PU40CH08_McDaid

ARjats.cls

December 17, 2018

11:2

Annu. Rev. Public Health 2019.40. Downloaded from www.annualreviews.org
Access provided by London School of Economics and Political Science on 02/07/19. For personal use only.

Annual Review of Public Health

The Economic Case for the
Prevention of Mental Illness
David McDaid,1 A-La Park,1 and Kristian Wahlbeck2
1

Personal Social Services Research Unit, Department of Health Policy, London School of
Economics and Political Science, London WC2A 2AE, United Kingdom;
email: d.mcdaid@lse.ac.uk, a.park@lse.ac.uk

2

The Finnish Association for Mental Health, 00240 Helsinki, Finland;
email: Kristian.Wahlbeck@mielenterveysseura.fi

Annu. Rev. Public Health 2019. 40:8.1–8.17

Keywords

The Annual Review of Public Health is online at
publhealth.annualreviews.org

prevention, economic evaluation, mental illness, economic modeling,
intersectoral actions

https://doi.org/10.1146/annurev-publhealth040617-013629
Copyright © 2019 by Annual Reviews.
All Rights reserved

Review in Advance first posted on
January 2, 2019. (Changes may
still occur before final publication.)

Abstract
Poor mental health has profound economic consequences. Given the burden of poor mental health, the economic case for preventing mental illness
and promoting better mental health may be very strong, but too often prevention attracts little attention and few resources. This article describes the
potential role that can be played by economic evidence alongside experimental trials and observational studies, or through modeling, to substantiate
the need for increased investment in prevention. It illustrates areas of action across the life course where there is already a good economic case. It
also suggests some further areas of substantive public health concern, with
promising effectiveness evidence, that may benefit from economic analysis.
Financial and economic barriers to implementation are then presented, and
strategies to address the barriers and increase investment in the prevention
of mental illness are suggested.
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Mental health problems are distressing, producing negative consequences for individuals who are
unwell, for their families, and often also for their peers (at school or in the workplace, for example),
their employers, and the wider society. Mental health problems can cause temporary incapacity,
abject misery, self-loathing, and personal shame and can lead to public stigma and discrimination
in many different settings. They may sometimes prompt violent behavior, self-harm, and suicidal
ideation, consequences that have led most societies to develop legal powers to restrict individual
liberties in the event of assumed or confirmed incapacity or dangerousness.
Poor mental health also has profound economic consequences. In 2013, mental disorders were
the leading element in health care spending in the United States, some $201 billion (82), as compared with $147 billion for another major area of expenditure, heart conditions. A prime reason for
this difference was the much greater levels of spending on long-stay institutions (nursing homes,
psychiatric institutions, and prisons), as well as on mental health support for those on active military duty. In total, 40% of all mental health–related spending was on these forms of care. Excluding
dementia, total costs of mental illness were still $163 billion.
These health system costs represent still only a minority of the total adverse impacts of poor
mental health. Poor mental health also increases the risks of additional physical morbidities,
such as diabetes, and premature mortality. Notwithstanding these additional health system costs,
most of the costs to society from poor mental health fall beyond health care systems (72, 74).
Many of these costs arise from reductions in contributions to national economic output, mainly
through curtailed participation in employment, as well as lower levels of volunteering and informal caring. Society also incurs additional spillover effects, such as increased strains placed on
police and the criminal justice system, and family members experience physical and mental health
impacts.
Given this burden, researchers and some policy makers around the world have called for a
greater emphasis to be placed on prevention in policy, practice, and research in low-, middle-, and
high-income countries (13, 112). Individuals are more susceptible to poor mental health when exposed to multiple risk factors, such as a challenging prenatal environment, economic disadvantage
or social isolation, and traumatic experiences (including neglect, abuse, and bullying), as well as a
lack of stimulation, general adversity, and stressful life events (3). Prevention can focus on reducing the chances of exposure to these and other risks and/or on implementing protective measures
that strengthen family and social support and enhance resilience. Cumulative exposure to risk can
be substantially reduced through effective actions taken not only during infancy and childhood
(14, 41), but across the life course, including at key transition points in life, such as leaving school,
becoming a parent, losing a job, or retiring from the labor force.

