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Abstract
Objective—To test a new program’s effectiveness in reducing depression’s work burden.

Methods—A brief telephonic program to improve work functioning was tested in an early-stage
randomized controlled trial (RCT) involving 79 Maine State Government employees who
screened-in for depression and at-work limitations (treatment group=59; usual care group=27).
Group differences in baseline to follow-up change scores on The Work Limitations Questionnaire
(WLQ), WLQ Absence Module and PHQ-9 depression severity scale were tested with analysis of
covariance.

Results—While there were no baseline group differences (p≥.05), by follow-up the treatment
group had significantly better scores on every outcome and differences in the longitudinal changes
were all statistically significant (p=.0.27 to .0001).

Conclusions—The new program was superior to usual care. The estimated productivity cost
savings are $6041.70 per participant annually.

INTRODUCTION
Working-age adults with depression experience higher than average rates of job loss, job
turnover, premature retirement, work absences, and impaired work performance,(1–4)
harming employees and their families and resulting in billions of dollars annually in lost
productivity.(5–9) Clinical trials have shown that depression treatment can improve
symptoms and reduce work productivity loss.(10–13) These studies have helped make the
“business case” for high-quality depression treatment. However, treatment remains primarily
symptom-focused, leaving work difficulties receiving considerably less attention.
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Despite the secondary work benefits of high quality treatment, it is not enough to overcome
the significant work disruption depression often causes.(14, 15) Workers can face
difficulties both when symptomatic and after symptoms subside. Their ability to function
effectively can be sabotaged by residual symptoms and incomplete recovery, suboptimal
treatment efficacy or adherence, stigma, difficulty reestablishing good work habits after an
episode, and organizational barriers to modifying work arrangements.

Taking cues from the care of chronic health problems such as musculoskeletal pain, in
which return to effective functioning is regarded as an important goal, we considered that
employees with depression may also benefit from work-focused care addressing the
medical, psycho-social and environmental dimensions of functioning. Research has
suggested several strategies.(16)

For example, studies of collaborative care (17–22) have shown that patient clinical outcomes
are better when care is organized to support provider-patient teams with care manager
involvement.(20, 23) Similarly, occupational medicine and disability research has shown
that work injured or disabled employees return to work more quickly when medical
providers, workplace managers and the employee collaborate.(16, 24) Together, these
results imply that coordinated care involving mental health providers, the employee and
other professionals closer to the work situation, such as employee assistance program (EAP)
counselors or on-site health clinic staff, may bridge the gap between the medical and work
domains.

Additionally, an extensive literature demonstrates the effectiveness of cognitive-behavioral
therapy (CBT) in improving mental health and functioning. Because CBT can be provided
as a brief intervention through in-person, telephonic or electronic modalities, it offers the
flexibility to reach workers from a variety of occupations and industries.(13, 25, 26)

Finally, studies of supported employment for severely and chronically mentally ill adults
and other persons with disabilities offer insights into the importance of achieving a “fit”
between the person and the work environment. Methods of enhancing this fit have included
job coaching, providing social supports and/or targeted work modifications (e.g., flexible
scheduling).(27, 28)

Based on these and similar observations, a novel multi-component work-focused care
program, named the Work and Health Initiative (WHI), was developed for employees with
depression. An initial pilot-test (29) was conducted in a national aeronautics manufacturing
firm, using a quasi-experimental pre-test post-test design with an external comparator. The
results indicated that employees in the WHI program had statistically significant
improvements in work performance and productivity.(14) The present study is an early-
stage randomized control trial (RCT) of the WHI involving a public sector employer. It tests
the hypothesis that compared to usual care for employees with depression the WHI will
result in greater improvements in work performance and work productivity.

METHODS
Study Design & Participants

This study involved State Government in Maine and was conducted between October, 2007
and April, 2008. Email and print advertisements were distributed at work to attempt to reach
approximately 13,000 employees, many of whom are dispersed throughout the state in a
variety of work locations. Employees were invited to take a brief, anonymous eligibility
screening survey for which they would receive immediate feedback about their health. The
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number of employees with a computer at the work location was estimated to be 10,400,
which does not reflect actual accessibility during the workday.

