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The economic costs of mental disorders
Do our societies react appropriately to the burden of mental disorders?

Sebastian Trautmann1, Jürgen Rehm1,2 & Hans-Ulrich Wittchen1

I n the EU, about 165 million people are

affected each year by mental disorders,

mostly anxiety, mood, and substance use

disorders [1,2]. Overall, more than 50% of

the general population in middle- and high-

income countries will suffer from at least one

mental disorder at some point in their lives.

Mental disorders are therefore by no means

limited to a small group of predisposed indi-

viduals but are a major public health prob-

lem with marked consequences for society.

They are related to severe distress and func-

tional impairment—these features are in fact

mandatory diagnostic criteria—that can have

dramatic consequences not only for those

affected but also for their families and their

social- and work-related environments [3].

In 2010, mental and substance use disorders

constituted 10.4% of the global burden of

disease and were the leading cause of years

lived with disability among all disease

groups [2,4]. Moreover, owing to demo-

graphic changes and longer life expectancy,

the long-term burden of mental disorders is

even expected to increase [3].

......................................................

“In 2010, mental and
substance use disorders
constituted 10.4% of the global
burden of disease and were the
leading cause of years lived
with disability among all
disease groups.”
......................................................

These consequences are not limited to

patients and their social environment—they

affect the entire social fabric, particularly

through economic costs. An adequate esti-

mation of these costs is complex and, owing

to incomplete data, difficult to undertake.

Moreover, studies on economic costs vary

considerably due to deficiencies in the defi-

nitions of disorders; populations or samples

studied; sources of costs and service utiliza-

tion; analytical framework; and incomplete

cost categories because of lack of data and

definitions [5]. However, improved epidemio-

logical and economic methods and models

together with more complete epidemiological

data during the past 20 years now allow the

accumulation of comprehensive and increas-

ingly reliable data that give us a good idea

about the magnitude of the economic impact

of mental disorders.

......................................................

“Mental disorders therefore
account for more economic
costs than chronic somatic
diseases such as cancer or
diabetes. . .”
......................................................

While most people think that medication,

visits to a clinic, or hospitalization is a true

economic burden of diseases, in reality the

burden of disease—and mental disorders in

particular—goes far beyond these “direct”

diagnostic and treatment costs. In the 2011

report on the global economic burden of

non-communicable diseases [6], the World

Economic Forum (WEF) described three dif-

ferent approaches used to quantify economic

disease burden, which do not only acknowl-

edge the “hidden costs” of diseases, but also

their impact on economic growth at a

macroeconomic level (Fig 1).

Human capital costs

The human capital approach, which is most

commonly used to quantify the economic

costs of mental disorders and disease in

general, distinguishes between direct and

indirect costs. Direct costs most often refer

to the “visible costs” associated with diagno-

sis and treatment in the healthcare system:

medication, physician visits, psychotherapy

sessions, hospitalization, and so on. Indirect

costs refer to the “invisible costs” associ-

ated with income losses due to mortality,

disability, and care seeking, including lost

production due to work absence or early

retirement [6,7]. Two kinds of data are

needed to calculate the direct and indirect

cost of a disorder: epidemiological data on

the prevalence of the disorder, healthcare

seeking, associated mortality, disability,

and in some cases imprisonment; and the

per patient costs of the disorder (eco-

nomic data). The epidemiological data

typically are based on representative

samples that report prevalence estimates

in a defined population, and cohort stud-

ies, which link the outcomes described

above. Cost data are usually derived from

routine statistics such as the average cost

of a hospital bed per night for acute or

psychiatric hospitals, which are then

multiplied with the corresponding epidemio-

logical data.

......................................................

“. . . the treatment gap for
mental and substance use
disorders is higher than for any
other health sector”
......................................................

Based on data from 2010, the global

direct and indirect economic costs of mental

disorders were estimated at US$2.5 trillion.

Importantly, the indirect costs (US$1.7 tril-

lion) are much higher than the direct

costs (US$0.8 trillion), which contrasts with
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other key disease groups, such as cardiovas-

cular diseases and cancer. For the EU, a

region with highly developed healthcare

systems, the direct and indirect costs were

estimated at €798 billion [7]. Both direct and

indirect costs of mental disorders are

expected to double by 2030 (Fig 2A). It

should be noted that these calculations did

not include costs associated with mental

disorders from outside the healthcare

system, such as legal costs caused by illicit

drug abuse.

