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pproximately 5% to 10% of patients visiting pri-
mary care practitioners meet diagnostic criteria for
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Background: This open-label portion of a
2-phase study assessed the effects of the anti-
depressant bupropion sustained release (SR) on
health-related quality of life (QOL) and workplace
productivity in patients with major depression.

Method: Patients (N = 816) with DSM-IV
major depression were treated with bupropion
SR, 300 mg/day, for 8 weeks. The Clinical Global
Impressions scale for Improvement of Illness
(CGI-I) was completed at weekly clinic visits. At
baseline and week 8, QOL and productivity were
assessed. QOL was assessed using the Quality of
Life in Depression Scale (QLDS).

Results: QOL and productivity were signifi-
cantly improved from baseline after 8 weeks of
treatment with bupropion SR. Mean QLDS scores
were 18.98 and 10.36 at baseline and week 8,
respectively (mean change = 8.62; p < .001). At
week 8 compared with baseline, patients working
at a paid job reported missing 1.58 fewer hours
of work because of depression during the past 7
days, being 14.6% more effective on the job,
working at reduced effectiveness less often, and
incurring 6.37 fewer hours of overall lost produc-
tivity (p < .001 each variable). Improvements
in QOL and productivity were significantly
(p < .001) greater in bupropion SR responders
(i.e., those with CGI-I scores of “very much im-
proved” or “much improved” during the last 3
weeks of open-label therapy) than in nonre-
sponders.

Conclusion: Effective treatment of major de-
pression with bupropion SR for 8 weeks is associ-
ated with improvements in QOL and reductions
in lost workplace productivity. Patients who re-
sponded clinically to bupropion SR showed sig-
nificantly greater improvements in these variables
than those who did not respond.
(Primary Care Companion J Clin Psychiatry 2001;3:10–16)

A
major depression, and up to 3 times as many suffer less
severe depressive disorders.1 Regardless of the severity of
depressive symptoms, their impact on the patient extends
beyond abnormalities in mood and neurovegetative func-
tion to encompass multiple aspects of psychological, so-
cial, and physical function.2–6 For example, mental, social,
and physical aspects of health-related quality of life as
measured by the Medical Outcomes Study Short Form-36
Health Survey and similar instruments are impaired in pa-
tients with major depression compared with both the gen-
eral population and patients suffering from other chronic
diseases such as hypertension, diabetes, arthritis, and car-
diovascular disease.2–4,6

The functional impairment of depressed patients re-
duces their ability to perform normal daily activities such
as performing at a job. Patients with major depression and
mild mood disturbances were 4.8 times and 1.6 times, re-
spectively, more likely than nondepressed individuals to
spend all or part of a day in bed or to abstain from usual
activities because of illness in one 2980-respondent sur-
vey.7 Employed patients with major depression were 3.2
times more likely than asymptomatic individuals to miss
work days because of their depression.

These data highlight the importance of supplementing
the traditional therapeutic goal of improving core symp-
toms in depression with recognition of the detrimental
impact of depression on well-being and ability to perform
normal daily activities. Clinicians choosing appropriate
pharmacotherapy for depressed patients require informa-
tion not only about the efficacy of medications against
core depressive symptoms but also about the effects of
medications on patients’ health-related quality of life and
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functional ability. In some regards, measures of the im-
pact of medications on health-related quality of life and
functional ability are more relevant to patients’ global
functional status than traditional efficacy measures. The
efficacy of an antidepressant at relieving depressive
symptoms does not always translate into improvement in
well-being and functioning because of the side effects that
may negatively impact well-being and function.

The antidepressant bupropion sustained release (SR), a
norepinephrine and dopamine reuptake inhibitor (NDRI),
is as effective in the treatment of depression as selective
serotonin reuptake inhibitors such as sertraline8,9 and
paroxetine,10 but it differs from these medications in its
lack of association with side effects such as diarrhea, som-
nolence, and sexual dysfunction. The strong efficacy and
superior tolerability of bupropion SR are associated with
a positive impact on patients’ functional status. The effects
of bupropion SR on depressed patients’ work and social
functioning were assessed in an open-label, 3167-patient
study evaluating the safety and efficacy of bupropion SR.11

Prior to treatment with bupropion SR, investigators con-
sidered 62% of depressed patients to be markedly or se-
verely impaired in their work or social activities. After 8
weeks of treatment with bupropion SR, investigators con-
sidered only 22% of patients to be markedly or severely
impaired, and 64% of patients were considered to be less
impaired than they were prior to initiation of bupropion SR
therapy. Improvements in investigator-rated functional
status were strongly correlated with improvements in de-
pressive symptoms.

