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ABSTRACT

This narrative review evaluates the cost-effectiveness of various mental health interventions, including cognitive behavioral therapy cognitive behavioral therapy and cognitive behavioral treatment, pharmacological treatments selective serotonin reuptake inhibitors, group therapy, Assertive Community Treatment (ACT), and digital mental health solutions. A broad range of studies from the past 20 years was included, with a focus on interventions for depression, anxiety disorders, and schizophrenia. Studies were selected based on economic evaluation methods (cost-effectiveness, cost-utility, and cost-benefit) and relevance to public healthcare systems. The findings indicate that cognitive behavioral therapy and ACT are highly cost-effective, with incremental cost-effectiveness ratios of $18,000 and $19,000 per quality-adjusted life year, respectively. Digital interventions, such as telemedicine and mental health apps, showed significant cost savings, particularly in underserved populations. Limitations include a lack of longitudinal studies and underrepresentation of low- and middle-income countries. Future research should focus on long-term outcomes and scalability of digital interventions.
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Introduction 

The World Health Organization reports that mental health disorders are one of the leading burdens of diseases around the world in terms of high economic and societal costs.1,2 These disorders put a huge strain not only on healthcare systems but also on indirect costs due to the loss of productivity, absenteeism, and long-term disability. According to the WHO, major mental health conditions such as depression and anxiety cost the global economy $1 trillion annually in lost productivity.3–5 Nevertheless, despite all these significant economic and social burdens, interventions related to mental health are often underfinanced or not emphasized when health policy is discussed.

Economic analyses examine the costs, benefits, and overall effectiveness of mental health interventions. This is helpful when more people need health care but not enough finances to meet those needs. The next step is for stakeholders to make smart choices about allocation of resources. This is how we can figure out the financial and health effects of an intervention using tools like cost-effectiveness analysis (CEA), cost-utility analysis (CUA), and cost-benefit analysis (CBA).

The goal of this narrative review is to provide an in-depth view of all the research that has been done on the cost-effectiveness of different mental health interventions. Discussions also cover the various approaches currently in use, as well as the implications of these findings for healthcare policy and funding allocation. If we want to ensure that everyone can affordably access mental health care in need, we need to fill the gaps in our knowledge and conduct studies in these areas.



Literature Review

This section examines the various approaches to healthcare cost estimation, with an emphasis on their potential applications in the field of mental health interventions. This review is organized around exploring new digital therapies, different mental health conditions, and treatments, along with their effect on the economy. We have also identified some important research methods and examples from past work and critically evaluated the flaws in current research.

Economic Evaluation Methods in Healthcare

CBA, CEA, and CUA analyses are some of the most common ways for economic evaluation in health care.6,7 These ways of comparing the effectiveness and cost of different treatments have helped numerous people with long-term illnesses like diabetes and heart problems. Most of the time, CEA is used to compare the pros and cons of different healthcare interventions.8,9 The results are usually shown in terms of the incremental cost per health outcome, like life-years gained or quality-adjusted life years (QALYs).1 In such chronic conditions as diabetes, CEA played a great role when comparing

Health economists use QALYs to determine the worth of medical treatments. A single metric is created by merging the quantity and quality of life. A QALY is an attempt to standardize the process of determining the extent to which a treatment improves a patient’s health, both in terms of the number of years they live and the quality of those years. One QALY is the same as 1 year of fully healthy life expectancy. It is added when a treatment allows a person to live an extra year while being perfectly healthy. As an illustration, 0.5 QALYs would be the equivalent of 1 year of a quality-of-life rating of 0.5 (on a scale from 0 to 1).

Pharmaceutical interventions to those involving lifestyle modification programs and assisted policymakers to make efficient resource allocation decisions.10,11

CUA adds another dimension to CEA by introducing patient preference and quality-of-life measures.12 It assesses interventions using QALYs that combine both the quantity and quality of life. This has become an especially pertinent methodology in chronic disease management and oncology, where survival and quality of life are important. CBA shows both the costs and benefits of programs in monetary terms; these can be directly compared to determine the economic returns of an intervention.13 This approach has been used less readily in health since the outcomes are harder to monetarize. Still, it has great potential in promoting investments, especially in public health programs wherein long-term economic benefits such as improved productivity or reduced disability costs are considered.14 This is of great relevance in mental health due to the chronicity of many mental health disorders for a very long period. Interventions in mental health, on the other hand, should cover an array of outcomes that include emotional well-being, productivity, and social functioning.15,16 This makes economic evaluations in mental health more complex but also critical for ensuring effective resource allocation.

Applications in Mental Health Interventions

Economic evaluation methods, such as CEA, CUA, and CBA, have been increasingly applied to mental health interventions during the last few years.17 In the rising worldwide burden of mental health conditions, both direct costs related to health care and indirect costs related to lost productivity and caregiving, it is unimaginable to overstate how important economic evaluations should be to guide decision makers, providers, and payers in making efficient allocations.18 The following section describes how these methods have been applied to the most significant mental health conditions affecting the population through depression, anxiety disorders, and schizophrenia. It highlights the cost-effectiveness of a range of interventions.

Depression

Depression is among the most prevalent and expensive mental health conditions worldwide.19 It creates high health care costs, for instance, hospitalization, medication, and psychotherapy, as well as indirect opportunity costs due to lost productivity resulting from absenteeism together with long-term disability.20 As such, it has been the major focus of a range of economic evaluations in mental health.

Cognitive Behavioral Treatment versus Pharmacological Treatments

Cognitive behavioral treatment and pharmacological interventions, including selective serotonin reuptake inhibitors (SSRIs), are two of the most common interventions for depression.21 The cost-effectiveness of many treatments compared to others finds both therapies effective in symptom reduction. However, long-term benefits in the form of low relapse rates make cognitive behavioral treatment a remarkably more cost-effective choice in the management of depression.22,23 This seminal study explored cost-effectiveness in cognitive behavioral therapy versus SSRIs as treatments for moderate to severe depression.24 The findings were that both treatments were cost-effective, but with the additional advantage that cognitive behavioral therapy gives, due to fewer relapses when treatment is stopped. Accordingly, the estimated ICER for cognitive behavioral therapy was $18,000 per QALY gained, below the threshold of commonly accepted $50,000 per QALY used by many health systems as indicative of cost-effective interventions.25–28 This favorable ICER renders cognitive behavioral therapy as a highly cost-effective intervention, especially when long-term outcomes are considered.

Other economic evaluations have assessed the cost-effectiveness of stepped-care models for depression treatment, where patients first receive low-intensity interventions, such as self-help or digital cognitive behavioral therapy, followed by more intensive therapy if necessary.29,30 The treatment intensity is optimized against patient response, thus making these models less costly overall. Stepped-care models—where patients progress to higher levels of care depending on their needs—further enhance the cost-effectiveness of some studies, as appropriate interventions at each stage of treatment prevent the overuse of intensive resources.

