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Summary 

 

Poor mental health has a significant economic impact on the health system and the wider economy 

in Europe, with implications for the potential achievement of the Europe 2020 strategy on economic 

growth. This brief primer considers what is known about the potential short, mid and longer term 

economic benefits of actions across the life course focused on mental health promotion, mental 

disorder prevention and early intervention. Actions that can be undertaken both within and external 

to the mental health system are highlighted, drawing on recent economic analyses prepared in a UK 

context, supplemented by data from other parts of Europe and elsewhere.  

There is considerable variation in the strength of the evidence base and in the time period required 

to achieve a return on investment. The most attractive actions include early actions in childhood 

which can have substantial benefits that last well into adulthood, as well as interventions to promote 

health in workplaces. Improved job retention rates reduce the need to pay social welfare payments 

related to employment and disability. Workplace health promotion activities might also reduce the 

risk of early retirement due to poor mental health.  

Economic restructuring is not just associated with the current economic climate it is a constant 

activity; there may also be interest in interventions to strengthen the mental health and resilience of 

those who have been made unemployed or are at risk of unemployment or enforced change of role 

at work. Loss of job, or downsizing of role have been associated with a reduction in mental health; 

again early actions can reduce the risks of these events and their resource consequences for health 

care systems.  

Other activities examined here include tackling post natal depression, reducing the risk of suicide, 

early identification of psychosis, promoting the mental health of older people, the use of debt and 

financial advice services, tackling chronic co-morbid physical and mental health problems, and 

addressing the issue of medically unexplained systems. 

 

 

1. Introduction 

 

No-one is immune from the risk of poor mental health. At present one in four EU citizens can expect 

to experience a mental health problem during their lifetimes; with up to 10% of the European 

population experience some type of depressive or anxiety related disorder every year, with women 

experiencing much higher rates than men.  

Poor mental health has a significant economic impact on both the health system and the wider 

economy in Europe, with implications for the potential achievement of the Europe 2020 strategy on 

economic growth. The total costs of depression alone in the European Economic Area have been 

estimated to be €136.3 billion (2007 prices). The majority of these costs, €99.3 billion per annum, 

are linked to productivity losses from employment 
1 2

, but around one third of costs fall on the health 

care system. Overall the economic costs associated with the many impacts of poor mental health, 



excluding dementia and conditions affecting children, have been estimated to have a cost equivalent 

to more than € 2,200 per annum to every European household 
1
. These estimates are conservative, 

they do not take into account all of the potential implications for the sustainability of not only health, 

but also social welfare systems in Europe.  

Fiscal concerns on the sustainability of pension and social welfare systems have been a catalyst to 

encouraging individuals to remain at work beyond traditional retirement age; some countries are 

raising the age and/or eliminating mandatory retirement to counter these difficulties. Premature 

withdrawal and retirement from the labour force due to mental health problems may hinder the 

success of these measures.  

In any event without action in future the broad impacts of poor mental health are likely to be even 

greater as depression in particular is predicted to become the leading cause of morbidity in high 

income countries by 2030 
3
.  

This brief primer considers what is known about the potential short, mid and longer term economic 

benefits of actions across the life course focused on mental health promotion, mental disorder 

prevention and early intervention. Actions that can be undertaken both within and external to the 

mental health system, drawing on recent economic analyses prepared in a UK context 
4
, 

supplemented by data from other parts of Europe and elsewhere. Some of the potential economic 

impacts both for health care systems, other public expenditure and society are also highlighted.   

 

 



2. What do we know about the potential long term benefits of investing in mental health for 

health and non health systems? 

 

In principle there are many benefits to be realised from better mental health. Good mental health 

implies that an individual is able to cope with the normal stresses of life, can work productively and 

fruitfully, and can make a contribution to the economic wellbeing of society. Children who experience 

better mental health and wellbeing may be more likely to do well at school, increasing the career 

prospects later in life. In contrast children who experience severe behavioural problems generate 

high demands on the education and social care systems as well as on health services, with adverse 

consequences that can persist into adulthood 
5-7

. Positive mental health or mental capital allows for 

cognitive and emotional flexibility, which is the basis for social skills and resilience in the face of 

stress 
8
. Better mental health has been associated with better creativity and innovation. In contrast 

workers with recurrent bouts of depression will have higher than average absenteeism rates, and 

may be relatively unproductive when at work 
9
. Having a mentally healthy labour force is important if 

Europe is to achieve its 2020 Strategy goal of moving to 75% employment of people of working age. 