While these data demonstrate bupropion SR–associated
improvements in patients’ functional status as assessed by
investigators, the effects of bupropion SR on well-being
and functional status assessed from the depressed patient’s
perspective have not been systematically evaluated. The
current study, the open-label phase of a clinical study as-
sessing the long-term efficacy of bupropion SR in patients
with major depression (Weihs KL, Houser TL, Batey SR,
et al., unpublished data, 2000), evaluated as secondary
endpoints the effects of bupropion SR on health-related
quality of life and workplace productivity measured from
the patient’s perspective. Furthermore, the relationship be-
tween clinical response to bupropion SR and its effects on
well-being and functional status was explored by deter-
mining whether patients meeting criteria for clinical
response to bupropion SR were more likely than non-
responders to manifest improvements in health-related
quality of life and productivity.

METHOD

Patients
Men and women aged 18 years and older were eligible

for the study if they had been diagnosed with moderate-
to-severe recurrent major depression based on DSM-IV

criteria12; scored a minimum of 18 on the 21-item Hamil-
ton Rating Scale for Depression13,14 (HAM-D) at screen-
ing and baseline; were currently experiencing a recurrent
episode of major depression lasting 8 weeks to 24 months;
and had experienced at least one other depressive episode
within the past 60 months. Patients were excluded from
the study if they had a predisposition to seizures or were
taking seizure threshold–lowering medications; had a his-
tory or current diagnosis of anorexia or bulimia; had a
DSM-IV12 Axis II diagnosis suggesting a propensity for
noncompliance with or nonresponsiveness to pharmaco-
therapy for depression; were pregnant or lactating or did
not agree to avoid pregnancy during the study; had a past-
year history of alcohol or other substance abuse; had used
a psychoactive drug within 1 week of initiating bupropion
SR treatment (2 weeks for monoamine oxidase inhibitors
or protriptyline; 4 weeks for fluoxetine or any investiga-
tional drugs); had a past-year history of bupropion treat-
ment or had previously received bupropion in a clinical
study; or were actively suicidal. All patients provided writ-
ten, informed consent to participate in the study.

Procedures
The protocol for this study (Glaxo Wellcome protocol

number AK1A4004) was approved by an institutional re-
view board for each of the 22 study sites. During a 1-week
screening period, patients who no longer met study crite-
ria were identified and excluded, and patients’ prestudy
antidepressant medications, if any, were discontinued. Pa-
tients continuing to meet selection criteria at the end of
screening were dispensed bupropion SR to be taken dur-
ing an 8-week, open-label evaluation in which the effects
of bupropion SR on health-related quality of life and work-
place productivity were assessed. Patients were instructed
to take bupropion SR 150 mg once daily for the first 3 days
and 150 mg twice daily for the remainder of the 8 weeks.
At the end of the open-label phase, patients who responded
clinically (according to predetermined criteria) to bupro-
pion SR were given the option to enroll in a 44-week,
placebo-controlled, double-blind evaluation of the effi-
cacy and tolerability of bupropion SR 150 mg twice daily
for the prevention of recurrence/relapse of depression.

The double-blind phase of the study was primarily
designed to compare the efficacy and tolerability of bu-
propion SR versus placebo in the prevention of relapse/
recurrence of depression (Weihs KL, Houser TL, Batey
SR, et al., unpublished data, 2000). The current article de-
scribes the results of health outcomes measures, including
health-related quality of life and productivity, obtained
during the open-label phase of the study. The open-label
phase enrolled patients currently experiencing a major de-
pressive episode; the data from these patients were con-
sidered most germane for assessing the influence of
therapy on health outcomes in depression. Data from the
double-blind, second phase of the study, which enrolled
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only patients who responded to bupropion SR and discon-
tinued patients who relapsed to depression again, were
considered less relevant for assessing outcomes in pa-
tients currently experiencing depression.

