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Unipolar depressive disorder 3rd most 
important cause of global of disease overall 

4.3% of all 
DALYs 



Alcohol use disorder in 17th place; 
 self-inflicted injuries in 20th 

1.6% 

1.3% 



Leading causes of disease burden for women aged  
15–44 years, high-income countries, and low-  

and middle-income countries, 2004: Schizophrenia, 
bipolar disorder (and PTSD) rise in importance 

Source for this and previous slides: WHO, 
hwww.who.int/healthinfo/global_burden_disease/en/index.html 



Lim et al. (2008) estimate total 
economic burden of mental illness in 

Canada at $50.8 billion in 2003 

Source: Lim et al. (2008), A new population-based measure of the burden of 
mental illness in Canada, Chronic diseases in Canada, 28(3).  



Using more comprehensive methods 
Jacobs et al. (2010) arrive at a higher 

figure for direct medical costs… 

Source: Lim et al. (2008), A new population-based measure of the burden of 
mental illness in Canada, Chronic diseases in Canada, 28(3).  



Namely, $14.3 billion… 
or about 7.2% of total health 

expenditures 

Inpatient 

Physicians 

Community 
and social 

Pharma-
ceuticals 

Public 
income 
supports 

Other services 



Of this, people with severe mental 
illness, though fewer (2-3% vs. perhaps 
20% overall*) account for a large share  

Cost Category Estimated Cost – 
Schizophrenia alone 

(billion CAN $) 

Direct (HC & more) 2.02 

Productivity losses  4.83 

Total 6.85 

Source: Goeree et al., “The Economic Burden of Schizophrenia in Canada in 2004”,  
Curr Med Res Opin. 2005;21(12):2017-2028 

* Variable depending on what is counted 



To sum up… 

• Large relative disability burden of mental 
illness, especially considering adults at key 
productive ages 

• Significant costs of treating mental illness  

 

 



Why care about the granularity of 
services for a specific group of 

conditions in considering health 
policy?  

• Specificities of different health conditions 

• For a system overall to be effective and cost-
effective, attention must be paid to each 
component part 
– Whole greater than sum of its parts 



Partially convergent movements in 
development of services for people 

with severe mental illness 

Evidence-based 
practices 

Recovery 



Evidence-based practices for people 
with severe mental illness: Concept 

• Normally defined on the basis of 2 or more 
successful RCTs 

• Lists vary according to interpretation of evidence 
• Model fidelity becomes an issue – higher fidelity, 

better outcomes 
– Concerns with implementation 

• Typically involve organization of professionals 
around pursuit of a goal for clients – overall 
support of people with SMI, employment, 
housing, optimal use of medications, limit harm 
from substance abuse… 



Evidence-based practices for people 
with severe mental illness: Examples 

• Assertive Community Treatment 

• Early Intervention Services for Psychosis 

• Family Psychoeducation 

• Integrated Tx for dual disorders (MI + 
substance abuse) 

• Individual Placement and Support 

• Housing First 

• Illness Management and Recovery 

 



The concept of recovery 

• Multiple definitions 

• Generally refers to both process and outcome 
– learning to live within limits of mental illness 
in a way that is satisfying and meaningful to 
the person with the illness: 
– Community integration – not segregation  

– Work 

– Relationships 

– Freedom to choose – to live with dignity 

 



Potential compatibility between 
recovery and EBPs 

 

• Measuring effectiveness in terms of variables 
not necessarily related to recovery may leave 
room for coercive practices 

– Ex: Some ways of delivering Assertive Community 
Treatment 

 



Source: Lorna Moser, PhD Thesis, IUPUI, 2007 

Large variable in recourse to coercive measures 
(here, use of involuntary outpatient 

commitment) across ACT teams in Indiana 



Potential compatibility between 
recovery and EBPs 

• Modern conception of most EBPs associated 
with: 
– Supporting clients in attaining their own objectives 

– Building on client strengths (not focusing on deficits) 

– Helping clients to gain greater autonomy – skills 
development, harm reduction 

– Support in obtaining mainstream work, housing, 
leisure – community integration 

– Much attention paid to staff training(coaching) 
• Search for quality and effectiveness of intervention 

 



An excellent example: Evidence-based 
supported employment (also known as 

IPS) 

• Many studies show most effective approach 
yet known to help people obtain competitive 
jobs 

• Respects client choice 

• Promotes integration into mainstream work 
settings 

 



Percentage of clients who obtained competitive jobs, IPS 
vs other approaches 

 
SE or 
pre-IPS 

(Adapted 
from Gary 
Bond) 
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Another common characteristic of 
EBPs:  Close integration between 

treatment and rehabilitation (e.g., 
alcohol, employment, housing) 

 

 



EBPs and costs: What do we know? 