USING ECONOMIC ARGUMENTS TO SUPPORT THE CASE FOR A
GREATER FOCUS ON PREVENTION
Despite the benefits that should arise from the avoidance of poor mental health, investments in
the prevention of mental disorders, let alone actions to promote mental well-being, have not traditionally commanded substantial resources from health systems around the world (60). Arguments
illustrating that there is an economic as well as a moral imperative to invest in prevention may
help to speed up implementation because difficult choices must always be made about the ways in
which finite resources available to budget holders can be used. It is simply not enough to know that
interventions are effective; the opportunity costs of investing money and human resources in any
one intervention will be the alternative ways in which those resources could have been deployed.
8.2
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Economic evaluation is one way of identifying these trade-offs. It involves an analysis of the
costs derived and outcomes achieved from delivering one or more interventions either against no
action or against other potential uses of those resources (20). While such evaluation has historically
had less influence on health policy making in the United States (38) than in many other countries,
it has still been influential in specific settings and especially with respect to public health and
health promotion activities, where it has been championed by agencies such as the US Centers
for Disease Control and Prevention (11).
Economic evaluation can be conducted in several different ways; one approach, known as cost
utility analysis, measures changes in quality of life. The threshold at which an intervention is considered cost-effective will vary, but a cost of $50,000 or less per quality-adjusted life year (QALY)
gained has often been considered a lower boundary for cost-effectiveness in a US context (70).
Another approach, cost-benefit analysis, places a monetary value on the benefits of improved outcomes, where an intervention is considered cost-effective if the value of benefits outweighs costs
incurred. As the value of preventing mental illness could be compared with any other way in which
budget holders (within and outside the health system) decide to spend public funds, e.g., on actions
to improve education or reduce crime, it lends itself well to public health activities that involve
multiple sectors and can have multiple impacts.
An economic evaluation can be linked to a trial, or alternatively data on costs and effects from
multiple sources can be synthesized to model economic impacts. These models are frequently used
in evaluating health promotion and disease prevention interventions, in part because they allow
for estimates to be made about much longer-term outcomes than are usually possible in trials,
sometimes over several decades (58). In this regard, one key source of economic data has been
the evidence inventory and cost-benefit analysis produced by the Washington State Institute for
Public Policy. The long-term economic models it has developed have informed thinking on the
benefits of preventive actions for both children and adults and have influenced decision making
in Washington state and across the United States (108).
Having briefly noted the impacts of poor mental health and the role that economic evaluation
can play in informing decision making, we now consider what is known about the economic case
for prevention. We cannot fully cover in this article the substantive literature on the economic case
for prevention. Instead, we provide an illustrative overview of actions that have been considered
cost-effective in selected contexts. Our focus is mainly on primary prevention, covering universal
actions delivered to the general population or to everyone in a specific setting, e.g., in a school,
as well as some selective actions targeted at specific population groups who have previously been
identified as being at higher risk of developing mental health problems. The latter, for example,
could include individuals in insecure employment or the long-term unemployed. In general, we
do not look at indicative actions targeted at those who are already displaying signs of having
mental health problems but who do not meet the diagnostic criteria for mental disorders. Other
notable topics that we do not discuss are cost-effective collaborative care actions to promote better
physical health by addressing mental health concerns; support for the mental health of carers;
actions to tackle addictive disorders, including gambling; and the rapidly changing world of digital
interventions to promote better mental well-being.
The evidence is set out from a life course perspective. Risks to mental health begin at birth
and then develop at different life transition points, such as from school to work and from work
to retirement. We highlight areas that we believe are promising for future economic evaluation,
discuss some of the challenges with this evidence base, and consider how it may be strengthened. In doing so, we also put the spotlight on approaches that have been used in different settings around the world to facilitate greater use of economic evidence in decision making. This
approach includes generating economic arguments that cross sectoral boundaries and include
www.annualreviews.org
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economic benefits to sectors other than the health system. All values are reported in 2016 US
dollars.

