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“The data presented are information I can put to work immediately in my wellness
program. I also really liked the diversity of speakers and participants. It is extremely
valuable for HR/Benefits Managers to interact with the pharmacist and physician.
Getting everyone to sit down together and look at best practices and to hear the
perspective of the other disciplines is invaluable. The networking was great too.”

—Employer Participant

INRODUETION

he American Pharmacists Association (APhA)

Foundation hosted the 2008 Employer Summit to

Address Depression as a Component of Chronic
Disease on February 20-22, 2008 with support through
a grant from Wyeth. The program presented employers,
pharmacists, and other key stakeholders with an opportunity
to discuss the impact of depression and chronic disease,
while providing a forum to share ideas and discuss strategies
that can be adopted to address depression in the workplace.

This year, more than 19 million American adults
(9.5 percent of the population) will suffer from depression.
Depression is not a passing mood. It is not a personal
weakness. It is a major- but treatable illness. No job
category or professional level is immune. However, the
presence of other chronic diseases is a major risk factor
for depression in adults. Employees who are depressed are
twice as likely to miss work for health reasons compared to
their colleagues. And the chance of less-than-optimal job
performance is seven times higher.!
More than 70 percent of people diagnosed with

depression are employed, and depression results in
400 million lost work days each year. Individuals with
depressive disorders suffer limitations in physical and social
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functioning that are as severe or more severe than those
caused by conditions such as hypertension, coronary artery
disease, lung problems, and back pain.>

Untreated depression is costly. Left untreated,
depression is as costly as heart disease or AIDS to the US
economy, costing more than $43.7 billion in absenteeism
from work, lost productivity, and direct treatment costs.?
Depression is the third most common reason for seeking
help from workplace assistance programs. Only family
crises and stress push more people to seek help.*

The 2008 Employer Summit served as an opportunity
for a diverse group of employers, pharmacists, physicians,
and other stakeholders to convene together in the spirit of
learning, sharing, and networking to positively affect the
health outcomes of employees across the country suffering
from depression.

! http://www.emedicinehealth.com/
2Goldberg Richard, J. Depression in the Workplace: Costs and Barriers to

Treatment Psychiatric Services 52:1639-1643, December 2001
3Mental Health America http://mentalhealthamerica.net
#National Mental Health Association,www.nmha.org




Why America Needs to Address Chronic Disease

The 2008 Employer Summit keynote address by
Ken Thorpe, Ph.D., Executive Director for the Partnership
to Fight Chronic Disease, focused on the impact of chronic
disease on health care in the United States and the eight
unhealthy truths in the rise of chronic disease:

¢ Truth #1: chronic diseases are the number one
cause of death and disability in the United States.

¢ Truth #2: patients with chronic disease account
for 75 percent of the nation’s health care spending.

¢ Truth #3: two-thirds of the increase in health care
spending is due to increased prevalence of treated
chronic disease.

¢ Truth #4: the doubling of obesity between 1987
and today accounts for nearly 30 percent of the
rise in health care spending.

¢ Truth #5: the vast majority of cases of chronic
disease could be better prevented or managed.

¢ Truth #6: many Americans are unaware of the
extent to which chronic disease harms their
health — and their wallets.

¢ Truth #7: lost productivity from chronic disease
costs our economy billions of dollars each year.

¢ Truth #8: presenteeism and absenteeism due to
untreated chronic disease accounts for the vast
majority of lost productivity.

Dr. Thorpe presented findings from an October 2007
Milken Institute Study on the economic burden of chronic
disease, highlighting the study’s emphasis on the high cost
of chronic disease in the workforce due to lost productivity,
the drastic rise in health care spending due to the increased
prevalence of chronic disease, and the idea that the vast ma-
jority of chronic disease can be better prevented or managed.

Dr. Thorpe expressed the need for an experienced
and competent leader to bring about a bipartisan solution
in health care reform. He also emphasized the importance

of framing the right issues, educating policy leaders,
mobilizing grassroots efforts with national and state
organizations, and challenging presidential candidates to
properly address health care reform.

Trends in Benefit Design for Treating Depression

Connie Erney, Vice President of Sales and Marketing
at HealthAmerica Pennsylvania, Inc., a health benefits plan
administrator, addressed depression and chronic disease
from an employer and carrier perspective. Erney offered
some considerations for employers to take into account when
looking at ways to address depression in the workplace:

¢ Unrecognized behavioral co-morbidities interfere
with medical treatment, lengthening illness,
reducing productivity, and increasing costs.

