost
wages caused by missed work, and
decreased workplace productivity.17
With respect to direct costs, a 1998
study of more than 46,000 employees by the Health Enhancement
Research Organization (HERO) estimated that each employee with depression generated $3189 annually in
health care costs compared with
$1679 annually for nondepressed
employees. If the depressed employees also were under high stress, then
the cost skyrocketed: 147% more
was spent on health care costs for
these individuals than on those with
depression alone.18

Do Comorbid Anxiety or
Depression Worsen Physical
Illness Impairment
and Outcome?
If an individual has anxiety or
depression plus a physical illness, the
anxiety and depression are more predictive of functional impairment
over time than is the severity of the
physical illness. As an example, it
was found that the symptoms of anxiety and depressive disorders at the
initial diagnosis of coronary artery
disease were more correlated with
functional impairment at both 1- and
5-year follow-ups than was any
physiological measure.19,20 In another study of cardiac patients, researchers discovered that depression
significantly increased the cardiac
rehospitalization rate in these patients.21 Moreover, in a recent study
examining the association between
disability status and individuals diagnosed with multiple sclerosis, the
researchers found that the impairment associated with physical functioning was a more useful disability
predictor among those patients who
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also had symptoms of anxiety or
depression.22 The researchers suggested that a possible explanation
may be that anxiety and depression
impede coping with physical limitations and therefore diminish the
patient’s ability to maintain their
subsequent quality of life.
Depression also has been demonstrated to negatively impact the physical illness outcomes in patients with
yet other chronic illnesses. For example, in diabetic patients, depression is
associated with poor glycemic control, increased risk for diabetic complications, functional disability, and
higher overall health care costs.23,24
With respect to heart disease, the
mortality rate of depressed patients
after experiencing a cardiac event,
such as a heart attack, is anywhere
from double to quadruple that of
nondepressed patients.25–30
Finally, individuals with depression and a physical illness have a
lower quality of life than those with a
physical illness alone. For example,
epileptic patients who also were depressed reported worse seizure severity and distress about the seizures
than people without depression. The
difference reflected the patients’ perception of the seizure rather than
actual documentable severity.31 Angina patients with a history of depression also were significantly more
likely to have more frequent angina
attacks and worse health status, even
after adjusting for cardiac and noncardiac variables.32 Depression is
still a significant compounder, even
when it seems to be precipitated by
the physical illness itself.

High Medical Utilization Can
Be Caused by Anxiety
and Depression
Studies have shown that patients
with anxiety and/or depression and a
physical illness have significantly
higher health care costs than those
with the physical illness alone.33,34
In one study of 15,153 employees of a
major US corporation, it was discovered that employees with depression

