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treatment. Psychological treatment, according to the meta-analyses and clinical trials 
examined, was reported to be associated with a stronger effect on health outcomes than 
pharmacological treatment. 

In general, the increased focus under optimal care on psychological treatments would result 
in higher psychological and psychiatrist costs and lower general health sector costs. 

TABLE 6-3: COST EFFECTIVENESS ANALYSIS FOR CURRENT AND OPTIMAL TREATMENT FOR 

ANXIETY DISORDERS IN AUSTRALIA  

Source: Issakidis et al (2004). 

Sanderson et al (2003), in developing an optimal treatment package for affective disorders, 
modelled SSRIs in the first instance of depression and dysthymia due to evidence of reported 
superior tolerability. The study elaborated on modelling of depression, in order to show the 
decision process behind optimal package determination for affective disorders. It was found 
that, based on the clinical evidence considered, primary care would be more suitable for 
management of mild to moderate depression, but more severe depression would require a 
greater weight towards specialist mental health services. For all cases of affective disorders, 
it was stated that their model of optimal evidence-based care was estimated to increase 
contact with GPs, with mental health specialist contact remaining similar to current care at 
the time.   

For all affective disorders, according to the Sanderson et al study (2003), optimal care was 
associated with a larger improvement in health outcome on average than current care, due 
partly to the modelled increase in evidence based interventions. It was stated that the greater 
predicted health benefit of optimal care was also due to differences in the distribution of 
interventions, with psychological therapies more common under optimal care, whether with or 
without medication.  Meta-analyses utilised by this study, like the anxiety study, indicated that 
psychological therapies tended to have larger effect sizes than medication. 
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TABLE 6-4: COST EFFECTIVENESS ANALYSIS FOR CURRENT AND OPTIMAL TREATMENT FOR 

AFFECTIVE DISORDERS IN AUSTRALIA  

Source: Sanderson et al (2003). 

6.3 ESTIMATING COSTS AND BENEFITS OF INTERVENTIONS 

Affective and anxiety disorders, covered by Issakidis et al and Sanderson et al, account for 
over two-thirds of all cases of mental illness.  Andrews et al (2004) added substance use 
disorders and schizophrenia, which collectively cover 85% of mental illnesses to establish a 
proxy cost effectiveness analysis (CEA) for all mental illness.  The following analysis is 
largely based on Andrews et al (2004). 

The team used a bottom-up approach to estimate the total costs of current treatment, using 
the number and types of treatment for each disease reported in the 1997 Mental Health 
Survey (ABS, 1998), and the then current costs for each treatment (Table 6-5).   

Effectiveness of current treatment was sourced from epidemiological studies.  This was then 
used to estimate the burden of disease15 averted by current treatment.  This total of burden 
averted was then added to the burden reported by the AIHW for these diseases to get an 
estimate of the underlying burden that would have existed in the absence of any intervention. 

A similar exercise was conducted for optimal treatments - as recommended by experts in 
each field.  Only 39.5% of people with mental illness were reported as having received any 
treatment.  Andrews et al (2004) estimated the costs of applying optimal treatment to these 
patients, and the burden that would have been thus averted. 

The costs and effects of both current and optimal treatment were then compared against the 
baseline scenario of no intervention.   

The scenario was repeated for what the researchers considered was the greatest number of 
people who could be realistically reached – roughly around double the proportion (67%) of 
the population with mental illness who are currently reached.  The authors did not spell out 
their rationale for this upper bound of what they considered practical.  However, mental 
illness’ current share of overall disease burden (13%, Begg et al, 2007) is roughly double its 
share of national health expenditure (7.8%, AIHW, 2008); so the approximate doubling of 

                                                
15

 Andrews et al (2004) used YLDs rather than DALYs, as they considered that the burden of mental illness is 
mainly disability rather than lives lost. 
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coverage suggested by Andrews et al (2004) would be similar to what could be achieved if 
mental illness received a proportional share of health expenditure. 

