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ABSTRACT

Background: Mental health is not a priority area for policy makers even today.

Objective: The objective of the present review is to sensitize policy makers regarding the importance of investing in
mental health. Appraising the policy makers about the costs of mental illness and the negative economic consequences of
poor investment in mental health on the society are the aims.

Methodology: A review of various studies on the above subject was done using Google Scholar and PubMed.

Results: Most of the studies are from World Health Organization (WHO). There is paucity of studies from the developing
world. The costs of mental illnesses are high. The indirect costs are much higher than direct costs. Mental illnesses impact
not only the individuals but also the family and society at large.

Conclusions: The indirect costs of mental illnesses are much higher than the direct costs i.e. the negative  economic
consequences of not treating the mental illness is much higher than the costs of treatment as concluded by the World
Economic Forum. Mental health and socio-economic development appear to go hand in hand. Investing in mental health is
therefore investing for development.

Key words: costs of mental illness, consequences of mental illness on society, mental illness and its impact, burden of
mental illness
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INTRODUCTION

No progress without health:

The World Health Organisation (WHO) definition of
Health has been amplified to include the ability to lead a
"socially and economically productive life".  [1] The 1978
declaration and subsequent global conferences of WHO,
[2] have made very clear the following facts: Health and
development mutually impact each other. Health
contributes to and results from social and economic
development. All sectors of the society affect and get
affected by health.  Investing in health is thus investing
for development. Also, health cannot be narrowed to
just a medical subject, but, should be viewed on a broader
perspective. The role of many other mutually connected
and interdependent sectors in the maintenance and
development of Health needs to be understood.

It is 34 years since the Alma-Ata declaration, and the
state of affairs has not changed in any significant manner.
The investment in Health is  still low,  and the statement

that the majority of the resources go for armaments and
military conflicts (Alma Ata declaration) [1] holds true
even today.  Health and social markets are different from
business markets. Effective and equitable care and
principles of social justice should take priority over supply
and demand principles. [2]

Mental health is a neglected subject even today

Mental health is an integral part of health. Mental health
is defined as "a state of wellbeing in which individuals
realize their abilities, cope with the normal stresses of
life, work productively and fruit fully and make a
contribution to their communities." [3] WHO emphasizes
that 'mental health is crucial to the overall wellbeing of
individuals, societies and countries. Mental, Emotional
and Behavioural disorders (MEBs) are a serious threat to
nat ional security and economy. Healthy working
environments, safe living conditions, are seriously
compromised by MEBs.' [4] Thus the impact of mental
illnesses on the nation's/world economy is huge. Some
of the losses can be measured while others cannot be
quantified.

Despite it being a proven point that, there are definite
gains by investing in mental health and we can make a
measurable difference (WHO), unfortunately the
investment on mental health continues to be substantially
low.  Hence, it becomes the responsibility of every mental
health professional to advocate for investing in mental
health.
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Constitutional obligation:

Health is a fundamental human right and a State

responsibi l i ty (Alma Ata Declarat ion, 1978). [ 1 ]

Constitution of India promises all its citizens a better

quality of life, a life that is lived with dignity and respect,

a life that is healthier and richer, free from suffering,

chronic disability and premature death.[5,6] Hence,

investing in mental health is also a constitutional

obligation.

Proper planned investment is needed to do away with

unnecessary costs while at the same time enhancing

productivity. Unfortunately policy makers in India have

not given importance to mental health in parity with

physical health. While cost effective interventions are

available for most mental illnesses, [4] however the fruits

of recent scientific advances are still out of reach of the

common man. There is a need to bridge this gap between

science and society. [7]

OBJECTIVE OF THE REVIEW

The purpose of this review is to highlight the economic

aspects of mental health, thus sensitizing the policy

makers about the need for increasing investment in this

area. In this paper, we reviewed the literature for studies

on burden due to mental illness, costs of mental illness,

and consequences of mental illness on the labour market,

with emphasis on current scenario in India. Most of these

studies are from WHO. A summary of findings and our

views are presented.

METHODOLOGY

A review of various studies on the above subject was

done using Google Scholar and PubMed. The key words

used were 'costs of mental illness', 'consequences of

mental illness on society', 'mental illness and its impact',

‘burden of mental illness’.

DISCUSSION

Whom does the mental illness affect?

