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 Identifying attributes of care that may improve 
cost-effectiveness in the youth mental health 
service system

The known National and international policies emphasise the 
importance of improving mental health care for young people, 
but the cost-effectiveness of youth mental health care is 
unclear.

The new We identified a list of attributes of youth mental 
health care that may be acceptable to young people and 
potentially cost-effective.

The implications More economic evaluations are required in 
youth mental health. Those examining the impact of automated 
processes, that value the preferences of young people and their 
families and that examine costs from both societal and health 
care perspectives may be particularly useful.

I
mproved prevention and treatment of mental and neurological 
disorders has been identified as the core health challenge of the 
21st century.1 Mental disorders are a major contributor to the 

global burden of disease,2 with recent analysis suggesting they 
might account for a third of life-years lost to disability — the 
greatest burden of any group of illnesses.3 Mental disorders also 
rank among the most significant causes of death worldwide,4 with 
those affected dying a decade or more earlier than the general 
population; and this life expectancy gap may be widening.5 The 
economic consequences are stark, with the impact on individuals 
including higher unemployment, premature retirement, lower 
income and financial insecurity.1,6-9 Enterprises and economies 
bear major reductions in productivity,10-13 with mental disorders 
ranking as the main non-communicable disease-related risk to 
global economic output.14

There is scope for major health and prosperity dividends globally 
from improved approaches to mental health care. The anticipated 
economic benefi ts of population-level strategies to scale up 
access to existing treatments are substantial.15-18 However, 
despite growing awareness of the grave personal, societal and 
economic consequences of mental disorders, governments 
around the world continue to give inadequate priority to mental 
health care.19 Globally, the response remains characterised by 
underfunded, inequitable and ineffi  cient service systems.20 
Even in high-income countries, failures of system organisation 
and fi nancing create barriers to adequate uptake of appropriate 
treatments.12

Mental health care in Australia conforms to this global patt ern, 
with a poorly designed mental health system that routinely misses 
opportunities for early intervention and overwhelmingly directs 
public expenditure towards acute care and welfare payments.21 
Only half of all health care system encounters for depression in 
Australia result in appropriate care being provided.22 Over the 
past 12 years, successive Australian governments have made 
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Abstract

Objective: To identify attributes of youth mental health care for 
which there is evidence of potential cost-effectiveness.

Study design: We performed a literature review of economic 
evaluations that examined both costs and outcomes 
for attributes of youth mental health care other than 
pharmacological or individual psychological therapies for full-
threshold disorders.

Data sources: We searched the United Kingdom National 
Health Service Economic Evaluations Database for evaluations 
published to the end of 2014; and MEDLINE, Google Scholar 
and the citation lists of relevant publications for peer-reviewed 
studies published in English since 1997.

Data synthesis: Forty economic evaluations met inclusion 
criteria. Psychosis was the mental disorder with the most 
developed economic evidence base, with good evidence of 
cost-effectiveness for first-episode psychosis services. There 
was a developing cost-effectiveness evidence base for other 
disorders. The most common attributes of the interventions 
examined in the included studies were the location of services, 
engagement and support of families, assessment, prevention, 
early intervention, group delivery format and information 
provision. We used our findings to formulate a list of attributes 
of youth mental health care that may be acceptable to young 
people and potentially cost-effective.

Conclusion: There is at least suggestive cost-effectiveness 
evidence for a range of attributes of youth mental health care. 
Further economic research is needed to substantiate most cost-
effectiveness findings and to improve targeting of care among 
young people. Future economic evaluations should examine 
costs from both societal and health care perspectives and 
incorporate evidence regarding young people’s preferences.