Against the background of the treatment of major depression, pharmacological treatments—most especially SSRIs—have also been proven to be cost-effective, especially when their effectiveness in terms of the speed of relief from symptoms and restoration of functionality are borne in mind.31 SSRIs represent the most commonly prescribed class of antidepressants used as a first-line treatment because of their relatively low cost and benign side-effect profile.32 With long-term treatment, however, the use of SSRIs can become more expensive because of the continuing cost of medication plus the risks associated with relapse after discontinuation; it is in this respect that the long-term benefits of cognitive behavioral therapy prove advantageous. Combination Therapy Combining cognitive behavioral therapy with pharmacotherapy has also been explored. Whereas the short-term expense of combination therapy is expensive, considering that time has to be spent with psychotherapy in addition to medication, the long-term advantages are economic: lower relapse rates, lower hospitalization rates, and a reduced need for further treatment, adding to the overall cost-effectiveness of combination therapy in the management of chronic or treatment-resistant depression.32–44

Anxiety Disorders

Anxiety disorders are among the most common mental health disorders, including generalized anxiety disorder (GAD), panic disorder (PD), and social anxiety disorder. Anxiety disorders are costly in terms of healthcare use and loss of productivity.35 To date, economic evaluations of treatments for anxiety disorders have focused on group therapy, individual therapy, and medication, the emphasis often being on the cost-effectiveness of non-pharmacological treatments.36

Group Therapy versus Individual Therapy

Many economic analyses show that group therapy is more cost-effective compared to individual treatments of anxiety disorders in general, and this is particularly the case when healthcare resources are limited. Indeed, some research carried out into GAD and PD has found that group therapy can lead to a cost per patient that is up to 50% lower than individual therapy.37,38 This goes hand in hand with great cost reduction without compromising treatment outcomes; in fact, results from group therapy are comparable to individual therapy regarding symptom reduction and improvement in the quality of life. Group treatment treats patients in groups, hence reducing the cost, especially in public health systems or in places with limited availability of mental health professionals.39 This is particularly so in community settings and for patients who may have barriers to engaging in individual therapy. In lower middle-income countries (LMICs), where resources for mental health are limited, group-based interventions, thus far, have proved highly scalable and cost-effective, allowing more patients to benefit from evidence-based therapies such as cognitive behavioral therapy.

Pharmacological Treatments

Anxiety disorders are typically treated using pharmacological interventions, such as benzodiazepines and SSRIs.40 However, these treatments have become a concern due to their possible long-term economic consequences. Use of benzodiazepines may be effective in the short run but has long-term dependency and side effects and may also decrease the patient’s ability to manage symptoms overtime.41 The indications and recommendations for cognitive behavioral therapy and psychotherapies as the first line of treatment have been highly advanced for many cases, especially in those with potentially longer relief while not carrying the risks associated with pharmacotherapy. The cognitive behavioral therapys were proved in economic evaluation to be the most cost-effective ones, with the estimated ICER for cognitive behavioral therapy in treating GAD being a value of $12,000 per QALY gained. This makes cognitive behavioral therapy not only clinically effective but also a cost-efficient intervention, especially when one considers the long-term costs linked with chronic anxiety and the economic consequences of a condition left untreated or undertreated, such as absenteeism and reduced productivity.42

Schizophrenia

Schizophrenia is a grave and debilitating mental illness that also has chronic symptoms, which often require lifetime treatment and support.43 It has thus been able to generate high direct medical costs—for instance, hospitalizations, drugs, and continuous treatment—and indirect costs—for instance, loss of productivity at work and the impact on caregivers. Up to now, economic evaluations of schizophrenia treatments have concentrated on the comparison between first-generation antipsychotics (FGAs) with second-generation antipsychotics (SGAs), as well as the cost-effectiveness of community-based care models.

FGAs versus SGAs

Compared with FGAs, which were the primary treatment before the development of SGAs for schizophrenia, FGAs are much cheaper but generally carry more severe side effects, including extrapyramidal symptoms like tremors and rigidity.44 On the other hand, SGAs, while more expensive, have been demonstrated to be much more effective in reducing relapses, improving patient adherence to treatment compliance, and reducing hospitalization rates—all factors playing through in long-term cost savings. In fact, studies that make direct comparisons between FGAs and SGAs have noted that while the former bears an upfront cost higher than the latter, the latter’s benefits are more cost-effective in the long term by preventing relapses and hospitalizations. One study derived an ICER for the SGAs risperidone and olanzapine to be below threshold compared to first-generation antipsychotics, especially with respect to long-term reduction of hospitalization rates and improvement in patients’ functionality.45

Community-Based Interventions include: Assertive Community Treatment

The community-based intervention counterpart is Assertive Community Treatment (ACT), which has emerged as a cost-effective alternative to long-term hospitalization or institutional care for persons with schizophrenia.46,47 ACT is a comprehensive, team-based approach that provides individualized support to patients with severe mental illness, aiming at reducing hospitalizations and improving social functioning. Evidence suggests that ACT drastically decreases the requirement for inpatient care.48 It has also been linked to superior employment, housing stability, and overall quality of life. Economic evaluation for ACT also considered the fact that, while there are increased upfront costs due to the intensive nature of the care model, major savings are realized in the long term through a reduction in hospital admissions, better treatment adherence, and increases in patient autonomy. In the long term, ACT was found to be more cost-effective, with a significant decrease in both direct and indirect costs compared to standard care.49

Figure 1 shows a multidisciplinary, collaborative healthcare pathway that uses AI. It mainly explores how AI technologies can be used to make different areas of healthcare better, like primary care, lab testing, radiology, mental health care, and digital healthcare platforms. Using risk scores derived from a number of factors, the center focuses on predicting what will happen to each person. The ability to tell the difference between good and bad outcomes is what these predictions do for clinicians. Clear AI models trained on big data sets help make predictions more accurate. The healthcare situations (A–E) are grouped into different levels, which shows that this AI-enhanced system can be used on a larger scale and in more than one healthcare setting. Ethics in AI development, clinical utility based on evidence, and multidisciplinary teams are all very important for making sure that these models are used safely and effectively in real-life clinical settings, while regulators and stakeholders keep an eye on everything.50
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Fig 1 | AI-informed mental health care

Source: Koutsouleris N. et al.50



The application of economic evaluation methods to mental health interventions has generated valuable insight regarding the relative cost-effectiveness of the different treatments for conditions such as major depression, anxiety disorders, and schizophrenia. While pharmacological interventions like SSRIs and SGAs are still indispensable to psychiatry practice, nondrug interventions have demonstrated meaningful cost-effectiveness in the form of cognitive-behavioral therapy, group therapy, and community-based models such as ACT, particularly in the long term. These findings highlight the need to incorporate both direct and indirect costs in the economic assessments of mental health interventions and frame a reduction in the economic burdens of mental health disorders as a promise of innovative models of care.

Digital and Emerging Interventions

Some of the innovative avenues opened by digital technologies for healthcare include cost-effective mental health interventions. Indeed, a great deal of research has been carried out into telemedicine, mental health apps, and online cognitive behavioral treatment programs from an economic perspective to further improve access to care and reduce the cost of face-to-face therapy.

Figure 2 discusses a digital health intervention, which is a specific use of technology to reach health-related goals. Digital health interventions cover a lot of ground, and the software and technologies (like digital apps) that make them possible are always changing to keep up with how quickly the field is changing. The WHO’s Classification of Digital Health Interventions v1.0 is a good place to start when putting the different digital health interventions that solve specific health system problems into groups.


[image: An illustration depicts the digital health interventions to overcome health system challenges.]