AREAS WITH A STRONG ECONOMIC EVIDENCE BASE FOR ACTION
Maternal and Infant Mental Health
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The economic case for action starts in pregnancy. Between 10% and 20% of women may experience poor perinatal depressive symptoms (30, 47). Better management of mental health during
pregnancy can also help mitigate problems such as anxiety, psychosis, and post-traumatic stress
disorders. Men also experience mental health effects; recent studies in the United Kingdom and
Italy report that 4–6% of new fathers experience depressive symptoms (21, 69) and as many as
18% experience anxiety disorders (52). Poor perinatal mental health can have long-lasting adverse impacts for a child’s emotional health, as well as for physical and cognitive development
(39). From a societal perspective, the lifetime costs of perinatal depression and perinatal anxiety alone to both mother and child have been estimated at $112,299 and $51,622, respectively;
costs to the education and criminal justice sectors outweigh costs to the health care system (6).
These costs suggest that there is a good case for investing in measures to identify the risk of depression in new and expectant mothers; several countries, including Australia, New Zealand, and
England (60), have programs or guidelines to promote opportunities to screen for depression,
action that is also recommended by the US Preventive Services Task Force (91). A number of
economic evaluations now point to the cost-effectiveness of measures to prevent and/or intervene
early on perinatal depression, including health visitor support and access to psychological therapies
(33).

Children and Adolescents
There is also a strong economic evidence base on actions to protect the mental health of children
and adolescents. These actions include parenting programs that can help promote positive mental
well-being and reduce the risk of poor emotional development. Universal programs for all and
targeted programs for parents of children at risk of mental health problems, or who are already
experiencing behavioral difficulties, have been shown to be effective (27, 83, 105, 106). In the
United States, targeted programs were shown to generate a positive return on investment, taking
into account benefits to the health, education, and criminal justice sectors, as well as the labor
market upon reaching adulthood. These ranged between $1.80 and $3.30 for every $1 spent on
programs targeted at children with behavioral problems (109). A recent economic evaluation also
synthesized effectiveness data from five trials of the Incredible Years parenting program for parents
of children aged 5 years, alongside cost data for delivery of the program in a UK context (28).
Modeling costs and benefits over a longer time period to age 30 and again accounting for impacts
on health, welfare, education, and criminal justice services, investigators noted a return of $4.57
for every $1 spent. The potential payoffs from universal primary preventive parenting programs
may be even greater, generating long-term returns on investment of up to $9.29 per $1 spent
(109). These greater savings are due primarily to the avoidance of additional cases of child abuse
and neglect.
Schools also present an ideal setting for the delivery of many interventions. Substantial positive returns on investment in US modeling analyses have been reported for many school-based
programs. One example is the Good Behavior Game, which seeks to elicit positive behaviors
from children through a rewards-based game. With a return on investment of $65.47 (109), this
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program has been associated with longer-term favorable mental, physical, and educational outcomes (43) and has been implemented in multiple locations within and beyond the United States.
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Workplaces
There is also a compelling economic case for investing in actions in the workplace. Poor mental
health contributes to reduced productivity at work, greater likelihood of absence due to sickness,
and a higher probability of unemployment (71, 73). In all OECD countries, people diagnosed
with a mental disorder account for 30–40% of disability benefit caseloads, and total disability
benefit expenditure related to mental illness accounts for ∼0.7% of gross domestic product on
average (73). If improved mental well-being, or mental illness prevention, can help employees
stay at work, and work to their full productive potential, then the economic and societal benefits
are potentially very significant. Strong incentives already exist for employers to invest in the health
of their workforces, not only to maximize performance but also to keep company health insurance
premiums in check.
We cannot go into detail here on the economic evidence base supporting many different types
of actions that can be taken in workplaces. We do note, however, that there are two broad levels
for action. First, organizational measures can include awareness training for managers on mental
health and well-being at work, appropriate risk assessment, and management of stress and poor
mental health. Second, actions can be targeted at individual workers, such as the provision of access
to exercise facilities and psychological support for those experiencing distress. Most, but not all,
of the existing economic literature focuses on individual-level rather than organizational-level
actions (34, 96).
Many recent economic analyses have been conducted outside the United States, where incentives for workplaces to invest in health are weak, as social health insurance and tax-funded health
care systems have traditionally shouldered much of the cost of work-related health problems.
Nonetheless, in Europe, a number of different organizational-level and individual-level workplace mental health promotion measures have been estimated to generate returns on investment,
over a 1-year period, of between $0.81 and $13.62 for every $1 of expenditure in the program (57).
The greatest returns on investment were generated from programs that improved line managers’
and workers’ knowledge of mental health risks, as well as from the provision of personalized exercise programs. These returns on investment were partly to employers but also to publicly funded
health care systems.