Older people may be at higher risk of depression and social exclusion, which in turn can have 

negative aspects on their physical health. New mothers can experience post natal depression which 

can have long term adverse consequences not only for their health, but also the health of their 

children. 

Yet while work has been undertaken to support investment in health systems in general to help 

promote health and generate economic growth 
10

, however less attention has been paid to the 

specific contribution of mental health; in fact this lack of attention has meant that the potential 

economic benefits of investment in health systems are probably underestimated. This is of concern, 

given that historically mental health services can be very vulnerable to cuts when economic 

conditions are tight 
11

  

 Strengthening the emphasis on mental health within the public health and health promotion 

functions of health systems could help avoid some of the economic burden of poor mental health 

and potentially be economic attractive. Focusing on population level interventions, even small 

improvements can translate into significant public health gains
*
.  

Table 1 provides an overview of the magnitude of potential economic benefits relative to the 

investment in actions to promote mental health and prevent mental health problems. It is intended to 

be used for indicative purposes only. It reflects the strength of the evidence on the effectiveness of 

interventions, as well as looking at impacts on health and other sectors. In no case is there currently 

compiled evidence on the effectiveness and potential economic benefits of all these interventions 

across the entire European Union. Instead there is some good quality evidence of effect and cost 

effectiveness usually from a very small number of studies in some Member States, as well as in 

other high income countries. Thus caution must be exercised in interpretation, as contexts, settings 

and resource use vary considerably across the EU.  

The Table seeks to give a sense both of the magnitude of return on investment, and on the time 

period that it will take to recover initial mental health promotion / mental health problem prevention 

investment. The overall level of return on investment is indicated by ‘+’, ‘++’ or ‘+++’ where ‘+++’ 

                                                 
*
 Our focus here is on prevention and promotion. However this should not however mean that there is not also a 

case for strengthening investment in appropriate mental health services that provide treatment and support for 

people with mental health problems; we have noted the variance in funding for mental health across Europe; 

community care services in particular remain weak in a number of countries.  

 



indicates that net return on investment is more than five times greater than cost of investment. The 

time period to recover all costs of investment is also indicated – with A representing a recovery of 

investment costs within one year, B up to five years and C up to 10 ten years.  In the table where no 

latter A, B or C is indicated, the full costs of the action are never recovered, but the intervention 

remains cost effective when taking improvements in health outcomes into account. Not all 

interventions have however been looked at over a ten year period; this is indicated in table where 

appropriate. 

 

Table 1: Summary of evidence on potential return on investment across sectors and across 

different timeframes 

Action and time frame if less than 10 

years 

Healthcare 

system 

Other public 

expenditure 

Non-public 

expenditure 

Overall 

Impact 

Mental health promotion and wellbeing 

of children  

B +++ B +++ B +++ B +++ 

Prevention, identification and 

management of post-natal depression 

(1 year) 

+  + + 

Workplace mental health promotion (1 

year) 

A + A + A +++
†
 A +++ 

Mental health promotion and wellbeing 

of older people (5 years) 

B ++ B ++ B ++ B ++ 

Protecting mental health of the 

unemployed / at risk of unemployment 

(2 years) 

B + A ++ A ++ A ++ 

Debt management and financial advice 

/ counselling (2 years) 

+ B + B ++ B ++ 

Early identification and treatment of 

psychosis 

A +++ + B +++ A +++ 

Mental health promotion in people with 

chronic physical health problems 

(diabetes) (3 years) 

+  +  

Early identification and treatment of 

medically unexplained symptoms (3 

years) 

B +  + B + 

Area based suicide prevention 

strategies 

+  + +++ A+++ 

Key To Table: + Return on investment less than or equal to cost of investment; ++ Return on investment 

up to five times greater than costs of investment; +++ Return on investment  more than five times greater 

than costs of investment. A:  Costs of investment recovered within 1 year; B: Costs of investment 

recovered between 1 and 5 years; C: Cost of investment recovered in 5-10 years. 