Fig 2 | Digital health interventions to overcome health system challenges

Source: WHO Guideline Recommendations on Digital Interventions for Health System Strengthening. Geneva: World Health Organization.51



As an example, digital applications and ICT systems (such as logistics management information systems) are implemented and apply digital health interventions (such as to notify stock levels of health commodities) to address health system challenges (such as insufficient supply of commodities) and achieve health objectives (maintain consistent availability of commodities) (Figure 3).


[image: An illustration depicts the digital applications and ICT systems are implemented and apply digital health interventions to address health system challenges and achieve health objectives.]

Fig 3 | Examples of how digital health interventions may address health system challenges, implemented through ICT systems. 

Source: WHO Guideline Recommendations on Digital Interventions for Health System Strengthening. Geneva: World Health Organization; 2019.51



Digital health interventions are used within a country’s health system, and their success depends on a number of important factors depicted in Figure 4. These factors include: (i) the health domain and the content that goes with it; (ii) the digital intervention itself and the features it provides; (iii) the hardware, software, and communication channels that are used to deliver the intervention; and (iv) the country’s infrastructure, leadership and governance, strategy and investment, compliance with laws and policies, workforce, standards, and interoperability, as well as common services and other apps.


[image: An illustration depicts the components of digital health implementations.]

Fig 4 | Components of digital health implementations

Source: WHO Guideline Recommendations on Digital Interventions for Health System Strengthening. Geneva: World Health Organization; 2019.51



There is also the increasing application of telemedicine for disorders such as major depression and anxiety.52 Various economic assessments conducted within telemedicine studies reflect that the method cuts down on travel costs among individuals, lessens the burden of time among patients and providers, and allows for flexibility in scheduling.53 One study undertaken regarding telepsychiatry across rural settings demonstrated that the intervention was cost-effective since patient conformity with treatment improved because of reduced logistical barriers.54

Applications for mental health, such as those that provide mindfulness exercises or cognitive behavioral therapy-based interventions, have indeed shown significant cost-savings when compared to traditional therapy. These services can be scaled at lower costs, allowing more patients to receive treatments than would otherwise be possible. Indeed, a number of studies estimated that app-based cognitive behavioral treatment serves the patients just as well as in-person therapy for mild to moderate depression and anxiety disorders, with up to 60% cost savings.55 Online therapy programs are accessible, enabling flexibility and economy compared to face-to-face therapy, especially for populations with poor access to services. Particularly relevant in the context of the COVID-19 pandemic, this has accelerated demand for remote mental health services.

Literature on economic evaluation regarding mental health interventions is immense and continues to grow. Traditional approaches, such as CEA, CUA, and CBA, no doubt may highlight the cost-effectiveness of the interventions for conditions related to depression, anxiety, and schizophrenia; however, there are significant long-term analytical gaps and a lack of standardization in terms of economic metrics. New digital interventions, such as telemedicine and app-based therapies, could hold promising potential for cost-effective care at scale, but much more work is needed to understand their long-term economic implications. If these challenges are not addressed, the future of shaping mental health policies and ensuring that interventions are accessible will not be possible.



Methodology

This section presents the methodology employed in conducting a narrative review of economic evaluation studies that have targeted mental health interventions. It allows a lot of flexibility in synthesizing a wide range of studies across diverse themes and contexts, therefore providing an overview of the existing literature on the subject area. While systematic reviews focus on a very specific question, usually with strict inclusion criteria, this narrative review enables a broader discussion of themes and interdisciplinary insights by combining findings from health care economics, mental health, and psychology.

Narrative Approach for Review

The narrative review aimed at summarizing and synthesizing findings using key methodologies, such as CEA, CUA, and CBA, which were applied to mental health interventions. This was to provide an overview of the current knowledge, identify gaps in literature, and highlight implications for future research and policy development. The scoping started by defining the scope, focusing on studies related to the economic evaluation of mental health interventions for three major conditions: depression, anxiety disorders, and schizophrenia. Besides that, emerging digital mental health solutions, such as telehealth and app-based therapies, were added to provide a more complete vision of state-of-the-art interventions. The main objective was to evaluate how CEA, CUA, and CBA have been applied to mental health interventions, while the secondary objective looked at the assessment of cost-effectiveness of particular treatments and identification of themes, such as an increasing role of digital platforms. Challenges such as short-term versus long-term evaluations and underrepresentation of LMICs were also considered in the process.

Inclusion Criteria

Altogether, different inclusion criteria were set with the purpose of securing that the findings of the review were relevant and of high quality. The included studies consisted of peer-reviewed journal articles reporting on economic evaluations of mental health interventions using methods such as CEA, CUA, CBA, or any similar methodologies. Qualitative and quantitative study types were considered in order to bring wide insight into the economic impact of various interventions. Only the studies within the past two decades were included, between 2003 and 2023, to allow current developments in economic modeling and mental health treatments. Other studies involved the assessment of digital interventions for mental health. Further, only the studies published in English were assessed, given that with limited resources, it was not possible to translate articles published in other languages. Interventions reviewed included pharmacological treatments, psychotherapy, therapies conducted in groups or individually, and digital interventions, such as telehealth and mental health apps.

Exclusion Criteria

The criteria used to exclude studies made sure that the review remained on the topic of economic evaluations rather than clinical effectiveness. Studies that did not have an economic evaluation part were excluded. For example, studies that only looked at clinical outcomes without cost data were left out. To protect the review’s integrity, sources that were not reviewed by other researchers were also left out. These included government reports, white papers, and conference proceedings. Also not included were case studies, editorials, and opinion pieces that weren’t structured economic evaluations because they did not give enough quantitative or comparative data.

Data Sources and Search Strategy

Multiple academic databases, such as PubMed, PsycINFO, EconLit, and Scopus, were searched to make sure the review was complete. Some of the keywords that were searched for were “cost-effectiveness analysis,” “cost-utility analysis,” “economic evaluation,” “mental health interventions,” “depression,” “anxiety disorders,” “schizophrenia,” “telehealth,” “digital mental health,” and “mental health apps.” And along with or operators (AND, OR) were used to narrow down searches and make sure that relevant studies were found. The reference lists of important articles were also examined to find other studies that were not found in the first search.

Data Extraction and Synthesis

After choosing the studies based on the criteria for what to include and exclude, data were gathered and put together from a number of different areas. Both the method of economic analysis (e.g., QALYs, DALYs, and cost per QALY) and the sort of analysis employed (CEA, CUA, or CBA) were readily apparent. Along with data on the length and location of the interventions, information was gathered on the interventions that were being examined (e.g., cognitive behavioral treatment, SSRIs, and telehealth) and those that were being compared to them. Cost information, such as treatment costs, hospitalization rates, and lost work time, was also extracted when it was available. This included both direct and indirect costs. The most important results from each study were put together, with a focus on incremental cost-effectiveness ratios, cost per QALY/DALY, and any economic benefits that were found. Some problems with the studies were also pointed out, such as the fact that some groups were not fully represented, there were only short follow-up periods, and there were no sensitivity analyses.

Limitations of the Review

Narrative reviews, on the other hand, allow us to include studies in a more flexible way, which may introduce bias into the selection process. The language limit of English may have also left out relevant studies written in languages other than English. Also, studies that were not reviewed by experts in the field (grey literature) may have missed important information because they were not included. Lastly, many of the studies that were examined did not have longitudinal data, which makes it harder to predict the long-term cost-effectiveness of certain interventions, especially digital mental health solutions.