Several precautions were taken to protect employee privacy. When employees were notified
about the study, they were given the study website’s URL and invited to access it from a
computer at work or home. On the website, the following additional privacy protections
were described: the website was not integrated with existing websites operated by the
employer or its vendors (e.g., medical insurance company); the website did not collect
computer IP addresses; no attempt would be made to find out the identity of anyone
accessing the website; and the protocol was reviewed and approved by the institutional
review board overseeing from the academic medical center-based research team. Prior to
taking the anonymous screener, each employee was asked to read and endorse a brief
informed consent statement.

Upon receiving screener results electronically, eligible employees viewed an invitation to
enroll in the RCT. Eligible employees were 18 to 62 years old and employed ≥15 hours per
week, and fulfilled the criteria for current major depressive disorder (MDD) and/or
dysthymia. MDD was indicated by five out of nine symptoms at qualifying levels on the
Patient Health Questionnaire depression scale (PHQ-9) and no recent bereavement.(30, 31)
The PHQ-9 was adapted from the clinician-administered PRIME-MD and has been shown
to have sensitivity of 75% and specificity of 90%.(31, 32) Dysthymia was indicated by two
qualifying symptoms on the validated PC-SAD.(33) Eligibility also required an at-work
productivity loss of 5% or more in the past two weeks, as measured by the Work Limitations
Questionnaire (WLQ) short-form.(34, 35) The WLQ items assess the degree of health-
related difficulty experienced in the past two weeks performing specific job tasks. The WLQ
was designed to elicit reports of limitations in ability to perform work tasks that are common
to many jobs and are sensitive to the effects of many different types of health problems.
These functional limitations are related statistically to objectively-measured work
productivity.(35) This relationship is expressed in the scoring algorithm of the WLQ
Productivity Loss Score. This empirically-based algorithm imputes at-work productivity loss
from WLQ responses concerning impaired ability to perform work tasks. The minimum
productivity loss score of 5% is consistent with an impaired ability to work approximately
20% of the time over two weeks.(36)

The study exclusions were: planning to retire within two years; receiving work disability
benefits; active alcoholism or drug-abuse based on the five-item CAGE;(37) pregnant or six
months postpartum; schizophrenia or bipolar disorder; non-English speaking and/or reading;
and/or diagnosed with one or more of 12 medical conditions that have symptoms that
potentially interfere with working (e.g., angina, congestive heart failure, stroke, diabetes,
chronic obstructive lung disease).(38)

Eligible employees were provided with information about the study on the website and a
toll-free study phone number was provided in case there were additional questions.
Employees interested in enrolling could endorse the informed consent form and complete
the baseline questionnaire on the website. Consenting employees then were allocated by
electronic randomization to either the WHI treatment group or usual care group. Based on
the previous study’s results, randomization was set at a 2:1 ratio for treatment vs. usual care
providing the study with 70% power to detect effects on the primary work outcomes and
85% power to find effects for depression symptom severity.

Four months post-baseline, employees in both groups completed a follow-up survey on the
study’s website (or in hard-copy, by request). Employees were offered a monetary incentive
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of $10 for completing each questionnaire. The Tufts Medical Center/Tufts University
Institutional Review Board approved the study protocol.

Outcome Measures
The study’s primary outcomes were the pre-test (baseline) to four-month (post-test) changes
in at-work performance as measured by the WLQ (25-item version). The WLQ is a validated
self-report survey tool for assessing the impact of health problems, including depression, on
at-work performance and productivity (“presenteeism”).(34, 35) The WLQ generates four
at-work performance scale scores reflecting the percentage of time in the prior two weeks
emotional and/or physical health problems limited ability to perform specific job tasks. The
WLQ scales measure four dimensions of performance: time management and performance
of physical tasks, mental-interpersonal tasks and output tasks (e.g., handling the workload
and finishing work on time). Scores range from 0% (limited none of the time) to 100%
(limited all of the time). A fifth outcome was the WLQ at-work Productivity Loss Score.
The Productivity Loss score, the weighted sum of the four scale scores, indicates the
percentage reduction in at-work productivity relative to a healthy benchmark group.