                                                 
† This will include benefits to public sector organisations as employers 



  

 

 

 

As Table 1 indicates there is considerable variation in the strength of the evidence base and in the 

time period required to achieve a return on investment. The most attractive actions, in terms of a 

short period for a positive return on investment, include early identification and treatment of 

psychoses where there are substantial benefits within a one year time frame. However this 

intervention will only affect a very small proportion of the population, unlike workplace mental health 

promoting interventions which potentially generate positive impacts for employers (including those in 

the public sector) as well as reducing the need for some health care services through the prevention 

of serious mental health problems. In the current economic climate, there may also be interest in 

interventions to strengthen the mental health and resilience of those who have been made 

unemployed or are at risk of unemployment or enforced change of role at work. Even though 

interventions such as counselling and formalised psychotherapies do not work for everyone, they 

work for sufficient numbers to have a positive impact on willingness to actively seek work, increasing 

the likelihood of obtaining a job and thus reducing the need of the state to make social welfare 

payments.  

Loss of job, or downsizing of role have been associated with a reduction in mental health; again 

early actions can reduce the risks of these events and their resource consequences for health care 

systems. The current economic downturn has also been linked with increased rates of suicide 
12 13

. 

Again population wide suicide prevention measures which focus on better training of front line 

professionals to identify those at risk of suicide can generate substantial short term benefits for the 

economy, although nearly all of these are linked to avoiding productivity losses. Indirectly, this will 

benefit the public purse through taxes and pension contributions paid when individuals are in work, 

even taking account of fact that suicides may be delayed for a period of time rather than completely 

prevented 
14

.  

There is also a robust evidence base suggesting that early years interventions to protect the mental 

health and wellbeing of children, as well as their parents, can generate substantive positive returns 

on investment not just for health, but for other sectors such as education, criminal justice and social 

welfare. Costs of investment can typically be recovered within three to four years, with benefits of 

action lasting well into adulthood. Improved performance in school increases lifetime earning 

potential with its consequent likely benefits in terms of greater amount of tax paid and increased 

contributions to pension funds and social security systems.  

Subsequent sections look in at the costs and benefits of these actions. What implications might 

effective interventions have on future demands for health system use? What might they mean for 

future demands on other sectors, e.g. criminal justice and social welfare benefits?  

 

 



3. Investing in the mental health and well-being of children  

 

Key Points 

A number of studies have looked at the long term economic benefits of promoting the 

mental health and wellbeing of children. 

 

Nurse home visiting programmes for new mothers have been associated with a long term 

return on investment of between €2 and €5 for every €1 spent in a US context. 

 

Programmes involving parenting initiatives and social/emotional support for children have 

been estimated to have a return on investment of up to €8 for every €1 spent in a UK 

context. 

 

Most of the benefits of better mental health and wellbeing in childhood are seen outside 

the health sector: e.g. for criminal justice and education 

 

One key area where there are long term benefits for health and other sectors concerns investment in 

the mental health and wellbeing of children and adolescents. There have been many studies looking 

at the cost effectiveness of interventions, particularly those that tackle/prevent emotional problems, 

violence and bullying in school aged children 
15-18

. Much of this evidence base has been generated 

outside Europe so caution must be exercised in assessing potential economic returns, but many 

successful programmes originally developed in the United States or Australia are being implemented 

in some EU countries. 
19

 

Some interventions are delivered within the health care system, such as support from nurses and 

other staff for new mothers, with others being delivered within school based settings. Potentially 

early actions to counter the risk of long standing mental health problems can be very cost effective 

indeed, with only small levels of effect required to justify investment because of the substantial costs 

to health, crime, education and employment that endure in adulthood 
20

 
21 22

.  

Looking first at support for new mothers, 400 mothers and their children receiving support from 

family nurses were then followed up over a 15 year period 
23

. The long term economic case for home 

visiting for all women, regardless of their social status was strong, given the impacts the programme 

had in terms of reducing abuse, violence, the need for social welfare benefits and improved 

employment prospects 
24 25

. Benefits outweighed costs by a factor of 5.7 to 1 for high risk women 

and 1.26 to 1 for low risk women. Analysis of other home visiting programmes in the US targeting 

high risk mothers had a 2:1 return on investment, with net benefits per mother of $6,077 (2003 

prices). 
26

. 

One review looking at interventions in primary schools (for children aged 7–11) found robust 

evidence in the US to support the implementation of multi-component programmes which include 

significant teacher training and development and support for parenting 
27

. For instance, look at the 

multi-component, manualised multi-level Triple P-Positive Parenting Programme. The long term 

potential benefits of the universal application of Triple P to the Queensland child population aged 2-

12 have been modelled, suggesting an average cost per child of A$34 (2003 prices). It would appear 

to offer very good value for money when assumed to reduce the prevalence of conduct disorder by 

up to 4%, generating net cost-savings of A$6 million
28 29

. In a US context, an economic model 

predicted that the costs of Triple P could be recovered in one year through a modest 10% reduction 

in the rate of child abuse and neglect 
30

. While there would be long term benefits to health care 



systems, the majority of costs avoided would have been incurred by the criminal justice and special 

education systems.  Another programme that has been targeted at parents of children at risk of 

developing behavioural interventions is Incredible Years. It has been suggested to be cost effective 

in studies conducted in Wales
31

 and the US context 
32

.  

