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“The need to address workplace
mental health has never been
more important as the levels
of anxiety, depression, Post
Traumatic Stress and other
mental health conditions are
dramatically impacted by the
continuing stress, uncertainty
and economic impacts of the
COVID-19 pandemic.”

- Garen Staglin,

Chairman, One Mind

“The last year has shown
employers and employees
the importance of
prioritizing workplace
mental health and the
evidence on the costeffectiveness of mental
health interventions is
growing rapidly.”

- Daryl Tol,
Executive Vice President,
One Mind

EXECUTIVE SUMMARY
Background: Addressing the Cost of Mental Illness
We live amid a mental health crisis that affects every facet of American life. At home, work, and
school, Americans struggle to overcome mental illness and the daunting challenges it creates.
Depression alone affects 6-7% of American adults, costs an estimated $210 billion annually, and is
the leading cause of disability worldwide. The impact of mental illness can be especially devastating
in the workplace, where mental health challenges can often be dismissed or stigmatized.
To create healthy and productive workplaces, leaders must effectively respond to this mental
health crisis. The Business Costs of Mental Disorders, a 2017 One Mind at Work analysis, found
that mental health conditions are prevalent across all occupations—not just limited to a few
industries or work environments. And though illnesses like depression are very common, many
employees do not seek treatment. Those who do seek care often fail to receive the best treatment
available – leading to high healthcare and out of pocket costs, lost productivity, and human
suffering. Adding to these challenges, physical illness often accompanies mental illness, which
further harms wellbeing, raises costs, and makes successful treatment more difficult.
This white paper offers a blueprint for action. And the good news is that there are proven, costeffective approaches. We have conducted a detailed review of medical literature to assess which
mental health care options are most cost-effective for the care of two of the most common and
costly mental disorders in the working population: depression and anxiety. Cost-effectiveness
analysis weighs the clinical benefits of a treatment (also known as an intervention) against the
treatment’s costs—financial or otherwise.
In our analysis, we examined:
•

Cognitive behavioral therapy, collaborative care, telehealth, depression
screening, suicide prevention, return-to-work interventions, and multiple
other interventions

•

Strategies for addressing unipolar depression, which includes major
depressive disorder and persistent depressive disorder

•

Strategies for addressing anxiety, which includes generalized anxiety
disorder (GAD), panic disorder, social anxiety disorder and obsessivecompulsive disorder

•

Costs of interventions, including direct care expenses and lost productivity

•

Benefits of interventions, such as health improvements, functional
performance, and cost savings
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We hope that this paper will be a valuable resource to help business leaders create healthier work
environments that foster employee wellbeing.

Cost-Effective Interventions to Improve Employee Mental
Health
Our review of the medical literature regarding health care interventions for depression and
anxiety found a wealth of evidence supporting the cost-effectiveness of two mental healthcare
interventions: cognitive-behavioral therapy and collaborative care. We also found evidence
supporting the cost-effectiveness of multiple other interventions, although more research is still
needed.

Cognitive-Behavioral Therapy
Cognitive-Behavioral Therapy (CBT) is a form of treatment that attempts to stop those with
depression and/or anxiety from withdrawing from activities and experiencing negative cognitive
and emotional responses, all of which are associated with depression and can become habitual.
CBT is used to break this cycle and replace dysfunctional or counterproductive thoughts, feelings
and actions with others that facilitate effective functioning and improved mood. Unlike lengthier
psychoanalytic techniques, CBT does not involve searching for root causes, but focuses instead on
acting according to a plan or goal rather than a feeling or internal state. Individuals in CBT learn
new coping skills that, with practice, they can use on their own.
There is a large amount of evidence supporting the cost-effectiveness of CBT for both depression
and anxiety in individual format, group, or online formats. For moderate to severe illness, CBT is
cost-effective when used in combination with a prescription medication such as an SSRI. It is also
cost-effective when used in combination with enhanced primary care.

Collaborative Care
Collaborative care is an organization-level set of interventions that represents a new way to
structure care. It enhances primary care to be more team-based, integrated with psychiatry
specialists, metric-based and outcome-focused, and includes a variety of system and community
supports to maintain the motivation and participation of patients in their care. According to
the American Psychiatric Association, collaborative care has several defining characteristics,
including patient-centered team care, monitoring of patient outcomes over time, state of the art
measurement tools, evidence-based care, and connections between provider performance and
reimbursement.
We found a relatively detailed body of evidence to support the cost-effectiveness of collaborative
care for both depression and anxiety. Analyses have shown that collaborative care is more
effective than standard primary care in achieving clinical outcomes such as response to treatment
and remission of depression. It is also effective for patients who have depression in addition to
other major medical illnesses.

Telehealth
Although more research is needed, telehealth is generally assumed to be cost-effective compared
to conventional in-person care. One reason is that the tools needed are accessible; millions of
Americans already have devices—like phones, tablets, and laptops—that enable them to connect
to care. Telehealth also lowers costs by reducing time away from activities (such as work) and
eliminating the expense of traveling to an in-person visit.

Depression Screening
A small number of studies have found that depression screening is cost-effective when conducted
every 5 years. Screening aims to identify individuals at risk of depression and who may benefit
from further assessment and treatment. Screening is recommended for all adults, but it is most
effective when follow-up care is provided.
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Suicide Prevention
Studies supported the cost-effectiveness of several different prevention and treatment
interventions. The case for cost-effectiveness was strongest for suicide education and support
interventions, pharmacologic interventions, and psychotherapeutic approaches such as CBT and
problem-solving therapy. Other prevention and treatment interventions lacked adequate evidence
of cost-effectiveness.

Return-to-Work Interventions
For depression, we found evidence for the cost-effectiveness of return-to-work interventions for
individuals returning to work following a period of work disability. Research has found consistent
evidence that return-to-work interventions reduce the time employees take to resume work. These
interventions also help prevent recurring sick days after an employee returns to work.

Conclusion: Toward More-Effective Mental Health Support
This research should give business leaders confidence that there are multiple high quality,
financially-efficient care options for depression and anxiety. Many healthcare interventions are
win-win; they benefit both the businesses that sponsor care and the workers who receive care.
Because of this, they are worthwhile investments for any organization.
The pandemic has had a devastating impact on the mental health of Americans, and the time to
act is now. These findings can help guide development of workplace policies, practices and cultural
norms that promote greater access to high quality, efficient mental health care and greater use of
much-needed resources.
Our assessment of the medical literature has revealed three primary insights:

Cognitive behavioral therapy and collaborative care
are the interventions whose cost-effectiveness is best
supported by research.

Depression screening, telehealth, suicide prevention
and return to work-focused interventions have been
shown to be cost-effective, although they haven’t been
studied as thoroughly.

Evidence on the cost-effectiveness of mental health
interventions is growing rapidly. With more research,
new cost-effective solutions will likely be identified.
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INTRODUCTION
In 2017, One Mind at Work released The
Business Costs of Mental Disorders, a white
paper written to inspire action among business
leaders and others in the position to improve
the mental health and well-being of working
people.1 When it was published, a great deal
had already been written about the high
national prevalence of depression in particular,
which among adults is 6-7%, its enormous
national economic burden, estimated to be
$210 billion annually, and its global impact as
the leading cause of disability worldwide.2-4
Prior to this publication, what was not well
known at the time was that health problems
such as depression also exact a high workplace
cost. The following were among its most
important findings.

•

Depression, one of the most prevalent
of the mental disorders in the working
population, was surprisingly prevalent
across all occupations, meaning that
mental disorders are relevant to
employers regardless of industry and
company size.

•

Many employees do not seek
treatment while those who do often
fail to receive the best care available –
leading to continuing and unnecessary
costs related to treatment and
lost productivity as well as human
suffering. This is the legacy of stigma
and lack of resources that historically
have surrounded mental illness.

•

Mental and physical illnesses
frequently co-occur, and this reality
makes care of the physical illnesses
more difficult, resulting in poorer
health and functional outcomes and
greater costs.

This second white paper shifts perspective from
describing the problem to identifying solutions.
The aim is to help business leaders determine
which mental health care options have value
clinically and economically. In this report, we
focus on two of the most common and costly
mental disorders in the working population;
depression and anxiety.

Business leaders, through their influence
on employee health benefits, the work
environment, work culture and their
surrounding communities, are in a unique
position to leverage many of the remarkable
scientific advances in brain health and
accelerate improvements in health care access,
affordability and quality. Though most business
leaders would like to be able to sponsor high
quality, efficient care options, it is challenging
to navigate through the current morass of
information, which rarely is geared to their
concerns. Adding to the confusion is that
information about the clinical impact of care is
often disconnected from information about its
costs.
Cost-effectiveness analyses help to bridge this
divide by evaluating both the health benefits of
care, such as improvements in mental health
and quality of life from treatment, and the total
costs of that care including both the upfront
and downstream costs for health care and
productivity. These analyses are intentionally
comparative, so the cost-effectiveness of
one treatment or diagnostic test is always
presented in relation to a comparator. This
comparator may be an alternative treatment or
test, care as usual (also referred to as standard
care), no treatment or a placebo. Costeffectiveness analyses are different than the
return on investment (ROI) analyses because
the former usually encompass a broader range
of benefits and costs and there is also expert
consensus on the procedures for data analysis
and for reporting and interpreting results.5
This white paper will provide the latest
information on the cost-effectiveness of care
for depression and anxiety, identifying both
the available evidence and current gaps. As
you read this report, bear in mind that costeffectiveness analysis can be used to facilitate
health care decision-making but it is aggregate
population-level evidence. Data used in
cost-effectiveness studies are often obtained
from randomized clinical trials (RCTs), not
real-world data, and therefore may not reflect
the characteristics of the working population.
Cost-effectiveness analysis results can augment
but cannot replace information that is needed
to support individualized, patient-centered
care. In mental health care, the preferences
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of patients and family members as well as the clinician’s knowledge of the patient should play
a large part in treatment decisions. In this white paper, we discuss some of the most common
interventions for depression and/or anxiety and discuss innovations on the horizon.