Research Beyond brand: inside youth mental health

eff orts to respond to these challenges, by building primary 
mental health care capacity and developing new approaches 
to system fi nancing and organisation. Initiatives have included 
the Bett er Access program, to enhance the participation of 
general practitioners in mental health care and improve access 
to psychiatry and psychological services,23 and establishing the 
National Mental Health Commission to monitor the performance 
of, and catalyse improvements in, the mental health system.24

Enhancing access to appropriate and holistic care for young 
people with or at risk of mental disorders has been identifi ed 
as a priority focus for global eff orts to pre-empt and reduce the 
impact of mental disorders.25 Three-quarters of mental disorders 
fi rst emerge in people by their mid 20s,26 negatively aff ecting 
these young people’s future educational att ainment, workforce 
participation, income and living standards.27,28 However, mental 
health supports for young people also remain poorly targeted, 
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with highly variable service use.29 To deal with this problem, 
youth mental health reforms, including those outlined elsewhere 
in this supplement, have been initiated in Asia, Australia, New 
Zealand, Europe, the Middle East and North America.30 The 
Australian Government is currently funding Primary Health 
Networks to develop novel service approaches for young people 
with emerging severe and complex non-psychotic illnesses. 
These novel youth mental health services will be developed 
and trialled while the Australian Government implements a 
new stepped model of care to shape the future financing and 
organisation of primary mental health care services.31,32 It is 
therefore likely that innovative approaches to youth mental 
health service delivery will need to show evidence of value 
for money to be recommended for widespread adoption. New 
services may be more likely to demonstrate cost-effectiveness if 
their design incorporates attributes of youth mental health care 
for which there is already some supporting economic evidence.

In this study, we aimed to identify potentially cost-effective 
attributes of youth mental health care by examining economic 
evaluations of mental health services and supports for young 
people aged 12–25 years published in the past 20 years.

Methods

We undertook a literature review to identify attributes of youth 
mental health care for which there is evidence of potential cost-
effectiveness. We conducted a search for economic evaluations 
relevant to youth mental health in the United Kingdom National 
Health Service (NHS) Economic Evaluations Database, which 
included economic evaluations published up to the end of 2014. 
We supplemented this search with a series of focused searches 
in MEDLINE and Google Scholar for additional economic 
evaluations relevant to youth mental health services. We also 
reviewed the citation lists of relevant publications known to us. 

We included only peer-reviewed studies published in English  
since 1997 that included information about both costs and outcomes 
for at least two alternatives (at least one active intervention and 
a comparator that could be an active intervention or no care). We 
included studies where the entire age range of participants was 
within the bounds of 12 to 25 years (inclusive), where most of the 
years in the age range of participants were within these bounds, 
or where the mean or median age of participants was within 
this age range. Where age ranges were not clearly defined, we 
included studies if participants were described as “youth”, 
“young people”, “adolescents”, “teenagers” or “children and 
adolescents”. We also included any studies of first-episode 
psychosis services, even when these services had eligible age 
ranges extending into middle age, as the epidemiology of 
psychosis suggests that these services are predominantly youth-
focused. 

We excluded studies that did not meet our age range criteria, 
were not peer-reviewed, were reviews without linked modelling 
studies, did not explicitly address mental health, explored costs 
but not outcomes, reported only uncosted resource use or had 
no comparator. Studies that evaluated only pharmacological or 
individual psychological therapies for full-threshold disorders 
were also excluded. Studies evaluating psychological therapies 
delivered in a group or family format or for the main purpose of 
prevention were included.

From each of the studies, we extracted the following data: year of 
publication, mental health problems of participants, age range of 

participants, intervention type, study design, type of economic 
analysis undertaken, time horizon for assessment of costs and 
outcomes, what kinds of perspectives on costs were reported, 
and author conclusions.

Included studies were critically appraised by one of us (M  H) 
using the 10-item Drummond checklist,33 scoring 1 point for 
“condition met”, 0.5 points for “condition partially met” and 0 
points for “condition not met”. A random sample of seven studies 
was reassessed by the coauthors to ensure data quality. Recent 
guidance for the conduct of economic evaluations recommends 
that studies include two reference case perspectives: a societal 
perspective (which counts all costs, including productivity 
losses) and a health care perspective (which counts only health 
care-related costs).34 For this reason, we required that for item 
four on the checklist (Did a study examine all relevant costs and 
consequences?) to be judged as fully met, a study would need to 
report and include appropriate costs for two or more perspectives, 
at least one of which had to be the societal perspective. 

For each included study, we identified the attributes that 
comprised the interventions being examined and analysed these 
thematically to identify potentially cost-effective attributes of 
youth mental health care. As first-episode psychosis services 
can have up to 16 service components,35 and it was not always 
clear how many of these attributes were present in each case, 
we assigned these services a catch-all attribute of “early 
intervention”. 