Results

The outcomes of this review show the economic assessments of mental health interventions, with a focus on digital mental health platforms, depression, and anxiety disorders.

These results show that different interventions are cost-effective, especially when it comes to allocating resources and planning for long-term healthcare.

Economic Evaluation of Depression Interventions

Medications such as SSRIs and cognitive behavioral therapy are the treatments for depression that have received the most attention from researchers. Increasing amounts of research are showing that cognitive behavioral therapy is helpful, especially when looking at the long-term benefits like lower rates of relapse.

Case Study

Comparison of cognitive behavioral therapy and SSRIs: According to a study by Schoenbaum et al.,56 people with major depressive disorder were randomly assigned to either get SSRIs or cognitive behavioral therapy. It had a lower relapse rate over time, according to an economic analysis. Both treatments made depression symptoms better. It was found that the ICER for cognitive behavioral therapy was $18,000 per QALY gained and $22,000 per QALY for SSRIs. With this information, we could compare the extra costs of cognitive behavioral therapy to those of SSRIs. It was found that stepped-care models, in which treatment gets harder over time, were both the most cost-effective and efficient way to use healthcare resources, as presented in Table 1.










	Table 1 | Cost-Effectiveness of Depression Interventions




	Intervention
	ICER (USD per QALY)
	Relapse rate (%)
	Follow-up period



	Cognitive behavioral therapy
	$18,000
	15
	1 year



	SSRIs
	$22,000
	25
	1 year



	Stepped-care model
	$15,500
	10
	1 year





Economic Evaluation of Anxiety Disorder Interventions

The main things that cost-effectiveness studies have explored for treating PD and GAD are group therapy, medication, and one-on-one therapy. The cost of individual therapy is higher in places with few resources, but group therapy is always cheaper.

Case Study

Cost-Effectiveness of Group versus Individual Therapy for GAD: Heuzenroeder et al.,57 and Haseth et al.,58 found that group therapy for GAD was more effective and less expensive than individual therapy. Costs and improvements in anxiety symptoms had both cut in half by the end of the sixth month. However, the ICER for one-on-one therapy was $25,000, while the ICER for group therapy was only $12,000. Based on these results, group therapy might be helpful in public health care systems and places with few resources. Potential treatments were also considered to include benzodiazepines and SSRIs. However, cognitive behavioral therapy remains more cost-effective over time, according to Mihalopoulos et al.,59 who found an ICER of $14,000. From Table 2, it can be deduced that people who have struggled with anxiety for an extended period will find this to be particularly true.










	Table 2 | Cost-Effectiveness of Anxiety Disorder Interventions




	Intervention
	ICER(USD per QALY)
	Cost reduction (%)
	Follow-up period



	Group Therapy
	$12,000
	40%
	6 months



	Individual Therapy
	$25,000
	N/A
	6 months



	cognitive behavioral therapy
	$14,000
	N/A
	1 year



	SSRIs
	$20,000
	N/A
	1 year





Economic Evaluation of Schizophrenia Interventions

People with schizophrenia require frequent hospitalizations, which contributes to the high expense of treating this severe and long-lasting mental illness. Economics studies and community-based programs like ACT have compared FGAs and SGAs, two generations of antipsychotics.

Case Study

Cost-Effectiveness of SGAs versus FGAs: A 2-year study by Rosenheck et al.,60 indicated that SGAs (such as risperidone) were less expensive than FGAs (such as haloperidol). Even though SGAs cost more up front, they have a better ICER of $28,000 per QALY compared to $45,000 per QALY for FGAs because they lower the rates of relapse and hospitalization. Patients on SGAs had fewer relapses and needed to stay in the hospital less often, which saved money in the long run.

Case Study

ACT: Knapp et al.,61 did a study in the UK that looked at how cost-effective ACT was compared to standard care for people with schizophrenia. People who got ACT (individualized care in the community) were 50% less likely to end up in the hospital and were much better at playing with their friends. Because ACT had an ICER of $19,000 per QALY gained, it was a very good use of money.

Patients who got ACT were less likely to have to go back to the hospital than patients who got regular treatment. This proves from Table 3 that community-based treatments for schizophrenia are worth the money.










	Table 3 | Cost-Effectiveness of Schizophrenia Interventions




	Intervention
	ICER (USD per QALY)
	Hospitalization reduction (%)
	Follow-up period



	FGAs
	$45,000
	10
	2 years



	SGAs
	$28,000
	25
	2 years



	ACT
	$19,000
	50
	1 year





Emerging Digital Interventions in Mental Health

For mental health issues, more people are using apps and telemedicine. The reason for this is that they help lower the cost of healthcare.

Case Study

Telemedicine for Depression: One study by Fortney et al.,62 and Salisbury et al.,63 found that telemedicine cut the cost of treating depression by 30%. One of the main reasons was that people did not have to work as hard or travel as far. Telemedicine is a very cost-effective alternative to seeing a doctor in person. It has an estimated ICER of $10,000 per QALY.64 This study suggests that telemedicine could make high-quality, low-cost medical care easier for people who live in rural areas or who do not receive enough care.

Case Study

Mental Health Apps for Anxiety Management: A 2018 study by Firth et al.,65 looked at how cost-effective it is to use mental health apps like Headspace and Calm to treat anxiety disorders. With this type of digital therapy, the ICER was only $8,000 per QALY gained, which is 40% less than other types of therapy. Mental health apps seem like a great, low-cost option because so many people can use them. Communities that do not have easy access to mental health care are especially impacted.

Table 4 shows that many mental health interventions are helpful for people with some mental illnesses, like schizophrenia, depression, and anxiety. Cognitive behavioral therapy, community-based care, medication-based treatments, and digital interventions are some examples of these methods. With the help of telemedicine, mental health apps, and programs like ACT, people can get mental health care more easily at lower cost.










	Table 4 | Cost-Effectiveness of Digital Mental Health Interventions




	Intervention
	ICER (USD per QALY)
	Cost reduction (%)
	Follow-up period 



	Telemedicine for depression
	$10,000
	30
	1 year



	Mental health apps for anxiety1
	$8,000
	40
	6 months







Discussion

Mental health problems like schizophrenia, depression, and anxiety disorders are looked at, along with digital mental health interventions, to see how much they cost and how well they work. Based on the results, it is clear that pharmaceutical treatments, psychotherapies, and digital interventions are not very cost-effective. Many studies have shown that cognitive behavioral treatment can lower the need for long-term medical care, even though it costs more at first. It stays away from drug users and improves their mental health over time. This type of therapy is known for having long-lasting effects, especially when it comes to preventing relapse. Similar to what this review says, studies like Cuijpers et al.,66 found that cognitive behavioral treatment not only helps with symptoms but also makes things better in the long run. It works for a long time because it teaches patients coping skills that make relapse much less likely. Also, Layard et al.,67 said that the role of cognitive behavioral treatment in improving long-term functionality saves society money, especially because people are more productive at work.

