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Depression: Prevalence and Costs
In the United States, one in five adults (20%) will experience a clinically significant form of
depression in their lifetime.1 About 7.5% of the U.S. workforce has depression in any year.2 The
impact of an employee’s depression extends beyond the suffering of the individual to affect
family, friends, coworkers, and eventually, the bottom line.
Bill has been working on the assembly line at a manufacturing plant since he was 23
years old. After twenty years on the job, he was thinking about taking an early
retirement deal so he could travel. Suddenly, without warning, Bill had a heart attack.
Recovery was hard, making Bill feel weak and vulnerable. He had less and less
motivation to exercise, follow his diet, or keep track of all his doctor’s appointments and
medications. Whenever Bill would think about going back to work, his heart would race.
Convinced he was having another heart attack, Bill ended up in the emergency room
over and over again.
Medical Outcomes and Costs: Untreated depression can increase the chances that someone
will experience another medical condition. In addition, individuals with depression and a
medical condition experience greater distress, increased functional impairment, and are less
able to follow medical regimens. As a result, depression can increase medical costs and
negatively affect treatment outcomes. For example:
• Men and women diagnosed with clinical depression are more than twice as likely to
develop coronary artery disease or suffer a heart attack.3 In addition, those who have
experienced a heart attack are three times as likely to have a cardiac-related death if
they also have a co-occurring depressive disorder.4, 5
• Depression occurs in 25% of people with diabetes.6 Patients with symptoms of
depression are less likely to adhere to dietary restrictions or medical regimens, and
more likely to use the emergency room or inpatient settings for medical care.7
Business Costs. Besides increasing healthcare expenses, research shows that untreated
depression is a significant contributor to workplace disability costs, reduced work performance
and “presenteeism” (the practice of going to work when sick, which includes mental illnesses),
absenteeism, safety issues, employee turnover, and legal costs. Depression costs U.S.
employers approximately $187.8 billion a year.8, 9 This total includes annual costs of $134 billion
in health care (health and mental health combined), $20.9 billion in absenteeism, and $32.9
billion in lost productivity.
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In a three-month period, individuals with depression missed an average of 4.8 workdays
and had 11.5 days of reduced productivity.10
While 17 to 20% of all workers experiences short-term disability over a year’s time,
workers with depression had more than double that rate (up to 48%).11
Job turnover rates ranged from 25% to 50% among workers experiencing certain levels
of depression. The cost to the employer (in recruitment, training, and other
organizational efforts) was estimated to be three-quarters to one-and-a-half times the
employee’s annual salary.12
There has been a 56% rise in depression-based workplace discrimination claims filed
with the Equal Employment Opportunity Commission (EEOC) between 2003 and 2013.13

Depression Treatment Is Cost-Effective
Effective depression treatment can improve medical outcomes, reduce medical costs, and
decrease associated business costs. When people with depression receive effective treatment,
they have an average of 17 fewer annual disability leave days compared to those with
depression who do not receive treatment.14 One study showed that individuals who received
treatment for depression had 23% less absenteeism and only one third as many missed days of
work,15 which led to an economic benefit of $1,982 associated with improved productivity at
work and $619 per person due to reduced absenteeism16.

Barriers to Effective Depression Treatment
Although more than 80% of people with depression can be treated successfully with
medication, psychotherapy, or a combination of both, less than 22% receive adequate care.17
Nearly 74% of Americans who seek help for symptoms of depression go to a primary care
physician (PCP) rather than a mental health professional. Unfortunately, a diagnosis of
depression is missed 50% of the time in a primary care setting. Even when depression is
diagnosed and addressed by a PCP, half of patients prematurely stop taking prescribed
medications and many do not follow through with a specialty referral.

Removing Barriers to Effective Depression Treatment: The Collaborative Care Model
Implementing specific interventions, collectively referred to as “collaborative care,” that
promote the detection of depression, “in-place” treatment (no referral needed), and treatment
adherence can significantly improve outcomes by increasing the number of individuals who
access and successfully complete treatment for depression.18 The table below illustrates how
collaborative care interventions promote effective treatment for depression.
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Traditional Depression Treatment

Collaborative Care Intervention

50% PCP depression detection

Automated depression screening increases detection

50% treatment drop-out rate

Proactive patient monitoring, prioritization of care,
and follow-up by care managers

50% medication adherence

Side effect education and monitoring, tailored
dosage adjustments, progress measurement and
follow-up

Separate/isolated provision of mental health
and medical treatment that may result in
inadvisable medication interactions, poor
adherence to treatment regimens, and
redundant health care costs

Professional collaboration, consultation and
treatment plan coordination; implementation of
adherence strategies for medical care; identification
and treatment of co-occurring mental health /
substance use disorder conditions; information
sharing via electronic records
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Collaborative Care Yields a Good Return-on-Investment
Research on the cost-effectiveness of collaborative care interventions compared to that of
treatment for depression on its own is relatively new, but the results are positive. Several
studies evaluating the cost-effectiveness of collaborative care interventions relative to routine
care in primary care settings demonstrated healthcare savings over time.19 A good estimate of
the investment in enhanced treatment is $1,000 over two years per person treated for
depression.20 However, healthcare savings over four years have been estimated to be
approximately $3,300 per person; productivity and absenteeism savings in the first two years
have been estimated to be approximately another $2,500 per person treated.21
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developing systems that support effective assessment, diagnosis and ongoing management of new or existing
diagnosis of major depression in adults age 18 and over, and to assist individuals to achieve remission of
symptoms, reduce relapse and return to previous level of functioning.”
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