and a medical condition (diabetes,
heart disease, hypertension, or back
problems) spent 1.7 times more
health care dollars than those with
the medical condition alone.2
Using data from a large (n ⫽
77,183) national sample, Druss and
Rosenheck found that individuals
with self-reported major depression
had mean health care costs that were
$2907 higher than costs for individuals without this condition (any reported depressive symptoms were
enough to cause $1576 higher costs).
However, only 14.3% of visits made
by these individuals were to specialty mental health professionals
(eg, psychiatrists, psychologists, social workers).35
Another study examined a sample
of general medical, high-utilizing patients in a primary health care clinic
(patients who made an average of 15
visits and 15 telephone calls to a
clinic over the course of a year). It
was estimated that 83.5% of these
high utilizers had suffered from a
psychiatric condition at some time in
their lives that had not been properly
diagnosed and treated. The following
DSM-III-R disorders were most
common: major depression (23.5%),
dysthymic disorder (16.8%), generalized anxiety disorder (21.8%), and
somatization disorder (20.2%). Two
thirds had a lifetime history of major
depression. Follow-up clinical examinations in this study resulted in an
improved diagnostic assessment for
40% of examined patients and a
revised treatment plan for 67%.36
Yet another study compared high
primary care utilizers to moderate
utilizers and found that the high utilizers had a high prevalence of anxiety in particular.37 Moreover, in a
study that focused on 300 new neurological patients, it was discovered
that almost half met criteria for anxiety or depression.38
Luber et al., in their study of
15,186 general internal medicine
patients over the course of 1 year,
found that those patients who were
diagnosed with depression (4.7%)
had significantly higher outpatient
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charges ($1324 vs. $701); higher total charges ($2808 vs. $1891); and
longer length of stay when hospitalized (14.1 vs. 9.5 days) compared
with their nondepressed general
medical counterparts. This finding,
of higher resource utilization of all
types for persons with depression,
was notable even after controlling
for the fact that these individuals had
more medical illnesses (including
chronic pain) associated with their
depression.39
Half of all visits to primary care
doctors are a result of patient symptoms unexplained by a physical illness but often associated with an
anxiety disorder, including chest
pain, dyspnea, tachycardia, dizziness, and abdominal discomfort.40
Not surprisingly, these individuals
undergo unnecessary and expensive
testing to find the cause—frequently
believed to be heart disease, inflammatory bowel disorder, asthma, or
headaches— only to find that these
tests return without significant findings. For example, between 20% and
30% of patients who undergo coronary arteriography for chest pain are
found to have normal coronary arteries.41 The risks associated with this
procedure and the expense (on the
order of $2500) are not insignificant
and ultimately, 33% to 43% of these
patients later prove to have panic
disorder, not heart disease. So, some
researchers think that psychiatric
screening should be done early,
rather than being the diagnostic procedure of last resort.42,43 The diagnosis should be based on positive
psychiatric criteria rather than simply exclusion of other possibilities.
Indeed, even after extensive medical
evaluation, panic disorder is typically neither diagnosed nor treated.44
Importantly, merely moderate levels of anxiety and depression can
substantially effect work performance and health care costs.45,46
Indeed, functional disability (and related costs) associated with even
subsyndromal conditions is essentially similar to that of persons who
meet the full technical diagnostic

1102

criteria of major depressive or panic
disorder. Subsyndromal patients (ie,
with limited depressive symptoms or
rare panic attacks) are actually a far
more prevalent group.11,47

Co-Morbid Anxiety or
Depression Also Can Increase
Physical Illness Disability Risk
With respect to disability costs,
Muchmore et al48 studied the additional employer costs associated with
arthritis and joint disorders (eg, absence, disability, diminished productivity, workers’ compensation) when
the patient was also depressed. Associated depression increased the
odds of a long-term disability claim
by 2.23 times, and was the leading
predictor of worker’s compensation,
increasing the odds of a worker’s
compensation claim by 1.45 times.
Additionally, in a study by Kouzis
and Eaton, using data from the multisite Epidemiologic Catchment Area
(ECA) survey, they examined respondents who were not receiving
disability benefits at baseline but
who were later receiving them at
1-year follow-up. The effects of six
psychiatric disorders—major depressive disorder, panic disorder, alcohol
abuse or dependence, phobic disorder, obsessive-compulsive disorder,
and schizophrenia— on the risk of
starting payments were examined.
Among the 11,981 people interviewed at 1 year, 261 had begun to
receive payments that year, a rate of
2.2%. Those follow-up respondents
with panic disorder had the largest
relative risk of starting payments;
they were five times more likely
(OR ⫽ 5.2) to start payments than
those without this disorder.49

Anxiety and Depressive
Disorders Negatively Affect
Worker Productivity
Mental disorders not only generate
high health care costs but also cause
substantial indirect costs related to
decreased work productivity (unemployment, absenteeism, short-term
disability, or lack of productivity on
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the job.) Depression is one of the top
five issues associated with work loss
and a decrease in productivity at
work.50,51 It has been estimated that
United States employers spend $33
billion per year due to such work
and productivity loss as a result of
depression.52