Lost economic growth

From a macroeconomic perspective, the cost

of mental disorders in a defined population

can be quantified as lost economic output by

estimating the projected impact of mental

disorders on the gross domestic product

(GDP) (see Sidebar A). Themajor idea behind

this approach is that economic growth

depends on labor and capital, both of which

can be negatively influenced by disease.

Capital is depleted by healthcare expendi-

tures, and labor is depleted by disability and

mortality [6]. Capital depletion is calculated

from information on saving rates, costs of

treatment, and the proportion of treatment

costs that are funded from savings. Impact on

labor is estimated by comparing the GDP to a

counterfactual scenario that assumes no

deaths from a disease against the projected

deaths caused by the respective disease. Such

estimates of lost economic output are mostly

calculated for somatic diseases, and rarely

for mental disorders. However, the impact of

mental disorders on economic growth can be

estimated only indirectly [6]: The lost

economic output is first calculated with

somatic diseases related to their associated

number of disability-adjusted life years

(DALYs). In a second step, the lost economic

output for mental disorders is projected

using the relative size of the corresponding

DALYs for other diseases [6].

Between 2011 and 2030, the cumulative

economic output loss associated with mental

disorders is thereby projected to US$

16.3 trillion worldwide, making the

economic output loss related to mental

disorders comparable to that of cardiovascu-

lar diseases, and higher than that of cancer,

chronic respiratory diseases, and diabetes

(Fig 2B).

Value of statistical life

The broadest approach used for calculating

the economic impact of mental disorders is

the value of statistical life (VSL) method

(see Sidebar A). This method assumes that

tradeoffs between risks and money can be

used to quantify the risk of disability or

death associated with mental disorders. This

quantification analyzes observed tradeoffs

or hypothetical preferences, such as data

acquired from surveys that ask people how

much they would be willing to pay to avoid
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Figure 1. Different approaches used to estimate economic costs of mental disorders.
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a particular risk, or how much money they

would need to take on that risk [6]. The VSL

is then calculated from these subjective risk-

value ratios. For example, suppose that the

average lifetime risk of dying from a depres-

sive disorder is 15 in 1,000. Suppose further

that there are measures that could reduce

that risk to 5 in 1,000. If people of a certain

population are willing to spend on average

US$50,000 for these measures, VLS in that

population would be US$5 million ($50,000/

[(15–5)/1,000]). The same logic can also be

applied when evaluating the willingness to

monetarily pay in order to avoid living with

a certain disease. As a result, the VSL

approach not only accounts for lost income

and out-of-pocket spending on information,

medications, and care, but also for costs that

people associate with disability and suf-

fering.

Using the VSL approach, the global

economic burden of mental disorders was

estimated at US$8.5 trillion in 2010. Similar

to the impact on economic growth, this esti-

mate is comparable to that of cardiovascular

diseases and higher than that of cancer,

chronic respiratory diseases, and diabetes.

This economic burden is also expected to

almost double until 2030 (Fig 2C).

In summary, mental disorders cause

tremendous economic costs, directly via rela-

tively low costs in the healthcare system, and

indirectly via proportionally high productiv-

ity losses and impact on economic growth.

This pattern of relatively low direct versus

comparatively high indirect costs is different

from almost all other disease groups even

though the full range of mental disorders has

barely been taken into account. Although the

estimated size of economic costs depends on

the analytic approach, the available data

from 2010 show that the costs of mental

disorders can be estimated at US$2.5 trillion

using a traditional human capital approach,

or US$8.5 trillion using a willingness to pay

approach (the global health spending in 2009

was approx. US$5 trillion [6]). Mental disor-

ders therefore account for more economic

costs than chronic somatic diseases such as

cancer or diabetes, and their costs are

expected to increase exponentially over the

next 15 years.

Lack of action

The above summary on the global economic

costs of mental disorders is corroborated by

numerous national studies and an EU-wide

study by the European Brain Council [7].

How were these studies received and did
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policy change the level of funding for

prevention, diagnosis, and treatment? In the

EU and globally, we do not see much of a

response. Mental and substance use disor-

ders are often not part of current health

coverage schemes [8]: Even though some of

these schemes are labeled as “universal

health care”, they exclude mental and/or

substance use disorders. This situation

persists even though the respective health-

care interventions on the population level,

for instance, the availability of alcohol; the

community level, such as life skills training

in schools; and the healthcare level, are

effective and can be appropriately imple-

mented (see Sidebar A). Moreover, their

implementation is often cost-effective: The

benefit-to-cost ratio of investments to

increase treatment rates for common mental

disorders is between 2.3 and 5.7 to 1 (see

Sidebar A). However, the treatment gap for

mental and substance use disorders is higher

than for any other health sector. Access to

mental health care is generally restricted

owing to a lack of personnel and infrastruc-

ture, and effective evidence-based treat-

ments are not provided. Importantly,

specific prevention is almost completely

lacking, with many high-income countries

being no exception (see Sidebar A).