Andrews et al (2004) found that current treatment’s effectiveness is even worse than its 
coverage, only averting 13% of the burden of mental illness.  Partly this may be because, 
while many mental illnesses are chronic, current treatment often consists mainly of managing 
symptoms of the current episode.  For example, Vos et al (2004) commented on current 
treatment: 

Because the vast majority of people with depression experience multiple 
episodes over a lifetime and are particularly prone to relapses shortly after an 
index episode, there are convincing arguments for treating all depression as a 
chronic disorder and not just those with recurrent or more severe episodes as 
recommended in current treatment guidelines. 

Access Economics has repeated this exercise, updating the costs from Andrews et al (2004) 
to 2009,16 and applying it only to young people aged 15-25 with mental illness (Table 6-6). 

 

                                                
16

  Figures were updated using the AIHW’s health inflation indices, as the article does not provide sufficient details 
to replicate their bottom-up costing exercises.  
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TABLE 6-5: COSTS AND EFFECTIVENESS OF MENTAL ILLNESS INTERVENTIONS, BY TYPE AND COVERAGE, 1997 

  

Prevalence 
(all ages) 

YLD (before 
any treatment) 

Any 
treatment 

(%) 

YLD averted 
(%) 

Cost per 
case 

(1997$) 

Total 
cost $(m) 

$/YLD 
averted 

Current treatment 2,402,613 473123 39.5% 12.8% 1,920 1,822 30,041 

Best practice treatment 2,402,613 473123 39.5% 19.7% 1,719 1,631 17,518 

Best practice treatment realistic coverage 2,402,613 473123 67.0% 28.5% 1,324 2,131 15,814 

Best practice treatment 100% coverage 2,402,613 473123 100.0% 39.9% 929 2,232 11,814 

Source: Andrews et al (2004). 

 

TABLE 6-6: COSTS AND EFFECTIVENESS OF YOUTH MENTAL ILLNESS INTERVENTIONS, BY TYPE AND COVERAGE, 2007 

  

Prevalence 
(youth) 

YLD (before any 
treatment) 

Any 
treatment 

(%) 

YLD averted 
(%) 

Cost 
per 

case 
(2009) 

Total cost 
$(m) 

$/YLD averted 

Current treatment 1,003,356  118,909  39.5% 12.8% 2892 1,146            62,420  

Best practice treatment 1,003,356  118,909  39.5% 19.7% 2590 1,026            36,399  

Best practice treatment realistic coverage 1,003,356  118,909  67.0% 28.5% 1995 1,341            32,859  

Best practice treatment 100% coverage 1,003,356  118,909  100.0% 39.9% 1400 1,404            24,548  

Source: Access Economics estimates based on Andrews et al (2004), AIHW (2008) and Begg et al (2007). 
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Access Economics has then combined the above analysis of burden averted with the 
benefits gained from such treatment.  Total costs reported in the preceding chapters of this 
report, are divided by total DALYs averted to get a measure of the dollar benefit to society of 
avoiding one DALY (245,069, including financial costs and burden of disease)17.  This is then 
multiplied by the number of DALYs averted to derive a total benefit to society for each type of 
treatment (Table 6-7). 

TABLE 6-7: COSTS AND BENEFITS OF CURRENT, BEST PRACTICE TREATMENT AND NO TREATMENT 

Treatment Coverage DALYS 
averted 

Cost of 
treatment 

($m) 

Benefit of 
treatment 

($m) 

BCR Net benefit 
($m) 

$/DALY 
averted 

Current Current 15,244  1,146 3,736 3.26 2,590 62,420  

Best practice Current 23,406  1,026 5,736 5.59 4,710 36,399  

Best practice Realistic 33,873  1,341 8,301 6.19 6,960 32,859  

Best practice  All 47,482  1,404 11,636 8.29 10,232 24,548  

The findings indicate that current practice is worth undertaking, resulting in annual net 
benefits to society of $3.74 billion, and a benefit to cost ratio (BCR) of 3.26 to 1.  Current 
treatment costs $62,420 per DALY averted, which is classified as cost effective by WHO 
measures18.   