The WLQ Work Absence Module measured self-reported time missed from work in the past
two weeks due to health or medical care. Absence-related productivity loss was the ratio of
time missed in the past two weeks to time usually spent working.

A secondary outcome was the change in depression symptom severity as measured by the
PHQ-9.(30, 31)This measure was used for subjects with depression and/or dysthymia.

Independent Variables
The major independent variable was treatment group (WHI treatment group = 1; usual care
group = 0). Demographics included employee age in years, gender (male=1; female=0),
race/ethnicity (White=1; Non-White=0), marital status (married =1; other =0) and years of
education. Annual job earnings (in dollars) was measured using questions from the Panel
Study of Income Dynamics, modified for self-administration.(39) Also included was the
number of jobs held since age 18, type of position (four open-ended questions that we coded
into the Bureau of the Census occupational categories)(40), years in current position, weekly
work hours, and permanent or contract employment. Health measures included the presence
or absence of various non-excluded chronic medical conditions, history of taking
psychoactive medications including antidepressants, other current medications, hospital
visits in the past year, and care received for emotional problems in the past four months.

WHI Intervention
The WHI is provided over the phone by EAP counselors trained in its methods. The
program lasts for eight weeks with one-hour visits occurring every two weeks. The WHI
aims to optimize functional outcomes using vocational, medical and psychological strategies
(see Case Vignette.)

1. Work Coaching and Modification interventions target specific job performance
difficulties related to depression, guiding the employee to change modifiable
aspects of work methods and/or work conditions.

2. Care Coordination involves outreach by the counselor to the employee and his or
her primary care physician (PCP) or other prescribing professional to promote
adherence to already prescribed antidepressants and the use of evidence-based
depression treatment (including clinical follow-up for inadequate antidepressant
response). Counselors provide psycho-education about the impact of depression on
work, medical treatment options including antidepressants and adherence and, with
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employee permission, send monthly updates to the medical provider of PHQ-9 and
WLQ short-form results.

3. Cognitive-Behavioral Therapy (CBT) Strategies uses an adapted version of the
workbook, Creating a Balance(41) to help employees change behaviors and
cognitions that accompany depression and may interfere with functioning.

In the WHI, the counselor and employee co-create a care plan for dealing with each
functional problem and review specific assignments and progress at each session. A
motivational enhancement approach is utilized to promote and solidify change.

Throughout the study, the WHI counselors received training and ongoing supervision from
the investigators. Care was documented on the study’s clinical website and monitored
continually. For this RCT, treatment was provided by Maine State Government’s EAP
provider, AllOne Health (formerly Health Resources of Natick, MA). Seven counselors
volunteered to participate and the study compensated the EAP for their time. Employees
assigned to either the treatment or usual care groups received electronic feedback and their
depression and advised to seek care. All employees regardless of group were free to use
other primary care, specialty care, behavioral health programs and/or standard EAP services.
To minimize the threat of contamination the study subjects contacting the EAP for services
were assigned to non-study counselors and study counselors were required to follow strict
confidentiality procedures and not share study information.

Statistical Analysis
Prior to testing the study hypothesis, the quality of the study design was evaluated. To
examine the recruitment procedure, screener results for eligible employees who enrolled in
the study were compared to results for eligible employees who did not enroll. To assess the
randomization, baseline data were compared for the WHI treatment group vs. the usual care
group. Bias due to study attrition was evaluated by comparing subjects who dropped out
prior to follow-up with those who completed it, and by doing a sensitivity analysis of results
including subjects who dropped out using last observation carry-forward (LOCR).
Differences were tested with t-tests, ANOVA or chi-square as appropriate.

Descriptive statistics including means and their standard deviations (SD), medians and the
inter-quartile ranges (IQRs) and percentages were generated for each variable. These
statistics were generated for each group separately and for the total sample. Cross-sectional
group differences were tested.