Socio-economic risk factors for psychiatric morbidity:

WHO report on mental health puts that "No group is

immune to mental disorders. Factors like poverty,

unemployment, low education, violence, neglect, abuse,

isolation increase the risk for mental illness. The

vulnerable sections also include migrants and refugees,

children, abused women and the neglected elderly". [4]

These socio-economic factors are more evident in

developing (low and middle income countries) nations.
[8] Also, mental illnesses themselves contribute to these

socio-economic factors. [9] Thus, poverty and mental

illnesses form a vicious circle. "Talking about mental

illnesses is talking about poverty". [4] Hence, investing in

mental health becomes a public health priority.

Early onset - poses a big challenge: Most mental disorders
have their onsets during childhood or adolescence. 75%
of all adult mental disorders begin before 24 years, and
50% of these by the age of 14 years. Early symptoms of
a mental disorder emerge a few years before the full
diagnostic criteria are met.[10] Early onset, chronic
progressively deteriorating course, frequent relapses,
disability pose a big challenge.

The risk factors are everywhere: Easy availability and
accessibility to substances / situations that cause/
contribute to MEBs is another factor.

The burden of the mental illness: The burden of mental
illness is enormous.

The global scenario

According to WHO, 'World-wide nearly 450 million
people suffer from MEBs. Every year, 1 million people
commit suicide. Four of the six leading causes of years
lived with disability (YLD) are due to neuro-psychiatric
disorders (depression, alcohol use, schizophrenia and
bipolar disorders).' [4]

According to WHO's global burden of disease (GBD)
(Table 1), [11] 33% of the years lived with disability is due
to neuropsychiatric disorders. Unipolar depressive
disorders alone lead to 12.5% of the YLD and rank as
the third leading contributor to GBDs. By 2020, depression
will be the 2nd leading cause of world disability (WHO,
2001), and by 2030, it is expected to be the largest
cont ributor to the disease burden (WHO, 2008).
Neuropsychiatric diseases also form the leading causes
of years lived with disability between 10-24 years age
group. [12]

Table1: Estimate of DALYs for major mental illnesses
given by the global burden of diseases study by WHO.
The global burden of disease: 2004 update (WHO, 2008)
(Reproduced with permission: Collins PY, Patel V, Joestl SS, March D,

Insel TR, et al. Grand challenges in global mental health. Nature 2011;

475 (7354):27-30) [11]

World-wide High-income Low- and middle-

countries income countries

Rank Cause DALYs Cause DALYs Cause DALYs

(millions) (millions) (millions)

1 Unipolar 65.5 Unipolar 10.0 Unipolar 55.5

Depressive Disorder Depressive Disorder Depressive Disorder

2 Alcohol 23.7 Dementias 4.4 AUD 19.5

Use Disorders

3 Schizophrenia 16.8 AUD 4.2 Schizophrenia 15.2

4 BPAD 14.4 Drug use disorder 1.9 BPAD 12.9

5 Dementias 11.2 Schizophrenia 1.6 Epilepsy 7.3

6 Drug-use disorder 8.4 BPAD 1.5 Dementias 6.8

7 Epilepsy 7.9 Migraine 1.4 Drug-use disorder 6.5

8 Migraine 7.8 Panic disorder 0.8 Migraine 6.3

9 Panic disorder 7.0 Insomnia (primary) 0.8 Panic disorder 6.2

10 OCD 5.1 Parkinson's Disease 0.7 OCD 4.5

11 Insomnia (Primary) 3.6 OCD 0.6 PTSD 3.0

12 PTSD 3.5 Epilepsy 0.5 Insomnia (Primary) 2.9

13 Parkinson'sDisease 1.7 PTSD 0.5 Multiple sclerosis 1.2

14 Multiple sclerosis 1.5 Multiple sclerosis 0.3 Parkinson 1.0
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AUD = Alcohol Use Disorders; BPAD = bipolar affective
disorder; OCD=obsessive- compulsive disorder;
PTSD=post-traumatic stress disorder

DALYs (Disability adjusted life years) as a measure of
burden:  Neuropsychiatric disorders account for 13% of
DALYs. DALYs give a measure of years lost to suffering.
DALYs are calculated by adding the Years of Life Lost
(YLL), i.e. mortality to Years Lived with Disability (YLD)
i.e. morbidity. DALYs = YLL+YLD.

Figure 1 shows the burden in terms of DALYs and YLD
due to mental illness in the different regions of the world
and the budget allotted. [13] While the burden due to
MEBs is high in all the regions shown, the proportion of
health budget allotted for mental illness, in developing
countries, is lower.