Stepped-care models that change between low- and high-intensity treatments based on how well the patient responds also make care more cost-effective. According to Richards et al.,68 stepped-care models are very good at allocating resources because they let patients get more intensive care only if they need it, which can cut overall healthcare costs by up to 20%. SSRIs are still a good first-choice treatment for people with moderate to severe depression because they work quickly. But because they lead to more relapses than cognitive behavioral therapy, they are not as cost-effective in the long run. According to Bockting et al.,69 people who stopped taking SSRIs had much higher rates of relapse, which meant they needed more treatment cycles. Also, for those who are unable to attend therapy sessions due to financial constraints or distance, SSRIs remain an effective method of treating depression.70

Economic Evaluation of Anxiety Disorder Interventions

It has been investigated into how much it costs to treat anxiety disorders, especially GAD and PD, and it was found that group therapy is a much better deal than individual therapy. A lot of people are still using drugs like SSRIs and benzodiazepines to deal with their issues. But because they are afraid of addiction and side effects, some people have switched to longer-term treatments like cognitive behavioral therapy. This review agrees with the study by Cummings et al.,71 That study found that people save half as much money when they go to group therapy instead of one-on-one therapy. It helps a lot of people at once, which is great for public health systems that do not have finances.

This shows that interventions that help groups are more cost-effective than those that help individuals in isolation.

Fewer people in LMICs can get to one-on-one therapy, so group therapy is better for them. In LMICs, group therapy cut down on the direct costs of health care and the time lost at work because of anxiety that could not be seen. Short-term use of SSRIs and benzodiazepines can help with anxiety. However, the longer you take them, the worse the effects may get because they can become addicting. Van Zoonen et al.,72 and Bandelow et al.,73 found that SSRIs were a good way to treat GAD and PD in the short term. People will be concerned, though, about how much their medicine will cost over time since they have to take it every day. This is especially true when compared to cognitive behavioral treatment and other types of therapy. During the long term, Bogucki et al.,74 found that it was less expensive than drug therapy. This held true most when it came to lowering the costs of health care related to people not responding to treatment or relapsing.

Cost-Effectiveness of Schizophrenia Interventions

People who have schizophrenia have to stay in the hospital a lot, which makes treatment one of the most expensive mental illnesses. This review also shows that ACT and SGAs lower the direct and indirect costs of taking care of schizophrenia. More people end up in the hospital and have relapses with FGAs than with SGAs. Because of this, SGAs are a cheaper way to manage for the long term. At first, SGAs were more expensive, but a study by Leucht et al.,75 showed that this was because their ICER was better than FGAs’s, at $28,000 per QALY compared to $45,000 per QALY. Starting an SGA costs more at first, but it pays off in the long run because fewer hospital stays and caregiving work. This is because SGAs help people function better and have fewer relapses. Wunderink et al.,76 found that SGAs helped people do better in their personal and professional lives.

People with schizophrenia can get better care for less money due to ACT. This is because people with schizophrenia do not have to go to the hospital as often. Malone et al.,77 discovered that ACT cuts hospital stays in half over the course of a year, as it uses a personalized method that is based on the community. This method lowers the direct costs of health care and also helps patients become more a part of society over time and saves money for health care and social services over time.

Emerging Digital Mental Health Interventions

Telemedicine and apps are being used by people for their mental health. Because of these innovations, new ways of providing mental health care that are more effective and cost less are starting to appear. More people in rural areas and countries with low or medium incomes will be able to get services that are not available to them. There is evidence that telemedicine can make depression treatment much cheaper, especially in areas that are not well served or where people cannot easily reach doctors. Telemedicine is great for people who live in remote areas because it saves them from having to go to a gym or hospital in person. Patients who can do their treatment from anywhere are more likely to follow through with it as directed. This lowers the number of people who quit and improves long-term outcomes. A lot of people who have anxiety disorders do not have time to go to therapy, but mental health apps like Headspace and Calm can help. Cost-effective app-based therapies were found to do a great job, cutting costs by 40% and giving more quality years of life.78–80 That means a lot of people can get low-cost, evidence-based help through mental health apps. It is very important to be able to grow in LMICs because it is hard to get to mental health services. It was also said by Thieme et al.,81 that mental health apps could help treat anxiety disorders where there is not enough medical infrastructure.

Policy Implications

This review explains about how to evaluate mental health interventions from an economic point of view. Mental health services should be available and last a long time. To make this happen, policymakers should focus on interventions that work well at lower cost. Interventions that have been shown to be very cost-effective, like cognitive behavioral therapy, group therapy, and ACT, should get the most money from policymakers. Not only do these interventions relieve symptoms right away, but they also lower long-term healthcare costs by stopping relapses, making patients more useful, and lowering the number of hospital stays.

More people can afford to use digital mental health interventions like telemedicine and mental health apps, which means more people, especially those who aren’t getting enough care, can get treatment. Because it facilitates easier and more affordable access to mental health care for those living in rural and remote areas, telemedicine ought to be the norm in this field. Similarly, in LMICs, where access to regular mental health services is often lacking, the widespread use of mental health apps may help bridge the gap in care. Due to a lack of resources, many LMICs struggle to provide access to mental health care for their populations. Cheaper methods like group therapy and digital platforms could fix the lack of mental health care in these areas. These are just a few examples of the low-cost solutions that lawmakers in LMICs should prioritize implementing to ensure that all citizens have access to mental health care. Others include mental health apps and community-based care models.



Conclusion

Many types of mental health care have been shown to help keep costs down. Some of these are cognitive behavioral therapy, SSRIs, group therapy, ACT, and digital solutions for mental health. Over time, cognitive behavioral treatment saves a lot of money because it lowers the number of times people with depression and anxiety relapse. Some medicines, like SSRIs, help in the short term but not so much in the long term because people tend to relapse and have to go through treatment over and over again. SGAs and ACT are the most cost-effective ways to treat schizophrenia, especially when it comes to getting people out of the hospital and helping them do more things. Also, digital interventions like telemedicine and mental health apps are becoming more popular. These are low-cost and scalable ways to improve access to care, especially for groups that aren’t getting enough of it.

Findings like this show importance for public health care systems to offer low-cost mental health treatments. This will improve patient outcomes and make the best use of resources. Interventions that have been shown to be cost-effective, like cognitive behavioral therapy, group therapy, active cognitive therapy, and digital mental health platforms, should be given priority by policymakers.

Limitations and Possible Future Paths

While this review does a good job of compiling evidence on how to calculate the cost of mental health interventions, it is not without flaws. First, this review is limited by the lack of high-quality economic evaluations, especially in LMICs, where getting access to mental health interventions that work at a low cost is still very hard. Longitudinal studies that look at the bigger social and economic benefits of mental health interventions over time should be a top priority for future research. Also, making economic metrics more consistent across studies would make them easier to compare and give us a better idea of how these interventions could be used around the world. The current evidence shows that many mental health interventions are cost-effective. However, more research is needed to fill in the gaps in long-term effectiveness and the effects of digital mental health solutions in different settings. To meet the growing need for mental health services around the world, more research needs to be done into scalable, low-cost models of care.



References

1Kessler RC, Aguilar-Gaxiola S, Alonso J, Chatterji S, Lee S, Ormel J, et al. The global burden of mental disorders: An update from the WHO World Mental Health (WMH) surveys. Epidemiol Psychiatr Sci. 2009;18(1):23–33.

2Vigo D, Thornicroft G, Atun R. Estimating the true global burden of mental illness. Lancet Psychiatry. 2016;3(2):171–8.