In a series of regressions (one for each outcome) the differences between the WHI treatment
group and usual care group were computed. First, the average pre-post difference was
determined for each outcome within each group. Since a higher value on each variable
signifies a worse outcome, a negative change score indicated an improvement from baseline.
Second, the pre-test post-test changes for each subject were regressed on a treatment group
indicator (WHI treatment group=1, usual care group=0). Regressions adjusted for employee
age, gender, occupation (white collar=1; other =0) and the baseline score of the dependent
variable. A result was considered statistically significant if it had a p-value ≤ .050 or a
confidence interval excluding zero.

To summarize model results, the effect size for the baseline to four-month follow-up change
in each outcome variable was computed. Effect size was defined as the average change
within group divided by the pooled standard deviation. An effect size of 0.8 or more was
considered large—large enough to be observable for each subject - whereas an effect size
less than 0.2 was defined as small.
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To quantify the marginal impact of the WHI in terms of the amount of productivity cost
saved, the change in productivity cost in the treatment group was compared to the change in
cost in the usual care group. To determine the change in productivity cost, the mean change
in productivity loss (for at-work productivity and absences separately) was multiplied by
$33,841.60. This figure is the 2010 median hourly wage for workers in the United States
(US) annualized ($16.27 × 2080 full-time hours).(42) The US median wage is somewhat
higher than this sample’s actual median annual income ($30,991) but provides a stable
estimate of earnings.

We report both the unadjusted difference in productivity cost and the adjusted difference.
Unadjusted cost differences are reported for each group separately. These are based on the
unadjusted changes in productivity for each group shown in Table 3. The adjusted difference
in productivity cost is used to compare the marginal savings in productivity costs due to the
WHI over usual care. The adjusted productivity loss changes are shown in Table 3
(“Difference Between Change Scores”). Both the adjusted and unadjusted productivity loss
change figures were multiplied by the annualized US median wage. The difference between
the WHI and usual care groups was obtained for at-work productivity and absence costs
respectively and the differences were summed to generate the total productivity cost savings.

RESULTS
During the six-month recruitment period, the study website received 3,531 hits (33.9% hit
rate for 10,400 employees). A total of 1,525 (43.2%) completed the screener, of which 1,332
(87.3%) were ineligible and 193 (12.6%) were eligible (Figure 1). Of the 1,332 ineligible
employees, 596 (44.7%) neither had depression nor met the required productivity loss
minimum score of 5%. Another 540 (40.5%) met the productivity loss criterion but did not
have depression.

Of the 193 eligible employees, 79 (40.9%) enrolled. There were no differences at screening
between the eligible employees who enrolled and those that did not enroll (data not shown).
One-third of the 79 eligible employees were randomly assigned to a usual care group (n=27)
and two-thirds were assigned to the WHI treatment group (n=52). At baseline, there were no
statistically significant group differences on clinical, demographic or occupational
characteristics (Table 1).

Five (9.6%) employees in the WHI treatment group and 2 (7.4%) of the usual care group did
not complete the follow-up questionnaire and were considered dropouts. Within the WHI
treatment group, there were no significant baseline differences between employees
completing the study and drop-outs on the demographic variables, co-morbid conditions,
PHQ-9 scores and WLQ scores (data not shown).

At baseline (Table 1), the sample had a mean age was 45.6 years (SD=9.4). Males
comprised 21.5% (n=17) and 78.5% was female (n=62). Most were White (98.7%, n=76).
The majority (64.6%, n=51) had professional, technical or managerial occupations, 40.5%
(n=32) were in sales, service and support positions and 1.3% (n=1) were in occupations such
as repairs, production, construction, and transportation. The median annual earnings was
$30,000 (IQR=25,185).

With regard to current depression at baseline and depression history (Table 1), 25.6% (n=20)
met criteria for MDD, 46.8% (n=37) met screening criteria for dysthymia, and 26.6% (n=21)
met criteria for both (known as double depression; DD); (Table 1). The average PHQ-9
depression symptom severity was moderate at 12.8 (SD=5.2); (Table 2). More than half
(57.0%; n=45) had a history of antidepressant medication use and 54.4% (n=43) were being
prescribed an antidepressant at baseline. More than three-fourths (78.5%; n=62) had a co-
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morbid condition. Almost half (45.6%; n=36) visited a primary care physician for an
emotional problem in the three months prior to baseline.