Lost Work Time
Traditionally, the main measurement of decreased productivity has
been lost workdays. In a study using
data from two large community surveys, it was estimated that depression was associated with a 2.5-fold
increase in probability of missing
work because of illness and a 50%
increase in time lost from work.53,54
What impact does quality treatment
have on this statistic? A Canadian
study showed that early and proper
treatment of depression was associated with a marked reduction in
disability leave time.55 Claxton et
al56 demonstrated that absenteeism
increased before antidepressant initiation, and then decreased after treatment began.
A recent national comorbidity
study documented the effect of anxiety and/or depression along with a
chronic physical disorder on employee role impairment at work (ie,
sick days, work cutback days.) The
chronic physical disorders studied
were hypertension, arthritis, asthma,
and ulcers. The researchers found
that all of the individuals with a
physical and a comorbid mental disorder had significantly higher role
impairments that the individuals with
physical ailments alone. For example, individuals with hypertension
and a mental disorder had 3.0 days of
role impairment per month whereas
individuals with hypertension alone
had 0.4 days of role impairment.
Individuals with arthritis and a mental disorder had 3.4 days/month of
role impairment while individuals
with arthritis alone had no role impairment days.57 The results were
similar for asthma and ulcers. Here,
too, comorbid psychiatric disorders
were a strong predictor of increased
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disability duration and physical illness severity.
Finally, mental disorders have
been associated with a higher employee attrition rate. In one study
examining the attrition rate of US
military personnel who were diagnosed with mental illness, the researchers found that 47% of those
hospitalized for the first time for a
mental disorder left military service
within 6 months as compared to only
12% of those hospitalized for any of
the other 15 disease categories.58
These studies clearly demonstrate
that individuals with anxiety and/or
depressive disorders work less hours
than their counterparts without such
diseases.59

Presenteeism
“Presenteeism” is a major source
of recent concern within the business
community. 60 The term denotes
“when an employee goes to work
sick but cannot work at full capacity.”61 Several recent studies have
focused on the impact of depression
on an employee’s ability to function
at work. Research from Brouwer et
al62 has found that this situation can
occur both before and after a leave of
absence from work. Burton et al
looked at questionnaire data from
16,651 employees of a large financial services corporation and found
that depression was highly associated with work limitations in time
management, interpersonal/mental
functioning, and overall output.63
In another study, in which 6239
employees of three corporations
completed surveys on health and satisfaction with health care, it was
concluded that the odds of decreased
effectiveness at work were seven
times as high for employees with
depressive symptoms compared to
those without such symptoms.64 In
another large recent study, which
focused on a sample of 3351 individuals taken from a national survey
of 30,523 US individuals, it was concluded that workers with depression reported 5.6 hours/week of lost
productive time compared to
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1.5 hours/week for nondepressed individuals. Moreover, 82.1% of the
lost productive time was explained
by reduced performance while at
work, rather than by absence.65
Goetzel et al66 analyzed data from a
large medical/absence database and
published productivity surveys and
found, based on average impairment
and prevalence estimates, the overall
economic burden of illness was highest for hypertension ($392 per eligible
employee per year), heart disease
($368), depression and other mental
illnesses ($348), and arthritis ($327).
Presenteeism costs for psychiatric
illness were higher than those for
physical illnesses in most cases, and
represented 18% to 60% of all costs
for the 10 conditions studied. Importantly, this study did not account for
the contribution of anxiety and depression to the costs of physical illnesses. In light of other research, it is
thus reasonable to expect that much
of the physical illness cost was
also due to effects of anxiety and
depression.
As one researcher says, these presenteeism findings suggest that when
an employee has a mental illness,
employers are hit twice—first by low
productivity of the employee at work
and second when the worker leaves.
Moreover, such research has even
suggested that an employer could be
hit with yet a third cost, when other
workers start to compensate for the
affected worker’s low productivity.59

Anxiety and Depression Have
Workplace Consequences
Beyond the Affected Individual
The effects of anxiety and depressive disorders ripple beyond the affected individual. Employees who
are depressed at work have been
shown to lower the morale of their
coworkers, resulting in higher turnover and general discontent.67 In one
survey of 146 employees, depression
was ranked as the number one disease affecting employee health and
productivity for having the most negative impact on the workplace com-

munity, yet this should be an easily
remedied problem.68

Why do Employers Not
Recognize the Cost of Not
Having Quality Mental
Health Care?
So the next obvious question is
why do some employers not “see”
the impact of employees with depression in their company? How are
these costs skating right by them?
There are several reasons69: (1) depression and other mental disorders
often lie beneath the surface and
escape detection; (2) fragmented
benefit programs produce disjointed
data because mental health care is
often “carved out” from general
health insurance, and many employers fail to quantify the problem; (3)
human resource managers and line
supervisors are not trained to deal
with and recognize mental illnesses;
(4) high-quality psychiatric and mental health care resources are often not
available; (5) there is concern about
the value of the modest quality mental health care commonly utilized;
(6) there is a notion that mental
health care causes disability.