APPROACH
This white paper is based on secondary data from scientific, peer-reviewed publications that
address the cost-effectiveness of interventions which are used to identify, diagnose and/or treat
depression and/or anxiety. The publications we included are systematic reviews and meta-analyses
of cost-effectiveness research. They were published in English in peer-reviewed journals between
2000 and 2020 and focus on unipolar depression, which includes major depressive disorder and
persistent depressive disorder, and/or anxiety, which includes generalized anxiety disorder (GAD),
panic disorder, social anxiety disorder and obsessive compulsive disorder (OCD). Systematic
reviews and meta-analyses determine the state of scientific evidence on a specific topic using
techniques that synthesize the results of multiple individual studies. Cost-effectiveness studies
evaluate both the costs and benefits of one type of intervention compared to another or to no
intervention). Costs may include those related to providing the care and to lost productivity.
Benefits may include outcomes related to the care such as improved health and functional
performance.
To find the relevant systematic reviews and meta-analyses of cost-effectiveness studies,
we conducted a comprehensive search of academic library databases and a separate costeffectiveness research database. Our search procedures are detailed in Appendix 1. Once
the search was completed, potentially eligible articles were reviewed to confirm eligibility. We
report our search results using the Preferred Reporting Items for Systematic Reviews and MetaAnalyses (PRISMA) diagram (Figure 1). For all eligible systematic reviews and/or meta-analyses,
we completed a standardized data extraction form, which included the review’s objective; scope
(e.g., global or national); the number of qualifying individual studies included and inclusion
and exclusion criteria; which interventions were evaluated within which specific populations;
which interventions were used as comparators (e.g., treatment as usual, placebo, etc.); the costeffectiveness analysis methods used; ratings of the quality of the economic analyses; and review
results, conclusions and caveats.
Finally, to avoid getting readers lost in the weeds of the many details of each review article, the
conclusions about cost-effectiveness that we report in this white paper reflect the conclusions of
the original review article authors. To simplify the presentation or results and conclusions, we use
a rating system of the evidence regarding cost-effectiveness. Interventions are rated either as: 1)
cost-effective; 2) not cost-effective; 3) mixed in terms of cost-effectiveness, with some positive and
some negative study results); or 4) inconclusive about cost-effectiveness. Results are summarized
in Table 1. Whenever possible, we present cost results in 2020 US dollars.

Evaluating the Costs and Benefits of Health Care
Interventions
Cost-effectiveness and cost-benefit analyses are two types of economic evaluations that compare
two or more options and analyze both costs and benefits of each option. Because the costs and
benefits of health care interventions can be assessed using several methods, and it is easy to confuse the terminology, we have included a taxonomy of key terms in Appendix 2.
When cost-effectiveness analyses indicate that one intervention is more costly, but also more
effective than one or more comparators, the results are conveyed as a ratio of the intervention’s
additional costs to its additional benefits. This ratio, known as an incremental cost-effectiveness
ratio (ICER), can be thought of as the “price” paid per unit of health gained by adopting a more
expensive, but more effective, health intervention. Examples of ratios that convey the results of
cost-effectiveness analyses in mental health include the “cost per depression-free day gained,” and
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the “cost per quality-adjusted life year (QALY) gained.” QALYs reflect the number of years a person
lives, with each year assigned a health-related quality of life weight between zero (corresponding to
death) and one (corresponding to a hypothetical state of perfect health).
In the United States (U.S.), there are no official benchmarks specifying an amount considered
to be favorable from a cost-effectiveness standpoint. U.S. cost-effectiveness analysis guidelines
recommend that a range of benchmarks be used when interpreting the results of a costeffectiveness analysis.5, 6 As a rule of thumb, cost-effectiveness ratios that fall below $100,000
per QALY are typically considered cost-effective in the U.S. Any ratio above $200,000 per QALY
is typically considered not cost-effective. Ratios that fall between $100,000 and $200,000 per
QALY are judged on a case by case basis. In these situations, other contextual factors are
sometimes considered as part of the judgement of value. These include, for example, whether
the intervention has broader benefits such as reducing caregiver burden, or reducing health
disparities, which would increase the value of the intervention for society.

SEARCH RESULTS
Our search yielded 1,318 evidence synthesis articles relevant to depression and/or anxiety of which
875 were excluded after title and abstract review and 192 after full text review. Of 251 potentially
eligible articles, 19 were economic evidence syntheses, representing approximately 229 individual
studies, and 232 were clinical effectiveness syntheses that were subsequently excluded. The full
search results are detailed in Figure 1.
For the remainder of this white paper, we present background information on depression
and anxiety, describe the clinical effectiveness of specific interventions and present detailed
information of cost-effectiveness. We found evidence to support the cost-effectiveness of several
types of interventions. These spanned primary prevention, diagnosis, treatment and tertiary
prevention/return to work interventions. We also found some interventions that were either found
not to be cost-effective or had inconclusive evidence of cost-effectiveness. Lastly, we identified
several types of interventions for which evidence syntheses of cost-effectiveness were missing.

Of 1,318 articles

875

excluded after
abstract review

192

excluded after
full review

Of 251 eligible articles

19

232

included

excluded

The 19 articles
covered 229
individual
studies
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Figure 1. Bibliographic search for systematic reviews and meta-analyses of cost-effectiveness:
results (N=19 reviews; 229 studies)**

Identification
PubMed
(n=1925)
Pychinfo
(n=28)
Cochrane
Review
Database
(n=95)

Included
Screening
SCREENING:
no. of records
screened after
deduplication
(n=1318)

Eligibility
ELIGIBILITY:
no. of full-text
articles assessed
(n=443)

PsychArticles
(n=186)

Included

ELIGIBILITY:
no. of full-text
articles assessed
(n=251)

INCLUDED
Reviews
(n=19)

Econ focused
= 19
Clinical focused
= 232

Web of
Science
(n=300)
EconLit
(n=41)

Eligibility

Depression
Econ = 13
(134 studies)
Anxiety
Econ = 2
(44 studies)
Anxiety and
Depression
Econ = 4
(51 studies)

Records
exluded:
(n=875)*

Records
excluded:
(n=192)**

Records
excluded:
(n=232)***

*Exclusion reasons based on title/abstract: not English-language, no intervention discussed, not depression and/or anxiety, focus on older adults (65+), focus
on children/adolescents, no clinical or cost-effectiveness analysis
** Additional exclusion reasons based on full text review: broad scope of analysis (i.e., included multiple illnesses other than anxiety and depression), no
relevant studies, focused entirely on countries other than the U.S., focused entirely on veterans, all articles in review were captured in more recent review or
otherwise updated, focus on transcranial magnetic stimulation, or electroconvulsive therapy interventions, partial economic analysis (i.e., included costs only
and not health benefits)
*** Exclusion reason based on full text: article only covered clinical outcomes.

DEPRESSION AND ANXIETY
Depression refers to unipolar depression and includes both major depressive disorder and
persistent depressive disorder, also known as dysthymia. In the U.S., depression is one of our
most prevalent and costly health problems. One in eight working-age adults is estimated to be
clinically depressed. Major depressive disorder is a severe form of depression. In addition to
depression symptoms, it involves functional limitations and frequently results in an increased
use of health care generally. Major depression is the primary focus of currently available clinical
treatment guidelines because it is common and there is a large evidence base for its treatment.
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Of those individuals who receive treatment, which may include antidepressant medications and/
or psychotherapy, 40% will go into full remission, meaning that they no longer have symptoms of
depression, 40% will go into partial remission, meaning that some but not all of their depression
symptoms have improved, and 10-20% will have depression that does not respond to treatment.
For those in partial remission, the risk of a full relapse of major depression is high. Some will have
treatment-resistant depression (TRD), which is a chronic form of clinical depression occurring in
approximately 30% of depression patients who have received treatment.7 Persistent depressive
disorder is a chronic, "smoldering" form of depression with fewer, less severe symptoms than
major depression but lasting a minimum of two years. People with this disorder experience
functional limitations that are sometimes equal to those associated with major depression and
are at higher risk for developing major depression. Persistent depressive disorder and major
depression can co-occur, and this condition is known as “double depression.”
Anxiety disorders include generalized anxiety disorder, panic disorder, social anxiety disorder,
and obsessive compulsive disorder. They are the most common of all the mental health disorders.
Anxiety disorders are generally treated with psychotherapy, medication, or both, and clinical
treatment guidelines are specific to anxiety type.
Generalized Anxiety Disorder affects approximately 3% of US adults in a typical year.8
Individuals with GAD have excessive anxiety or worry on most days. Anxiety is costly and can
cause significant distress and decrements in functioning and quality of life.8, 9 Social anxiety
disorder (a phobia) affects approximately 7% of the adult US population in a typical year.10 Adults
with social anxiety disorder have an extreme fear of social situations and fear being judged by
others.11, 12 It can manifest in any setting, including the workplace, and is often associated with
diminished functioning and quality of life.13 People with social anxiety disorder who do not
receive adequate treatment are vulnerable to other mental health problems including major
depression and substance abuse.11 Panic disorder is a chronic illness that affects approximately
3% of the U.S. population, with females having twice the prevalence rate of males.14 It involves
recurrent panic attacks and anxiety about future attacks.12 Panic disorder is associated with
decreased quality of life, impaired functioning and higher health care costs.15 Compared to the
general adult population, individuals with panic disorder have higher rates of suicidal ideation
and suicide attempts.16 Obsessive Compulsive Disorder is a chronic disorder in which a person
has uncontrollable, reoccurring thoughts and/or behaviors that he or she feels the urge to repeat
over and over.17 OCD affects about 1% of the U.S. population and is typically a lifelong condition;
most people are diagnosed by about age 19.17 Due to its severe and chronic nature, OCD limits
functioning. Individuals with OCD also have high rates of other mental illnesses such as GAD.18