However, moving to best practice treatment is considerably more effective.  Applied to 
current patients, the net benefit increases to $5.74 billion per annum and the BCR increases 
to 5.6:1.  Dollars per DALY averted falls to $36,399, which is highly cost effective by WHO 
standards.  All of these benefit measures improve with additional coverage. 

TABLE 6-8: INCREMENTAL BENEFITS OF BEST PRACTICE VS CURRENT TREATMENT  

 Treatment Coverage Additional 
DALYs 
averted 

Additional 
cost $m 

ICER 
($/DALY) 

Additional 
benefit 

($m) 

Incremental 
(BCR) 

Best practice  Current 9,832 -120 -12,206 2,120 -17.7 

Best practice Realistic 22,442 195 8,667 4,371 22.5 

Best practice All 38,838 258 6,640 7,643 29.6 

In terms of incremental cost effectiveness ratios (ICER), best practice treatment at current 
coverage dominates current practice at current coverage, as it both costs less and results in 
more DALYs being averted.  Under the model, the extra DALYs averted by moving from 
current practice and current coverage, to providing best practice to everyone with mental 
illness, could cost as little as $6,640 per DALY. 

                                                
17

 Access Economics has used DALYs rather than YLDs, as DALYs are the gold standard in health economics.  
This assumes that savings in YLD and DALYs for (current or best practice) treatments are equi-proportional. 

18
 Measures with $/DALY costs between one and three times GDP/capita are considered cost effective.  

Measures costing less than GDP/k (currently around $50,000) are considered highly cost effective.   
http://www.who.int/choice/costs/CER_thresholds/en/index.html 
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7. EARLY INTERVENTION / PREVENTION 

Andrews et al (2004) estimated that even best practice treatment, if applied to 100% of the 
population with mental illness, would still only avert 40% of the burden of disease.  This 
underscores the importance of prevention and early intervention, for example to prevent a 
second episode of psychosis from occurring (Access Economics, 2008), to prevent relapse 
and reduce severity.  This chapter examines efforts to prevent and better manage mental 
illness for a number of conditions.   

There is a continuum of such interventions. 

� Interventions that occur when a person is first diagnosed with an illness, and which are 
designed to prevent further episodes, are referred to as early intervention. 

� Interventions that take place when a person is displaying symptoms of the disease but 
is yet to be diagnosed (known as prodromal) are referred to as indicated 
interventions.  As Merry (2007) notes, there is considerable overlap between indicated 
intervention and early intervention. 

� Interventions aimed at people who are at risk of mental illness (e.g. because of 
environmental or genetic factors) but who have not displayed symptoms, are referred to 
as targeted interventions (also known as selected interventions). 

� Finally, interventions aimed at whole populations are known as universal 
interventions. 

Youth is the ideal time to stage such interventions. Over 75% of all serious mental health and 
substance use disorders commence before the age of 25 (Kessler et al, 2005). Thus, 
preventively orientated intervention targeted to young people aged 12-25 has the capacity to 
generate greater personal, social and economic benefits than intervention at any other time 
in the lifespan.  

7.1 DEPRESSION 

There is evidence from longitudinal studies suggesting that intervening in the first episode of 
depression may be crucial in halting the development of recurrent episodes.  Kendler et al 
(2000) note that a large number of adult studies show that psychosocial stressors, often in 
the form of major stressful life events, play a greater role in the onset of the first episode of 
depression than in subsequent episodes.  This implies that subsequent episodes require 
decreasing external triggering.  

� There have only been a few such studies of depression in youth.  Lewinsohn et al 
(1999) found that major life events were a stronger predictor of the first episode of a 
major depressive disorder than recurrent episodes.  Recurrent episodes, on the other 
hand, were more strongly predicted by the interaction between depressed mood and 
negative thinking, suggesting that while characteristics of the environment were the 
critical predictors of first episodes, characteristics of the individual - potentially 
influenced by previous experiences of depression - are the major predictors of 
subsequent episodes. 