What are the reasons for these remarkable

deficits and this evident lack of political

commitment to address the problem? First, we

have to acknowledge that the development

and implementation of sound and effective

diagnostic and treatment measures for mental

health is still in its relative infancy; many

evidence-based treatments and interventions

have only become available during the past

30 years. Thus, capacity building in terms of

personnel, infrastructure, and other resources

is still far behind other disease areas.

Beyond this, we speculate that stigmati-

zation and misconceptions of both mental

and addictive disorders seem to play a

major role. It is not only lay people who

seem to believe that mental and substance

use disorders are not “real diseases”, that

they cannot be treated effectively, and that

people affected are at least partly responsi-

ble (see Sidebar A). As a consequence,

societies are willing to spend much more

on somatic diseases than on mental disor-

ders, even though both disability and

economic costs are at least as high as those

caused by somatic conditions. An impres-

sive example that illustrates the current

public opinion about the allocation of

resources is a study by Schomerus et al

[9]. Using a sample from Germany’s

general population, adults were asked to

name three out of nine medical conditions

for which they would prefer resources not

to be cut should general cutbacks within

the healthcare budget become necessary

(Fig 3). About two-thirds of respondents

named cancer as the medical condition that

should be spared from cutbacks, followed

by myocardial infarction, AIDS, and

diabetes. Only a small minority of respon-

dents named mental disorders, such as

depression and schizophrenia.

......................................................

“. . . societies are willing to
spend much more on somatic
diseases than on mental
disorders, even though both
disability and economic costs
are at least as high as those
caused by somatic conditions”
......................................................

Beyond the effects of public opinion,

funding decisions in many societies are still

based on mortality and life expectancy, and

while mental disorders indirectly contribute

to a high level of mortality (see Sidebar A),

they rarely appear on death certificates.

Sidebar A: Further reading
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2013: quantifying the epidemiological transition. Lancet 386: 2145–2191
Global Burden of Disease Study 2013 Collaborators (2015) Global, regional, and national incidence,
prevalence, and years lived with disability for 301 acute and chronic diseases and injuries in 188
countries, 1990–2013: a systematic analysis for the Global Burden of Disease Study 2013. Lancet
386: 743–800
Direct and indirect costs
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Impact on economic growth
Abegunde D, Stanciole A (2006) An estimation of the economic impact of chronic noncommunica-
ble diseases in selected countries. Geneva: World Health Organization
The value of statistical life
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Treatment coverage
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Effective Interventions
Petersen I, Evans-Lacko S, Semrau M, Barry M, Chisholm D, Gronholm P, Egbe CO, Thornicroft G
(2016) Population and community platform interventions. In Mental, neurological, and substance
use disorders, Patel V, Chisholm D, Dua T, Laxminarayan R, Medina-Mora ME (eds), pp 183-200.
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Chisholm D, Sweeny K, Sheehan P, Rasmussen B, Smit F, Cuijpers P, Saxena S (2016) Scaling-up treat-
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EU initiatives and recommendations
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Chevreul K, Demotes-Mainard J et al (2015) Mental health research priorities for Europe. Lancet
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Finally, it does not seem to be well known

that mental disorders disproportionally

contribute to the so-called high-cost users in

our healthcare system (see Sidebar A).

The need for change

For these reasons, without reconsideration of

the cost of mental disorders, the cost benefits

of treatment and preventive interventions,

and the need for a comprehensive change in

stigmatization, the current underfunding of

mental health care is likely to persist.

Although examples of large-scale initiatives

to improve this situation have started emerg-

ing [10], there is still a very long way to go.

Society, politicians, and stakeholders have to

be consistently and persistently informed

about the true burden of mental disorders,

including the individual burden and the full

range of potential economic costs, but also

about the effectiveness, the feasibility, and

affordability of measures to reduce that

burden. If we continue to take these actions,

society will hopefully be more willing to

come to accept that spending money for

preventing and treating mental disorders is a

sustainable investment.
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