Untreated Anxiety and
Depression Increase Other
Medical Care Utilization
and Cost
Even after understanding the indirect costs associated with untreated
or inadequately treated anxiety and
depressive disorders, many employers may still be tempted to push
mental health care to the side, on the
basis of concern over increasing
health care dollars. However, as explained below, this plan of action
may backfire and paradoxically increase their health care spending.
This happens because individuals
with mental disorders tend to use
health services more than patients
without such disorders (estimated at
5 to 10 times).70 Importantly, patients with anxiety and depressive
disorders tend to complain about somatic rather than emotional symp-
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toms of anxiety and/or depression
and consequently often get treated
only for “physical symptoms” rather
than the emotional syndromes.12 As
a result, these distressed patients can
have high direct health care costs,
largely due to an increased use of
medications for other illnesses;71,72
this pattern is reversed in correctly
treated subjects.73,74 Patients who
are at least aware of their emotional
symptoms may show less overutilization of medical care.75
In a Collaborative Study done by
World Health Organization (WHO),
69% of patients with depression reported physical symptoms only,
whereas 11% denied emotional symptoms even on direct questioning.76
Likewise, in another study, it was
found that only 5% of patients with
social anxiety disorder visited their
primary care physician to report emotional problems.77 This finding has
been repeated in a recent study of
inpatients in a hospital in Denmark (all
health care in Denmark is government
funded, so the ability of patients to pay
for health services should have no
impact on use).70 The study found that
patients with anxiety and/or depression
had about a threefold increase in the
use of non-psychiatric inpatient and
outpatient services.
Thus, for many individuals the increase in health care costs associated
with anxiety or depression is not
caused by costs of anxiety or depression treatment alone. Costs attributed
to anxiety or depression treatment
(medication, primary care visits with
depression diagnosis) account for only
5% to 10% of the observed increase in
overall health care costs.9 The primary
impact of depression on health service
utilization is not on resources directed
to depression treatment, but on general
medical services.