3Chodavadia P, Teo I, Poremski D, Fung DSS, Finkelstein EA. Prevalence and economic burden of depression and anxiety symptoms among Singaporean adults: Results from a 2022 web panel. BMC Psychiatry. 2023;23(1):104. doi: 10.1186/s12888-023-04581-7. PMID: 36782116; PMCID: PMC9925363.

4The Lancet Global Health. Mental health matters. Lancet Glob Health. 2020;8(11):e1352. doi: 10.1016/S2214-109X(20)30432-0. PMID: 33069297; PMCID: PMC7561290.

5World Health Organization. WHO guidelines on mental health at work. World Health Organization; 2022. https://www.who.int/publications/i/item/9789240053052

6Iribarren SJ, Cato K, Falzon L, Stone PW. What is the economic evidence for mHealth? A systematic review of economic evaluations of mHealth solutions. PloS One. 2017;12(2):e0170581.

7Angevine PD, Berven S. Health economic studies: An introduction to cost-benefit, cost-effectiveness, and cost-utility analyses. Spine. 2014;39(22S):S9–15.

8Thomas R, Chalkidou K. Health system efficiency: How to make measurement matter for policy and management. European Observatory on Health Systems and Policies; 2016.

9April MD, Murray BP. Cost-effectiveness analysis appraisal and application: An emergency medicine perspective. Acad Emerg Med. 2017;24(6):754–68.

10Alaklobi AA, Alaklabi SM, Alkurbi ZA, Alqarni HM, Alqarni FM, Alqarni MA, et al. Pharmacoeconomics and health policy: assessing the cost-effectiveness of pharmaceutical interventions and its insinuations for policy decision-making strategy. Azerbaijan Pharm Pharmacother J. 2024;23:1–9.

11Jankovic D, Faria R. Economic evaluation methods and approaches. In Encyclopedia of Evidence in Pharmaceutical Public Health and Health Services Research in Pharmacy 2023 (pp. 227–46). Springer International Publishing.

12Brent RJ. Cost-benefit analysis versus cost-effectiveness analysis from a societal perspective in Healthcare. Int J Environ Res Public Health. 2023;20(5):4637.

13Turner HC, Sandmann FG, Downey LE, Orangi S, Teerawattananon Y, Vassall A, et al. What are economic costs and when should they be used in health economic studies? Cost Eff Resour Alloc. 2023;21(1):31.

14Nguyen KH, Comans T, Nguyen TT, Simpson D, Woods L, Wright C, et al. Cashing in: Cost-benefit analysis framework for digital hospitals. BMC Health Serv Res. 2024;24(1):694.

15Mishra H, Venkatesan M. Psychological well-being of employees, its precedents and outcomes: A literature review and proposed framework. Manag Labour Stud. 2023;48(1):7–41.

16Armaou M, Pears M, Konstantinidis ST, Blake H. Evolution of primary research studies in digital interventions for mental well-being promotion from 2004 to 2023: A bibliometric analysis of studies on the Web of Science. Int J Environ Res Public Health. 2024;21(3):375.

17Mutyambizi-Mafunda V, Myers B, Sorsdahl K, Chanakira E, Lund C, Cleary S. Economic evaluation of psychological treatments for common mental disorders in low- and middle-income countries: A systematic review. Health Policy Plan. 2023;38(2):239–60.

18Elayan S, Angelini V, Buskens E, de Boer A. The economic costs of informal care: Estimates from a national cross-sectional survey in the Netherlands. Eur J Health Econ. 2024;25(8):1311–31.

19Moitra M, Owens S, Hailemariam M, Wilson KS, Mensa-Kwao A, Gonese G, et al. Global mental health: Where we are and where we are going. Curr Psychiatry Rep. 2023;25(7):301–11.

20Pandya BJ, Young C, Packnett ER, Xie B, Lillehaugen T, Block A, et al. Work absenteeism, disability, and lost wages among patients with acute myeloid leukemia and their caregivers: A cohort study using US administrative claims and productivity data. Expert Rev Pharmacoecon Outcomes Res. 2024;24(4):521–32.

21Cowen PJ. SSRIs in the treatment of depression: A pharmacological CUL-DE- SAC? Emerg Neurobiol Antidepress Treat. 2024;66:1–19.

22Gandjour A. Value-based pricing of cognitive behavioral therapy for depression in primary care: An economic evaluation. BMC Health Serv Res. 2024;24(1):317.

23Hannah LA, Walsh CM, Jopling L, Perez J, Cardinal RN, Cameron RA. Economic evaluation of interventions for treatment-resistant depression: A systematic review. Front Psychiatry. 2023;14:1056210.

24Thase ME. Achieving remission and managing relapse in depression. J Clin Psychiatry. 2003;64:3–7.

25Neumann PJ, Cohen JT, Weinstein MC. Updating cost-effectiveness–The curious resilience of the $50,000-per-QALY threshold. N Engl J Med. 2014;371(9):796–7. doi:10.1056/NEJMp1405158.

26Sanders GD, Neumann PJ, Basu A, Brock DW, Feeny D, Krahn M, et al. Recommendations for conduct, methodological practices, and reporting of cost-effectiveness analyses: Second panel on cost-effectiveness in health and medicine. JAMA. 2016;316(10):1093–103. doi:10.1001/jama.2016.12195.

27Ologundudu OM, Palaniyappan L, Cipriano LE, Wijnen BF, Anderson KK, Ali S. Risk stratification for treating people at ultra-high risk for psychosis: A cost-effectiveness analysis. Schizophr Res. 2023;261:225–33.

28Health Quality Ontario. Psychotherapy for major depressive disorder and generalized anxiety disorder: A health technology assessment. Ont Health Technol Assess Ser. 2017;17(15):1.

29Ho FY, Yeung WF, Ng TH, Chan CS. The efficacy and cost-effectiveness of stepped care prevention and treatment for depressive and/or anxiety disorders: A systematic review and meta-analysis. Sci Rep. 2016;6(1):29281.

30Delgadillo J, Ali S, Fleck K, Agnew C, Southgate A, Parkhouse L, et al. Stratified care vs stepped care for depression: A cluster randomized clinical trial. JAMA Psychiatry. 2022;79(2):101–8.

31Rosenbluth H, Hall M, Beck JS. Hypochondria: What’s behind the hidden costs of healthcare in America. 1st ed. Rodin Books; 2024. p. 248 ISBN-13: 978-1957588285.

32Rengasamy M, Shalev A, Birmaher B. Psychopharmacology for pediatric depressive disorders. In Pediatric Psychopharmacology Evidence: A Clinician’s Guide 2024 (pp. 381–451). Springer Nature Switzerland.

33Samara MT, Michou N, Lappas AS, Argyrou A, Mathioudaki E, Bakaloudi DR, et al. Is cognitive behavioral therapy more effective than pharmacotherapy for binge spectrum disorders? A systematic review and meta-analysis. Aust N Z J Psychiatry. 2024;58(4):308–19.

34McCrone P, Fisher H, Knight C, Harding R, Schlag AK, Nutt DJ, et al. Cost-effectiveness of psilocybin-assisted therapy for severe depression: Exploratory findings from a decision analytic model. Psychol Med. 2023;53(16):7619–26.

35Wijnen BF, Ten Have M, De Graaf R, van der Hoek HJ, Lokkerbol J, Smit F. The economic burden of mental disorders: Results from the Netherlands mental health survey and incidence study-2. Eur J Health Econ. 2024;25(6):925–34.