DEPRESSION INTERVENTIONS
We found economic evidence syntheses for interventions available to adults with major depressive
disorder and/or persistent depressive disorder, treatment-resistant depression (TRD), depression
with a comorbid chronic medical condition, at-risk of or having post-natal depression (PND), and
at–risk of suicide or other self-harm.
Six groups of depression interventions are discussed: 1) depression screening programs; 2)
psychological counseling; 3) psychoeducation; 4) psychotherapy (mainly CBT); 5) telehealth; and
6) system/primary care redesign (mainly collaborative care). Though the terrain covered is wide,
some publications were restricted to a certain phase of treatment for major depressive disorder or
a depression patient subgroup. Each of the three phases of depression care has a specific duration
and treatment goal: initial/acute phase (minimum six to eight weeks in duration following diagnosis
to achieve response to initial treatment), continuation phase (usually four to six months in
duration after responding to initial treatment), and maintenance phase (for patients with recurrent
depression who have achieved remission and are at risk of recurrence or relapse). Depression
symptom severity level is another important determinant of care and outcomes and includes mild,
moderate, moderately severe and severe symptoms.
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DEPRESSION SCREENING
Formidable barriers to obtaining depression diagnosis and treatment persist such as a limited
awareness of and misconceptions about depression symptoms and treatment, the stigma
associated with mental illness, poor access in some areas and in some population groups to
high quality mental health care and a lack of affordable care options. Screening is regarded as a
potentially powerful population-based and clinic-based primary and secondary prevention strategy
because it is designed to identify individuals who may have a clinical condition such as depression
and could benefit from further assessment and possibly diagnosis and treatment.
Innovations in screening tools and technologies, which have improved screening accuracy and
efficiency, have the potential to reduce some of these barriers. Screening for depression, which
precedes diagnosis, has become relatively commonplace in primary care, where most people with
depression receive treatment. Many employers also provide or sponsor depression screening for
their employees.
There are several types of screening initiatives. Universal screening is used to identify cases in an
entire employee population, some of which may have so far been undetected. Selective screening
is used to identify cases among those considered to be at-risk of depression, such as subgroups of
employees under extreme stress. Indicated screening is used to identify cases for those individuals
who are exhibiting signs and symptoms of depression such as during a clinic visit.
From a health standpoint, screening is essential. The Centers for Disease Control and Prevention
US Preventive Services Task Force (USPSTF) has recommended that all adults in the general
population and in particular specific population subgroups (e.g., pregnant and postpartum
women) be screened for depression.19 Adults should be screened at least once with consideration
for repeated screening given for those with risk factors, including comorbid conditions or life
events. The USPSTF points out that the clinical value of screening is considerably greater than any
potentially harmful effects such as over-diagnosis or over-treatment, which are rare.
Importantly, the USPSTF finds that screening is most effective when offered in conjunction with
adequate systems for diagnosis, treatment and follow-up and it strongly recommends that such
systems be in place. It finds that, while screening facilitates early detection and treatment of
depression, in the absence of depression diagnosis and treatment it is not as efficacious. Screening
by itself neither increases the frequency of treatment initiation, such as the number of people
started on an antidepressant medication, nor achieves better clinical outcomes including relapse
prevention or symptom remission. Additionally, screening works best when combined with
enhanced primary care, which is care that integrates specific quality improvement strategies such
as coordination between primary and specialty care providers. In systematic reviews comparing
screening plus usual primary care to screening with enhanced primary care, symptom control was
better and lasted longer when used in the latter context.
We found one systematic review of depression screening used in primary care, which concluded
that single screening for depression in primary care settings was cost-effective,1 as was screening
every five years. Annual screening was not considered cost-effective. However, this review was
based on only one economic evaluation of screening from 2004.20
A second systematic review of the value of screening, focusing on women with or at risk for PND,
included studies conducted in OECD countries including the U.S.21 Based on three separate studies
evaluating depression screening administered in-person in the homes of pregnant or postpartum
women, screening combined with depression treatment was found to be cost-effective.
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COUNSELING FOR DEPRESSION
Counseling is a commonly used term to describe care, but there is some disagreement on what
it means clinically. Those providing counseling are often clinical social workers, mental health
counselors or psychologists and, in some cases, trained peers. Counseling may be provided
in a group or individual setting and, increasingly, using telehealth technology. Counseling
is often confused with psychotherapy because of their similarities in mode of delivery but,
generally speaking, counseling is not treating the depression directly as would be the case for
psychotherapy. Specifically, they differ by duration (counseling is short-term), focus (counseling
usually focuses on a specific problem rather than changing fundamental patterns of thinking),
and sometimes provider level of training and education (psychotherapy usually requires doctorallevel training). The American Psychiatric Association does not provide specific recommendations
for counseling in its current clinical practice guidelines. The American Psychological Association’s
treatment guidelines encompass counseling and it specifically recommends interventions such as
non-cognitive interpersonal counseling for the treatment of persons with sub-clinical depression.22
The available evidence regarding the cost-effectiveness of counseling is mixed. We found only
one paper addressing the cost-effectiveness of counseling for depression. This systematic review
and meta-analysis reported on three studies of counseling in primary care.23 Compared to the
cost of providing usual primary care for depression without counseling, counseling in primary
care was associated with similar costs and effectiveness. Compared to antidepressant treatment
without psychological counseling, counseling seemed to be cost-effective, but study results were
inconclusive.
Another systematic review of prevention interventions for women at risk of PND, cited previously,
found counseling to be cost-effective within this population. It reviewed four separate studies
including a befriending service involving one-on-one telephone support from a trained volunteer,
a telephone-based peer support program, a counseling and support service, and a befriending and
advocacy service.2, 24-27
Counseling is often associated with Employee Assistance Programs (EAPs), which are offered
through many employers or payers. We were unable to find any systematic reviews or metaanalyses of the cost-effectiveness of EAP generally, and specifically for mental health counseling.
Two systematic reviews of clinical effectiveness in EAPs found mixed results for the outcomes of
EAP services, most of which were counseling interventions.
One review of 17 studies found that EAP reduced presenteeism (i.e., at-work productivity loss) and
improved functioning but did not have a consistent impact on lowering absenteeism.28 A second
review of brief workplace interventions and not limited to EAP found a high risk of bias in most
studies and concluded that there was no evidence to support the effectiveness of EAP, brief stress
management, relaxation, massage, mindfulness meditation, or multimodal interventions.29

1.

Single screening (once in lifetime) for depression in primary care settings: $50,352/QALY gained. Screening every five years:

$79,125/QALY gained. Annual screening: $302,114/QALY gained.
2.

The cost-effectiveness ranged from approximately $98 per month per PND case averted to $11,648 per case of PND averted.
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PSYCHOEDUCATION
The American Psychiatric Association recommends
educating patients and, when possible, their family
members about depression and its treatment. Educational
interventions can help to clarify misconceptions, address
negative thinking and hopelessness about recovery,
provide accurate information about disease progression,
including potential relapse, expected time until treatment
response and possible side effects, and reinforce the
importance of staying motivated and adhering to
prescribed interventions. Though psychoeducation is
considered essential to depression care and effective,
its cost-effectiveness has rarely been evaluated.30 One
reason for this is that psychoeducation is often “bundled”
with other psychotherapeutic interventions such as
psychotherapy or delivered informally rather than by
following a protocol.
The few economic evaluations on this topic have produced mixed results on its cost-effectiveness.
A single systematic review of interventions for patients with moderate to severe major depressive
disorder found only two studies that addressed psychoeducation for prevention of depression
relapse or recurrence.31 One was a Japanese study that evaluated outcomes over a nine-month
time horizon and found that, compared to usual care without psychoeducation, providing family
psychoeducation resulted in more depression-free days and was more cost-effective.32 A study
from the Netherlands with a follow-up period of 36 months reported that psychoeducation in
usual care was more costly and less effective than usual care alone. Using it in combination with
CBT achieved better outcomes than usual care alone but this combined approach was not costeffective.33
Psychoeducation was the subject of a systematic review of depression interventions for patients
with comorbid chronic obstructive pulmonary disease (COPD).34 In this case, it was compared
to psychotherapy. Three studies found there was not enough evidence to determine whether
psychoeducation was cost-effective. Thus, results are inconclusive.

PSYCHOTHERAPY
Psychotherapy is a mainstay of
treatment for major depressive disorder
and persistent depressive disorder.
Determining its cost-effectiveness is critical
in part because many people who have
depression prefer to try psychotherapy
either instead of or in conjunction
with antidepressant medication (i.e.,
monotherapy or combination therapy,
respectively).
There are multiple types of
psychotherapies that have been tested
to varying degrees in clinical trials for
depression.