Do Cost Savings Outweigh the
Treatment Cost of Anxiety
and Depression?
Even after understanding the impact of anxiety and depressive disorders both directly on health care
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costs and indirectly on productivity,
a question still remains “Do the savings from treating employees’ psychiatric problems outweigh the
costs?” As noted earlier, the cost of
depression to our society is quite
significant. But the total direct costs
of treatment for depressive disorders
in 2000 was only 26.1 billion dollars,
whereas workplace costs was $51.5
billion.15
Research has demonstrated that
treatment leads to improvement in
work productivity and reduction in
utilization and costs of general medical services.46 For example, in a
study of 290 primary care patients
treated for depression, after 1 year of
treatment, the treated individuals
were 25% more likely to find or
maintain paid employment than their
untreated counterparts. Moreover,
the treated individuals’ days of
missed work because of illness were
only one-third as great when compared with those with persistent
depression. The same study also
discovered that for those achieving
remission of depressive symptoms,
total health service costs were approximately one-third as great as
costs for those with persistent depression.14 In other studies examining the reduction of health care costs,
the decrease in health care utilization
of nonpsychiatric services following
mental health treatment ranges from
a 5% decrease in outpatient visits to
an 85% decrease in hospital days.78
If one looks at bottom line numbers, recent research has suggested
that depression treatment pays for
itself in terms of savings in lost
earnings. A study by Zhang et al,79
using data from residents in Arkansas with recent symptoms of depression, compared the costs of lost
earnings (measured by lost workdays
multiplied by the subjects’ wage
rates) with the cost of treatment for
depression using charges abstracted
from provider and insurance records.
The study concluded that the cost of
depression treatment was fully offset
by just the savings from reduction in
workdays. The researchers noted that
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the result was quite conservative because it did not take into account
increased productivity at work or
increase in quality of life (nor the
reduction in other medical costs).
Similarly, a recent study examined
the relationship between patients beginning antidepressant treatment and
changes in probability of paid work,
time missed from work due to illness, and overall health care costs.
Recovery from depression was associated with significant increases in
probability of paid employment and
reductions in time lost from work
due to illness.14
Another study took the treatment
of depression one step further. In this
study, the researchers modeled the
costs and benefits of an intervention
program to assess and treat depressive symptoms in long-term disability claimants with (nonpsychiatric)
medical illness. With respect to
claimants with medical illnesses for
which the claim-duration typically
exceeds 1 year (rheumatoid arthritis,
diabetes, multiple sclerosis or
stroke), the study concluded that it
was feasible for savings to fully
offset the costs of an intervention
program.80 Based on conservative
estimates, they found that if 2500
claimants were screened, and as few
as 10 claimants ultimately returned
to work, the program could have a
net benefit (ie, offset the cost of the
comprehensive program for the assessment of depressive symptoms in
all claimants and intensive treatment
for those that needed it).
With respect to panic disorder, one
of the leading studies assessing the
health care utilization costs before
and after treatment concluded that
treatment resulted in a 94% reduction in health care utilization for
non-psychiatric services (also known
as the “offset effect”). More specifically, the researchers found that the
number of visits of all the 61 subjects
to general practitioners and specialists (other than psychiatrists) was
markedly reduced from 313 in the
year before treatment to just 15 visits
in the year after treatment.81
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Without proper diagnosis and
treatment of anxiety and depressive
disorders (ie, quality care), the studies highlighted above demonstrate
that these patients can easily become
high-utilizers of nonpsychiatric services, such as outpatient medical
clinics, inpatient medical beds, and
the emergency room.82 If the diagnosis is incorrect or incomplete, they
may receive unnecessary medicines,
and even surgery that will prove
ineffective and possibly harmful.
Such medical misadventures can
raise financial costs, prolong illness,
and increase time spent in suboptimal levels of function at home and
at work.

Quality Mental Health
Care Issues
Given the serious impact that anxiety and depressive disorders have on
health care costs and on workers’
productivity, many researchers and
policy experts focusing on this
issue suggest employers should develop effective quality programs to
address improvements in three domains–access, evaluation, and treatment. 18,83– 85 Although the data
collectively suggest that mental
health care can profoundly benefit
employees and employers, it is
widely acknowledged that the quality of such care is highly variable and
many individuals probably do not
receive optimal care. One study reported that HMO patients with a
depression diagnosis had a nearly
2-fold increase in annual health care
costs ($4245 vs. 2371), but that primary care diagnosis (even with some
treatment) does not adequately reduce utilization differences.86 Even
specialty psychiatric consultation
within an HMO had limited additional benefit when that specialty
care was itself substandard.87 If optimal care were more widely available, it is reasonable to expect that
there would be substantial benefits to
employers and employees.88,89
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Access to Care
For the individual, employers can
use a number of programs to enhance
an employee’s accessibility to depression management and ultimately
to job reintegration.90 Perhaps one of
the most helpful and efficient ways is
to educate managers to understand
the signs of anxiety/depression disorders and to improve their skills in
approaching employees. Courses and
books can also help managers realize
that effective help is available, what
to expect, and how to manage in the
interim.85 Other programs can include informational brochures and
intranet content, and self-rating tools
to assist employees in recognizing
and identifying their own distress.91
At the organizational level, employers can use indicators such as absenteeism rates in a particular unit/
department as a measure of the
“health of the work environment”
and may use this data to implement
wellness programs and other strategic initiatives to enhance employee
resilience.