We also briefly examined some of the excluded economic studies 
and other studies of the preferences of young people for evidence 
of potentially important economic topics not addressed by our 
included studies.

Results

We identified 40 economic evaluations of mental health services 
targeted at youth populations that met our inclusion criteria 
(Box 1).36-75 There was heterogeneity of design, type of economic 
analysis and perspectives on costs across the studies. Twenty-
four of the included studies were wholly or partially based on 
randomised controlled trial (RCT) designs and nine studies used 
historic or parallel controls. There were 11 modelling studies, 
including four that used modelling to extend the analysis of RCT 
results. Twenty-one studies involved cost-effectiveness analysis, 
16 used cost–utility analysis, eight used cost–consequence 
analysis, and four used cost–benefit analysis. Nine studies used 
more than one type of economic analysis. 

Thirteen studies took a societal perspective on costs (including 
two that did not explicitly declare this perspective); 13 studies 
(including one where the perspective was not stated) appeared 
to adopt narrower perspectives, which included but were not 
confined to health care (eg, health and social care, health care 
plus education); 15 studies (including four where the perspective 
was not explicitly stated) appeared to adopt a health care or 
subset of health care perspective (eg, public health care, public 
mental health); and one study (with inadequate justification in 
our judgement) adopted an employer perspective. Two studies 
adopted more than one perspective. 

The types of mental health problems addressed by the included 
studies are shown in Box 2. About a third (n = 14) of the included 
studies focused on psychotic disorders. The next most common 
problem addressed was depression (n = 8), followed by substance 
use disorders (n = 6), eating disorders (n = 6), suicide and self-

Supplement
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1 Characteristics of included economic evaluation studies

Study Year Mental disorder

Ages 

(years) Intervention type Design Analysis

Time 

horizon

Cost 

perspective Authors’ conclusions

64 1999 Deliberate 
self-harm

< 17 Home-based, family-
centred social work v 
routine outpatient care 

RCT CEA 6 months Service 
provision 
sectors

Family-based social work is as 
cost-eff ective as routine care for 
children and adolescents who have 
deliberately poisoned themselves

40 1999 Psychosis Not 
stated

FEP service v 
routine care 

Historic 
control

CEA 1 year Public health 
care

An FEP service is cost-eff ective

72 2000 Comorbid 
substance use 
disorder and 

mental illness

12–17 Continuum of care v 
routine fee-for-service 
care

Parallel 
control

CCA 6 months Health care 
provider 

(implied)

Assessing the cost-eff ectiveness of 
prevention services for at-risk clients 
would be an appropriate step for 
systems of managed care

57 2003 Suicide 15–19 Combination of 
community education, 
mentoring, screening 
and social work

Historic 
control

CUA, 
CBA

Lifetime Societal Benefi ts of this suicide prevention 
program outweigh the costs

65 2004 Cannabis use 
disorder

12–18 Three types of 
family therapy and 
case management 
v two types of 
individual treatment 
(motivational 
enhancement therapy 
and CBT)

RCT CEA 1 year Societal Individual treatment more cost-
eff ective than family support 
network therapy–case management; 
and adolescent community 
reinforcement approach family 
therapy–case management more 
cost-eff ective than individual 
treatment and multidimensional 
family therapy–case management

67 2004 Mental health 
crisis

10–17 MST v inpatient care RCT CEA 1 year, 
4 months

Public health 
care

MST is associated with better 
outcomes at lower costs in the short 
term, followed by equivalent costs 
and outcomes

70 2005 MDD 13–18 Group CBT for 
prevention

RCT CEA,
 CUA

1 year Societal Brief prevention program to reduce 
risk of depression in off spring of 
parents with depression is cost-
eff ective

45 2006 Psychosis Mean, 
28.3

FEP service v routine 
care 

Historic 
and 

parallel 
controls

CCA 3 years Health care 
(implied)

Implementing FEP services is 
clinically and economically feasible

37 2006 Psychosis 16–50 FEP service v routine 
care

Historic 
control

CCA 2 years Hospital 
(implied)

FEP services may be benefi cial to 
patients and to health care system

75 2007 AN 12–18 Inpatient v specialist 
outpatient v general 
outpatient

RCT CEA 2 years Health, social 
care and 

education

Results support provision of 
specialist outpatient care for young 
people with AN