¢ Behavioral treatment, as with diabetes or heart
disease, can be a long-term proposition — members
need support making the decision to seek it,
support during it, and follow up afterwards to
guard against relapse.

¢ Most people don’t initially associate with a
behavioral condition — they seek solutions to
a specific issue or cause for feeling bad. It is
important to steer them to what they need.

¢ Assistance identifying depression is needed — it
is regularly missed, and only 50 percent of those
who need assistance get the help that they need.

¢ The stigma associated with behavioral health care
is still pervasive.

Erney provided information on the cost of depression
for carriers and self-funded employers noting that three
percent of total claim dollars are spent on depression, which
is the reason carriers have not made it a priority. It was
emphasized that carriers must also consider the 22 percent
of avoidable extended costs associated with depression’s
impact on other chronic diseases.
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Depression: It’s Not in One’s Head

In his presentation at the 2008 Employer Summit,
J. Paul Martin, M.D., Medical Director for the City of
Asheville, North Carolina, defined depression, reviewed the
economic impact of depression in the workplace, described
how depression is presented in the workplace, and offered
guidance for employers on how to address depression
among employees. Dr. Martin outlined the reasons why
depression in the workplace should be addressed:

¢ Depression is prevalent. Depression is the most
common mental disorder in primary care affecting
10 percent of men and 20 percent of women.

¢ Depression is disruptive. Depressed employees
have higher rates of turnover, absenteeism,
presenteeism, accidents, adverse effects on co-
workers, flawed decision making, lower prod-
uctivity, and lower consistency in quality work.

¢ Depression is expensive. In the workplace,
depression costs more than $50 billion each year
in lost productivity alone.

¢ Depression is pernicious. The impact on quality
of life for depressed patients is greater than most
chronic medical diseases. The prognosis for

disease is much worse for patients with depression.

Dr. Martin defined depression as a clinical syndrome
that is commonly defined by the presence of five of the
following nine criteria:

¢ adepressed mood;

sleep disturbance;

loss of interest in pleasurable activities;
guilt or feelings of worthlessness;

lack of energy;

loss of concentration;

appetite change;

psychomotor agitation or retardation; and
¢ suicidal thoughts

* & 6 6 6 oo

It was emphasized that a depressed mood is neither
necessary nor sufficient for the diagnosis of major

depression. There are a variety of tools, such as the personal
health questionnaire (PHQ-9) assessment that may be used
to evaluate depression symptoms.

Dr. Martin discussed the workplace stigma attached
to depression, the barriers to the treatment of depression,
and what employers can do to minimize the impact of
depression in the workplace. Guidance was given on
best practices for employers addressing depression in the
workplace including:

¢ providing depression screening to employees at
health fairs;

¢ educating employees on the realities of depression; and

¢ offering modified duty plans for employees with
depression.

Collaborative Care to Treat Depression: Patients,
Pharmacists, and Physicians Working Together

Patrick R. Finley, PharmD, BCPP, Professor of
Clinical Pharmacy, Psychopharmacology, and Behavioral
Health at the University of California at San Francisco,
offered insight on the incidence of depression, effectiveness
of medications, and the ramifications of untreated
depression. Finley, a psychiatric pharmacist who sees
patients in a behavioral health clinic, offered insight on why
depression treatments are often suboptimal, stating, “the
system is broken.” According to Finley, depressed patients
treated in primary care settings have several systematic
barriers to effective treatment including:

¢ limited access to mental health care;

¢ primary care provider time limitations (average
contact time with patient per visit is seven minutes);

¢ lack of provider familiarity or comfort with
appropriate use of antidepressants;

¢ lack of provider follow-up to ensure optimal
outcomes (e.g. remission); and

¢ lack of appropriate reimbursement for behavioral
health services.

Employer Summit Report Addressing Depression as a Component of Chronic Disease 5



6 Employer Summit Repo

Finley provided results from a 2003 randomized
controlled study conducted by the University of California
at San Francisco School of Pharmacy and Kaiser
Permanente of Northern California where depressed patients
were referred by primary care providers to a pharmacist-
centered treatment program.’ Pharmacists were utilized
as care managers, selecting and prescribing medications
for patients in the program. Patients were involved in the
program for a minimum of six months. The program placed
an emphasis on patient education, coordinated care, frequent
monitoring, improved accessibility, and skilled medication
management. Results of the study showed increased
medication adherence rates, increased patient satisfaction,
and decreases in primary care and emergency room Vvisits.