36Catarino A, Harper S, Malcolm R, Stainthorpe A, Warren G, Margoum M, et al. Economic evaluation of 27,540 patients with mood and anxiety disorders and the importance of waiting time and clinical effectiveness in mental healthcare. Nat Ment Health. 2023;1(9):667–78.

37van den Heuvel BB, Dekker JJ, Daniëls M, Van HL, Peen J, Bosmans J, et al. G-FORCE: The effectiveness of group psychotherapy for Cluster-C personality disorders: protocol of a pragmatic RCT comparing psychodynamic and two forms of schema group therapy. Trials. 2023;24(1):300.

38Bugatti M, Owen J, Reese J, Richardson Z, Rasmussen W, Beck A, et al. The effectiveness of psychotherapy for anxiety in private practice: Benchmarking outcomes and examining predictors. J Psychother Integr. 2024;34(1):62.

39Bolton P, West J, Whitney C, Jordans MJ, Bass J, Thornicroft G, et al. Expanding mental health services in low-and middle-income countries: A task-shifting framework for delivery of comprehensive, collaborative, and community-based care. Cambridge Prisms Glob Ment Health. 2023;10:e16.

40Fagan HA, Baldwin DS. Pharmacological treatment of generalised anxiety disorder: Current practice and future directions. Expert Rev Neurother. 2023;23(6):535–48.

41González-Duarte A, Cotrina-Vidal M, Kaufmann H, Norcliffe-Kaufmann L. Familial dysautonomia. Clin Auton Res. 2023;33(3):269–80.

42Kemmeren LL, van Schaik A, Draisma S, Kleiboer A, Riper H, Smit JH. Effectiveness of blended cognitive behavioral therapy versus treatment as usual for depression in routine specialized mental healthcare: E-COMPARED trial in the Netherlands. Cogn Ther Res. 2023;47(3):386–98.

43Volkan K. Schizophrenia: Epidemiology, causes, neurobiology, pathophysiology, and treatment. J Health Med Sci. 2020;3(4):487–521.

44Qadir ZS, Kar N, Ball PA, Morrissey H. Antipsychotic use: Cross-sectional opinion survey of psychiatrists in India and United Kingdom. Pharmacy. 2023;11(5):162.

45Park T, Kuntz KM. Cost-effectiveness of second-generation antipsychotics for the treatment of schizophrenia. Value Health. 2014;17(4):310–9.

46Lehman AF, Dixon L, Hoch JS, DeForge B, Kernan E, Frank R. Cost-effectiveness of assertive community treatment for homeless persons with severe mental illness. Br J Psychiatry. 1999;174(4):346–52.

47Mueser KT, Bond GR, Drake RE, Resnick SG. Models of community care for severe mental illness: A review of research on case management. Schizophr Bull. 1998;24(1):37–74.

48Chassin MR, Galvin RW. The urgent need to improve health care quality: Institute of Medicine National Roundtable on Health Care Quality. JAMA. 1998;280(11):1000–5.

49Kemani MK, Olsson GL, Lekander M, Hesser H, Andersson E, Wicksell RK. Efficacy and cost-effectiveness of acceptance and commitment therapy and applied relaxation for longstanding pain: A randomized controlled trial. Clin J Pain. 2015;31(11):1004–16.

50Koutsouleris N, Hauser TU, Skvortsova V, De Choudhury M. From promise to practice: Towards the realisation of AI-informed mental health care. Lancet Digit Health. 2022;4(11):e829–40.

51Introduction. In WHO guideline Recommendations on Digital Interventions for Health System Strengthening. World Health Organization; 2019. p. 1. Available from: https://www.ncbi.nlm.nih.gov/books/NBK541905/.

52Durland L, Interian A, Pretzer-Aboff I, Dobkin RD. Effect of telehealth-to-home interventions on quality of life for individuals with depressive and anxiety disorders. Smart Homecare Technol TeleHealth. 2014;2:105–19. doi:10.2147/SHTT.S45044.

53Orsolini L, Pompili S, Salvi V, Volpe U. A systematic review on telemental health in youth mental health: Focus on anxiety, depression and obsessive-compulsive disorder. Medicina. 2021;57(8):793.

54Evangelatos G, Valasquez GA, Le C, Sosa J, Thackaberry J, Hilty DM. Telepsychiatry to rural populations. In Diversity in Action: Case Studies in Cultural Psychiatry 2022 (pp. 105–38).

55Wilhelm S, Weingarden H, Ladis I, Braddick V, Shin J, Jacobson NC. Cognitive-behavioral therapy in the digital age: Presidential address. Behav Ther. 2020;51(1):1–4.

56Schoenbaum M, Unützer J, Sherbourne C, Duan N, Rubenstein LV, Miranda J, et al. Cost-effectiveness of practice-initiated quality improvement for depression: Results of a randomized controlled trial. JAMA. 2001;286(11):1325–30.

57Heuzenroeder L, Donnelly M, Haby MM, Mihalopoulos C, Rossell R, Carter R, et al. Cost-effectiveness of psychological and pharmacological interventions for generalized anxiety disorder and panic disorder. Aust N Z J Psychiatry. 2004;38(8):602–12.

58Haseth S, Solem S, Sørø GB, Bjørnstad E, Grøtte T, Fisher P. Group metacognitive therapy for generalized anxiety disorder: A pilot feasibility trial. Front Psychol. 2019;10:290.

59Mihalopoulos C, Baxter AJ, Whiteford H, Vos T. The cost-effectiveness of treatments for anxiety disorders. In The Wiley Handbook of Anxiety Disorders (pp. 1256–67). Wiley; 2014.

60Rosenheck RA, Leslie DL, Sindelar J, Miller EA, Lin H, Stroup TS, et al. Cost-effectiveness of second-generation antipsychotics and perphenazine in a randomized trial of treatment for chronic schizophrenia. Am J Psychiatry. 2006;163(12):2080–9.

61Knapp M, McDaid D, Parsonage M. Mental health promotion and mental illness prevention: The economic case. Department of Health; 2011. https://www.eprints.lse.ac.uk/32311/.

62Fortney JC, Pyne JM, Edlund MJ, Williams DK, Robinson DE, Mittal D, et al. A randomized trial of telemedicine-based collaborative care for depression. J Gen Intern Med. 2007;22:1086–93.

63Salisbury C, O’Cathain A, Edwards L, Thomas C, Gaunt D, Hollinghurst S, et al. Effectiveness of an integrated telehealth service for patients with depression: A pragmatic randomised controlled trial of a complex intervention. Lancet Psychiatry. 2016;3(6):515–25.

64Thomas S, Hodge W, Malvankar-Mehta M. The cost-effectiveness analysis of teleglaucoma screening device. PloS One. 2015;10(9):e0137913.

65Firth J, Torous J, Nicholas J, Carney R, Rosenbaum S, Sarris J. Can smartphone mental health interventions reduce symptoms of anxiety? A meta-analysis of randomized controlled trials. J Affect Disord. 2017;218:15–22.

66Cuijpers P, Karyotaki E, Weitz E, Andersson G, Hollon SD, van Straten A. The effects of psychotherapies for major depression in adults on remission, recovery and improvement: A meta-analysis. J Affect Disord. 2014;159:118–26.