• 3 examples: 

– ACT 

– Early intervention services for psychosis 

– Individual Placement and Support 



ACT 

• ACT reduces hospital days and can completely 
offset its own costs 

– According to the number of days at the outset 



Annual costs per client pre and post-admission  
Douglas (FY99-00$) : Perspective of health and 

social services system 
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Early intervention services for 
psychosis 

• Studies from Australia, England and Italy 
suggest reductions in hospital days sufficient 
to more than offset costs of intervention 

– (similar logic to ACT) 

• Results do not account for value of quality of 
life improvements 



Modeling based on UK data:  
Lower costs with early intervention services 

Source:  P McCrone, M Knapp, S Dhanasiri, 2009 



Projection based on Italian data and effects 
observed elsewhere: expected lower costs with 

early intervention services 

Source: A Serretti et al., 2009 



 
Being in IPS per se does not seem to 

reduce health care costs at least in the 
short term, on average, but working 

appears to do so  
 

IPS 

More people 
work more 

Some work  
little or not 
at all 

Lower healthcare 
costs 

No such benefits 



Hours of work and hours receiving MH (non-VR) services, by stage 
with respect to receipt of SE services  

(1997 to 2001 Indiana data, N=2,998, Perkins et al. 05) 
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Overall service costs (VR + MH) by stage with respect 
to SE services 

   (1997 to 2001 Indiana data, N=2,998, Perkins et al. 05) 
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Costs 3-0 months before and 9-12 months 
after entry into supported employment,  

by work status 

Schneider, Boyce 
et al. (2009) 

N=77 
N=32 

N=32 
(Subset of all 
health and social 
care input) 



Loca- 

tion 

Authors 

and year 

Reported differences concerning 

hospitalisations 

NH Becker 

et al. 

(07) 

« A large majority reported that they 

went to the hospital less often when 

they were working » (p. 925) 

NH Salyers 

et al. 

(04) 

39% reported that they went to 

the hospital less because of 

working (42% same; more n.s.) 

(p. 305) 

Effects of working on hospital use –long-term 
retrospective studies 



Long-term effects of working – 
qualitative reports – NH dually-

disordered clients  

• For those who did work – “the business and 
structure of work also tended to diminish the 
salience of symptoms” (p. 264) 

• “Working or not working appeared to be 
reinforcing over time” (p. 266) 

 

 

     (Strickler et al. 2009) 



Same sample: 3 sub-groups with 
different work trajectories 

Source: Bush 
et al. 2009 



Those who worked more cost $166,350 less in 
outpatient and institutional services  

over 10 years  

Source: Bush 
et al. 2009 



Why?  Causal mechanisms 
1 – Fairly well established(1) 

• Adjustability of intervention intensity to 
changing needs of clients 

 



Average time spent for each client per month

(July 1st 1999 to February 29 2000)
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Number of contacts per week

(example for 6 clients)
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Why?  Causal mechanisms 
1 – Fairly well established (2) 

• Integration between Tx and rehabilitation 
increases efficiency 

– Ex: mutually reinforcing, not conflicting messages 
about, e.g., work, or substance abuse; exchange of 
information across professionals gleaned from 
different spheres of life; ability to craft more 
coherent, synergistic helping approach; etc. 