They include:
•

Cognitive and behavioral psychotherapies
(CBT)

•

Psychodynamic psychotherapy

•

Interpersonal psychotherapy (IPT)

•

Motivational interviewing

•

Dialectical behavior therapy (DBT)

•

Supportive psychotherapy

•

Family therapy
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This is a relatively large and rich area of economic analysis and it had the largest number of costeffectiveness evidence syntheses. However, summarizing the cost-effectiveness of psychotherapies
is challenging because it may be delivered in different ways, by different health professionals,
using different modalities. In several instances, the availability of some options has outpaced the
availability of research on its clinical and cost-effectiveness, Most of the evidence for clinical and
cost-effectiveness are studies of CBT.
From a clinical standpoint, several of the psychotherapeutic interventions including CBT, IPT,
psychodynamic therapy, couples/family therapy, and DBT are considered evidence-based.35
A recent meta-analysis of more than 30 RCTs comparing psychotherapy to usual care (no
psychotherapy) or placebo found that CBT and IPT had small- to moderate-sized clinical effects.36
The American Psychological Association does not make a recommendation for a specific therapy
for initial treatment among several types of psychotherapies because research finds their
effects are comparable, including the effects of behavioral therapy, cognitive therapy, CBT, IPT,
mindfulness-based cognitive therapy (MBCT), psychodynamic therapy, and supportive therapy.22
The American Psychiatric Association and the American Psychological Association each
recommends psychotherapy as a monotherapy for the treatment of mild or moderate depression
and, for severe depression, as a combination therapy with a second generation antidepressant
medication. These medications include selective serotonin reuptake inhibitors (SSRIs), serotonin
and norepinephrine reuptake inhibitors (SNRIs), and other drugs with related mechanisms of
action that selectively target neurotransmitters. Recommended psychotherapies were CBT, IPT,
psychodynamic therapy and problem-solving therapy in individual and group formats. As with all
depression treatments decisions, it is important for clinicians to consider individual and family
factors when deciding on a medication and/or psychotherapy. These factors may include the
patient’s prior response to treatments, severity of illness, suicide risk, patient preferences and
availability of social supports.

CBT
Because there is a relatively large number of systematic reviews and meta-analyses of CBT, the
results of their cost-effectiveness evidence syntheses will be presented according to type of CBT
evaluated. CBT is a time-limited treatment that attempts to stop patients from withdrawing from
activities and experiencing negative cognitive and emotional responses, all of which are associated
with depression and can become habitual. CBT is used to break this cycle and replace dysfunctional
or counterproductive thoughts, feelings and actions with others that facilitate effective functioning
and improved mood. Unlike lengthier psychoanalytic techniques, CBT does not involve searching
for root causes, but focuses instead on acting according to a plan or goal rather than a feeling or
internal state. Individuals in CBT learn new coping skills that, with practice, they can use on their
own.
Except for some exceptions detailed below, we generally found CBT to be a cost-effective
intervention for depression as an individual, group, or online intervention.

Individual In-person CBT
Studies of the cost-effectiveness of CBT have compared it to antidepressant treatment. Most of
the evidence regarding monotherapy, either CBT or prescription antidepressants, suggest that
CBT alone is as or more cost-effective than medication. In one review, CBT was cost-saving or
cost-effective when compared to SSRIs or tricyclic antidepressants.37 Another systematic review
addressing moderate to severe depression included two studies comparing standalone CBT to
antidepressant treatment. One of the studies included low-income ethnic minority women and
compared pharmacotherapy (an SSRI potentially followed with a second medication) to CBT and
each was compared to referral to care from community-based mental health providers.38 Both CBT
and medication improved depression symptoms over time, and produced more depression-free
days compared to the community referral group.
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When each intervention was compared to community referral, the cost-effectiveness of medication
was slightly more favorable than the cost-effectiveness of CBT.3 Another study compared cognitive
therapy, rational-emotive behavioral therapy (REBT) and fluoxetine (an SSRI) and found that all
interventions achieved similar clinical outcomes, but both psychotherapies had lower costs than
the medication.
Studies of combination therapy (CBT used with antidepressant medication) versus antidepressant
alone suggest that combination therapy is cost-effective. One review compared combination
therapy to antidepressant medication, finding that from a societal perspective combination
therapy was cost-effective.37 Another systematic review focused on patients with at least moderate
depression symptom severity. It examined the effects of combination therapy with SSRIs and
CBT versus medication alone.31 One of the included studies supported the cost-effectiveness of
combination but only after 36 weeks of treatment and not earlier.[39, 40] Another study found that
combination therapy was more effective but more costly than SSRI treatment and was not costeffective.4, 41
In studies comparing individual in-person CBT to other interventions, the evidence on costeffectiveness is mixed. One meta-analysis of three studies of primary care interventions found that
psychotherapy had higher treatment costs than usual care from a primary care doctor, but its costeffectiveness could not be determined due to study differences.23 Another systematic review found
studies comparing CBT to referral to care from community-based mental health providers, care as
usual or bibliotherapy (e.g., use of books, storytelling) and concluded that CBT was cost-effective
compared to these alternatives.37

Internet-based CBT (iCBT)
The results of studies of iCBT also had mixed findings regarding cost-effectiveness of depression
care, though the evidence generally supported its cost-effectiveness. A systematic review identified
four economic evaluations for iCBT, which included studies of therapist-assisted online CBT or
self-administered online CBT.37 Three of these studies found iCBT to be cost-effective compared to
a waiting list for depression care (a period of no care) or usual depression care. A fourth study did
not find iCBT to be cost-effective. Each study included consideration of productivity costs.

3.
4.

Cost-effectiveness of medication: $36 per depression-free day gained.
Cost-effectiveness of CBT: $38 per depression-free day gained.

Combination therapy: $99,814/QALY gained versus SSRI treatment.
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Group CBT
Group CBT for depression was also generally found to be cost-effective. A group approach
promotes cognitive, behavioral and relational techniques in a supportive setting.
A review of five separate cost-effectiveness analyses presented in three studies evaluated group
CBT for depression.37 In the first, standalone group CBT was more effective and less costly
compared to treatment with either SSRIs or tricyclic antidepressants. It was also cost-effective in
comparison to usual depression care and bibliotherapy. A second economic analysis compared
group CBT to usual care for women with PND. This analysis found evidence for the costeffectiveness of group CBT. Lastly, a large study aimed at assessing the impact of enhancing the
quality of primary care practices addressed group CBT. It found that group CBT provided in the
enhanced primary care practices was more cost-effective than either standard primary care or
primary care in practices that had integrated quality improvements in delivering antidepressant
treatment. Subsequent analyses from this study showed that the cost-effectiveness of group CBT
was greater for certain patient subgroups. It was better for Latinx than non-Latinx patients and for
females than males. While the overall study evaluated group CBT in any phase of depression, it also
evaluated cost-effectiveness in the maintenance phase specifically and found it to be cost-effective.

Treatment-Resistant Depression (TRD)
TRD is a form of depression that has not responded to conventional treatment, and is gaining
attention as new treatments become available. There are different definitions of TRD but generally
the classification requires a diagnosis of major depressive disorder and a minimum of two prior
treatment failures of medication with adequate dose and duration.42 Unlike other antidepressants,
esketamine, which is used to treat TRD, is relatively expensive and not yet cost-effective.43
Research evaluating the cost-effectiveness of other treatments is relatively sparse and results are
mixed. Some evaluations have focused on CBT. A global systematic review of treatments for TRD
found that CBT is clinically effective but only one study included in the review evaluated costeffectiveness.[44] It found that the cost of CBT plus usual care was cost-effective versus usual care
alone at 12 and 46 months.5 Another systematic review, addressing many different depression
interventions, identified only one study that included an economic evaluation of treatment for
patients whose depression had not responded to antidepressant treatment for at least six weeks.31
Compared to treatment as usual in primary care, CBT, though higher cost, was found to be costeffective.6

Depression Comorbid with Chronic Obstructive
Pulmonary Disease (COPD)
The cost-effectiveness of CBT for treating depression in patients with COPD was addressed in a
systematic review that found insufficient research on cost-effectiveness. The studies that were
reviewed generally showed that depression symptoms improved more with CBT versus care as
usual, education alone, or pulmonary rehabilitation, but due to various limitations in the existing
research it was premature to draw conclusions about the clinical or economic impact of CBT in this
patient population.34

Prevention of Depression for Pre-natal and
Post-partum Women
A single systematic review found weak but supportive evidence of cost-effectiveness of
psychotherapy compared to usual care for the treatment of pregnant and postnatal women at
risk of depression. The interventions showing favorable trends for cost-effectiveness included a
person-centered based (PCA-based) intervention for at-risk women and an IPT-based intervention
for at-risk women.45

5.
6.

CBT plus usual care: $27, 359 per QALY over 12 months and $9,860 per QALY over 46 months (versus usual care alone).
CBT: $22, 758 per QALY versus treatment as usual in primary care.
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TELEHEALTH
As a result of the Covid-19 pandemic, both
the availability of telehealth for depression
and access to these services has expanded.
Telehealth is defined as two-way, real time
interactive communication by video and/
or audio between a patient and provider.
Telehealth is generally assumed to be costeffective compared to conventional in-person
care partly because millions of adults already
have devices that enable them to connect
to care, and due to the reduced time away
from activities such as work or the expense of
traveling to an in-person visit.
Currently, we could find only one systematic review of the cost-effectiveness of telehealth, which
focused on televideo, or what is currently referred to as videoconferencing. Though spanning
publications through 2019, some of its studies were outdated.46 Studies were considered eligible
for review if they evaluated videoconferencing as a means of providing medication prescribing and
management and/or psychotherapy. For reducing depressive symptoms, teleconferencing was
typically the same or better than the control intervention (e.g., in-person care). Based on relatively
weak evidence, the review concluded videoconferencing was cost-effective.