Measures
The Clinical Global Impressions scale for Improve-

ment of Illness15 (CGI-I) as well as other psychiatric
evaluations such as the HAM-D and the Hamilton Rating
Scale for Anxiety16 (HAM-A) were completed at weekly
clinic visits during the open-label phase. The CGI-I com-
prises a 7-point scale on which the clinician rates the glo-
bal improvement of patients (1 = very much improved to
7 = very much worse). Health-related quality of life and
productivity were assessed at baseline and week 8 of
treatment (or when patients discontinued from the study).
For the quality-of-life assessments, patients completed
the 34-item Quality of Life in Depression Scale (QLDS),
previously demonstrated to be valid and reliable.17,18

QLDS scores range from 0 (corresponding to favorable
health-related quality of life) to 34 (corresponding to poor
health-related quality of life). For the productivity assess-
ments, study coordinators interviewed part- and full-time
employed patients during the baseline and week 8 (or
discontinuation) study visits to determine for the 7 days
prior to the interview the number of hours the patient had
planned or been scheduled to work at a paid job; the num-
ber of hours missed from a paid job because of depres-
sion; an estimate of the percentage of effectiveness at the
job (100% = usual effectiveness); and a patient rating of
the frequency with which depression reduced effective-
ness at the job (0 = never; 1 = rarely; 2 = sometimes;
3 = usually; 4 = always).

Data Analysis
CGI-I.  Data from all patients taking at least 1 bupro-

pion SR tablet and having at least 1 posttreatment assess-
ment were included in the analyses of CGI-I data, which
were summarized using last-observation-carried-forward
imputation of missing values for raw scores. Patients with
a CGI-I score of 1 (very much improved) or 2 (much im-
proved) during each of the last 3 weeks of open-label
treatment were classified as responders to bupropion SR;
all other patients were classified as nonresponders.

Quality of life. Baseline and week 8 (or discontinu-
ation) quality-of-life data for patients taking at least 1 bu-
propion SR tablet and having at least 1 posttreatment as-
sessment were scored as recommended by the developers
of the QLDS19 and summarized using means and standard
deviations. Missing quality-of-life data were imputed us-
ing the last-observation-carried-forward method. T tests
were used to determine whether QLDS scores at week 8
were significantly different from baseline. In addition,
differences between CGI-I responders (those with a CGI-I
rating of very much improved or much improved during

each of the last 3 weeks of open-label treatment) and non-
responders in week 8 quality-of-life scores were tested us-
ing analysis of covariance controlled for age, gender, and
study site.

Productivity. Patients’ answers to each of the productiv-
ity questions were summarized using means and standard
deviations. Productivity data were analyzed for the subset
of patients who indicated at baseline that they worked part-
or full-time at a paid job and recorded the number of hours
they had planned or been scheduled to work during the past
7 days. Only patients who provided productivity data at
both baseline and week 8 (or when patients discontinued
from the study) were included in the analyses.

In addition to responses to the 4 productivity-related
questions, overall productivity loss for the past 7 days (in
hours equivalent) was computed as the sum of productiv-
ity loss attributed to absenteeism and productivity loss
while present at work. Absenteeism was measured as the
hours missed from work, whereas productivity loss while
present at work was calculated as (hours scheduled to
work – hours missed from work)× (1 – percentage effec-
tiveness at work). This overall measure accounts for pro-
ductivity loss attributable both to time working at reduced
effectiveness and to time missed from work. Only patients
who reported to work at a full- or part-time paid job and
provided productivity data at both baseline and week 8 (or
at discontinuation from the study) were included in the
analysis.

T tests were used to determine whether productivity
scores at week 8 were significantly different from baseline.
In addition, differences between CGI-I responders and non-
responders in week 8 productivity measures were tested
using analysis of covariance controlled for age, gender, and
study site.

RESULTS

Patients
The number of patients enrolling in the open-label

phase was 828, of whom 816 took at least one bupropion
SR tablet and had at least 1 posttreatment assessment. The
number of patients indicating that they worked part- or
full-time at both baseline and week 8 was 466.

Most patients were female (68%) and white (87%).
Patients’ mean age was 39.4 years (Table 1). The current
depressive episode was moderate in 81% of patients and
severe in 19% (Table 1). Approximately half of the pa-
tients had been depressed for 2 to 6 months and had expe-
rienced 1 or 2 previous depressive episodes (Table 1).

CGI-I
Approximately 55% (448/816) of patients had a CGI-I

score of 1 or 2 during the last 3 weeks of open-label treat-
ment and were therefore categorized as bupropion SR re-
sponders; the remaining 368 patients were categorized as
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nonresponders for the purposes of this analysis. For the
last week of open-label treatment, 69% of patients had a
CGI-I score of 1 or 2.