It was concluded that:

¢ pharmacists can provide safe and effective
medication management;

¢ pharmacists can serve as a source of medical
information;

¢ pharmacists can refer patients with suggestive
symptoms to providers;

¢ pharmacists can give patients realistic
expectations of antidepressants;

¢ pharmacists can monitor and promote
adherence with antidepressants; and

¢ pharmacists can communicate medication
problems to providers.

SFinley Patrick, R., et al. Impact of a Collaborative Care Model on
Depression in a Primary Care Setting: A Randomized Controlled Trial
Pharmacotherapy Vol 23, Number 9, Pp 1175-1185

Project InPACT: Depression — An Employer Pilot
Program in Depression

William Ellis, APhA Foundation Executive
Director and CEO, provided initial clinical results for
Project ImnPACT: Depression, an employer pilot program
implemented in the City of Asheville, North Carolina to
address the need for depression management through the use
of a community pharmacy-based health care service delivery
model. Final published results will be available later in
2008. Ellis explained how the APhA Foundation’s proven
collaborative practice model, used to help patients self-
manage their diabetes and cardiovascular health, can also
be applied in the area of depression. “Given the appropriate
tools and resources, patients can be empowered to manage

their chronic conditions, including depression,” Ellis said.
The well-known Asheville Project, HealthMapRx™,
and Project InPACT: Depression are all initiatives based
on the same core process of care-a collaborative program
where employers, pharmacists, physicians and patients are
all involved in managing chronic disease. Initial Project
ImPACT: Depression results showed improved medication
compliance and improved patient PHQO scores, which
categorize depression as severe moderate or mild. When
comparing different studies, proof of concept is becoming
apparent-better depression care pays for itself. According
to Ellis, the improved PHQ9 scores shown in Project
ImPACT: Depression and improved medication compliance
are trending in the right direction. The APhA Foundation
continues to analyze the data as well as economic outcomes.

Andrea Ruygrok, PharmD, one of the pharmacist
providers for Project INnPACT: Depression, provided an
overview of how pharmacist visits are conducted in Project
ImPACT: Depression. A typical treatment session includes
a comprehensive medication and lifestyle assessment,

a PHQY assessment, discussion of patient goals, and
follow-up. Since many medical conditions are associated
with depression, Ruygrok emphasized the importance of
conducting a complete medical history when treating new
patients in the Project INPACT: Depression program. In
order to treat depressed patients properly, it is also important
to look at the big picture, which involves:

¢ looking at prior depression treatments;

¢ recording the patient’s missed work days since
the last visit;

¢ analyzing the patient’s medication list including
all over-the-counter medications, herbs, vitamins,
and supplements;

¢ taking note of patient’s facial expressions and
mood during the visit;

¢ conducting a review of patient’s support systems;

¢ performing regular lifestyle assessments to
address a patient’s smoking, alcohol usage,
caffeine intake, diet, and exercise habits to
determine whether lifestyle factors are changing
the effectiveness of medications; and

¢ referring patients to Employee Assistance
Programs (EAP) or other available behavior
health resources as extra support is needed.

Addressing Depression as a Component of Chronic Disease




“This conference was the best informative and interactive

conference 1 have ever experienced. The information

was

presented in an understandable and user friendly way so that
you could return to the office and apply some of it immediately.”

— Human Resources Director

JHENSHEUIIT

Jeff Richardson, Assistant City Manager in Asheville,
North Carolina, offered an overview of the Asheville Project
as well as the city’s experience with the APhA Foundation’s
Project ImPACT: Depression. According to Richardson,
the core principles of the Asheville project are to:

¢ remove any barriers in the system to get
employees the help they need; and

¢ help Asheville employees feel better and care
about their health.

Richardson discussed the stigmas attached to
depression in the workplace, noting that only two percent
of Asheville employees are seeking help in the depression
program. He attributes the low number to employees’ fear
of co-workers finding out about their problem. In order to
remove barriers for employees with depression, Richardson
stresses that the top management in an organization must
understand the impact of depression in the workplace and
encourage participation in programs that address it.

Stephanie N. Kiser, RPh, Director of Community
Health Enhancement and Health Education at Mission
Hospitals in Asheville, North Carolina, provided
background on the Asheville Project at Mission Hospitals.

EXRERIENG

The City of Asheville, Mission Hospitals, community
pharmacists, and nine other businesses and key stakeholders
are currently involved in the program, with 1500 patients
being treated for asthma, diabetes, hyperlipidemia,
hypertension, and depression.