Recent modelling work has been done in an English context to assess the costs and benefits of 

parenting programmes to prevent conduct disorders 
33

. Over a ten year period it reported a return on 

investment of nearly €8 for every €1 spent on parenting programmes. While returns to the health 

system would be modest at €1.08, benefits to other public sectors including criminal justice would be 

€1.78, with a further €5.03 due to broader benefits to society including a reduction in the impacts of 

violent crime on individuals. 



4. Investing in the prevention / early identification and management of post-natal depression    

 

Key Points 

Moderate to severe postnatal depression is a common condition that affects 

approximately 13% of women in the early months following childbirth 

 

In the short term investing in universal screening followed by psychological interventions 

for women at high risk of post natal depression appears both effective and cost effective. 

 

Long term studies suggest there may also be longer term health and education benefits 

for children. 

 

Moderate to severe postnatal depression is a common condition that affects approximately 13% of 

women in the early months following childbirth
34

. Left untreated, a significant proportion of these 

women are still ill one year after giving birth. The health and wellbeing impacts on the whole family 

are known to be detrimental, including a substantial reduction in a mother’s quality of life, and 

negative outcomes in the behavioural, emotional and intellectual development of children 
35-37

. 

Increasingly, research suggests that PND also acts as a risk factor for paternal postnatal depression 
38

. The economic costs of postnatal depression can be conservatively estimated at £45 million for 

England and Wales at 2009/10 prices 
39

. 

Early identification of mothers who are affected by postnatal depression and the provision of 

psychologically informed interventions can improve outcomes for mothers and children. It also has a 

good chance of being cost effective. One randomised controlled trial of health visitor delivered 

psychological therapies for women at high risk of post-natal depression improved outcomes at lower 

costs compared to health visitor usual care. There was a 90% chance that the cost per Quality 

Adjusted Life Year (QALY) gained would be less than £30,000; a level generally considered to be 

cost effective in a high income country context 
40

. 

Recent modelling work undertaken in England suggest that universally applied screening followed by 

the provision of cognitive therapy sessions to women with postnatal depression provided by trained 

health visitors is a cost-effective alternative to routine care alone, with a cost per QALY gained of 

£4,900 per quality-adjusted life year
39

. The current costs of identification and treatment in routine 

care were estimated at £35 per mother, while the additional costs associated with intervention were 

just under £160. Using a net benefit approach if a conservative willingness-to-pay threshold of 

£20,000 was applied to monetise quality of life improvements, then these findings translate to a net 

benefit of £640 per mother. Extrapolated to a national level this amounts to an imputed net benefit of 

approximately £300 million for England. These potential benefits are conservative – the impacts 

beyond one year for mothers as well as the impacts on the mental and physical health of their 

children and spouses were not taken into account. 

 



5. Investing in workplace mental health promotion  

 

Key Points 

Poor mental health is on of the principal contributors to absenteeism and presenteeism 

 

There is a business case for investing in mental health promotion; the costs of mental 

health promotion programmes can (in some settings) be more than outweighed by 

reductions in absenteeism and improved productivity. 

 

Some studies looking at white collar workers suggest a return on investment of up to €9 

for very €1 spent.  

 

The health system will benefit from maintenance of good health as a result of workplace 

measures.  

 

The health system could consider supporting small and medium sized enterprises to 

invest in workplace mental health promotion. 

 

Workplace mental health interventions can have significant economic payoffs for health 

systems as employers of health care workers. In England potential to reduce costs 

equivalent to 15,000 additional full time staff per annum. 

 

Poor mental health and musculoskeletal disorders are the principal contributors to absenteeism and 

presenteeism; co-morbidity increases these costs 
41

. A healthy working environment can mean less 

staff absenteeism and staff turnover. It can help avoid interpersonal conflicts and causes for 

complaints by workers.  

Europe needs to maintain a well educated and productive workforce to help maintain the region’s 

competitiveness. A better working environment can help motivate workers, which may have benefits 

for employers in terms of productivity, staff morale and external perceptions of the business as a 

good place to work.  