Both the WHI treatment and usual care groups had similar levels of baseline at-work
performance and work absences (p > .05) on four WLQ scales scores, the productivity loss
score, work absences and productivity loss due to absences (Table 2). In the total sample,
ability to perform tasks related to time management was impaired an average of 44.9%
(SD=19.7%) of the time in the prior two-week period. Ability to perform mental and
interpersonal job tasks was impaired an average of 37.7% (SD=15.3%) of the time in the
past two weeks. Ability to perform physical job tasks was impaired an average of 21.5%
(SD=21.5%) of the time in the past two weeks. Ability to perform tasks related to managing
output was impaired 40.1% (SD=22.9%) of the time on average. At-work productivity was
reduced by an average of 10.2% (SD=4.1%) in the two-week period prior to baseline. On
average, employees missed 1.5 (SD=1.6) workdays due to health problems in the two weeks
prior to baseline for an average productivity loss of 15.0% (SD= 14.6); (Table 2).

By follow-up (Table 3), all eight outcomes improved significantly (p<.01) in the WHI
treatment group. Outcomes in the usual care group were either worse compared to baseline
or not significantly improved. Also, the magnitude of the change (improvement) in all eight
outcomes was significantly larger in the WHI treatment group than in the usual care group
(p<.01). All of the improvements in the WHI treatment group represented moderate to large
effects (Table 3).

Within the WHI treatment group, at-work performance improved an average of 18.1 points
for time management, 10.9 points for physical job tasks, 11.8 points for mental-interpersonal
job tasks and 14.2 points for output tasks. These represent between 20% and 50% of the
initial WLQ scale average. At-work productivity loss for the WHI treatment group declined
from 10.3% (SD=4.3) to 6.8% (SD=4.3), for an average improvement of 3.5 percentage
points (p < .01).

Absence days in the WHI treatment group improved from 1.7 (SD=1.7) to 1.0 days
(SD=1.2); (p < .01). Productivity loss due to absences improved 7.1% (p < .01).

In the usual care group, the mean change in at-work performance measured by the WLQ
scales ranged from an improvement of 2% for the WLQ physical tasks scale to a
deterioration of 1% for the WLQ output tasks scale. Mean at-work productivity loss
improved by 0.3%. Absence days increased on average by 1.1 days.

At follow-up, PHQ-9 depression severity scores also significantly improved in the WHI
treatment group (Table 3). Mean scores improved from 13.1 (SD=5.1) to 7.7 (SD=5.8); (p<.
001). The change in usual care group mean scores was not significant (p ≥.05). The
magnitude of the change was significantly higher in the WHI treatment group, indicating
more symptom reduction (p < .001).

Sensitivity analyses including the seven employees that were lost to follow-up (last
observation carried forward) confirmed the results.

The unadjusted mean at-work productivity cost savings in the WHI group was $1182.70
annually per participant vs. $96.10 annually per participant in usual care. For absences, the
unadjusted mean savings was $2395.90 annually per participant in WHI treatment vs. a
$3043.30 annual per participant cost increase for usual care. The total unadjusted annualized
mean productivity cost savings from WHI treatment was $3578.60 per participant vs. a cost
increase of $2947.20 per participant in usual care.
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Comparing the WHI and usual care groups, the adjusted mean total productivity cost savings
from the WHI was $6041.70 per participant. This reflects an adjusted estimated per
participant savings in at-work productivity for the WHI of $979.70 and an adjusted
estimated savings per participant in absence costs of $5062.00

DISCUSSION
The WHI program had moderate to large positive effects on multiple indicators of
functioning including at-work performance, at-work productivity loss, work absences and
productivity loss due to missed work time. Additionally, the WHI had a large effect on
depression symptom severity. While the small sample sizes contributed to confidence
intervals spanning a range of effect sizes, the results support the WHI’s impact. The WHI
was superior to usual care in helping employees with depression function more effectively
and productively.