67Buntrock C, Lehr D, Smit F, Horvath H, Berking M, Spiegelhalder K, et al. Guided internet-based cognitive behavioral therapy for insomnia: Health-economic evaluation from the societal and public health care perspective alongside a randomized controlled trial. J Med Internet Res. 2021;23(5):e25609.

68Richards DA, Ekers D, McMillan D, Taylor RS, Byford S, Warren FC, et al. Cost and outcome of behavioural activation versus cognitive behavioural therapy for depression (COBRA): A randomised, controlled, non-inferiority trial. Lancet. 2016;388(10047):871–80.

69Bockting CL, Hollon SD, Jarrett RB, Kuyken W, Dobson K. A lifetime approach to major depressive disorder: The contributions of psychological interventions in preventing relapse and recurrence. Clin Psychol Rev. 2015;41:16–26.

70McCrone P, Knapp M, Proudfoot J, Ryden C, Cavanagh K, Shapiro DA, et al. Cost-effectiveness of computerised cognitive-behavioural therapy for anxiety and depression in primary care: Randomised controlled trial. Br J Psychiatry. 2004;185(1):55–62.

71Cummings NA, O’Donohue WT, Cummings JL. The financial dimension of integrated behavioral/primary care. In Understanding the Behavioral Healthcare Crisis 2012 (pp. 33–57). Routledge.

72van Zoonen K, Buntrock C, Ebert DD, Smit F, Reynolds III CF, Beekman AT, et al. Preventing the onset of major depressive disorder: A meta-analytic review of psychological interventions. Int J Epidemiol. 2014;43(2):318–29.

73Bandelow B, Michaelis S, Wedekind D. Treatment of anxiety disorders. Dialogues Clin Neurosci. 2017;19(2):93–107.

74Bogucki OE, Craner JR, Berg SL, Wolsey MK, Miller SJ, Smyth KT, et al. Cognitive behavioral therapy for anxiety disorders: Outcomes from a multi-state, multi-site primary care practice. J Anxiety Disord. 2021;78:102345.

75Leucht S, Cipriani A, Spineli L, Mavridis D, Örey D, Richter F, et al. Comparative efficacy and tolerability of 15 antipsychotic drugs in schizophrenia: A multiple-treatments meta-analysis. Lancet. 2013;382(9896):951–62.

76Wunderink L, van Bebber J, Sytema S, Boonstra N, Meijer RR, Wigman JT. Negative symptoms predict high relapse rates and both predict less favorable functional outcome in first episode psychosis, independent of treatment strategy. Schizophr Res. 2020;216: 192–9.

77Malone D, Marriott SV, Newton-Howes G, Simmonds S, Tyrer P. Community mental health teams (CMHTs) for people with severe mental illnesses and disordered personality. Cochrane Database Syst Rev. 2007;2007(3):CD000270.

78Patatanian R. Effectiveness of Mindfulness Apps in Stress Reduction (Doctoral dissertation, The Chicago School of Professional Psychology); 2013.

79Taneja PP, Samsudin PA, Honguan JT, Sharsheeva A. Designing Safe Digital Mental Health and Psycho–Social Support (MHPSS).

80Wootton SL, Dale MT, Alison JA, Brown S, Rutherford H, Chan AS, et al. Mobile health pulmonary rehabilitation compared to a center-based program for cost-effectiveness and effects on exercise capacity, health status, and quality of life in people with chronic obstructive pulmonary disease: A protocol for a randomized controlled trial. Phys Ther. 2023;103(7):pzad044.

81Thieme A, Hanratty M, Lyons M, Palacios J, Marques RF, Morrison C, Doherty G. Designing human-centered AI for mental health: Developing clinically relevant applications for online CBT treatment. ACM Trans Comput-Hum Interact. 2023;30(2):1–50.



OPS/images/PJPH_Cover_Image.jpg
Premier Journal
of Public Health

a






OPS/images/fig3.jpg
Health System Digital Health Intervention (DHI)  Applications and ICT systems
Challenge (HSC) Disitl functionsity jor .
addresing the HSC .

Need o prablam to be addrassed

Insufficient

supply of
commodities m R S—

Hansge nventory and disioution
o hesthcormemoditos

u Routine healthindicator datacolction
Lack of access sndmanagemen:

toinformation D g o
ordata
(o e

Lossto ﬂ T e srs e y

follow-up. e

of clients gt radigof et o
Satey Medica Recor






OPS/images/fig2.jpg
Quality & Coverage

of Health Intervention

» commodities stockout
» insufficient workforce
» inaccessibility of facilities

» failure to follow
guidelines

r—

for services

»
Intervention of
known efficacy





OPS/images/fig1.jpg
Health-care context A

Al-augmented MEC pathways

Individual
prediction—
(95%C1)

mHealth Mental health-care
i oo ,‘g@‘

Radiclogst;
e, @ B0

il
treatment
=8O
Neuropsychologist

Health-care contexts

outcome outcome

Traning population

Riskscore

Favours good  Favours bad
outcome  outcome

Regulatorsand
stakeholders

Representative ontological

database
Interdiscipl

developmentteams

Implementation science

Evidence-based
clinicalutilty

Agile model
repasitories

€ i

Clinician






OPS/images/OpenAccess.jpg
G OPEN ACCESS





OPS/xhtml/Nav.xhtml




Contents





		Economic Evaluation of Mental Health Interventions



		Introduction



		Literature Review



		Economic Evaluation Methods in Healthcare



		Applications in Mental Health Interventions



		Depression



		Cognitive Behavioral Treatment versus Pharmacological Treatments









		Anxiety Disorders



		Group Therapy versus Individual Therapy



		Pharmacological Treatments









		Schizophrenia



		FGAs versus SGAs



		Community-Based Interventions include: Assertive Community Treatment















		Digital and Emerging Interventions









		Methodology



		Narrative Approach for Review



		Inclusion Criteria



		Exclusion Criteria



		Data Sources and Search Strategy



		Data Extraction and Synthesis



		Limitations of the Review









		Results



		Economic Evaluation of Depression Interventions



		Case Study









		Economic Evaluation of Anxiety Disorder Interventions



		Case Study









		Economic Evaluation of Schizophrenia Interventions



		Case Study



		Case Study









		Emerging Digital Interventions in Mental Health



		Case Study



		Case Study















		Discussion



		Economic Evaluation of Anxiety Disorder Interventions



		Cost-Effectiveness of Schizophrenia Interventions









		Emerging Digital Mental Health Interventions



		Policy Implications









		Conclusion



		Limitations and Possible Future Paths









		References

















Page List





		1



		2



		3



		4



		5



		6



		7



		8



		9



		10



		11














OPS/images/cover.jpg
Premier Journal
of Pubhc Health

- @ Premier Science














OPS/images/fig4.jpg
DIGITAL HEALTH DIGITAL APPLICATIONS

INTERVENTIONS CTeystems and communication
| Adscreelunctionofdigital - chanols tht fciitto daivery

technology toachieve health ofthedigtal interventions and

sectarobiectves heslkhcontant

FOUNDATIONAL LAYER: (CTond Enabiing Environment

LEADERSHIP & GOVERNANCE

STRATEGY & SERVICES & LEGISLATION, WORKFORCE
INVESTMENT APPLICATIONS PoLicY &
COMPLIANCE

STANDARDS &
INTEROPERABILITY

INFRASTRUCTURE