In private sector organisations where health and well-being has been perceived by their employees 

to be well managed organisational performance was more than 2.5 times greater than in those 

organisations where health and well-being were poorly managed 
42 43

. In the private sector, 

companies where health and well-being were poorly managed were also four times less likely to 

retain staff talent within a 12 month period compared to companies with a good approach to health 

and well-being 
42

.   

In England, the Department of Health has set out the business case for promoting health and 

wellbeing within the English National Health Service 
44

. More generally actions to promote mental 

health at work could reduce productivity losses to employers by 30%; overall for a 1,000 employee 

company there would be a net reduction in costs in excess of €300,000 
45

.  

 

The UK Foresight study on Mental Capital and Well-being also reported substantial economic 

benefits that could arise from investment in stress and well-being audits, better integration of 

occupational and primary health care systems and an extension in flexible working hours 

arrangements which in turn can help individuals maintain a balance between work and family life 
8
. 



These savings would equate to almost €900 million per annum. General well-being programmes can 

also have benefits for mental health and generate a substantial return on investment of up to €9 for 

every € invested. In addition there would be further economic benefits to the health and social 

security systems from a reduction in health problems (mental and physical developing in the 

workplace) 
46

.  

 

The economic impacts of poor mental health in the health care workforce 

Many people in the health workforce are at risk of experiencing poor mental health. Doctors, for 

example, are at higher risk of having mental health problems than the general population, and in 

particular problems with depression, alcohol and drug abuse 
47 48

. Suicide rates are also increased, 

particularly in female doctors, anaesthetists, primary care physicians and psychiatrists 
49 50

.  

There are thus multiple consequences for the health care system of poor mental health: not only is 

there a need to provide support to alleviate problems; at the same time there may consequences for 

the available health workforce if health care professionals have to take time off work or are less 

productive when at work. 

A recent review of the health and well-being of health care employees in England reported that if 

absence levels might be reduced to those seen in the private sector, then more than 15,000 

additional staff would be available every day to treat patients. This it was estimated would amount to 

an annual cost saving to the English National Health Service of £500 million per annum 
44

.  

 

 



6. Protecting the mental health of older people 

 

Key Points 

Individuals can be at increased risk of poor mental health as they age; around 9% of 

people over 65 are likely to have depression alone. 

 

Workplace interventions can help extend participation of older people in the workforce 

 

Early identification and treatment for older people at risk of depression can be cost 

effective 

 

Low cost group-based interventions for older people can be cost effective; 

 

Evaluation is needed to look at the impact of improved mental health in older people on 

the risk of fall-related injuries, a major cause of health, social care and long-term care 

use. 

 

Individuals can be at increased risk of poor mental health as they age. Risks of depression due to 

isolation, bereavement and loss of role can be substantial and around 9% of older people have 

depression 
51

.  Individuals might also be at risk due to having to care for a partner or aged parent. It 

is also the case that unexpected changes in the work status of older people, i.e. either because they 

have to retire earlier than expected, or because they have to work longer against their choice or 

without support, can adversely impact on their mental health.      

Potentially there are a range of actions that can help promote the health of older people, including 

workers nearing retirement age 
19

. Approaches highlighted in section 5 for workplace health 

promotion are as valid for older workers as they are for younger cohorts of employees. Good mental 

health promotion for older workers, including measures like flexible working and part time working 

can help to extend time at work whilst protecting mental health 
52 53

.   

For people beyond retirement age, early interventions to prevent depression can be cost effective. 

One controlled trial of a stepped care approach (with increasingly aggressive actions to tackle 

depression as appropriate) for the prevention of depression in older people in the Netherlands was 

found to be highly cost effective at €4,367 per depression/anxiety free year gained
54

. Economic 

analyses also support investment in some different types of group activities. Regular participation in 

exercise classes by older people has been found to have some mental health benefits and be cost 

effective from a health system perspective in England with a cost per QALY gained of €17,172 
55

. In 

Finland, a trial of psychosocial group therapy for older people identified to be lonely was also 

reported to be effective with a net mean reduction in health care costs per participant of €943 
56

. 

Potentially improved mental health in older people may also be associated with a reduction in the 

risk of fall-related injuries 
57

. The evidence base in this area is however limited and needs careful 

evaluation. The economic costs of these falls are substantial. About 20% of all falls require what can 

often be highly expensive medical attention to deal with injuries such as fractures, head trauma and 

skin lacerations. For example, in Ireland for example, in 2004, 85% of all older people admitted to 

hospital with a fracture stated that this resulted from a fall; hip fractures accounted for approximately 

50% of all these admissions 
58

. 