In the WHI group, at-work productivity loss declined 34% on average compared to 3% in
the usual care group. Productivity loss related to absenteeism improved an average of 43%
for the WHI group and worsened an average of 100% for the usual care group. Depression
severity improved by an average of 41% in the WHI group and worsened by 5% on average
in the usual care group.

The WHI program did not have any discernable adverse impact on employees. For example,
there were no reports of job loss related to participating in the program. Part of this success
may be attributed to the extensive efforts made to protect employee privacy. Privacy
protection was addressed at all levels of study operations, including the design and
execution of the information system and in the training and supervision of the WHI
counselors. In addition, the screening campaign did not target only those employees who
thought they might be depressed. All employees were invited to take the health assessment.
In addition, the WHI did not seem to have any negative effects on the employee-physician
relationship. In both the WHI and usual care groups, there were no significant changes in the
number of visits in the prior four months either to primary care physicians, psychiatrists or
other mental health providers.

The annualized total productivity cost savings in the WHI group of $6041.70 per participant
is an indicator of the program’s potential value. This result mainly reflects the cost of
increased work absence in the usual care group. While this estimate did not include
additional employer costs such as employee fringe benefits and overhead, the savings could
be overstated if the treatment effect was not sustained. Future studies will benefit from
longer periods of observation and additional data necessary to perform a more
comprehensive cost-benefit analysis.

These results are promising but several caveats apply. First, utilization of usual care was left
up to the employee, which may have diluted its impact. Additionally, the sample was too
small to determine whether all of the WHI interventions were equally useful and provided at
appropriate levels of intensity and duration. Another design limitation was the brief follow-
up period. It is impossible to know whether the observed effects of the WHI would have
lasted longer. Additionally, while appropriate to this stage of research, the use of a single
public-sector employer (with a predominantly rural White employee population), and the
use of a single EAP, both limit external validity. Finally, while the work outcome measures
have been validated in both healthy and depressed samples,(35, 43) the study may have
benefited from work performance and productivity data from other sources.

Study strengths included the detailed conceptual model for the WHI program, the study’s
randomized design, tracking and comparison of bias, use of validated measurement tools

Lerner et al. Page 8

J Occup Environ Med. Author manuscript; available in PMC 2013 February 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



that are administered extensively in work settings and careful monitoring and documentation
of the treatment protocols.

Guideline-concordant treatment of depression is necessary for symptom remission and the
WHI may provide another tool for ensuring that working-age people with depression are
able to participate fully and effectively in the labor market. However, more research is
needed. It will be valuable to test the costs and benefits of the WHI relative to other
interventions. However, finding appropriate comparators is not straightforward. Conceivably
it could be compared to evidence-based treatment such as collaborative care, psychiatric
care, and/or usual EAP care. Additionally, while the program uses an available resource, the
EAP, and could be adapted for behavioral health programs, additional studies focusing on
WHI dissemination, implementation and engagement are necessary.

This study suggests that the WHI, which shifts care from a strictly biomedical to a
functional paradigm, may be a step in the right direction. It addresses a significant personal,
public health and economic problem and is aligned with the growing trend to help
employees improve their health and wellness.(44)

WHI CASE VIGNETTE
Mr. A is a mid-level administrator in a wholesale products company whose baseline survey
responses were consistent with major depression and dysthymia and multiple deficits in
ability to function at work. At his first of eight telephonic sessions with his study counselor,
Ms. B, she described the Work and Health Initiative (WHI) program, highlighting its
emphasis on improving functional effectiveness at work by addressing features of the work
environment, medical care and coping issues. The WHI program’s three components are
discussed below.