SYSTEM OF CARE INTERVENTIONS
The many challenges associated with providing access to high quality depression care has
contributed to innovations in mental health care delivery systems. These are system-level,
organizational and technological interventions that have a number of features including closer
integration of general medical care, principally primary care, and specialty care such as psychiatry.
These are referred to as enhanced primary care and collaborative care. Collaborative care is
based on a chronic care model of illness and treatment and, according to the American Psychiatric
Association, has several defining characteristics:

•

Patient-Centered Team Care. Primary care and behavioral health providers
collaborate to achieve shared clinical goals with the supported involvement of the
patient as a team member.

•

Population-Based Care. Supported by information systems, patients are monitored
over time, which helps providers to proactively reach out to patients to maintain
their engagement in their own care and address illness and treatment issues as they
arise.

•

Measurement-Based Treatment to Target. State-of-the-art measurement tools and
systems are used to monitor and evaluate patient outcomes in relation to goals and
to make adjustments in care as needed.

•

Evidence-Based Care. Care provided for the diagnosed condition that aligns with
professional guidelines.

•

Accountable Care. Providers are accountable for the care received and patient
outcomes. Accountability is both clinical and financial, since performance is tied to
reimbursement.
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The collaborative care model itself is evidence-based with more than 70 clinical effectiveness
studies.47 A series of meta-analyses has found that collaborative care is more effective than
standard primary care in achieving clinical outcomes such as response to treatment and remission
of depression.48 It is also effective for patients who have depression as a comorbidity to other
major medical illnesses. Meta-analyses of randomized trials that compared collaborative care with
usual care in primary care patients with depression and chronic conditions (e.g., arthritis, asthma,
cancer, coronary heart disease, diabetes, and HIV) show improvements in depressive symptoms
and functioning.49, 50
Four reviews of the benefits and costs of enhanced primary care or collaborative care are
discussed. The overall finding is that this system intervention is cost-effective.
A broad, comprehensive review of the cost-effectiveness of collaborative care for depression
included 19 studies (12 US and 1 UK) published between 1998 and 2014.51 We note that another
review covered some of the same studies and, therefore, is not discussed.52 Collaborative care
programs covered in the 19-study review had to include three or more of the following: a care
manager providing interventions; a care team involving at least a primary care provider, a care
manager and/or consulting psychiatrist, systems for monitoring the process and outcomes of care
and allowing adjustments in accordance with the principles of stepped therapy, and provision
of clinical guideline-concordant treatment (e.g., pharmacotherapy and/or psychotherapy). These
criteria are consistent with standard definitions of collaborative care. As would be expected due
to the enhanced nature of the care, most of the studies reported that the costs associated with
collaborative care were relatively higher than usual care. Differences in how costs and benefits
were evaluated, time horizons used and perspective (payer versus societal), means that the results
reported by this group of studies produced a wide range of cost-effectiveness estimates. However,
generally, the studies found higher costs but also greater benefits associated with collaborative
care when based on the cost per depression-free day or the cost per QALY.7
Notably all studies that included working-age adults and measured the cost of collaborative care
per QALY gained found that collaborative care was cost-effective or cost-saving compared to usual
care.8
A second systematic review found evidence of the cost-effectiveness of supplementing primary
care with quality improvement strategies, which included access to psychotherapy from trained
psychotherapists and nurse follow-up for treatment adherence.20 A third systematic review of
psychological interventions for patients with depression and diabetes found four studies in which
collaborative care was cost-effective compared to usual primary care.53 A fourth systematic review
of short-term interventions for depression found only one study of a relapse prevention program
based on the collaborative care model, which showed cost-effectiveness in a 12-month time
period.54

SUICIDE PREVENTION AND CARE
There was one systematic review pertaining to economic evaluations of self-harm and suicide
prevention studies and findings supported the cost-effectiveness of several different prevention
and treatment interventions.55 The case for cost-effectiveness was strongest for suicide education
and support interventions, pharmacologic interventions, and psychotherapeutic approaches
such as CBT and problem-solving therapy. Other prevention and treatment interventions lacked
adequate evidence of cost-effectiveness.

7.

Results that were presented in terms of depression-free days indicated that collaborative care could cost up to $73.15 per

depression-free day gained.
8.

Results that were presented in terms of cost per QALY indicated that collaborative care cost could up to $54,667 per QALY

gained. A depression free day is a smaller benefit than a QALY (1 day free of symptoms versus one year) and the costs of
obtaining those benefits are lower.
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A total of 24 studies with 30 evaluations were included from RCTs and non-RCTs. All were Englishlanguage publications though the studies were conducted in the UK, US, Australia, Canada, the
Netherlands, Belgium, Hong Kong and Sri Lanka. The two largest groups of studies addressed
prevention of suicide, suicide ideation, or self-harm, and medical and non-medical therapies.

ANXIETY DISORDERS
For GAD, the American Psychiatric Association recommends as the first line of treatment either
psychotherapy (including CBT, cognitive therapy, and applied relaxation therapy), secondgeneration antidepressants such as an SSRI or SNRI, or combination therapy consisting of both
an antidepressant and psychotherapy. The recommended second line or adjunctive treatments
include Pregabalin, buspirone and/or alternative forms of psychotherapy (e.g., acceptance and
commitment therapy and mindfulness training.)56
For social anxiety disorder clinical guidelines recommend initial treatment with either medication
or CBT, with both being equally effective.57 CBT has been found to be more effective than
psychodynamic psychotherapy, IPT, mindfulness, and supportive therapy.58 For patients who prefer
medication, clinical guidelines support the use of first-line treatment with an SSRI or SNRI.
For panic disorder, studies have shown that both medication and psychotherapy are effective
treatments. The American Psychiatric Association recommends second-generation SSRIs, other
pharmacotherapies, or CBT as initial treatment for panic disorder. There is insufficient evidence as
to whether one is superior to the other.59
For OCD, the clinical guidelines recommend initial treatment with CBT (individual or group)
with exposure and response prevention (EX/RP), SSRIs or combination therapy with CBT and an
SSRI. Studies have shown that CBT with or without an SSRI medication can be more effective
than medication alone. Recommended second-line treatments include alternative forms of CBT,
including acceptance and commitment therapy, and switching to a different SSRI medication.
For treatment-resistant OCD, recommendations include increasing the intensity of CBT EX/RP
to include for example, intensive outpatient care or a residential EX/RP program, and somatic
therapies (transcranial magnetic stimulation) or neurosurgical interventions (deep brain
stimulation).

ANXIETY INTERVENTIONS
The evidence to date has consistently shown that CBT and collaborative care are both cost-effective
interventions for a range of anxiety disorders. Economic evidence syntheses of other interventions
for anxiety are absent or provide limited information.

CBT
The available evidence demonstrates that CBT is a cost-effective treatment for GAD. One
systematic review found that for GAD, CBT alone or with pharmacotherapy is cost-effective
compared to usual care (without CBT or medication).60 These interventions for GAD were more
likely to be more cost-effective for individuals with severe symptoms.
CBT was also consistently found to be a cost-effective treatment for panic disorder, particularly
in the maintenance phase.61 Two studies found that CBT, with or without medication, was more
costly but also more effective than medication alone.62, 63 A third study also compared CBT and
medication alone or in combination with each other. Results showed that individual treatment (CBT
or medication alone) was more cost-effective than combination treatment. Medication was most
cost-efficient in the acute phase (3 months), while CBT was the most cost-efficient treatment in the
maintenance phase of panic disorder management (6 months).64
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iCBT
One systematic review of seven studies found that email-guided iCBT had lower costs and greater
health benefits compared to usual care, group CBT, and an attention control intervention, for
patients with anxiety, including panic disorder, social anxiety, and health anxiety.65 Among
primary care patients with at least one anxiety disorder, researchers studied an email-guided iCBT
intervention that consisted of seven to ten weekly individually assigned modules guided by online
therapists. The intervention was more effective at reducing symptoms of anxiety and less costly
than care as usual (access to primary care only) after one year.
For panic disorder and OCD, there is limited evidence on the economic value of computer-guided
iCBT.61, 66 In one study, a computer- guided CBT self-exposure program and a clinician-guided
CBT self-exposure program were each compared to a computer-guided relaxation program for
patients with panic disorder. Both self-exposure programs decreased panic disorder symptoms
compared to the relaxation program, but the computer-guided program did so at a lower cost than
the clinician-guided program. A second study demonstrated that online self-help modules of iCBT
with brief psychologist feedback was more cost-effective than group CBT in patients with panic
disorder. For OCD, two studies examined iCBT versus internet-based supportive therapy.61 Studies
found that online self-help modules of iCBT with brief therapist feedback was more costly but
more effective than internet-based supportive care after four months of therapy and had a very
favorable cost-effectiveness ratio. Benefits could be increased with additional “booster treatment”
of iCBT following the four months, but at a higher cost.
For treatment of social anxiety disorder, there is also some evidence that iCBT with weekly text
messages from a therapist may be as effective as group CBT at a similar cost.61, 66 This evidence is
based on two studies that compared iCBT with 15 weekly text messages and ability to message
with a therapist (for less than 10 minutes per patient per week) to 15 group CBT sessions. This
study followed participants over six months and four years. There was a significant decrease in
both social anxiety symptoms and costs in both the treatment groups that was driven primarily by
reductions in unemployment costs. iCBT had a slight but non-significant advantage over group CBT
in terms of both costs and benefits.