Suicide and Self-Harm
Given that suicide is often one of the most well-known potential consequences of poor mental
health, it may be surprising that the evidence base on cost-effective actions to prevent suicide and
self-harm is limited (59). Suicide and nonfatal deliberate self-harm events were estimated to cost
more than $58.4 billion in the United States in 2013, of which only $1.7 billion represented costs
to the health care system (88). Most of these costs were for nonfatal self-harm; in the United States,
estimates indicate ∼25 attempts for every 1 completed suicide (19). On average, the lifetime cost
of each completed suicide in this study was $1.3 billion.
Researchers have identified numerous effective suicide prevention measures (35, 113), but
there is still only a relatively small literature on cost-effective actions. Recent modeling work in
England, looking at appropriate psychosocial assessment and aftercare following hospitalpresenting deliberate self-harm, reported a return on investment of ∼$3 for every $1 spent when
looking at the use of health, police, and local government services, and this estimate increases
www.annualreviews.org
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to $15 per $1 spent when impacts on time out of the labor force due to injury and premature
death were factored in (63). This work drew on recent detailed analysis of the costs of hospitalpresenting self-harm (99). It also took into account the economic benefits of a likely reduction in
the future risk of suicidal behavior as the time to any subsequent self-harm event increased (75).
Another recent European study looked at the cost-effectiveness of school-based suicide prevention strategies (1). This study reported a relatively low 43% probability that a school-based
mental health awareness program would be considered cost-effective in a European context, but
the analysis did not include some of the long-term benefits associated with reducing suicidal behavior. Canadian analysis modeling a multicomponent suicide prevention strategy that would involve population mental health campaigns, training for primary care and other service gatekeepers,
and appropriate support to address depression was reported to have a highly favorable cost per life
year saved of $3,549 (104). An economic case for sector-specific suicide prevention strategies can
also be made. A multicomponent strategy to prevent suicide in the construction industry in New
South Wales, Australia, reported that total costs averted (including those associated with nonfatal
events) would be $1.79 million compared with an implementation cost of $0.39 million, generating a return on investment of nearly 5:1 to the government funding the program (18). Measures
to restrict access to means, such as safety measures on bridges (such as the Golden Gate Bridge)
can be highly cost-effective in the long term (5).