Kiser discussed several keys to the success of the
Asheville Project including:

¢ reaching out to people before they develop
chronic diseases;

¢ maintaining constant communication with
Third Party Administrators and Pharmacy
Benefit Managers;

¢ developing key partnerships to create successful
disease management programs; and

¢ continuing to evolve the program offerings
and learning from other best practices such as
HealthMapRx - as the needs of the participants
change over time, so will the program offerings.
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Three small group breakout sessions were held at the
2008 Employer Summit, providing attendees an opportunity
to explore the challenges of addressing depression in the
workplace and learn about emerging best practices through
group discussion. Topics discussed at group breakout
sessions included:

¢ improving access to service;
¢ addressing workplace destigmatization; and
¢ engaging community stakeholders.

Improving Access to Service

Facilitated by Tom Doyle, Employee Assistance
Counselor for the Employee Assistance Network in
Asheville, North Carolina, group members were asked to
discuss barriers that prevent people from accessing services
for the diagnosis and treatment of depression, systems that
employers could put in place to encourage employees to
seek help, ideal systems for promoting depression programs,
and steps that can be taken to improve access to depression
care services in the workplace.

Attendees found that barriers prevent people from
accessing services for the diagnosis and treatment of
depression:

¢ Too often employees wait until they are in a “real
crisis” before seeking help. It is important for them
to seek help before the crisis hits.

¢ Timing is often a barrier—it may take weeks to
get a referral and then a few more weeks for an
appointment. Many people just give up, or have a
crisis while waiting.

¢ EAP sessions offered only during work hours are
not convenient. Employees don’t want to leave
work to go to a therapy session.

Some support systems employers discussed putting in
place to encourage employees to seek help included:

¢

conducting health screenings for employees to
detect signs of depression before a crisis develops,
with a point of referral for employees who may be
depressed;

coordinating with an easy-to-access stand-alone
provider or vendor that employees can see
confidentially for their depression;

implementing a waived co-payment incentive for
people who enter a program; and

providing outreach by providers to the target
audience, using medical or prescription claims to
identify individuals who may be candidates for a
depression program, while making sure a good
communication strategy is in place prior to any
outreach to avoid employees feeling singled-out.

Attendees’ ideal systems for promoting depression
programs in the workplace included:

L

conducting lunch and learn sessions giving em-
ployees an opportunity to meet program vendors;

hosting separate meetings to group employees
within their comfort zone (i.e. all female groups or
all male groups); and

ensuring that management is well-versed on the re-
sources available to employees, and able to speak
readily or direct someone to the benefit if necessary.
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According to group members, steps that can be taken to
improve access to depression care services in the workplace
include:

¢ ensuring that management is properly trained on
what depression is and how it impacts the workplace;

¢ continually evaluating program offerings to change with
employees, and changing work environment; and

¢ gaining an understanding the work environment,
employee needs, and what community providers
have to offer.

Addressing Workplace Destigmatization

Facilitated by Daniel G. Garrett, Senior Director
at the APhA Foundation, group members were asked to
discuss the current level of stigma surrounding depression
in the workplace; barriers to reducing depression stigmas
in the workplace; programs that have been implemented to
reduce stigma and encourage care; and the opportunities for
reducing stigma in the workplace.

While some employers had little stigma associated
with depression in the workplace, several employers felt that
the current level of stigma surrounding depression in the
workplace was high. Employers feel that employees with
depression would not participate in a depression program
out of fear for their job. Some employers feel that the
stigma depends on the line of work and varies within an
organization from department to department.

Group members found that there are barriers to
reducing stigma in the workplace:

¢ Employees fear losing their jobs if they are known
to be depressed.

¢ Rank and file employees do not feel comfortable
getting help because they do not trust the process.

¢ The general population does not understand what
depression really is.

¢ Management is not as knowledgeable about the

issue as they should be.

Programs that employers have implemented to reduce
stigma and encourage care in the workplace include:

¢ use of a third party to make employees feel more
comfortable seeking care; and

¢ use of a longstanding depression care manager
program that employees have learned to trust.

According to group members, opportunities for
reducing stigma in the workplace include:

¢ developing a strong communication strategy;

¢ finding a champion among peers that can speak
about his or her depression and the importance of
seeking care; and

¢ educating employees and management on the
realities of depression.

Engaging Community Stakeholders

Facilitated by J. Paul Martin, M.D., Medical Director,
City of Asheville, North Carolina, group members were
asked to discuss the current involvement in their community
regarding the treatment of depression, what needs to be
addressed between provider groups, and what is needed to
generate engagement by community stakeholders.