SYSTEM OF CARE INTERVENTIONS
Two studies demonstrated the economic value of collaborative care over usual care for patients
with panic disorder and one for GAD.61 In one study of patients with GAD or panic disorder,
collaborative stepped care consisting of guided self-help, CBT, and antidepressants, was more
effective and less costly than usual care, and in a second study another collaborative care
intervention consisting of CBT components and medication also was more effective and less costly
than usual care for patients with panic disorder.
For OCD, one small pilot study found that a stepped care approach to EX/RP therapy was costeffective compared to standard EX/RP for patients with severe OCD.61, 67 Stepped care included
three sessions over six weeks of low-intensity counseling with EX/RP bibliotherapy and, if treatment
response was inadequate, another six weeks of therapist-administered EX/RP (17 sessions twice
weekly). Standard EX/RP was the therapist-administered version only with no lower-intensity leadin. The two treatments were equally effective and had similar client satisfaction ratings. However,
stepped care resulted in significantly lower costs to patients and third-party payers than standard
EX/RP.
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INNOVATIONS IN WORKPLACE INTERVENTIONS
FOR DEPRESSION
Most of the information presented in this white paper does not include the costs that matter
most to employers, such as the impact of an intervention on the costs of work absences, disability
days, presenteeism and job turnover. A small number of reviews are helping to fill this gap. They
evaluate the clinical effectiveness of mental health interventions using work impact metrics, though
economic evidence of cost-effectiveness is limited.

EFFECTIVENESS IN ACHIEVING HIGH PRIORITY
WORKPLACE OUTCOMES

We found evidence on the cost-effectiveness of return
to work (RTW) interventions for individuals returning to
work following a period of work disability, but insufficient
evidence for interventions unrelated to a disability episode.

One systematic review of nine studies, all conducted outside the U.S., investigated the costeffectiveness of RTW interventions for individuals with a mental illness-related work disability.
This review found consistent evidence of the economic value of interventions to reduce time to
RTW or prevent recurrent sick days after RTW. 68 Various interventions were cost-effective from
the employer and societal perspectives. Several studies evaluated an intervention in which health
care professionals were trained to support returning workers develop problem-solving skills
and create a RTW action plan, which could be accompanied by CBT. Two other studies evaluated
training for managers to enhance their skills in RTW communication with employees, and evaluated
an internet-based self-help module for employees that was accompanied by an occupational
physician’s guidance. The level of evidence was mixed for RTW interventions from the healthcare
perspective, with two high-quality studies providing contradictory (positive and negative) economic
results.
This same systematic review found insufficient evidence on the economic value of interventions
to promote work functioning by improving the mental health of working individuals.68 In these
studies, the interventions were effective in reducing deficits in occupational functioning and
improving mental health, but none had completed a full cost-effectiveness analysis.
The clinical effectiveness of workplace or workplace-sponsored depression interventions has been
the topic of systematic reviews and meta-analyses, though none has assessed cost-effectiveness.
These reviews are important because they show the wide range of innovations occurring that have
achieved improved work and health outcomes for working adults.
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•

One systematic review of 17 studies testing the efficacy of different antidepressants on work
functioning and work absences found pharmacotherapy improved these work outcomes. 69

•

Several reviews have addressed psychotherapy. A systematic review of 22 studies evaluated
universal and targeted workplace interventions to prevent or manage depression and found
that CBT combined with other therapeutic approaches were the most effective.70 Similarly,
a review of workplace interventions of any type for employees with depression or anxiety
found that CBT reduced symptoms but did not have a significant impact on work outcomes
unless combined with other approaches such as problem-solving therapy.71 A meta-analysis
of nine studies testing universal workplace programs for depression prevention, most of
which involved CBT, found such programs had a small positive effect on reducing depression
symptoms.72

•

An extensive Cochrane Collaboration systematic review, updated in 2020, investigated the
effects of clinical and work-directed interventions aimed at reducing disability in employees
with depression. In 45 studies and more than 12,000 subjects, they found moderate evidence
for the efficacy of interventions that combined clinical and work-directed strategies for
reducing the number of sickness absence days and improving functioning. Evidence of
effectiveness in reducing work absences due to depression was cited from studies of the
Be Well at Work program, which is a telephonic brief program providing employees with
depression with work-focused CBT and work modification and coaching.73 They noted
gaps in evidence for longer-term effects and the need for studies to identify which specific
interventions combinations performed best.74

This Cochrane Collaboration systematic review is especially encouraging because the interventions
it found to be effective were impacting sickness absences. This, and a relatively low cost of
administering the interventions, suggest that there is a great potential for cost-effectiveness as
well.
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TABLE 1. SYSTEMATIC REVIEWS OF THE COST-EFFECTIVENESS INTERVENTIONS FOR ANXIETY AND DEPRESSION9
(N=19 REVIEWS, 229 STUDIES)
Intervention

Comparator(s)

Results

Target popul.
(countries of
study)

Number of CEA
studies (years of
publication)

Quality rating for
CEAs

Citation

PSYCHOTHERAPY AND PSYCHOEDUCATION
Depression
Psychotherapy:
•CBT
•IPT
•couples therapy
or counseling in
primary care

•Usual primary
care or
•antidepressant
(AD) treatment in
primary care

Inconclusive

Individual CBT
(Monotherapy or in
combination with
medication)

•AD alone,
•usual depression
care,
•standard primary
care,
or
•bibliotherapy

Cost-effective or
similar to SSRIs or
tricyclic ADs

Individuals with
clinical depression

Group CBT

•AD alone,
•usual depression
care,
•standard primary
care, or
•bibliotherapy

Cost-effective

Individuals with
clinical depression

Internet (iCBT)
(standalone or
combined with usual
care)

•Usual care,
•waiting list

Cost-effective

Individual CBT
(monotherapy)

ADs or community
referral (education
about depression
and treatment plus
referral to mental
health providers)

Cost-effective

AD alone

Mixed results
(more cost-effective
in maintenance
versus acute phase)

Individuals with
moderate to severe
clinical depression

Mixed results

Individuals with
moderate to severe
clinical depression

Individual CBT (in
combination with
medication)

Adults with
clinical
depression in a
primary care setting

(US, UK, TH, JP, NL,
AU)

(US, UK, TH, JP, NL,
AU)
Individuals with
clinical depression

Treatment as usual

Other
psychotherapies:
•behavioral
activation,
•interpersonal
psychotherapy (IPT),
•psychodynamic
psychotherapy,
•rational emotive
behavioral therapy,
•solution focused
therapy

Treatment as usual

Mindfulness-based
cognitive therapy

Maintenance
antidepressant
medication

Individuals with
moderate to severe
clinical depression

N=15 (adult samples)
(2001-2012)

N=15 (adult samples)
(2001-2012)

N=15 (adult samples)
(2001-2012)

N=14
(2005-2014)

(FI, RO, NL, JP, UK,
US)
N=14
(2005-2014)

(FI, RO, NL, JP, UK,
US)
N=14
(2005-2014)

(FI, RO, NL, JP, UK,
US)
Inconclusive

Individuals with
moderate to severe
clinical depression

N=14
(2005-2014)

(FI, RO, NL, JP, UK,
US)

Inconclusive

Adults or
adolescents who had
received depression
treatment

Consensus on Health
Economic Criteria
(CHEC)-list:

Bosmans (2008) 23

All studies fulfilled
13 of the 19 criteria

(UK, US)

(US, UK, TH, JP, NL,
AU)

Psychoeducation
for prevention of
depression relapse
or recurrence (family
or individual)

N=7
(1992-2005)

N=2
(2002, 2008)

(US, UK)

Quality checklist by
Stuhldreher et al.:

Brettschneider
(2015) 37

Fulfilled 83% of
criteria.

Quality checklist by
Stuhldreher et al.:

Brettschneider
(2015) 37

Fulfilled 83% of
criteria.
Quality checklist by
Stuhldreher et al.:
Fulfilled 83% of
criteria.
Drummond’s
Checklist:

Karyotaki (2017) 31

Fulfilled 81% of
criteria

Drummond’s
Checklist:

Karyotaki (2017) 31

Fulfilled 81% of
criteria
Drummond’s
Checklist:

Karyotaki (2017) 31

Fulfilled 81% of
criteria
Drummond’s
Checklist:

Karyotaki (2017) 31

Fulfilled 81% of
criteria

Drummond’s
Checklist:

Rodgers (2012) 54

Fulfilled 74% of
criteria

Depression With Co-Morbid Chronic Obstructive Pulmonary Disease (COPD)
CBT

•care as usual,
•education alone,
or
•pulmonary
rehabilitation

9.

Inconclusive

Individuals with
depression (varied
severity) and COPD
(moderate to severe)
(AU, BR, CN, DK, NL,
NO, KR, UK, US)

N=1

N=1

(2014)

(2014)

Pollok (2019) 34

In some cases, studies are shown in multiple parts of table when they contain more than one type of intervention (i.e. both

collaborative care and CBT).
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Intervention

Comparator(s)

Results

Target popul.
(countries of
study)

Number of CEA
studies (years of
publication)

Quality rating for
CEAs

Citation

Treatment-Resistant Depression (TRD)
Psychotherapies:
•CBT
•DBT
•IPT
•intensive shortterm dynamic
psychotherapy
(ISTDP)

Usual care

Inconclusive

Individuals with TRD

N=1

(UK)

(2016)

Women with or at
risk for PND

N=11

Not reported

Ijaz (2018) 44

Drummond’s
Checklist:

Gurung (2018) 21

Post-Natal Depression (PND)
Interventions to
prevent or treat
PND:
•Preventive
strategies,
•combined screening
and treatment,
•specialized
treatment

•Placebo,
•no intervention, or
•current / standard
care

Cost-effective

Psychotherapy to
prevent PND:
•person-centered
based,
•IPT-based
interventions

Usual care

Cost-effective

(UK, AU, CA, NZ, US)

Women at risk of
PND
(UK, US, CA, AU, NZ)

(2000-2016)