Older Age
Other than actions to reduce the risk of dementia, strategies to protect mental health in older
ages have not received as much attention from economists as have strategies targeted to earlier
points in the life course. At least 12% of older people in the United States and other high-income
countries are affected by clinically significant levels of depression at any one time (9, 22, 92, 110).
Risk factors that have been associated with depression in this population group include involuntary social isolation and loneliness (24, 93). Loneliness is also a risk factor for higher rates of poor
physical health, such as coronary heart disease and stroke (100). Meta-analyses of studies with psychological or social interventions to prevent depression in older people have reported a small but
statistical effect; use of social activities showed the most pronounced impact (23, 25, 53). Evidence
has shown that, in addition to universally delivered interventions, actions targeted at groups of
older people who are at high risk for depression, such as those with chronic physical illness or the
bereaved, can be effective (16).
Evidence on the cost-effectiveness of nonmedical interventions to tackle social isolation and
loneliness is emerging. One example is economic analysis as part of a randomized controlled trial
in the United Kingdom, which evaluated the impact of participation in a 14-week professionally
led community choir group on mental well-being. Compared with no action, this trial reported
a significant improvement in mean SF-12 mental health scores for the intervention group at 6month follow-up and a modest 60% chance of being cost-effective at a cost of $29,000 per QALY
threshold gained (15), a value that would be considered cost-effective in a US context. More work
needs to be undertaken to consider a broader range of group activities, as well as volunteering by
older people.
An economic analysis in the Netherlands supports the use of a stepped care approach, which
involves watchful waiting, guided self-help using bibliotherapy, problem solving, and referral to
a primary care physician as a cost-effective means of preventing depression and anxiety among
at-risk older people. This approach successfully reduced the incidence of anxiety or depressive
disorders by 50% over 24 months at a cost of no more than $5,852 per depression-free year gained
(102, 103).
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AREAS WHERE RESEARCH ON THE ECONOMIC EVIDENCE BASE
SHOULD BE STRENGTHENED
This article calls attention to the economic evidence base on the prevention of mental disorders
through actions in and outside of the health sector. The studies described here only provide a
partial snapshot of the evidence; many in-depth reviews of empirical and modeling studies on
the economic case for action in different settings and focused on different parts of the life course
are available (17, 34, 46, 51, 54, 59, 63, 66–68, 76, 84, 114). Nevertheless, it is also important to
consider some of the gaps in this evidence base. In this section, we highlight some areas of public
mental health where we believe that there may be promising evidence on effectiveness but little
or no economic analyses yet available.

Addressing Bullying
A promising area where more evaluation is required concerns bullying, both in the real world and
online. Bullying affects considerable numbers of young people; rates reported in US high schools
range between 15% and 25% for males and females, respectively (77). There is more uncertainty
on cyberbullying; estimates of cyberbullying victimization for US pupils range between 3% and
72% (86). Useful evidence from the United Kingdom show that children who have been bullied
not only are at higher risk of mental health problems as young people, but also experience longlasting adverse impacts on health, employment, and earnings that last well into middle age (10).
While the mechanisms that link bullying victimization to mental health problems in adulthood are
poorly understood (95), possible mechanisms include the biological embedding of stress—young
people who are bullied have greater vulnerability to stress and psychopathology as they grow up—
and the concurrent development of anxiety or depression in childhood (90). Another suggestion
is that young people who are bullied might have a higher risk of bullying victimization as adults,
with direct consequences for their mental health (4).
Effective actions to tackle bullying could be very cost-effective, given these short- and longterm impacts. A prime candidate for economic analysis is KiVA, which is a school-based antibullying program developed in Finland that focuses on enhancing the empathy, self-efficacy, and
antibullying attitudes of classroom peers, addresses bullying and cyberbullying, and is delivered
by teaching staff (42). Following a successful randomized controlled trial in Finland, a subsequent
large nonrandomized trial involving more than 150,000 students also demonstrated lower risks
of being a perpetrator (22% reduction) or victim (18% reduction) of bullying (42). It was also
effective in tackling cyberbullying (111). On the basis of this evidence, KiVa has now been rolled
out across more than 90% of Finnish schools and is being tested in other countries, including the
United Kingdom, where an economic analysis alongside a randomized controlled trial is ongoing
(12). Economic modeling work in the UK has also been conducted to provide decision makers
with a sense of the potential long-term case (61). This modeling work assumes Finnish effect
sizes are achievable, uses UK implementation costs, and estimates avoidable long-term economic
costs of bullying using evidence from the 1958 British birth cohort (10). The model estimates that
net savings for a cohort of 200 children until age 50, including long-term impacts on labor force
earnings and wealth accumulation, would be $66,172.