Prevention programs for youth depression do not appear to have been very effective.  
Horowitz and Garber (2006), in their meta-analysis of depression prevention interventions in 
youth and children conclude: ‘Do these programs prevent depression?  The current analysis 
indicates that there is yet very little evidence to support the idea that they do.’ 
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Evidence for the efficacy of early intervention in depression in youth is conspicuous by its 
absence.  Allen et al (2007), in a paper entitled ‘Early intervention for depressive disorders in 
young people: the opportunity and the (lack of) evidence’, state that: 

Despite a great deal of research being directed to the prevention of depressive 
disorders in children and adolescents …there are no studies, either in adults or in 
adolescents, of treatment or prevention of relapse, specifically focused on the first 
episode of depression.   

7.2 ANXIETY 

Neil and Christensen (2007) report on an audit of prevention and early intervention programs 
for anxiety in Australian schools.  They found that four of the five indicated interventions for 
anxiety were associated with short-term or long-term reductions in symptoms.  Six of the ten 
universal interventions (all using a CBT-based program called FRIENDS, which includes 
follow up booster sessions) reported lower anxiety immediately, and up to 36 months later. 

Programs run by school staff do not appear to be as successful as those run by clinical 
psychologists (who are in short supply).  Hunt et al (2009) report that the Queensland Early 
Intervention and Prevention of Anxiety Project for 7-14 year olds was largely successful.  At 
two years follow up, only 20% of the children in the trial group met criteria for an anxiety 
disorder, compared to 39% for those in the control group.   

However, this program was run by clinical psychologists.  When the authors repeated the 
experiment in a randomised controlled trial using school staff to run the program, there was 
no difference in diagnosis or health care use at either two or four years follow up. 

While prevention programs for anxiety in youth appear to be more successful than for 
depression, again there appears to be little or no evidence on early intervention programs. 

7.3 SUBSTANCE USE DISORDERS 

While experimentation with both licit and illicit substances is common among youth 
populations, early onset and frequent use are strongly associated with increased risks for the 
development of mental health problems, as well as a range of other adverse outcomes, in 
late adolescence and early adulthood.  Lubman et al (2007) note that teenagers who smoke 
tobacco regularly (while not classified as substance abuse in ICD10) are more likely to have 
physical and mental health problems in older adolescence, Early-onset regular cannabis use 
has been associated with psychosis, depression, and anxiety; and early involvement with 
inhalants and polydrug use also appear to be markers of risk for later substance misuse. 

Universal school-based drug education programs in Australia have been found to be effective 
in preventing and delaying the onset of drug use and reducing drug consumption over the 
short term but their long-term effectiveness is yet to be determined (Midford et al, 2001).  The 
Gatehouse Project has been developed in Australia as an enhancement program for use in 
the secondary school environment.  It incorporates professional training for teachers and an 
emotional competence curriculum for students. A recent randomised trial suggested 
exposure to the program led to overall reductions in early alcohol, tobacco and drug use 
(Bond et al, 2004). 

A meta-analysis by White and Pitts (1998) of ten well-designed studies of school prevention 
programs that were designed to reduce the prevalence and onset of drug use found a small 
positive effect, but also found that program gains dissipated over time. 
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7.4 EATING DISORDERS 

WHO (2004) reports that anorexia is the third most prevalent chronic condition in American 
adolescent females, after obesity and asthma.  An Australian study (O’Dea and Abraham, 
2000) of an interactive program targeting self-esteem in young adolescents and eating 
attitudes/behaviour showed that, 12 months after the program, participants showed improved 
body satisfaction, more positive self-esteem and social acceptance, and a lower drive for 
thinness.  Adolescents at high risk showed an increase in body weight while control at-risk 
students showed a decrease.  However, the WHO (2004) reporting on this and similar 
international studies found that while they have achieved positive results on a number of 
fronts, ‘no study has found any evidence for reduced onset of eating disorders as a result of 
such interventions.’ 

Similarly, a Cochrane Review revealed empirical support for the efficacy of interventions 
involving media literacy and advocacy resulting in less internalisation or acceptance of 
societal ideals of female appearance, but not for interventions directly addressing adolescent 
abnormal eating attitudes and behaviours (Pratt and Woolfenden, 2002). 