 

  



7. Protecting the mental health of the unemployed and those at risk of unemployment 

 

Key Points 

Individual at risk of unemployment or change in job role, as well as those who are 

unemployed, are at increased risk of poor mental health. 

 

Measures, including counselling can strengthen individual resilience and reducing the 

loss of motivation to seek reemployment. 

 

Some programmes in Europe and the US have shown reductions in the need for social 

welfare payments, which outweigh costs of programmes. 

 

Negative impacts on mental health are not fully countered by better social welfare safety 

nets. 

 

Measures might also be taken to protect the mental health of employees experiencing the impacts of 

restructuring or an economic downturn, building up their coping skills, providing training and support 

to find future employment. It is also important to provide support to those who do find alternative 

employment, but at a different level or fulfilling a very different role to that which they are used to. 

Simple steps that can also make a difference include better communication and transparency in the 

restructuring process 
59

. 

For the long term unemployed it can also be cost effective to invest in measures to help prevent poor 

mental health, strengthening individual resilience and reducing the loss of motivation to seek 

reemployment. Controlled long term evaluation of one such programme in the US reported 

substantial net monetary benefits to social welfare payers and employers alike, with costs more than 

outweighed through the extra revenue generated to through increased rates of employment, higher 

earnings and fewer job changes 
60 61

. The programme has been implemented with some success in 

a number of European countries, including Finland and Ireland 
62

.  

The Individual Access to Psychological Therapies (IAPT) programme for the unemployed is now 

being implemented in England. This provides individuals in the target group with access to a number 

of cognitive behaviour therapy sessions  over a fixed time period, with the aim of strengthening 

resilience and confidence to help re-enter the labour market. A key argument in the recent decision 

to expand the programme has been the demonstration of economic benefits. Evaluation of two 

demonstration sites suggests an increase in rate of return to employment of around 5% 
63

. This 

means that the costs of the programme are more than outweighed by a reduction in welfare benefits 

that have to be paid. 

 

 



8. Investing in debt management and counselling services 

 

Key Points 

Unmanageable debt can increase the risk of developing stress and anxiety related 

disorders by up to 33%. 

 

There is some evidence that well managed not for profit debt management and 

counselling services can help to reduce the risk of depression and reduce level of contact 

with health care services.  

 

Funding models for debt management services vary. In many cases no cost would have 

to be borne by health care systems. 

 

For every €1 invested in debt management services overall there may be a return on 

investment of more than €3.5 due to in part to health and legal care costs avoided, but 

also an avoidance of impacts on employment as a result of depression.  

 

Only about half of all people with debt problems seek advice 
64

. Without intervention, 63% of people 

with unmanageable debt problems will still face such problems after a 12-month period. Moreover 

these individuals have a 33% increased risk of developing depression and anxiety related problems 

compared to the population without financial problems 
65

. These conditions are associated with 

significant health and non-health system costs. It has also been estimated that as many as one in 

four people with mental health problems may be in debt.  

Not for profit debt advice services can be an attractive option as by protecting mental they can 

reduce the need for health services, while the costs of legal proceedings can also be avoided. One 

study suggested that those using counselling services have a 56% that their debts become 

manageable compared with 33% of those who do not make use of services. 
66

 
67

.  Some models of 

not-for-profit services are funded through creditors who are willing to pay a fee to recover a portion 

of outstanding debts which otherwise would probably not be paid back 
68

. Potentially this means that 

there may be no direct cost of debt service provision to the health system, although health systems 

could consider investing resources in awareness raising, particularly at primary care level and in 

specialist mental health services of the availability of non-commercial debt counselling services.  

Even under conservative assumptions, investment in debt advice services can both lower expected 

costs and reduce the risk of developing mental health problems compared with no intervention. Work 

to model the costs and benefits of investing in debt management services suggests that for every €1 

invested there is a return of more than €3.5. Around 10% of cost savings will accrue to health 

services; much of the benefits will be due to the avoidance of time off work as a result of depression 

and anxiety disorders. 

 



9. Investing in measures for the early detection / early identification and treatment of 

psychosis 

 

Key Points 

Psychosis often develops in adolescence or early adulthood; the longer it is untreated the 

more impact it can have on quality of life and increase costs associated with health, 

social care, and criminal justice and lost employment. 