69 2007 BN, eating 
disorder NOS

13–20 Family therapy v 
CBT-guided self-care

RCT CCA 1 year Health and 
social care, 
and patient 

(implied)

CBT-guided self-care has slight 
advantage over family therapy based 
on lower cost, greater acceptability 
and faster reductions in binging

68 2008 Anxiety 8–18 Family CBT v individual 
CBT 

RCT CEA, 
CUA

1 year, 
3 months 

Societal Family CBT not more cost-eff ective 
than individual CBT for clinically 
anxious children

71 2008 Suicide Mean, 
21

Education and peer 
support

Model CBA Lifetime Societal Benefi ts are greater than costs in 
both programs

48 2009 Psychosis Mean, 
28

Two types of case 
management 
(standard v social 
recovery-oriented) 

RCT CUA 9 months Health and 
social care

Social recovery-oriented case 
management may be more 
cost-eff ective that routine case 
management for patients with FEP, 
but more research is needed

41 2009 Psychosis Mean, 
22

FEP service v routine 
care 

Historic 
control

CEA 6 years, 
7 months

Public mental 
health care

FEP services deliver better recovery 
rates at lower costs than standard 
mental health care

66 2010 Substance use 
disorder

12–18 Two types of individual 
and family therapy v 
home-based care and 
case management 

RCT CCA 1 year Health care 
organisation 

(implied)

Home-based care and case 
management not as cost-eff ective as 
combined clinic-based individual and 
family treatment

39 2010 Psychosis 16–40 FEP service v routine 
care 

RCT CEA 1 year, 
6 months

Public health 
care, social 

care and 
justice

An FEP service has a high probability 
of being cost-eff ective

54 2010 Alcohol use 
disorder

18–19 Two types of screening 
combined with 
counselling or advice 
and education

RCT + 
model

CEA, 
CUA

1 year Provider and 
societal

Brief intervention in emergency 
department for alcohol-involved 
youth represents a good investment
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Study Year Mental disorder

Ages 

(years) Intervention type Design Analysis

Time 

horizon

Cost 

perspective Authors’ conclusions

36 2011 Psychosis 17–30 FEP service v routine 
care 

Historic 
control

CEA 5 years Public health 
care

FEP service is superior and may 
produce cost savings

50 2011 Forensic mental 
health

13–16 Screening and home-
based family-focused 
care and clinic-based 
treatment v routine 
practice 

Pilot RCT CCA 1 year Societal 
(implied)

Under-treated off enders with mental 
health problems can be successfully 
identifi ed and treated

60 2011 Substance use 
disorder

12 Family education v 
schools-based health 
education v family 
education and schools-
based health education 

RCT + 
Model

CBA 5 years, 
6 months

Employer Substance use prevention 
programming is economically 
feasible

47 2011 MDD, psychosis Child/
adole-
scent

(MDD),
youth
psy-

chosis

Screening and 
group psychological 
therapy (depression 
prevention), screening 
and individual CBT and 
pharmacological therapy 
(psychosis prevention)

Model CUA 5 years 
(MDD), 
1 year
(psy-

chosis)

Health care Screening and group psychological 
therapy for depression prevention 
is recommended for adoption, as is 
the psychosis prevention program, 
subject to the latter being further 
evaluated

59 2011 BN 10–14 Schools-based 
prevention (education 
and physical activity)

RCT + 
model

CUA 10 years Societal Primary prevention programs such 
as this intervention should be 
considered by policymakers

44 2011 Psychosis 15–25 FEP service v routine 
care 

Historic 
control

CEA 2 years Public mental 
health care

FEP services are likely to be cost-
eff ective

53 2012 MDD 11–17 Screening and 
individual CBT

Model CUA 5 years Health care Screening and psychological therapy 
represent good value for money as a 
preventive measure for depression in 
11–17-year-olds

38 2013 Psychosis 18–45 FEP service v routine 
care

RCT CEA 5 years Public sector FEP service has a high probability of 
being cost-eff ective

73 2013 Alcohol use 
disorder

Teen-
agers

Family skills training RCT CEA 1 year,
6–9 

months

Societal The family skills training program is 
potentially cost-eff ective for reducing 
alcohol use and binge drinking 
episodes in African American 
teenagers