7.5 PSYCHOSIS 

Until recently, the dominant paradigm in the mental health profession with respect to 
psychotic illness was one of ‘neo-Kraeplinian concepts of inevitable decline’ (Killackey et al, 
2007).  This has meant that treatment afforded to people with psychotic conditions did not 
extend greatly beyond palliative care, with little effort devoted to rehabilitation. 

However, over the last 15 years or so – starting in Melbourne – there has been mounting 
evidence that early and active intervention can be effective in preventing a first episode of 
psychosis (FEP) from leading inexorably to further episodes. 

Key elements of successful interventions include: 

� low-dose atypical19 antipsychotics are offered as medication of first choice; 

� CBT is routinely available; 

� family interventions are routinely available; 

� treatment programs are routinely provided for vocational recovery, continuing care, 
relapse prevention; substance misuse harm reduction; 

� families and key supporters receive effective services appropriate to their needs, and 
access to advocacy support as appropriate; and 

� there is early engagement of families and close friends, who are encouraged to feel 
valued as partners in care. 

Access Economics (2008) examined the cost effectiveness of early intervention (EI) versus 
treatment as usual (TAU).  EI trials were found to both cost less than TAU trials ($6,805 
against $8,796), and result in a lower burden of disease (0.29 DALYS incurred against 0.31). 
In terms of incremental cost effectiveness, EI dominated TAU. 

Based on AIHW figures (Begg et al, 2007) on FEP incidence per year in Australia., and 
assuming treatment was universally applied and maintained over the ‘critical period’ of five 

                                                
19

 Atypical medicines are essentially ones having low side effects 
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years after the first episode, Access Economics (2008) estimated that the net present value 
of savings for each year’s cohort of first-time psychotics would be $212.5 million. 

7.6 POTENTIAL COST EFFECTIVE ANALYSIS OF PREVENTION 
/ EARLY INTERVENTION 

As noted above, there have been comparatively few studies of the effectiveness of 
prevention and youth mental illness in Australia, fewer still of early intervention, and none 
(that Access Economics was able to uncover) providing sufficient information to conduct 
CEA.  

In order to conduct an economic evaluation of the cost effectiveness of prevention/early 
intervention initiatives, two elements are needed – a measure of costs and a measure of 
benefits.  

Ideally, benefits should be measured in DALYS (or QALYS20); but changes in diagnostic 
outcomes or a robust health-related quality of life index would suffice.  Also, given that the 
costs of mental illness are not just its burden of disease, benefits such as increased 
employment and reduced carer costs would also be good, collected through short entry and 
exit surveys perhaps. 

On the cost side, ideally services provided would be broken down by type of mental illness 
treated and nature/extent of the treatment (eg, physician, specialist, allied health 
professional, pharmacological, inpatient).  Data for such measures ideally should be 
collected as part of routine performance reporting. 

� Given the episodic nature of many mental illnesses, ideally there should be three to five 
years follow up data after first intervention / treatment, which would require matched 
records. 

Finally, the aim of an evaluation would not just be to determine the cost effectiveness of the 
program at hand; but also how well it ranks compared to existing treatment options.   

� The gold standard for doing this is a large-scale prospective randomised controlled 
trial.  However such exercises require a lot of time and money, and there may also be 
ethical considerations in such an approach. 

� Failing such an outcome a ‘Claytons’ control group could be modelled along the lines of 
Andrews et al (2004) using data from ABS (2009), for patients of matching age, gender 
and disease to the intervention group.   

There is a need for more such research in this area in order to identify cost 
effective methods for preventing and treating youth and other mental illness in 
Australia. 

                                                
20

 Quality Adjusted Life Years are the inverse of DALYS.  The main difference is that disability is subjectively 
determined in QALYS, and determined by experts in DALYS. 
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8. COST SUMMARY AND CONCLUSIONS 

This final chapter summarises costs of youth mental illness by type of cost and by bearer, as 
well as drawing conclusions from the analysis of diagnostic issues and cost effective 
interventions to develop a set of recommendations for governments, building on strategies 
recommended in previous evidence-based reviews. 