Work Coaching/Modification
Ms. B engaged Mr. A in a discussion of the specific difficulties he was having performing
his job, basing this discussion on his responses to the Work Limitations Questionnaire
(WLQ). Mr. A was struggling most with concentration, which was interfering with the most
important part of his job—making a high volume of customer phone calls. Ms. B elicited
additional information from Mr. A so she could understand specifically the nature of his
job’s demands for customer contact and service and how his poor concentration interfered
with his ability to meet those demands. She also elicited information about the social and
physical organization of his work to identify potentially relevant environmental barriers and
resources. Mr. A reported that he makes customer calls in a cubicle, where he has little
privacy from the larger office area. Additionally, during certain work hours there is a lot of
activity in the area, which makes it noisy and visually distracting. She also determined that
Mr. A’s call output was closely monitored but he had flexibility to structure his time and
approach to customer service. To determine whether there were better or worse times of the
day to make calls, Mr. A. was asked to keep a diary of the time of day and work conditions
when he had the most and least difficulty making calls. Next, Mr. A and Ms. B
collaboratively developed behavioral experiments to help Mr. A take advantage of the
quieter, less distracting times and avoid the noisier more distracting ones. Ms. B. coached
Mr. A on becoming more effective in using his time. She helped Mr. A conceptualize his
work in three phases: preparation; the call; and call follow-up. With her help, Mr. A created
a schedule and task list to follow for each phase. Mr. A practiced and monitored this new
approach for several sessions and worked with Ms. B to fine-tune the changes to optimize
his ability to perform this task. Mr. A experienced increased ability to focus on this
important work task and felt that these modifications helped him initiate and complete more
calls and to feel more effective.
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Care Coordination
Ms. B helped Mr. A understand that some of his work difficulties, especially fatigue and
poor concentration, were related to his depression and could potentially respond to medical
treatment. Mr. A disclosed an internal barrier preventing him from accessing medical
treatment—that he was ashamed to be taking an antidepressant. Ms. B addressed this barrier
openly and helped Mr. A understand depression in a medical framework. Ms. B also
coached Mr. A through his reluctance to tell his primary care physician (PCP) that he had
stopped taking a previously prescribed antidepressant due to side effects. Consistent with the
WHI protocol, Ms. B obtained permission from Mr. A to send his PCP the results of
baseline assessments of depression symptom severity and work impairments, highlighting
his difficulty concentrating. She also reported on Mr. A’s medication adherence problem
and concern about side effects. Ms. B continued to coach Mr. A about how to effectively
communicate his concerns to his PCP. Mr. A made a follow-up appointment with his PCP,
communicated his concerns about side effects and was started on a new antidepressant. Ms.
B continued to update Mr. A’s PCP about his progress. After medication adjustments, Mr.
A. reported a 50% improvement in depression symptoms, better adherence and fewer side
effects. He committed to a minimum additional six-month medication trial and to discuss
concerns directly with his PCP.

Cognitive Behavioral Therapy (CBT) Strategies
Ms. B introduced Mr. A to the program’s coping skills workbook, which is designed to
address maladaptive behavioral and cognitive patterns that often accompany depression and
interfere with performing activities of daily living including working. Ms. B explained the
rationale for this approach, which involved adopting an “experimental attitude” to try out
different ways of behaving and thinking in everyday life and noting the impact of these
changes on depression symptoms and functioning. In each session, Ms. B guided Mr. A
through cognitive and behavioral therapy concepts and he completed homework
assignments between his sessions. Through this process, Mr. A identified specific barriers to
effectively coping with life and work, including behavioral patterns of avoiding social
situations and activities he had previously enjoyed and cognitive patterns of negative, overly
critical self-talk that increased when he felt under pressure at work. The workbook concepts
helped Mr. A to understand that these behavioral and cognitive patterns were roadblocks to
feeling better and effectively performing his job. Behavioral strategies, customized to
address Mr. A’s specific difficulties, included increasing positive activities, taking a 30-
minute walk before work and noticing its impact on concentration and work performance
and engaging in muscle relaxation before making customer phone calls. In the latter stage of
the intervention, Mr. A refined his use of coping strategies to manage negative thoughts. He
learned to identify specific patterns of negative self-talk (“I can’t do anything right”, “I’m so
stupid”, “I’ll never get through all these phone calls.”) and used thought stopping techniques
to decrease them. With decreased negative self-talk, Mr. A noticed that he was better able to
focus on the task at hand and did not experience a decrease in energy and mood when faced
with work challenges.

By the end of the intervention, Mr. A demonstrated significant improvement in depression
symptoms and functioning at work and felt much more effective in managing his symptoms
and work performance.
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Figure 1.
Study Enrollment
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