Figure 1 Burden of neuropsychiatric disorders and
federal mental health budget by WHO regions (Reproduced

with permission: Saxena S, Sharan P, Saraceno B. Budget and financing

of mental health services: baseline information on 89 countries from

WHO's project atlas. J Ment Health Policy Econ 2003; 6: 135-43) [13]

Legend: DALY: Disability Adjusted Life Years, YLD: Years Lived with

Disability, AFR: African Region, AMR: Region of the Americas, EMR:

Eastern Mediterranean Region, EUR: European Region, SEAR: South-

East Asia Region, WPR: Western Pacific Region

Limitations: DALYs methodology does not account for
the full spectrum of burden. The burden on the family
members (time, effort and resources spent in the care of
the sick), lost productivity at the level of the individual,
family or society, the consequences of illness like harm
to others, the impact of co-morbidity, the emotional
burden are not accounted for. [15]

Costs due to MEBs:

Health care costs alone do not account for the full
economic costs of mental illnesses. Indirect costs are
more than direct costs with regards to mental illness.
The costs of care (like medication, clinic visits (fees),
hospitalization, diagnostic services, residential care,
community services, rehabilitation and non-medical costs
like transportation for treatment and care) are direct costs.
These are the value of resources used in the treatment
of disease. [16]

Indirect costs are value of resources lost as a result of
illness. Indirect costs include costs due to reduced supply
of labour (unemployment), reduced educat iona l
attainment, expenses for social supports, costs associated
with consequences like chronic disability, homelessness,
crime, suicide, homicide, caregiver burden, value of family
caregiver's t ime, medical complicat ions of mental
illnesses, early mortality, substance use and other
unquantifiable costs like emotional burden on family etc.
Other cos t s include those for hea lth awareness
campaigning, etc. [16]

Resources lost (indirect/invisible costs)

Loss of productivity due to morbidity and mortality:
Illness would mean decreased activity and performance
or being absent from work. In many developed countries
35-45% of absenteeism is due to mental health problems.
[4] There are very few studies from the developing world
in this area.  MEBs affect both access to employment
and job retention. [17]   Also poor mental health is
negatively associated with wages. Men who have mental
illness and also smoke had greater reduction (16.3%) in
wage rates. [18] Severe mental illness (SMI) in US was
estimated to be associated with a $193.2 billion reduction
in personal earnings in the total US in 2002. [19]

In addition to loss of productivity due to absenteeism
(100% loss), there are additional losses at work place.
For example, employees come to work but still there is
loss of productivity due to low performance (described
as "presenteeism"). This is a more "hidden" cost. [20] Low
stress and frustration tolerance, sleeplessness, poor
concentration, poor communication skills at work make
them dangerous to themselves and others. [21]

Not only the person with illness but also the care-givers
lose their time (are off work). For individuals this would
mean loss of wages and for the society at large loss of
productivity. Patients and family members may resort to
substance use compounding the malaise. Unemployment/
loss of job by itself is a risk factor for mental illness. [22]
Hence, the success of the labour market appears to be
related to the mental health of its work force.

Costs that cannot be measured in terms of dollars and
DALYs

Violence and crime-related costs: Severe mental illnesses
are known to be associated with violence and crime in
the form of homicide, suicide (self-inflicted violence), [23]

sexual offences, violence against family members, at work
place, elderly and child abuse. The risk is much higher
with personality disorders and substance abuse as
opposed to patients with other mental illness.[24] In one
study, it was found that patients with severe mental illness
commit one in 20 violent crimes (5% attributable risk).
[25] Violence poses huge costs to criminal justice system
and is a major public health problem.
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Emotional burden : In addition to the suffering due to
symptoms of the illness and side-effects of prolonged
treatment, the patients and their relatives undergo
enormous emotional strain due to social isolation, stigma,
disability, residual symptoms, broken families, poverty,
poor quality of life, failures in many aspects of life and
sometimes even resort to suicide. [26, 27] The emotional
burden in these patients and their relatives cannot be
measured in monitory terms.

MEBs increase morbidity and mortality: Physical and
mental health is interdependent. Depression per se is a
risk factor for cardiovascular disorders, diabetes and
cancer.[4]  MEBs such as depression, anxiety and
substance use disorders in patients with physical disorders
adversely influence drug compliance, course and
outcome.[28,29] Behaviours such as smoking and sexual
act iv it ies are l inked to cardiovascular disorders,
carcinomas and HIV/AIDS.