8.1 COST SUMMARY 

In 2009, the financial cost of mental illness in people aged 12-25 was $10.6 billion 
(Table 8-1).  Of this: 

� $7.5 billion (70.5%) was productivity lost due to lower employment, absenteeism and 
premature death of young people with mental illness; 

� $ billion (15.5%) was the DWL from transfers including welfare payments and taxation 
forgone; 

� $1.4 billion (13.4%) was direct health system expenditure; and 

� $65.5 million (0.6%) was other indirect costs comprising informal carer costs and the 
bring-forward of funeral costs. 

Additionally, the value of the lost wellbeing (disability and premature death) was a 
further $20.5 billion. 

� In per capita terms, this amounts to a financial cost of $10,544 per person with mental 
illness aged 12-25 per year.  Including the value of lost wellbeing, the cost is estimated 
as $31,014 per person per year (Table 8-1). 

TABLE 8-1: MENTAL ILLNESS, TOTAL COSTS BY TYPE OF COST AND BEARER, AUSTRALIA, 2009 

 

The shares by each type of financial cost are illustrated in Figure 8-1, while the financial cost 
shares by bearer are shown in Figure 8-2. 

Individuals
Family/

Friends
Federal Government

State and 

Territory 

Governments

Employers
Society/

Other
Total

Burden of disease 20,538 0 0 0 0 0 20,538

Health system costs 124 122 607 352 0 209 1,414

Productivity costs 4,709 0 2,298 0 451 0 7,459

Carer costs 0 42 20 0 0 0 62

Other Indirect costs 0 3 0 0 0 0 3

Deadweight losses 0 0 0 0 0 1,640 1,640

Transfers -2,429 0 2,429 0 0 0 0

Total financial costs 2,404 168 5,354 352 451 1,850 10,579
Total costs including 

burden of disease 22,943 168 5,354 352 451 1,850 31,118

Burden of disease 20,470 0 0 0 0 0 20,470

Health system costs 123 122 605 351 0 209 1,410

Productivity costs 4,694 0 2,291 0 450 0 7,434

Carer costs 0 42 20 0 0 0 62

Other Indirect costs 0 3 0 0 0 0 3

Deadweight losses 0 0 0 0 0 1,635 1,635

Transfers -2,421 0 2,421 0 0 0 0

Total financial costs 2,396 168 5,336 351 450 1,844 10,544
Total costs including 

burden of disease 22,866 168 5,336 351 450 1,844 31,014

Total cost ($ million)

Cost per person aged 15-25 with mental illness ($)
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FIGURE 8-1: FINANCIAL COSTS OF MENTAL ILLNESS, BY TYPE OF COST (% TOTAL) 

 

FIGURE 8-2: FINANCIAL COSTS OF MENTAL ILLNESS, BY BEARER (% TOTAL) 

 

Individuals aged 12-25 with mental illness bear 22.7% of the financial costs, and their 
families and friends bear a further 1.6%. The Australian government bears 50.6% of the 
financial costs (mainly through taxation revenues forgone and welfare payments). State and 
territory governments bear around 3.3% of the costs, while employers bear 4.3% and the rest 
of society pays the remaining 17.5%. 

If the burden of disease (lost wellbeing) is included, individuals bear 73.7% of the costs and 
the Australian government bears 17.2%, state/territory governments 1.1%, with family and 
friends bearing 0.5%, employers 1.4%, and others in society 5.9%. 

Health System Costs

13.4%

Productivity Costs

70.5%

Carer Costs

0.6%

Other Indirect Costs

0.04%

DWL

15.5%

Individuals

22.7%

Family/Friends

1.6%

Federal 

Government

50.6%

State Government

3.3%

Employers

4.3%

Society/Other

17.5%



 

 

52 

8.2 CONCLUSIONS 

The ABS data analysed in this report show that, despite the high costs and disease burden of 
youth mental illness, young people aged 16-24 with mental illness received less treatment 
than the average for people with mental illness of all ages. 