Mindfulness
Another area where work is required concerns the use of mindfulness training and mindfulnessbased psychological therapy programs. Evidence on effectiveness in promoting well-being and
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preventing mental health problems is far from consistent, but some reviews of trials suggest that
it can be an effective alternative to conventional approaches to addressing (perinatal) depression
and anxiety, as well as stress in higher-risk groups, including some groups of workers and informal
carers (40, 55, 89). In the United Kingdom, a school-based trial is now under way that involves
more than 5,700 pupils, and includes a cost-effectiveness analysis, to test whether mindfulness
can promote better mental health, well-being, and emotional functioning (49). Mindfulness-based
cognitive therapy has also been effective in reducing the risk of recurrent depression (50), but its
cost effectiveness remains to be established (48).
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Supporting Young People Who Are Not in Employment, Education, or Training
The transition from adolescence into adulthood is a period characterized by mental health challenges. Young adults who are not in employment, education, or training (NEET) are at risk of
long-term economic disadvantage and social exclusion. The risk of being NEET is linked to mental health problems (81). Innovative and inclusive holistic programs have been developed to prevent the social exclusion of young people. Headspace is a center-based program to provide support
for young people’s emotional, social, and mental well-being in Australia. The cost of the comprehensive Headspace service appears comparable to that of community mental health care (37). In
Finland, the Time Out! case management model for young men at high risk of social exclusion
(2) has been found to be cost-effective in a randomized controlled trial, mainly due to its positive
effects on employability. The break-even point for cost-effectiveness was a 3–4% increase in employment rate (80). In the United States, Multidimensional Family Therapy (MDFT) has evolved
as a comprehensive, family-focused multilevel intervention to support adolescents with behavioral
problems (101). We are not aware of any formal cost-effectiveness analysis of MDFT, but a cost
analysis indicated that the average cost of a course of MDFT with 12–15 sessions delivered over
12 weeks was ∼$2,900 and was less costly than the treatment-as-usual regime (26). Taken together,
evaluation results indicate that investment in comprehensive one-door services for young people
may be highly cost-effective when gains in sectors other than health are taken into account.

Addressing the Psychological Impacts of Job Insecurity
and Economic Restructuring
The risks to psychological health related to job insecurity and job loss have received little attention.
A large literature indicates that risks to mental health among those who experience job insecurity
and fear job loss may be as great as the risks identified for those who are unemployed (45, 97).
Employees who survive a workplace downsizing may also be at risk (8). We have previously argued
that occupational health services should have an important role to play in providing support to
protect the psychological well-being of all employees, including those who lose their jobs during
and following any business restructuring (107); however, there remain few efforts to evaluate the
cost-effectiveness of such schemes.