Quality of Life
Health-related quality of life after 8 weeks of treat-

ment of depression with bupropion SR was significantly
improved relative to baseline. Mean± SD QLDS scores
were 18.98± 7.78 and 10.36± 9.68 at baseline and week
8, respectively (mean change = 8.62± 9.49; p < .001).

Improvement in health-related quality of life after 8
weeks of treatment with bupropion SR was significantly

greater in responders to bupropion SR than in non-
responders. While mean QLDS scores were similar at
baseline between responders (18.39) and nonresponders
(19.70), week 8 scores reflected significantly more
favorable health-related quality of life in responders
(4.72± 5.41) compared with nonresponders (17.27± 9.28;
p < .001; Figure 1).

Productivity
Lost workplace productivity after 8 weeks of treatment

with bupropion SR was significantly reduced relative to
baseline. Patients working part- or full-time at a paid job
planned or were scheduled to work in the past 7 days a
mean of 37.84± 11.60 hours at baseline and a mean of
38.23± 12.16 hours at week 8. Patients reported missing
1.58 fewer hours of work because of depression during
the past 7 days; being 14.6% more effective on the job;
working at reduced effectiveness less often; and incurring
a mean of 6.37 fewer hours of overall lost productivity at
week 8 compared with baseline (p < .001 for each vari-
able; Table 2).

Reductions in lost workplace productivity after 8
weeks of treatment with bupropion SR were significantly
greater in responders to bupropion SR than in nonre-
sponders. While the mean numbers of hours of planned or
scheduled work in the past 7 days were similar between
responders and nonresponders at baseline (38.23 hours
for responders and 36.95 hours for nonresponders) and
week 8 (38.19 hours for responders and 38.32 hours
for nonresponders), week 8 results reflected significant
(p < .001) reductions in lost workplace productivity in re-
sponders compared with nonresponders for the mean
number of hours missed because of depression; mean per-
cent effectiveness on the job; and mean hours of overall
lost productivity (Table 3; Figure 2). The mean ratings of
how often effectiveness on the job was reduced were also
significantly (p < .001) lower for responders compared
with nonresponders (Table 3).

Table 2. Productivity Data at Baseline and Week 8 for All
Patients Employed Part- or Full-Time at Baseline and
Returning Data at Baseline and Week 8

Change
Baseline Week 8  From Baseline

Variable Na Mean SD Mean SD Mean SD
Hours missed in 460 2.47 6.85 0.89 4.30 –1.58* 7.05

past 7 days
% effectiveness 461 71.74 20.35 86.34 17.26 14.60* 22.03
How often less effective 452 2.12 1.12 0.95 1.10 –1.17* 1.37

in past 7 daysb

Overall productivity 459 11.97 9.87 5.60 7.81 –6.37* 10.34
loss in past 7 days, h

aBased on the number of subjects who provided data at both baseline
and week 8.
bFrequency of reduced effectiveness was rated as 0 = never, 1 = rarely,
2 = sometimes, 3 = usually, 4 = always.
*p < .001 for significant difference from baseline (t test).

Table 1. Demographic and Patient Characteristics in Patients
Taking Bupropion SR During the Open-Label Phase

All Patients
(N = 816)

Characteristic Mean Range
Age, y 39.4 18–77
Sex N %

Male 260 32
Female 556 68

Ethnic origin
White 709 87
Black 51 6
Other 56 7

Severity of current episode
Moderate (DSM-IV 296.32) 658 81
Severe (DSM-IV 296.33) 158 19

Duration of current episode
2–6 mo 433 53
7–12 mo 244 30
13–24 mo 139 17

Number of previous episodes
1 or 2 363 45
3 or 4 201 25
≥ 5 251 31

*p < .001 for responders vs. nonresponders using analysis of
covariance, controlling for age, gender, and study site.

Figure 1. Mean Quality of Life in Depression Scale (QLDS)
Scores at Baseline (before initiation of bupropion SR) and at
Week 8 of Therapy in Bupropion SR Responders and
Nonresponders
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DISCUSSION

Researchers studying depression in the primary care
setting contend that “when assessing the impact of
depression . . . an evaluation of symptoms alone is insuffi-
cient, so that an assessment of disability becomes a valu-
able addition. Furthermore . . . there is increasing concern
about the differing perceptions between what the health
professional and the patient considers [sic] an appropriate
level of care. Therefore, focusing on specific deficits of
functioning and their alteration as reported by the
patient . . . may well improve the therapeutic alliance be-
tween patient and doctor. . . . ”4(pp97–98) The current study,
which measured the effects of pharmacotherapy on well-
being and functional status from the patient’s perspective,
provides information useful for improving this patient-
doctor therapeutic alliance. The results of this study dem-
onstrate that treatment with bupropion SR for 8 weeks is
associated with improvements in health-related quality of
life and reductions in lost workplace productivity in pa-
tients with major depression. Patients who responded
clinically to bupropion SR showed significantly greater
improvements in well-being and functional status than
those who did not respond.