� 35% of the all-age population received some treatment. However, only around 25% of 
people with mental illness aged 16-24 received any treatment. 

� Only 15% of males aged 16-24 received any treatment for their mental illness, which is 
concerning given the relatively high number of suicides in this age cohort.  

A number of Australian studies have focused on assessing the efficacy and cost 
effectiveness of evidence-based interventions for mental illness, compared to current care 
interventions.  There are two main types: studies that focus on the effects of specific 
evidence-based interventions (Vos et al, 2005a and 2005b, Haby et al, 2004, Vos et al., 
2004) and studies that focus on hypothetical optimal treatment package (Issakidis et al, 
2004, Sanderson et al, 2003).   

However, studies focusing on mental illness in Australian youth appear rare.  

Andrews et al (2004) found that current treatment averted around 13% of the burden of 
mental illness.  Partly this may be because, while many mental illnesses are chronic, current 
treatment often consists mainly of managing symptoms of the current episode.  For example, 
Vos et al (2004) commented on current treatment: 

Because the vast majority of people with depression experience multiple 
episodes over a lifetime and are particularly prone to relapses shortly after an 
index episode, there are convincing arguments for treating all depression as a 
chronic disorder and not just those with recurrent or more severe episodes as 
recommended in current treatment guidelines. 

Access Economics has repeated the Andrew et al (2004) exercise, updating costs to 2009, 
and applying it only to young people aged 15-25 with mental illness. 

� Results indicate that current treatment is worth undertaking, resulting in annual net 
benefits to society of $3.74 billion, and a benefit to cost ratio (BCR) of 3.26 to 1.  
Current treatment costs $62, 420 per DALY averted, which is classified as cost 
effective by WHO measures, given that Australia’s GDP per capita is around $50,000.   

� However, moving to best practice treatment is considerably more effective.  Applied to 
current patients, the net benefit increases to $5.74 billion per annum and the BCR 
increases to 5.6:1.  Dollars per DALY averted falls to $36,399, which is highly cost 
effective by WHO standards.  All of these benefit measures improve with additional 
coverage. 

In terms of ICERs, best practice treatment at current coverage dominates current practice at 
current coverage, as it both costs less and results in more DALYs being averted.   

� The extra DALYs averted by moving from current practice and current coverage, to 
providing best practice to everyone with mental illness could cost as little as $6,640 
each. 

Andrews et al (2004) estimated that even best practice treatment, if applied to 100% of the 
population with mental illness, would still only avert 40% of the burden of disease.  This 
underscores the importance of prevention and early intervention, for example to prevent a 
second episode of psychosis from occurring (Access Economics, 2008). 
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Early and preventive interventions show promise in reducing the burden of mental illness, 
particularly in young people.  Kessler et al (2005) report that 50% of all serious mental health 
and substance use disorders commence by the age of 14, and 75% commence by the age of 
25 (Figure 8-3).  Affective disorders are the only type of mental illness that the majority of 
people (50%) contract at ages older than youth (12-25).  And even then, the average age is 
still relatively close to the target group, at 30 years. 

� Thus, preventively oriented interventions targeted to young people aged 12-25 has the 
capacity to generate greater personal, social and economic benefits than intervention 
at any other time in the lifespan.  

FIGURE 8-3: AVERAGE AGE OF ONSET (QUARTILES) BY DISORDER  

 
Note: Shaded blue area is target age group – 12-25 year olds. 

Source: Kessler et al (2005). 

There have been comparatively few studies of the effectiveness of prevention and youth 
mental illness in Australia, fewer still of early intervention and seemingly none providing 
sufficient information to conduct cost effectiveness analysis.  

In order to conduct an economic evaluation of the cost effectiveness of prevention/early 
intervention initiatives, two elements are needed – a measure of costs and a measure of 
benefits. Data for such measures ideally should be collected as part of routine performance 
reporting.  The aim of an evaluation would not just be to determine the cost effectiveness of 
the program at hand; but also how well it ranks compared to existing treatment options.  
There is a need for more such research in this area in order to identify cost effective methods 
for preventing and treating youth and other mental illness in Australia. 
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