Among the 10 leading risk factors for the global burden
of disease measured in DALYs as identified in the World
Health Report 2002, 'three were mental/behavioural
factors (unsafe sex, tobacco use, alcohol use) and three
others (overweight, blood pressure and cholesterol) were
significantly affected by mental/behavioural factors.' [4]

Mental disorders and medical illnesses-the link is
bidirectional: Mental illnesses (like depression, anxiety
and substance abuse) occur more commonly in people
with physical illnesses and vice-versa. Suicide rates are
higher in people with physical disorders. Co-morbidity
results in lower treatment adherence, an increase in
disability and mortality and higher health care costs. [30]

Almost all major and chronic medical illnesses like
hypertension, myocardial infarction, epilepsy, stroke,
diabetes, cancer, HIV/AIDS, tuberculosis, are associated
with higher prevalence (3to4times) of comorbid major
depression relative to general population. [4, 31, 32]

Mental illness itself may present as physical complaints:
This is more so in the Indian context where culture
permits more for the expression of physical symptoms.
Symptoms like tiredness, sleep problems, fatigue, vaginal
discharge, chronic low-back ache, sexual complaints (dhat
syndrome), are more commonly seen in patients with
common mental disorders (e.g. anxiety and depression).
[33]

The burden of substance abuse:  Financial, social, family,
and health related problems, accident proneness, high
risk behaviour, intimate partner violence, homicidal,
suicidal risk and problems to criminal justice system are
all well known. The burden of alcohol use disorders AUDs
is higher among the low income countries. [34] Also, there
is an increase in alcoholism in India and other South-
east Asian countries. [35] Hazardous and harmful drinking
patterns like binge drinking, drinking to intoxication are

on the rise in India/world especially among young men
and in the lower socio-economic strata.[36- 39] Tobacco and
alcohol use are independent risk factors for hypertension,
diabetes, cancer, heart disease, obesity, stroke etc. The
social costs to the entire country (India), in 2003-04 due
to alcohol use was Rupees 244 billion; while the revenue
generated in the form of taxation was Rs. 216 billion.
The costs of tobacco due to three diseases - cancer, heart
disease and lung disease -were estimated at Rs.308.33
billion in 2002-03. [40, 41] AUDs account for 19.5% of the
DALYs in the developing world. [11] Hence, alcohol and
tobacco should not be viewed as revenue generating
substances.

Childhood mental health problems: Good mental health
is essential for all children to thrive and grow to their full
potential. Poor social and academic success due to
chi ldhood i l lness ha s far reaching economic
consequences. Children's mental health is one of the most
important investments any society can make.[42-44]  The
burden of MEBs among children and adolescents is 10-
20% of the population in developing countries.[45]   Women
and children are known to bear a greater burden and
cost due to mental illnesses, especially in developing
countries.[46]

Costs in monitory terms: An estimate of direct and
indirect costs due to mental illness is given by the world
economic forum in its latest report on economics of NCDs
(Table 2). [47] This report estimates that 'the global cost
of mental illness at nearly US$2.5Trillion (two thirds in
indirect costs) in 2010, with a projected increase to over
US$6T by 2030.' The world economic forum report also
provides comparison across NCDs (non-communicable
diseases). Mental health costs stand the highest in terms
of burden. Mental illnesses account for more than half of
the projected total economic burden from NCDs and 35%
of the global lost output. Mental illness costs are expected
to more than double by 2030.

Table 2 Global cost of mental health conditions in 2010
and 2030 (Costs shown in billions US$ [47]

LMICs HICs World

Year Direct Indirect Total Direct Indirect Total Direct Indirect Total

costs costs cost costs costs cost costs costs cost

2010 287 583 870 536 1,088 1,624 823 1,671 2,493

2030 697 1,416 2,113 1,298 2,635 3,933 1,995 4,051 6,046

LMICs= low and middle income countries; HICs: High income coun-

tries

About 2/3rds of the costs come from indirect costs. In

terms of value of lost output, mental health (35%) and

cardiovascular disorders (33%) are the top drivers. The

value of a statistical life model also found that the

economic burden of life lost to NCDs is high and is going

to double by 2030. The findings are alarming. Mental
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illnesses thus pose a definite threat to development,

economic grow th and poverty a llev iat ion (World

Economic Forum).

International review of cost of illness studies:

WHO (2004) reviewed 38 cost studies conducted world-

wide since 1990. [15] A summary of the review is presented

here. Most of the studies were conducted in US, UK and

Australia. Majority used prevalence-based approach. The

studies reviewed showed wide variation in cost estimates

even for the same mental disorder, during the same time

period and within the same country. Affective disorders

(n=11) and schizophrenia (n=12) were the most studied

illnesses.