 

 

 



Why?  Mechanisms of action 
2 – More hypothetical 

• Effectiveness implies greater well-being (work, 
housing, etc.): need less MH services  

– Fewer people on welfare 

• Clients’ own objectives tend to cost less to 
reach 

– Studies on individual budgets 

– Shared decision-making 

 

 

 



Potential savings from psychiatric 
drugs 

• Possibility of increasing efficiency via more 
sparing use of psychotropic medications 

– 2.8 billion $ on psychotropic meds in Canada 
2007/2008 

– About 629 million $ on antipsychotics in 2007 

• Data suggest large variation in propensity to 
prescribe high doses of antipsychotics across 
prescribers, to patients with schizophrenia 



Large variability in % patients with schizophrenia 
on high doses of antipsychotics, Québec, 2004 

0
.2

.4
.6

.8

P
ro

p
o

rt
io

n
 o

f 
p
h

y
s
ic

ia
n
's

 p
a

ti
e
n

ts
 o

n
 h

ig
h

 d
o
s
e

Small Medium Large

Physician's patients on high dose (>=2 mo.) stratified by number of patients

Observed Adjusted
Source: Latimer E, Wynant W, Naidu 
A, Clark R, Malla A, Moodie E, 
Tamblyn R. Manuscript in preparation 



Potential savings from psychotropic 
medications (2) 

• Studies assembled by Whitaker (2010) suggest 
overconsumption of psychiatric medications, 
leading in a significant number of cases to 
chronicisation (very costly and not supportive 
of recovery!) 

• Non-optimality of barely constraining 
expenditures on meds while severely 
constraining expenditures on psychosocial 
services  



Like being forced to travel:  

Staying in 
hotels…   

While eating in 
restaurants   



Beyond recovery: The capabilities 
approach 

• Recovery: helping the person to make the best 
of an unfavorable socio-economic 
environment 

• Sen’s capabilities approach  (or human 
development approach): a broader framework 

Capabilities approach 

Recovery 



Capabilities and functionings 

• Capability: What a person is able to do and to be – for 
example, to vote; to run for election; to participate in or form 
a religious group openly; to enjoy nature; etc.  Also referred to 
as substantial freedom 

• Functioning: An active realization of one or more capabilities.  
Ex: Playing music or going to a concert; but also enjoying good 
health (functioning can be passive). 

• To promote capabilities is to promote areas of freedom; if 
capabilities exist, one would expect a number of people to 
choose to exercise their freedom to function in a certain way. 

 

 



Nussbaum’s list of central capabilities 

• Specify capabilities that really matter, across cultures 

• May be difficult to measure quantitatively 

• Obective is to ensure everyone reaches a certain 
threshold of capability for each capability 

• Some have started to look at implications for people 
with SMI (eg Kim Hopper) 

 



Nussbaum’s capabilities (1) 

• Life – being able to enjoy a normal life span 
without significant disability 

• Bodily health – being able to have good 
health, including reproductive health; having 
adequate food and shelter 

• Bodily integrity – being able to move freely, 
without threat to personal security; being able 
to exercise sexual and reproductive choices 

 



Nussbaum’s capabilities (2) 

• Senses, imagination and thought – being able to 
use one’s senses, intelligence and imagination in 
a “truly human” way, enhanced by adequate 
education, and encompassing the experience and 
production of religious, literary, musical, artistic 
and other works and events 

• Emotions – being able to love, grieve, experience 
longing and gratitude, without undue fear or 
anxiety 



Nussbaum’s capabilities (3) 

• Practical reason – being able to engage freely 
in thought about what is good and to plan 
one’s life, enjoying liberty of conscience and 
religion 

• Other species – being able to live with 
concern for and in relation to animals, plants 
and nature 

• Play – being able to laugh, play, and enjoy 
recreational activities 



Nussbaum’s capabilities (4) 

• Control over one’s environment – enjoying 
political rights, property rights, and rights 
related to employment that normally prevail 
in democracies 



Capabilities approach suggests need to spend 
more : so people with severe mental illness 

have a chance to reach a minimum threshold 
on all central capabilities 

 

– Long life: Equal access to health care interventions 

– Bodily integrity: Decent housing, dental & health 
care  

– Affiliation: Means to travel (bus passes), to 
communicate (phone, internet) 



Conclusions 
• Mental illness, including severe mental 

illnesses, matter both in terms of disability 
(reduced well-being, reduced productivity) 
and direct health and social care costs 

• Evidence-based practices increasingly tend to 
be recovery-oriented 

• Also tend to reduce costs – they are efficient, 
for several reasons 

• But capabilities approach invites us to spend 
in other ways to help people with SMI to lead 
fully human lives 

 

 

 



 

 

Thank you for your attention 

 

  

eric.latimer@mcgill.ca 