These improvements in well-being and functional
status were accompanied by improvements in standard
clinical efficacy measures. The clinical data from the
open-label portion of the current study show that 66% of
patients achieved a 50% reduction in HAM-D scores and
69% of patients achieved a CGI-I rating of 1 or 2 by the
end of the 8-week treatment period (Weihs KL, Houser
TL, Batey SR, et al., unpublished data, 2000). Similar im-
provements in depressive symptoms have been observed
in other studies with bupropion SR.8,9,20,21

Bupropion SR–associated improvements in well-being
and functional status were observed by the first scheduled
measurement 8 weeks after initiation of therapy in this
study. A similar effect of bupropion SR was observed in a

separate study11 in which investigators rated patients’
functional status using the Work and Social Disability
Scale after 8 weeks of treatment. Whereas 62% of patients
were considered markedly or severely impaired in work
or social functioning at baseline, only 22% were markedly
or severely impaired after 8 weeks of therapy. Bupropion
SR–associated improvements possibly occurred earlier
than the eighth week of treatment in both the study em-
ploying investigator ratings of functional status11 and the
current one employing patient ratings; however, neither
study evaluated patients’ functional ability earlier than 8
weeks after treatment initiation.

Positive effects of antidepressant pharmacotherapy on
functional status have also been observed in other studies
employing measures of psychosocial function.22–24 For ex-
ample, chronically depressed patients’ scores on self- and
interviewer-rated psychosocial measures improved by the
fourth week of treatment with antidepressant therapy in
one open-label study.22 Stewart and colleagues23 found in
another study that improvements in patient-reported social
functioning were significantly greater after 6 weeks of
treatment with phenelzine or imipramine compared with
placebo. Patients whose clinical symptoms responded to
treatment demonstrated greater improvements in social
functioning than did nonresponders.

Similarly, in the current study, patients whose clinical
symptoms responded to bupropion SR demonstrated
greater improvements in health-related quality of life and
productivity than did nonresponders. This finding sug-
gests that effective treatment of depressive symptoms
with bupropion SR may be responsible for the improve-
ments in well-being and functional status. The favorable
tolerability of bupropion SR8–10 also may contribute to
these improvements.

Unlike the placebo-controlled design of Stewart et
al.,23 the open-label design of the current study does not

Table 3. Productivity Data at Week 8 for Bupropion SR
Responders and Nonresponders Employed Part- or Full-Time
at Baseline and Returning Data on Baseline and Week 8

Non-
Responders responders

Variable Na Mean SD Na Mean SD
Hours missed in 319 0.16* 1.39 141 2.55 7.24

past 7 days
% effectiveness 319 91.98* 11.87 142 73.68 20.50
How often less effective 315 0.54* 0.73 137 1.88 1.24

in past 7 daysb

Overall productivity 318 3.24* 5.41 141 10.93 9.59
loss in past 7 days, h

aBased on the number of subjects who provided data at both baseline
and week 8.
bFrequency of reduced effectiveness was rated as 0 = never, 1 = rarely,
2 = sometimes, 3 = usually, 4 = always.
*p < .001 for responders vs. nonresponders using analysis of
covariance, controlling for age, gender, and study site.

*p < .001 for responders vs. nonresponders using analysis of
covariance, controlling for age, gender, and study site.

Figure 2. Overall Lost Workplace Productivity (mean hours)
in the Last 7 Days at Baseline (before initiation of bupropion
SR) and at Week 8 of Therapy in Bupropion SR Responders
and Nonresponders
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allow definitive conclusions to be drawn about effects of
study medication. The effects of factors such as patient ex-
pectations and regression toward the mean on functional
status cannot be separated from those of bupropion SR.
These considerations notwithstanding, the consistency of
the bupropion SR–associated improvements in functional
status across 2 studies (reference 11 and the current study)
supports the contention that the improvements may be
attributed to the drug. Further research with a placebo-
controlled design to compare the effects of bupropion SR
on quality of life and productivity with the effects of other
antidepressants is warranted.