Housing and Urban Planning
Improvements in population mental health may be achieved by focusing on places as well as on
people. More work can be done to assess the value of investing in good housing and better urban
planning. Both approaches help create the basis for human interaction and social capital, which
in turn is beneficial for population mental health (31). Poor-quality housing is associated with
poorer mental well-being and increased risk of mental disorders or exacerbation of mental disorder
8.8
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symptoms, whereas good-quality housing is associated with better mental well-being, reduced risk
of mental disorder, and faster recovery (98). Although some work has demonstrated the value of
helping homeless and other vulnerable groups to obtain housing (56), there is a gap on the mental
health–related economic benefits of improving the quality of housing.
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Exposure to Nature
Mental health–friendly urban planning creates possibilities for social interaction and provides access to green (vegetation) and blue (water) spaces. A growing body of evidence, albeit mainly from
cross-sectional studies, indicates that green space in particular is protective for the mental health
of children and adults in the United States and elsewhere (7, 29). For example, data from more
than 95,000 adults in the UK Biobank found significantly lower rates of major depression in individuals living in areas with higher levels of vegetation (85). In a cross-sectional analysis in the
Netherlands, green space has also been associated with a lower level of suicide risk (36). A small
trial in the United States suggests that family physician prescriptions for visiting parks, as well as
encouraging more unsupported park visits, may help reduce stress levels, but larger-scale studies
are required to confirm this finding (79). Opportunities also exist to look at the longer-term psychological benefits of regular participation in social group exercise activities, such as free organized
5-km park runs now found in some US cities and in many countries around the world (32).
These data all suggest that a case can be made for looking at the mental health–related economic benefits of more investment in better designed and accessible green spaces, particularly in
cities (85). However, health policy is only beginning to recognize nature as a cost-effective tool in
planning healthy cities (87). Evaluation of city planning cost-effectiveness is highly complicated,
and we were unable to find any economic analyses related to mental health for these interventions. Some evaluations of the overall health benefits of physical activity in green spaces, such
as the Walking the Way to Health Initiative in the United Kingdom, have been published. This
program was estimated to accumulate $7 in benefits for every $1 invested as a result of improved
health (94). Furthermore, a cross-sectional study of the habits of 280,000 people was used to estimate the health-related benefits of recreational physical activities in natural environments such
as parks and at the seashore in England. For all of England, health economic benefits of physical
activities were estimated to be worth $3.16 billion per annum.

USING ECONOMIC EVIDENCE TO INFORM POLICY
MAKING AND PRACTICE
This article has identified a wide range of economic evidence that supports investment in prevention, as well as some areas where it would be helpful to establish an economic case. However,
prevention, as well as promotion and early intervention, does not receive sufficient attention and
support (3). Why is this the case? Table 1 highlights some common barriers to the implementation of mental health promotion and mental ill-health prevention interventions, as well as potential
ways in which these barriers can be overcome (65).
One challenge in all contexts is that promoting and protecting mental health involve multiple
sectors. These are issues for more than just mental health services or even health systems. Collaboration with external sectors can be problematic; improved mental health is not often a primary
policy objective for these agencies. Thus, they may be reluctant to commit resources to mental
health, even if compensated by health agencies for doing so. Fragmented funding and accountability structures are also likely to pose additional barriers to action. For instance, one sector may
shoulder the financial responsibility for delivering a service, while another sector is perceived to
www.annualreviews.org
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Table 1 Illustrative barriers and facilitators to implementation of programs to prevent mental illness
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Barriers

Facilitators

Fragmentation of responsibility
for delivery across stakeholders
and sectors

Create conditions to build partnerships across sectors, such as colocating staff in the same
premises or local consulting to achieve early multisector buy-in.
Increase flexibility in regulatory arrangements to promote partnership working.
Develop cross-sectoral strategies.

Fragmentation of funding across
stakeholders and sectors

Allow scope for pooled budgets for jointly agreed activities.
Establish dedicated streams of funding for cross-sectoral prevention and promotion actions.

Lack of awareness of the value of
better mental health and/or
insufficient information on
economic case for investment

Make use of economic models to highlight short, mid-, and long-term costs and benefits of
prevention.

Limited incentives in health and
nonhealth sectors to invest in
prevention

Identify the interests of non–mental health sectors and highlight costs and benefits related to
these interests, e.g., education-related outcomes for schools, crime and justice outcomes for
police and correctional services, or work-related outcomes for employers.

Limited capacity to deliver
services

As part of mental health and well-being strategies, map the current availability of services and
identify any gaps in capacity.
Look for mechanisms to embed development of capacity into routine training where possible,
e.g., within teacher training courses.