Group members all felt that there is currently
inadequate coordination and collaboration in the community
regarding the treatment of depression. It is important to
be aware of community culture and the lack of knowledge
involving depression. Employees have limited understanding
of the roles of various mental health providers.

Group members felt certain issues should be addressed
between provider groups:

¢ Pharmacist and physician roles in a collaborative
model need to be clearly defined.

¢ The shortage of providers in behavioral health
specialties needs to be addressed.

¢ Providers and ancillary caregivers should have
adequate training and qualifications.

To address possible “turf” issues between provider
groups, group members felt that there should be proactive
communication regarding depression programs between
all stakeholders, and local specialists should be utilized
to train providers involved in treating depression program
participants and roles.

Group members expressed the need for the following
resources in order to generate engagement of community
stakeholders:

¢ Financial support to develop educational programs,
such as certification training for pharmacists,
physicians, and other stakeholders.

¢ Involvement from EAP in developing a referral and
training program.

¢ Adequate staffing for coordination between all
stakeholders.

¢ Better awareness of programs that are already in
the community, but are currently underutilized.
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“I felt re-energized! I loved seeing pharmacists thinking

outside the box and HR/employers learning what we

can do as a profession outside of counting by fives.”
— Pharmacist Participant

CONCIUSION

The APhA Foundation’s 2008 Employer Summit to
Address Depression as a Component of Chronic Disease
provided a valuable opportunity for employers, pharmacists,
and other key stakeholders to join forces in addressing
depression in the workplace. Employer Summit attendees
were left with a greater understanding of the impact of
depression and other chronic diseases on the workforce, and
were provided resources to begin to address depression as a
chronic condition.

An important component to the Employer Summit was
the opportunity attendees had to network with one another
and with the presenters. In both formal and informal
settings, attendees were able to share information and hear
from their peers and medical community representatives.
Discussions included the successes and challenges to
establishing chronic disease programs at the worksite,
how to measure the effectiveness of such programs, and
the impact it has on worksites currently offering disease
management programs. Attendees left the Employer
Summit showing a genuine desire and willingness to
implement what they learned at the program and to make
immediate improvements at their own worksite.

The APhA Foundation is proud to have had the
opportunity to provide this Employer Summit to employer
representatives and others who are leading the way in
searching for innovative ways to treat chronic disease.

Resources

To view speaker Power Point Presentations from the 2008
APhA Foundation Employer Summit visit the homepage of
the HealthMapRx™ website, under recent news and events
at: www.HealthMapRx.org

For free information and materials to help address
depression in the workplace visit the Partnership for
Workplace Mental Health website at:
www.workplacementalhealth.org, and the American
Psychological Association website at:
www.apahelpcenter.org

Program Contacts:

William Ellis

Executive Director / CEO
Telephone: (202) 429-7565
Email: wellis@aphanet.org

Jamie Kirkwood

Marketing and Sales Associate
Telephone: (202) 223-6306
Email: jkirkwood @aphanet.org

APhA Foundation
1100 15" Street, NW, Suite 400
Washington, DC 20005
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Speakers presenting at the 2008 Employer Summit to
Address Depression as a Component of Chronic Disease
included:

Tom Doyle, MA, LPC
Employee Assistance Counselor
Employee Assistance Network
Asheville, North Carolina

Connie Erney

Vice President, Sales and Marketing
Health America Pennsylvania, Inc
Harrisburg Pennsylvania,

Patrick Finley, PharmD, BCPP

Professor of Clinical Pharmacy Psychopharmacology and
Behavioral Health,

University of California at San Francisco

San Francisco, California

Stephanie Kiser, RPh

Director, Community Health Enhancement & Health
Education Center

Mission Hospitals

Asheville, North Carolina

[]

J. Paul Martin, MD, FAAFP, FASAM
Medical Director

City of Asheville

Asheville, North Carolina

Jeff Richardson
Assistant City Manager,
City of Asheville
Asheville, North Carolina

Andrea Ruygrok, PharmD
Provider, Project: InPACT Depression
Asheville, North Carolina

Ken Thorpe, Ph.D.

Executive Director of the Partnership to Fight Chronic
Disease; Chair, Department of Health Policy and
Management

Rollins School of Public Health, Emory University
Atlanta, Georgia

Editor: Jamie Kirkwood
Associate of Marketing and Sales
APhA Foundation
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