N=13

Fulfilled 63% of
criteria

Not reported

Morrell (2016) 45

Not reported

Naidu (2016) 66

Ophius (2017) 61

(2000-2013)

Anxiety
iCBT for:
•social anxiety
disorder
•panic disorder

In-person group CBT

iCBT for:
•social anxiety
disorder
•panic disorder
•OCD

•Internet-based
supportive care, or
•in-person group
CBT

Cost-effective

Cost-effective

Individuals with:
•social anxiety,
•panic disorder
(SE)

N=2

Individuals with:
•social anxiety,
•panic disorder
•OCD,
•any anxiety
disorder

N=42

CHEC-list:

(2000-2015)

Fulfilled 73% of
criteria

N=42

CHEC-list:

(2000-2015)

Fulfilled 73% of
criteria

N=4

Not reported

Massoudi (2019) 75

Drummond’s
checklist:

Donker (2015) 65

(2010, 2011)

(UK, SE, NL, ES,
DE, PT,
US, AU, CA, CN)
CBT (with or without
medication) for:
•panic disorder,
any anxiety disorder

•Usual care, or
•medication alone

Cost-effective
(particularly in
maintenance phase
of treatment)

Individuals with:
•social anxiety,
•panic disorder
•OCD,
•any anxiety
disorder

Ophius (2017) 61

(UK, SE, NL, ES,
DE, PT,
US, AU, CA, CN)

Anxiety Or Depression
iCBT plus primary
care as usual

Usual care

Cost-effective

Individuals with
anxiety or
depression in
primary care

(2007-2017)

(RO, ES, SCT, SE, UK,
US, CA, NO)
Email guided iCBT

•Usual care,
•group CBT, or
•attention control
intervention

Cost-effective

Usual care (without
CBT or medication)

Cost-effective

Individuals with:
•Depression,
•social anxiety,
•panic disorder,
•health anxiety,
•suicidal ideation

N=16
(2009-2014)

Fulfilled 72% of
criteria.

(SE, NL, US, UK, AU)
In-person CBT
with or without
pharmacotherapy

Individuals with:
•GAD, or
•major depression
(UK, US, AU, NL, RO,
JP, TL)

N=15
(2003-2016)

CHEERs criteria:
Mean score was 66%

Gajic-Veljanoski
(2018) 60
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Intervention

Comparator(s)

Results

Target popul.
(countries of
study)

Number of CEA
studies (years of
publication)

Quality rating for
CEAs

Citation

COLLABORATIVE CARE
Depression
Collaborative care

Usual care

Cost-effective

Individuals with:
•clinical depression
(US, UK, ES, CL, NL)

Collaborative care
for:
•panic disorder
•GAD

Usual care

Collaborative care

Usual primary care

Cost-effective

Individuals with:
•panic disorder
•GAD

CHEC-list:

1998-2014

Fulfilled 69% of
criteria

N=42

CHEC-list:

(2000-2015)

Fulfilled 73% of
criteria

N=9

Not reported

Pirraglia (2004) 20

Drummond’s
Checklist:

Rodgers (2012) 54

(UK, SE, NL, ES, DE,
PT, US, AU, CA, CN)
Cost-effective

Individuals with
clinical depression
(US, UK, CA, NL)

Depression relapse
prevention program
based on the
collaborative care
model in addition to
usual care

N=19

Usual primary care
(AD and physician
visits)

Cost-effective

Adults or
adolescents who had
received depression
treatment

Grochtdreis (2015) 51

Ophius (2017) 61

(1994-2001)
N=2
(2002, 2008)

(US, UK)

Fulfilled 74% of
criteria

Depression With Co-Morbid Diabetes
Collaborative care in
primary care

Usual primary care

Cost-effective

Adults with
depression and
diabetes

N=4

Not reported

Jeeva (2013) 53

Not reported

Guaiana (2020) 46

Not reported

Pirraglia (2004) 20

Not reported

Pirraglia (2004) 20

Not reported

Pirraglia (2004) 20

Drummond’s
Checklist:

Bustamante Madsen
(2017) 55

2006-2012

(US)

TELEHEALTH
Depression
Videoconferencing
to provide
pharmacotherapy
and/or
psychotherapy

Same care provided
in-person

Cost-effective

Adults with major
depression
(Countries not
reported- all
English language
publications)

N=14
2004-2018

SCREENING
Depression
screening one-time

No screening

Cost-effective

Primary care
Individuals
(US, UK, CA, NL)

Depression
screening every 5
years

No screening

Depression
screening (annually)

No screening

Cost-effective

Primary care
Individuals
(US, UK, CA, NL)

Not cost-effective

Primary care
Individuals
(US, UK, CA, NL)

N=9
(1994-2001)

N=9
(1994-2001)
N=9
(1994-2001)

SUICIDE INTERVENTIONS
Suicide prevention
and treatment
strategies

Multiple types of
comparators

Cost-effective

•General population
•At-risk individuals
•Individuals who
have previously selfharmed
(UK, US, AU, CA, NL,
BE, HK, LK)

N=24
2003-2016

14 studies were
aver-age quality, 10
poor, and 6 good.
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WORKPLACE INTERVENTIONS
Workplace
interventions to
reduce the impact
of common mental
disorders at
work (secondary
prevention)

Care as usual

Return to work
interventions

Care as usual

Inconclusive

Secondary
prevention: workingage population with
psychological
distress, or common
mental disorders

N=16

CHEC-list:

(2007-2017)

Fulfilled 70% of
criteria

N=16

CHEC-list:

(2007-2017)

Fulfilled 70% of
criteria

Gaillard (2020) 68

Return to work
interventions:
workers on sick
leave due to
common mental
disorders
(NL, AU, SE, US)
Cost-effective

Secondary
prevention: workingage population with
psychological
distress, or common
mental disorders
Return to work
interventions:
workers on sick
leave due to
common mental
disorders
(NL, AU, SE, US)

Gaillard (2020) 68
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COMMENTS AND CONCLUSIONS
Our analysis of health care interventions for depression and/or anxiety found that several
interventions are cost-effective. These results are summarized below.
There was a relatively large body of evidence supporting the use of CBT for depression and for
anxiety. We found evidence supporting the cost-effectiveness of CBT for both depression and
anxiety in individual format, group, or online formats. For moderate to severe illness, CBT is
cost-effective when used in combination with a prescription medication such as an SSRI. It is also
cost-effective when used in combination with enhanced primary care. Other findings confirm the
cost-effectiveness of CBT within specific patient subgroups.
We found a relatively detailed body of evidence to support the cost-effectiveness of collaborative
care for depression and/or anxiety. Collaborative care is an organizational-level set of
interventions.
There was a small body of evidence supporting depression screening. Screening alone without
follow-up care is not as effective as screening in conjunction with treatment.
There was also limited positive evidence to support the cost-effectiveness of home-based
counseling and support services for women at-risk of or diagnosed with PND.
Research also supports the cost-effectiveness of depression diagnosis and treatment performed
by videoconferencing. Certain limitations of the existing evidence synthesis, which was unable to
include some expenses and did not focus on newer technologies, are balanced by the reduced cost
of and greater access to technologies such as mobile phones, tablets and computers.
For suicide prevention and post-attempt care, we found evidence of the cost-effectiveness
of several strategies including suicide education and support interventions, pharmacologic
interventions, and psychotherapy.
The cost-effectiveness of workplace interventions for depression or anxiety is an underdeveloped
area of evidence synthesis. For individuals who are returning from a mental illness-related work
disability, one systematic review found evidence for the cost-effectiveness of RTW interventions
in which trained health care professionals supported workers to develop problem-solving skills
and a RTW action plan with or without accompanying CBT. There was also evidence for the costeffectiveness of manager training on RTW communication with employees and an internet-based
self-help module.
Aside from this one systematic review of cost-effectiveness, we found multiple additional
systematic reviews of the effectiveness of workplace interventions for depression. Among the
most promising of the new workplace interventions are those combining work-focused and clinical
techniques such as CBT for employees with depression. They reduce productivity costs due to
absenteeism and presenteeism and administration costs are relatively low. Future evidence
syntheses will be needed to find out if they are another cost-effective care option.
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In addition to the lack of reviews on workplace interventions, we also observed other gaps in the
literature, four of which are especially important. Missing were systematic reviews of the costeffectiveness of the following:

•

EAP interventions for depression or anxiety, which many employers sponsor as part
of their mental health care safety net and access to care gatekeeper;

•

Newer telehealth interventions including software apps, the use of which has
exploded during the pandemic;

•

Complementary and alternative medicines and other holistic interventions,
especially since many individuals and cultural groups prefer more naturalistic
approaches to care and healing; and

•

Mental health care interventions targeted towards persons at risk due to race and
ethnicity, socio-economic status, geographic location and other social determinants
of health that contribute to disparities in health care access and outcomes.