A second limitation of the current study is the lack of
information about the clinical relevance of changes in
QLDS scores. Clinically meaningful differences on this
quality-of-life scale have not been defined; in this study,
improvement in QLDS scores after 8 weeks of bupropion
SR treatment was evaluated based on statistically signifi-
cant differences. Nevertheless, the greater improvements
in QLDS scores among responders relative to nonre-
sponders support clinical validity of the QLDS measure.
The consistency of the favorable changes in QLDS scores
with other measures of efficacy and functioning is conso-
nant with the probability that the quality-of-life changes
reflected in the QLDS were clinically significant.

The baseline productivity data reflect significant func-
tional impairment among these depressed patients. At
baseline (before they had received bupropion SR), patients
reported 12 hours, or 1.5 working days, of productivity
loss in a 7-day period. Patients estimated that when they
worked with depressive symptoms, they were only three
quarters as effective as normal. These data are based on
patients’ estimates rather than their actual behavior. Time-
and-motion studies, in which observers time or record
counts of activities performed by subjects, are used to as-
sess patients’ actual behavior.25 It is difficult and impracti-
cal to perform a time-and-motion study in a multicenter
clinical trial due to the amount of resources required. Al-
though it may be feasible to conduct time-and-motion
studies in a single employment setting, the results may
lack generalizability. In addition, because patients may be-
have differently when they are observed than when they
are not under observation, results obtained from time-and-
motion studies may be confounded by strategic bias.

Another factor to consider in evaluating the productiv-
ity data is that only patients who worked part- or full-time
and provided productivity data at both baseline and week
8 (or at discontinuation from the study) were included in
the productivity analyses. This method of analysis was
adopted to assess the benefits of bupropion SR on work-
place productivity loss among depressed patients who were
employed. While it is possible to use the last-observation-
carried-forward method to impute missing productivity data
for the follow-up visit using baseline data, this method as-
sumes that patients’ employment and productivity status at

the follow-up visit were the same as at baseline, which
could possibly lead to bias of study results.

A study of the 18,000-employee First Chicago Corpo-
ration evaluated the economic ramifications of depression
in the workplace.26 Over a 4-year period, the average length
of a disability leave was greater for depression (40 days)
than for low back pain (37 days), heart disease (37 days),
high blood pressure (27 days), or diabetes mellitus (26
days). Likewise, 1-year recidivism rates for short-term dis-
ability leave (i.e., work absenteeism for more than 5 con-
secutive days because of illness) were higher for depres-
sive disorders (26%) than for high blood pressure (11%),
low back pain (10%), or heart disease (8%). Depression,
which accounted for 52% of employee and dependent
mental health medical plan claims, was associated with
higher medical plan costs than any other mental illness. In
another analysis of data from 2 United States surveys, de-
pressed workers compared with nondepressed workers in-
curred up to 3.2 more work-disability days in a 30-day
period for a productivity loss of up to $395.00 per worker.27

Authors of both studies conclude that employer imple-
mentation of appropriate treatment strategies including
pharmacotherapy would significantly reduce depression-
associated disability and be cost-effective to employers.

The data from the current study, which demonstrate
that lost workplace productivity is reduced by half in re-
sponders to bupropion SR pharmacotherapy compared
with nonresponders, are consonant with this conclusion.
Patients using bupropion SR reported a 6.37-hour reduc-
tion of lost workplace productivity in the past 7 days (for
25.48 hours in a month) at the end of the 8-week treatment
period. Assuming an average hourly wage of $15.09,28 the
cost savings to employers of this reduction in lost work-
place productivity are estimated at $384.49 per depressed
patient per month. This figure conservatively estimates
the benefit of bupropion SR because it does not encom-
pass direct medical costs of depression. Even so, the cost
savings to employers of the reduction in lost workplace
productivity exceed the average wholesale price of
$91.6429 for a month’s supply of bupropion SR.

CONCLUSION

Bupropion SR is an effective and well-tolerated antide-
pressant with a low incidence of sexual dysfunction, seda-
tion, and weight gain. Treatment with bupropion SR may
improve health-related quality of life and reduce produc-
tivity loss. With this profile, bupropion SR enhances clini-
cians’ ability to optimize patient care and improve clinical
outcomes for patients. Considered together, these data
suggest that bupropion SR should be a treatment of choice
for depression.

Drug names: bupropion (Wellbutrin), fluoxetine (Prozac), paroxetine
(Paxil), phenelzine (Nardil), protriptyline (Vivactil), sertraline (Zoloft).
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