 

Early detection services aim to identify the early symptoms of psychosis, reduce the risk 

of transition to full psychosis and shorten the duration of untreated psychosis for those 

who do develop it 

 

Early intervention services have been established to provide care soon after a diagnosis 

of psychosis has been recognised and prevent some of the more adverse consequences.  

 

Evidence to date suggests that early intervention services they can be highly cost 

effective from a health service perspective. Costs avoided through earlier intervention 

more than outweigh the implementation costs of early intervention services. Less is 

known about the economic case for early detection services. 

 

Recent work in England suggests that over ten years for every €1 invested in early 

intervention for psychosis services there would be a return of nearly €18. More than half 

of all these gains (€9.7) accruing to health system. There would also be a net return on 

investment in early detection services with every €1 invested generating a return of more 

than €10, of which €2.6 would accrue to the health system. 

 

The incidence of schizophrenia has been estimated at 15.2 per 100 000 people and affective 

psychosis at 9.2 per 100 000 
69

. Psychosis often develops in adolescence or early adulthood; the 

longer it is untreated the more impact it can have on quality of life and increase costs associated 

with health, social care, and criminal justice and lost employment. 

Early detection services aim to identify the early symptoms of psychosis, reduce the risk of transition 

to full psychosis and shorten the duration of untreated psychosis for those who do develop it. Early 

intervention services have been established to provide care soon after a diagnosis of psychosis has 

been recognised and prevent some of the more adverse consequences. In general evaluations of 

early intervention services suggest that they have a positive impact on readmission rates and are 

associated with improved clinical and social outcomes, although much less is known about early 

detection services 
70 71

. Economic studies in England, Australia and Italy all suggest that the 

additional initial costs of early detection and intervention services are more than outweighed by a 

reduction in future costs to the health care system
72-74

. For instance, over eight years in the case of 

services in Australia costs of usual care were three times higher than those for people receiving 

early intervention services. Moreover almost twice as many people were in paid employment 
75

. 

Recent work has also been undertaken in England to estimate the long term return on investment 

related to early detection and early intervention services for psychosis.  

Over ten years for every €1 invested in early detection services there would be a return of more than 

€10 to society, of which €2.6 would accrue to the health system 
76

. For early intervention services, 

modelling suggests that the intervention is cost saving even after just one year from a health system 

perspective alone. Overall over ten years for every €1 there would be a return of nearly €18 with 

more than half of all these gains ( €9.7) accruing to the health system 
77

. 



10. Investing in better mental health promotion for individuals experiencing chronic physical 

health problems 

 

Key Points 

Poor mental health is associated with significantly higher health system costs and more 

adverse events for many people living with chronic illness such as depression or 

cardiovascular disease. 

 

Better collaborative care appears to be a cost effective approach 

 

There is potential to avoid some of the long term adverse consequences of complications 

of conditions. 

 

In the case of diabetes if adverse events and complications costing €180 per annum 

could be avoided then collaborative care to prevent/treat depression in people with Type 

II diabetes would be cost saving within two years. 

 

Research is needed however to map out some of the longer term economic benefits of 

collaborative care. 

 

Better mental health can help improve chronic physical disease management. Poor management of 

the mental health needs of people living with chronic conditions such as cancer, musculoskeletal 

problems, diabetes and cardiovascular disorders can increase the costs and health related 

consequences of these illnesses. Costs to the health care system alone for people with co-morbid 

depression and physical illness may be increased by almost 50% 
78

. Fr individuals with co-morbid 

diabetes and depression may be between 1.7 and 4.5 times greater than those for individuals with 

diabetes alone 
79 80

. The costs of managing diabetes and the risk of diabetes-related complications 

such as amputations and sight problems can increase dramatically in people who develop co-morbid 

depression 
81 82

. The additional costs of co-morbid cardiovascular disease and poor mental health 

may be 15% to 40% higher 
83

. 

There is some evidence to support better collaborative care to manage/prevent depression in people 

with chronic physical health problems. Economic modelling work published by NICE in England 

reported a cost per QALY gained of £4,043 – a value that would be considered highly cost effective 

in high income countries. On average collaborative care would cost an additional £116 compared to 

usual care, but was associated with better QALY outcomes 
84

. The analysis was conservative as it 

did not take account of longer term benefits to the health system as a result of delaying/avoiding 

adverse consequences of chronic physical illness as well as economic impacts outside the health 

system, such as participation in the labour market. Recent work undertaken for the English 

Department of Health also found that better collaborative care for the early identification and 

treatment of depression in people with Type II diabetes was cost effective at £3,614 per QALY 

gained. From the second year of treatment onwards there would be net savings to the health care 

system as a result of treatment 
85

. Overall if, on average,£150 per year in costs of adverse events 

could be avoided then investment in collaborative care would overall be cost-saving from a health 

and social care system perspective within two years. More work is however needed to demonstrate 

these longer term potential benefits. 