Only three studies one each from US, China and Australia

provided an estimate of overall costs of mental illness.

These studies found that 7 %( US), 3.2 %( China) and

1.8 %( Australia) respectively of total health care

expenditures are spent on mental illness. The total cost

of mental disorders is about 2% of US GDP.  The US

study used a top-down method (national aggregate

statistics) and is the most comprehensive while the other

two studies used a bottom top method (individual sample

statistics). The bottom-top methods use smaller samples

that may not be representative of the entire population.

The direct treatment costs per most mental illness

categories (schizophrenia, affective disorder or depression

each) are found to be nearly 1-2% of national health care

expenditure. The direct costs of mental illnesses are found

to be much less than the indirect costs for affective/

anxiety/depression, schizophrenia, overall mental

illnesses and epilepsy. In other words, 'the negative

economic consequences of mental illness greatly exceed

the costs of treatment. Thus it is important to treat mental

illness.' [15]

The large majority of cost studies are from high-income

nations. Researchers in low and middle income nations

should be encouraged to do cost analysis studies. [48]

Indian studies:

Studies from India are very few, mostly cross sectional,

involving small samples.

Prevalence of mental illnesses in India: Epidemiological

studies report prevalence rates of psychiatric disorders

varying from 9.5 to 370/1000 population in India. [49] The

burden of mental illness in India may not be much different

from the global picture. The low prevalence estimates

from some Indian epidemiological studies compared to

international studies is possibly due to underreporting

and other methodological flaws. [50]

The burden of NCDs including mental illness is on rise in
India. [51]  In a cost outcome study conducted in India
and Pakistan, where both direct and indirect costs due

to mental illness were assessed, it was found that the
overall costs at baseline for treating common mental
disorders was Rupees 700 per month in India while the
same was Rupees 3000 in Pakistan. The indirect costs
were significantly higher than the direct costs and the
costs decreased with intervention. [52] In another study,
the burden of schizophrenia in Indian out-patients is
compared with that of diabetes patients. The total annual
costs of care of schizophrenia were 274 US$; indirect
costs were higher. The cost of care of schizophrenia was
higher even in developing countries and they did not differ
much from other chronic medical illnesses like diabetes.
[53] Muthy et al studied the costs and effects of community
based treatment among schizophrenia patients of Indian
rural population (Karnataka). This follow up study
conducted for one and half years found signif icant
benefits on all fronts with treatment (disability, patient
and family burden in addit ion to symptomat ic
improvement).[54] The disability and costs of care were
higher for patients who were staying for longer period in
the mental hospitals. [55]

Math et al, made an attempt to estimate the treatment
costs due to mental illnesses in India. First, they arrived
at a prevalence rate of 20% for psychiatric illnesses by
adding the prevalence rates for individual psychiatric
illnesses (only core psychiatric illnesses were studied).
The medication cost (Rupees 300/month) + travel
expenses (Rs.100/month) + consultation (Rupees 100/
month) were added, and Rupees 500/- per month was
arrived as average cost/month/patient. Assuming 20%
prevalence, i.e. 20 lakh patients, 10,000 crores would be
the cost of OP treatment for one month. Such an estimate
only gives the direct costs not accounting for the indirect
costs which are known to be much higher. [50] Studies on
care giver's burden in OCD patients, [56] bipolar, [57] and
schizophrenia patients reveal significant burden on the
family members. The burden was higher with psychotic
illnesses. [58]

There is paucity of public mental health research in
developing countries. [59] There is a need for studies on
burden and costs of mental illnesses from developing
countries.

CONCLUSIONS

MEBs pose a major challenge to the community due to
early onset, chronic progressively deteriorating course,
frequent relapses and disability. They impact not just
the individual but the family and society at large. Some
of the costs due to the illnesses could be measured in
monitory terms while the others cannot be quantified.
Most of the studies on costs analysis are from developed
countries. The direct costs of mental illnesses are found
to be much less than the indirect costs for mental
illnesses. In other words, 'the negative economic
consequences of mental illness greatly exceed the costs

Yerramilli and Bipeta: Economic consequences of neglecting mental health
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of treatment. Thus it is important to treat mental illness.'
[15] There is paucity of public mental health research in
developing countries. [59] There is a need for studies on
burden and costs of mental illnesses from developing
countries.
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