The results of this white paper should give business leaders confidence that many of the widelyavailable interventions are both effective from a clinical perspective and that they demonstrate
an acceptable cost to benefit ratio. However, certain limitations associated with the methodology
we used, and caveats related to the methods of economic evaluation, are described in an earlier
section and are important to bear in mind. Specifically, the systematic reviews as well as the
individual studies within each review tended to vary based on elements that could impact study
conclusions. For example, there was little consistency in terms of whether the analysis was
performed from a societal perspective or a health payer perspective, which specific costs and
benefits were included and excluded, and the time horizon over which these were quantified. We
found that we could not, in most cases, estimate the ROI, though monetization of the results is
important and should be a goal of future work. Further, reviews are frequently based on controlled
trials that tend to follow rigid sampling and treatment protocols and may be unlike the real-world
context. Perhaps most importantly many of the analyses failed to capture the benefits and costs
important to business leaders, including occupational functioning, work absences, employer
productivity costs, and turnover costs.
With these caveats in mind, this white paper identifies high quality, efficient care options for
depression and anxiety. It sends the message that many mental health care interventions have
value both to those who receive the care and to the businesses that sponsor the cost of that care.
It also underscores the fact that gaps exist in research for some interventions and some population
groups, and these should be the focus of future studies.
Business leaders should be encouraged by the findings of this review and there is reason to be
optimistic about the future of mental health care for employees and their dependents. Evidence
supporting the clinical effectiveness of a variety of new mental health interventions designed for
the workplace and working people is also growing and, presumably, these successes will lead to
further knowledge of their cost-effectiveness
The pandemic has had a devastating impact on the mental health of Americans and the time to
act is now. Information from this white paper can be used to guide the development of workplace
policies, practices and cultural norms that promote greater access to high quality, efficient mental
health care for employees and family members and greater use of these necessary resources.
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APPENDIX
Appendix 1: Library Database Search Terms
A systematic literature search was conducted in PubMed, PsychINFO, Cochrane Review Database,
Web of Science, EconLit, and APA PsychArticles in fall of 2020 and again in March 2021. Initially,
we cast a wide net because it is not unusual for economic analyses to be included in clinical
effectiveness studies as a secondary objective. We specified an initial set of search parameters,
generated lists of results, screened titles and abstracts for eligibility, excluded duplicates, refined
the search terms and repeated these steps until no new article titles were generated. We also
reviewed the citation lists from retrieved systematic reviews and meta-analyses, checking for those
we may have missed. In addition to the library search, we extracted relevant articles from the Tufts
Medical Center Cost-effectiveness Analysis Registry.1 These articles, which are individual costeffectiveness analyses, were checked to identify any citations missed in the library search.
In the next table, we present the search terms used by category. Some additional terms that
served as alternate names for the same categories below were used as well in an attempt to
be comprehensive with our search. Searches were filtered to show articles from 2000-2020 and
in some cases 1990-2000, and were also filtered to only include systematic reviews and metaanalyses.
Dimension

Search terms used

Intervention

workplace, collaborative care, stepped care, Team-based care, Optimized Primary Care, stepped-care, Integrated care, Integrated behavioral health care, psychotherapy, CBT, therapy, pharmacotherapy, medication, SSRI,
antidepressant, anxiolytic, telehealth, tele*, complementary and alternative medicine, complementary therapies,
integrative care, alternative medicine, collaborative medicine, complementary and integrative medicine, traditional
Chinese medicine, integrative medicine, integrated medicine, intervention, employee assistance programs

Medical Condition

depression, anxiety, generalized anxiety disorder, dysthymia, mood disorder, panic disorder, anxiety disorder(s),
phobia, depress*, dysth*, affective

Type of Study

economic evaluation , cost-effective, cost-effectiveness, cost-effective*, cost utility, cost benefit, QALY, resource
utilization, resource utility, resource util*, savings, return on investment, cost, economic, invest, invest*, employer,
employee, investment, working, productivity

A select combination of the above terms were used in each search. * is used to search for any term beginning with the word preceding the *.

Appendix 2: Taxonomy of Economic Terms
Term

Definition

Cost-effectiveness
analyses

Cost-effectiveness analysis evaluates the effectiveness of two or more treatments relative to their cost. The aim of the
decision maker when assessing a new intervention is to maximise outcomes (i.e. quality-adjusted life years or QALYs) and
minimise costs. Interventions that are both more effective than other interventions at producing health benefits and are
associated with net cost savings (i.e., the additional cost of the intervention is outweighed by the cost savings elsewhere)
are said to be “dominant” or cost-saving. In the event that an intervention is more effective and more costly, the decision-makers weigh the additional costs against the additional benefits.

QALY

The quality-adjusted life year or QALY is a summary outcome metric used to quantify the effectiveness (or benefit) of a
particular intervention. Since the benefits of different interventions are multi-dimensional, QALYs have been designed to
combine the impact of gains in quality of life and in quantity of life (i.e., life expectancy) associated with an intervention

Return on investment

Return on investment (ROI) is an economic performance measure used to evaluate the efficiency of a health care intervention or to compare the efficiency of a number of different interventions. ROI expresses the monetized amount of return
from an intervention relative to its costs (including costs of administering the intervention).

Economic evaluation

Economic evaluation in healthcare is the analysis of the costs and benefits of alternative interventions that may be given
to a defined population in order to support decision-making about reimbursement or implementation of the preferred
interventions. Both the immediate costs and health effects and their ‘downstream’ consequences (future events averted)
are considered.
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Cost-benefit
analysis

In healthcare evaluation cost-benefit analysis (CBA) is a comparison of in-terventions and their consequences in which
both costs and resulting bene-fits (health outcomes and others) are expressed in monetary terms. This enables two or
more treatment alternatives to be compared using the sum-mary metric of net monetary benefit, which is the difference
between the benefit of each treatment (expressed in monetary units) less the cost of each.

Incremental cost-effectiveness ratios
(ICER)

An incremental cost-effectiveness ratio (ICER) is a summary measure rep-resenting the economic value of an intervention
compared with an alterna-tive (comparator). The ICER is usually the main output or result of an eco-nomic evaluation. An
ICER is calculated by dividing the difference in total costs (incremental cost) by the difference in the chosen measure of
health outcome or effect (incremental effect) to provide a ratio of “extra cost per extra unit of health effect” – for the more
expensive therapy versus the al-ternative.

Cost-effectiveness
threshold

The cost-effectiveness threshold is the maximum amount a decision-maker is willing to pay to obtain a unit of health
outcome such as the cost for additional QALY.

Perspective

The perspective is the point of view adopted by economists when deciding which types of costs and health benefits are
relevant to be included in an economic evaluation. Commonly-used perspectives include the patient-level, health care system-level, payer-level or societal-level. The broadest perspective is societal, which reflects a full range of social opportunity
costs associated with different interventions. Societal generally means national level. Analyses adopting a societal-level
may include both the direct costs of care as well as productivity costs arising from patients’ inability to work, and changes
in these losses associated with a new therapy. A payer-level perspective, which reflects the perspective of the insurer, has
been considered to represent the employer-perspective.

Time horizon

The time horizon used for an economic evaluation is the duration over which health outcomes and costs are calculated.
The choice of time horizon is an important decision for economic analysis, and depends on the nature of the disease and
intervention under consideration and the purpose of (or perspective of) the analysis.

Definitions are adapted from the Glossary of the York Health Economics Consortium at the University of York. Citation: A Glossary of Health
Economic Terms. York; York Health Economics Consortium; 2016. https://yhec.co.uk/resources/glossary/.

Appendix 3: Considerations for Employers
Systematic reviews and meta-analyses can be used to evaluate and synthesize the results of
individual cost-effectiveness studies. However, though the individual studies and reviews may
be addressing the same intervention, actual study methods can differ. This situation has three
implications. First, differences in individual studies within a review limit the degree to which
systematic reviews and meta-analyses can draw firm conclusions about overall cost-effectiveness.
Second, differences of the specific focus of the review with regard to a specific application of
an intervention may limit the comparability of the results across reviews even on the same
general type of intervention (i.e., CBT). Third, the evidence syntheses are based on individual
cost-effectiveness studies with methodological choices that may limit their applicability to the
workplace. The following is a list of specific methods used in cost-effectiveness analyses that may
make a study more or less relevant to business leaders.
•

The perspective taken, which is the point of view adopted when deciding which types of costs
and health benefits are to be included in a cost-effectiveness analysis.2 A societal perspective
theoretically includes all costs and health benefits associated with an intervention, regardless
of who incurs them (e.g., patient, provider, payers, government, employers, family caregivers,
etc.). A health care system perspective will include health benefits and only those costs
incurred by health care system entities, such as clinicians, hospitals, and payers, inclusive
of the patient share of these costs (e.g., copayments, co-insurance). A health care payer
perspective is the same as the health care system perspective but without any patient costs.
In the US, employer perspectives are rarely considered as a separate category of economic
analysis, and usually studies default to the health care system or payer perspective.3

•

The time horizon, which influences how far into the future costs and benefits are estimated.
To optimize the implementation of efficient interventions for society at large, the time
horizon adopted should be long enough to capture all cost and benefit differences between
treatment options. Specific decision makers (i.e., employers) should choose a time horizon
that is relevant to their specific situation (i.e., how long they expect an employee to stay at a
company). Lifetime horizons, which are most often used in economic analyses, are not relevant
to employers because of employee turnover, including retirement.4

•

The country of study. Over half of all cost-effectiveness studies are conducted outside of the
U.S.5 When analyzing data from non-U.S. nations, underlying differences in health care delivery,
workforce, and social welfare systems are important to consider as context.

•

The manner in which mental health care interventions were implemented. Interventions may
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have the same name (e.g., cognitive behavioral therapy) but in fact may differ in terms of
methods, frequency and duration of contact, type of provider and more.
Aware of these and other issues, there are several checklists that are often used to evaluate the
quality of studies included in reviews of cost-effectiveness analyses. Reviewers use the checklists
to compare a study against a list of recommended criteria for economic evaluations. Common
checklists include the Drummond checklist, the Consolidated Health Economic Evaluation
Reporting Standards (CHEERS) checklist, and the Consensus Health Economic Criteria (CHEC) list.6
In addition, the authors of systematic reviews and meta-analyses often use methods to evaluate
the quality of the individual studies of clinical effectiveness they are analyzing. Several of the
included reviews used rigorous methodologies established by the Cochrane Collaborative, which
is an international collaboration to perform and disseminate systematic reviews of healthcare
interventions.
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