Diagnostic Evaluation
Quality mental health care programs should have the individual’s
initial clinical contact occur with an
optimally trained clinician in a
timely manner. Without such an encounter, problems too often are not
appropriately diagnosed at the outset,
and the diagnosis usually is not corrected later. Borrowing an axiom
from the business model, “it pays to
get it right the first time.” Most
importantly, the initial evaluation
needs to identify specific personal,
family and work problems, specific
anxiety and depressive disorders, and
other psychiatric conditions. It is also
important to detect non-psychiatric
disorders that present confusing
symptoms. Thyroid disorders and
other medical illnesses, for example,
can often cause symptoms that masquerade as either an anxiety or depressive disorder. Without a careful
and thorough psychiatric evaluation,
the physical illness can be over-

looked, thus increasing health care
costs and risks, while leaving the
patient’s distress unremedied. As
noted earlier, a misdiagnosis of physical illness instead of emotional distress is even more common. Proper
evaluation requires both general
medical and specific mental health
skills. As further illustration of this
point, in a survey of 1636 individual
with a probable 12-month anxiety or
depressive disorder, only 19% of
those visiting primary care providers
received appropriate treatment
whereas 90% of those visiting mental health specialists received appropriate treatment.92 In both settings,
though, appropriate treatment was
quite modestly defined.
Some possible explanations for
this dramatic difference in quality of
care compared with physical illnesses are that psychiatric disorders
continue to be stigmatized93; people
are cautious about what they reveal
and are commonly unable to pinpoint
the nature of the emotional issues
actually bothering them. One smallbut-important study points out that
patients are not always good judges
of the technical quality of the care
they are receiving. The authors conclude that patient (employee) satisfaction is not a proxy for quality of
care and thus employers need other
measures in that regard.94
Another explanation is that primary care physicians may lack necessary training and experience in
evaluating psychiatric disorders and
thus are less likely to include them in
their differential diagnosis. Even
when they do recognize the psychiatric illness, they may fail to address
it effectively. A study by Rost et al
found that 50% of primary care physicians reported, over a 2-week period, that they deliberately gave a
physical illness misdiagnosis to one
or more patients when they had
recognized criteria for major depression. Among the most common
reasons were: uncertainty about
the diagnosis, and reimbursement problems for mental health
services.95
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A psychiatrist who is trained in
understanding personal, family and
workplace issues, psychiatric diagnosis, psychotherapy, medication,
and medical problems is in an
optimal position to recognize the underlying problems and create a differential diagnosis at the outset, and
then to arrange for appropriate treatment and follow-up. Once a thorough evaluation is completed, there
are a variety of highly qualified providers for various mental health
treatments. Yet, efforts at increasing
access to psychiatric skills though
Employee Assistance Programs
(EAPs) and managed mental health
care have met with little success.96