There is also a case to be made for better promotion of the physical health of people with mental 

health problems. Overall it has been estimated that between €18 billion and €50 billion per annum in 



economic costs might be avoided in the EU alone, through greater better continued and integrated 

care for individuals with a primary diagnosis of a mental disorder 
86

.   



11. Investing in actions to tackle medically unexplained symptoms  

 

Key points 

Medically unexplained symptoms (MUS) (somatoform disorders) represent a major cost 

to primary and secondary health systems – equivalent to 11% of total health care costs 

for the working age population. 

 

They account for as many as one in five new consultations in primary care in studies in 

the Netherlands and the UK. 

 

They can lead to many repeat visits to primary care doctors, as well as diagnostic tests 

and procedures in secondary care. Up to 70% of people with MUS will also have 

depression and/or anxiety disorders.  

 

There would be a positive return to health systems on investment from investing in 

measures to better identify and treat MUS through a stepped care which would 

eventually involve psychological intervention. If psychological interventions could be 

targeted at people with severe MUS then €2.75 would be gained for every €1 invested in 

stepped care. 

 

Medically unexplained symptoms (MUS) (somatoform disorders) represent a major cost to primary 

and secondary health systems, equivalent to 11% of total health care costs for the working age 

population 
87

. They are physical symptoms that have no currently known physical pathological cause 

and account for as many as one in five new consultations in primary care. They can lead to many 

repeat visits to primary care doctors, as well as diagnostic tests and procedures in secondary care. 

Up to 70% of people with MUS will also have depression and/or anxiety disorders.  

There is a strong economic case for investment in measures to better identify people as having MUS, 

followed by a stepped care approach which could include the offer and subsequent completion of 

psychological therapies to help deal with their mental health problems. Conservatively the return on 

investment to the health system would be as much as €1.75 for every €1 spent.  

If psychological therapies could be targeted at people with severe MUS alone then the net payoff 

would be €2.28 for every €1 invested, because this group in particular have much heavier use of 

accident and emergency and secondary care services than the general population 
88

.   

 



12. Investing in suicide prevention 

 

Key points 

The economic impacts of suicide are profound, impacting across many different sectors 

 

Population wide interventions that improve ability of front line professionals to first identify 

those at increased risk of suicide can be effective if followed by use of appropriate 

treatment 

 

Investment in improved training interventions for front line professionals can also be cost 

effective, even when assuming that a proportion of suicides are delayed rather than 

prevented. 

 

Most of the potential economic benefits are due to the avoidance of productivity losses 

that arise from premature death. 

 

The current economic crisis has been associated with an increased risk of suicide in some European 

countries 
13

. The economic impacts of suicide are profound, they include costs to health care 

systems, the police and other emergency services, losses of productivity due to premature death, 

and unimaginable levels of grief and shock experienced by relative 
89

. Systematic reviews for 

population level interventions to prevent suicide have reported that the most robust evidence exists 

for suicide prevention initiatives concern general practitioner and other front line gatekeeper 

education (e.g. A & E doctors, social workers, the police, teachers, university lecturers and religious 

personnel), as well as restrictions on lethal access to means 
90-92

.  

Multi-component interventions targeted at the general public, as well as health care professionals 

and other groups such as social workers and teachers, have been associated within a reduction in 

rates of suicide, although the evidence base is limited. Other than measures to reduce access to 

lethal means, the most effective interventions appear to be specialist training for health care 

professionals and other front line workers, to be better aware of the signs and risk factors for 

depression, followed by appropriate counselling and pharmacological treatments 
93

. 

Focusing solely on suicide risk due to depression or anxiety related disorders, the primary 

contributors to suicide in the general population
94

,  one recent economic analysis found that the 

additional treatment and support costs for individuals who do not complete suicide are to some 

extent offset by a reduction in the costs to the health care system of dealing with completed suicides 

and serious self harm events. When modest cost impacts on police investigations are factored in the 

case to the public purse becomes even stronger, and overall there is a net positive return on 

investment if productivity losses are included. Overall over a 10 year period this would generate a 

positive return of €43 for every € invested, but most of these benefits would be outside the health 

care sector 
14

. 
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