Lack of local champions to argue
for prevention in mental health
strategies

Identify potential local champions and relevant local stakeholders that are interested in
fostering change and are (a) familiar with the policy-making process, or could become so,
and (b) could coordinate and discuss potential actions with the community as a whole.

make most of the gains (and avert costs) at some future point in time. One example of this result
could occur if a school-based mental health promotion service is reliant on funds from a local/state
education budget rather than from a mental health service budget. The education budget holder
may be reluctant to fund the service if it believes that most of the future benefits will not accrue
to the school (or the wider education system) but instead flow to another sector, in this case the
mental health system.
Overcoming these different motivations and financial disincentives involves moving toward a
shared vision for mental health between different stakeholders within and external to the health
system. It may take time to build alliances among local stakeholders, including local politicians, for
the development of a more joined-up approach to these issues. Involving stakeholders at an early
stage in strategic planning will facilitate the important step of obtaining buy-in for future implementation. An example of this approach in England is the wide consultation that took place over
many months in the county of Kent as part of the county council’s process of developing a range of
mental well-being and health promotion actions (44). It allowed individuals to express their ideas
about the types of potential activity that might be implemented before matching these activities
with evidence on their effectiveness. Modest steps such as seizing opportunities to colocate staff
from different organizations within the same building can also help enhance relationships and
build trust between individuals and organizations (62).
One key ingredient is to highlight sector-specific benefits from investing in prevention. Take a
school-based service as an example. Highlighting the benefits (and economic value) of better pupil
mental health—for instance in terms of reduced truancy and classroom disruption, better teacher
mental health, a reduced need for expensive special needs educational support or successful completion of the school year—may be helpful in persuading school budget holders (or local property
taxpayers) to invest in prevention programs. Some economic modeling approaches used to inform
decision making, for instance in the United Kingdom and the United States, specifically adopt this
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approach, highlighting costs and benefits of interventions to different sectors over different time
periods (63, 109).
Mechanisms to help share the financial risks and rewards for mental health promotion programs among sectors can also help with implementation. A range of regulatory and financial incentives have been used effectively to encourage intersectoral partnership working at local and
national levels for mental health and other public health activities in a number of different countries (62). This approach could include the implementation of measures to allow the development
of pooled-sector budgets for mental health activities, as well as the provision of federal and other
governmental sources of earmarked funding, conditional on this work being done in partnership
across sectors. One example of this approach has been time-limited competitive grants for partnership work on mental health promotion from the Public Health Agency of Canada’s Innovation
Strategy (78). Successful projects can be eligible for additional funding and scale-up.
These economic and financial factors are just some of the barriers to implementation. Other
issues can include a lack of support for the identification and development of local champions who
can make the case for mental health. In England, to address this issue, seven nongovernmental organizations came together to create the Mental Health Challenge and to encourage local government politicians to champion mental health issues (http://www.mentalhealthchallenge.org.uk/
the-challenge/). These local politicians now receive information and support from the Mental
Health Challenge team. To address limited workforce capacity, resources may also need to be
invested in training relevant frontline workers in mental health awareness. Then, for example,
teachers might be better able to recognize pupils (and indeed colleagues) who may be at risk for
mental health problems and to refer them to appropriate channels for support.

CONCLUSIONS
We have presented selected work from the economic evidence base supporting investment in the
prevention of mental illness across the life course and in different country and system contexts,
although we have also illustrated some examples of potential evidence gaps that research funders
may wish to address. As with the evidence base on cost-effective public health interventions in
general, much of the evidence base has been generated using economic models (64), allowing potential long-term as well as short-term impacts for different sectors to be presented. Assumptions
about effect size, costs, and other parameters can also be varied to test the robustness of findings.
Investigators also have opportunities to adapt models that were developed in one setting to
look at the economic case in other settings. This approach may involve making different assumptions about likely effectiveness and costs on the basis of differences in implementation pathways,
as well as differences in sectors that will be responsible for paying for and delivering services.
Models can also be used to help strengthen the case for investing in further local evaluations of
preventive actions. For all their value, the results of models (and indeed trials) are only as good
as the quality of their inputs; no model will ever be perfect, so assumptions made in models must
remain transparent so that policy makers and others can better assess the relevance of models to
their individual circumstances. Despite these caveats, initiatives to build on existing repositories of
knowledge about the economic case for action may help society to achieve some of the unrealized
potential that would arise from the prevention of mental illness.
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