Treatment
As noted previously, mental disorders can be treated successfully,
which results in better quality of life
and increased productivity in the
workplace. A word of caution is
necessary about who is providing
such care and how. Individuals who
received treatment from their primary care physicians and who also
had a psychiatrist counseling them
had less disability, increased work
productivity and improved quality of
life compared with those who received treatment solely by a primary
care provider. Subjects in both treatment groups received antidepressant
drugs, but the psychiatrically augmented intervention treatment included patient education, adjustment
of psychotherapy and proactive monitoring of outcomes.97 Dewan calculated the relative cost of integrated
pharmacotherapy and psychotherapy
provided by a psychiatrist compared
with treatment divided between a
prescribing psychiatrist and a nonmedical psychotherapist, and found
that the integrated treatment was less
costly.98 Von Korff et al studied a
large HMO randomized sample of
primary care patients starting antidepressant therapy and found the use of
non-physician mental health professionals as part of a relapse prevention
intervention may be less effective for
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improving disability outcomes than
the psychiatric consultant model.99
Importantly, medication and psychotherapy cannot replace each
other, but each will complement and
enhance the other. Both generally
are needed to effectively treat more
severe anxiety and depressive conditions.100 Most primary care physicians who treat these disorders
themselves do not practice talk
therapy, and most mental health clinicians (other than psychiatrists)
cannot prescribe medication. When
two professionals are both treating
the same patient, relevant communication and close coordination are essential but difficult.101
A study by Goldman et al102 was
designed to “demystify” those aspects of specialty outpatient mental
health care which are often hardest to
quantify (eg, impact of psychotherapy, appropriate and timely use of
medications etc.) to measure their
impact on quality care. They collected 4 years of data from an enhanced care management program
(n ⫽ 17,752), and the results highlighted the favorable impact of such
enhancement on prescribing errors,
therapist switching, and shorter treatment episodes.
But what about the costs? Isn’t it
more expensive to have more diagnoses by psychiatrists and more
treatment by mental health specialists? The answer depends partly on
whether one looks beyond the immediate expense. It might appear that
immediate, direct health care costs
will be lower if depression treatment
is provided by a generalist. However,
this overlooks the major effects of
missed diagnoses, misdiagnosis, and
failure to provide comprehensive
treatment. Moreover, because approximately only $1 of every $4 of
the total costs of depression is for
treatment costs, the other indirect
costs, including lost workdays, earnings and productivity paint a much
bigger picture.17 In one study examining the earnings-change for depressed individuals, the researchers
found that depression treatment pro-
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vided by mental health specialists,
albeit more costly than treatment
provided by a generalist, more than
paid for itself. When measured just
in regained earnings; depression
treatment actually provided a net annual profit of $877 per patient.79
This conclusion is conservative because it did not include the increased
productivity from work performance,
which is estimated to be even greater
than from lost workdays. Thus, although routine care by generalists
may cost less, the treatment many
not be effective enough and actually
may cost more in indirect dollars.
Much more research is needed,
and it is worth noting some deficiencies of the literature. There is little or
no research comparing the effectiveness of different mental health
disciplines. When one Fortune 50
corporation attempted to conduct
such a study, they were not able to
gain sufficient cooperation from
their consultants and mental health
care insurance companies. (Alan
McLean, personal communication,
1992) At the same time, there is only
limited research formally comparing
the effectiveness of higher quality to
lesser quality mental health care
models.

Summary
There is no question that anxiety,
depressive, and other mental disorders are costly illnesses. Employers,
as a central part of our health care
system, need to understand the direct
and indirect health care costs associated with them. After examining
these expenses, some employers’ instinctive reaction may be to cut back
or eliminate mental health care coverage altogether. However, as this
report describes, this is not the solution. If employers focus on the
indirect costs of depression to its
workforce, the results are staggering.
Employees with anxiety and depressive disorders work less hours, are
more likely to end up on disability,
and are less productive than their
counterpart employees. When anxiety and/or depression complicate
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other medical conditions, the effect
is even more profound. Further, anxiety and depressive disorders seem to
have a ripple effect in the work
setting, creating low morale among
coworkers and a higher turnover rate,
increasing risk of critical incidents in
certain job situations, not to mention
the negative impact for the patient’s
family, relationships, and quality
of life.
Anxiety and depression cannot be
ignored. The best solution is quality
mental health care. It has been shown
that if an individual with anxiety
and/or depression, for example, is
not put on the “right” treatment path
early on, they commonly do not get
there. However, if individuals receive quality treatment (especially
including specialized psychiatric
evaluation), such individuals have
less disability, greater work productivity and improved quality of life
compared with those who received
treatment solely by a primary care
provider. Quality treatment might be
more expensive in the short term, but
the long term benefits clearly outweigh the initial treatment costs. The
old adage “that you get what you pay
for” applies here.
But, despite the available research,
there is great reluctance to take ownership of the need for better quality
mental health treatment. Schoenbaum
et al103 studied this effect recently in
the Pittsburgh area and provided the
following grim conclusion: “There is
currently little demand among purchasers for improving depression care
and little interest among insurers and
providers for improving care in the
absence of purchaser demand. Even
stakeholders who identified depression
as an important problem could not
come to a consensus about who should
be responsible for addressing the problem. Employers reported that they look
mostly to their vendors to initiate quality improvement efforts, whereas insurers reported that such improvement
efforts were more likely to occur if
they were initiated by employers who
purchase their health plans; providers,
in turn, reported feeling powerless to
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initiate change.” Realization of the full
employer and employee benefits of
quality mental health care will require
thoughtful reworking of health benefits in general, and of mental health
service delivery in particular.
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