58 2013 Anxiety, 
depression

13–18 Physical activity plus 
school health services 
v school health 
services

RCT CUA 1 year,
8 months

Societal A twice-weekly dance intervention 
may be a cost-eff ective adjunct to 
school health services

62 2013 Depression 12–16 School classroom-
based CBT v classroom 
health education

RCT CEA, 
CUA

1 year Health and 
social care

Classroom-based CBT was not 
shown to be cost-eff ective

74 2014 AN 12–18 Two types of family 
therapy (family-based 
treatment v systemic 
family therapy)

RCT CCA 1 year,
9 months

Health care Family-based treatment produces 
similar outcomes to systemic family 
therapy at lower cost for AN

61 2014 Depression 12–16 Classroom CBT v 
classroom health 
education 

RCT CEA, 
CUA

1 year Health and 
social care

Universal provision of classroom CBT 
is unlikely to be more cost-eff ective 
than usual school prevention for 
depression

51 2014 Suicide 12–17 Emergency 
department rapid 
response crisis 
team v routine care 
(outpatient or referral)

RCT CEA 6 months Societal and 
hospital

Rapid response crisis team appears 
cost-eff ective from perspective of 
hospital, but no diff erent than routine 
care from societal perspective

56 2014 Eating disorder 10–17 School-based 
screening

Model CEA, 
CUA

10 years Payer Cost-eff ectiveness of school-
based eating disorder screening is 
comparable to many acceptable 
paediatric health interventions

46 2015 Psychosis 14–35 Individual CBT and 
routine care v routine 
care

RCT CEA, 
CUA

1 year, 
6 months

Societal 
(implied)

CBT is a cost-saving adjunct to 
routine care for individuals at high 
risk of transition to FEP

49 2015 Psychosis 16–35 Information for GPs 
and liaison between 
primary and secondary 
care v information for 
GPs

RCT + 
model

CEA 2 years Public health 
and social 

care

An intensive intervention to improve 
liaison between primary and 
secondary care for people with early 
signs of psychosis was clinically 
eff ective and cost-eff ective

55 2015 MDD 10–21 Screening of young 
people who off end

Model CUA 1 year Public health 
care and 

youth justice

There is a lack of evidence about the 
cost-eff ectiveness of screening for 
mental health problems in young 
people who off end
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harm (n = 4), anxiety (n = 2), forensic mental health (n = 2) and 
general mental illness (n = 2). No studies specifi cally focused on 
services for young people with personality disorders.

There was wide variety in the assessed quality of the included 
studies (Box 3). There was a slight trend for more recent studies 
to score higher. No study fully met our stringent criteria for item 
four of the checklist. Twelve studies did not use discounting 
even when time horizons exceeded 1 year. Seven studies did not 
report incremental costs and incremental benefi ts and eight did 
not explore the uncertainty of cost and benefi t estimates.

The only topics for which multiple economic evaluations of 
the same intervention for broadly similar target populations 
reported consistent economic fi ndings were prevention and 
early intervention in psychosis (Box 1). There was good evidence 
of cost-eff ectiveness for fi rst-episode psychosis services36-45 and 
some cost-eff ectiveness evidence for interventions to prevent 
or delay transition to psychotic disorder among high-risk 
individuals.46,47 Additionally, there was some economic evidence 
for strategies to further improve the cost-eff ective delivery of 
services to these groups of young people.48,49

There was emerging encouraging evidence for the cost-
eff ectiveness of a range of care att ributes for young people 
with mental health problems other than psychosis. However, 
this evidence base did not have the consistent replication of 
cost-eff ectiveness fi ndings that was seen with studies on early 
psychosis services, and it is likely that some att ributes may be 
cost-eff ective for some groups of young people but not others.

Timely assessment strategies, including screening, were att ributes 
of interventions for a range of mental health problems examined 
in 10 of the included studies (Box 4).47,49-57 The economic evidence 
for such approaches was generally favourable, although there 
were exceptions.52,55 Schools-based screening and prevention 
interventions were examined for anxiety,58 depression,47,53,62,63 
eating disorders52,59 and substance use disorders.60 A UK 
RCT61,62 and Australian modelling studies47,53,63 came to diff erent 
conclusions about the potential cost-eff ectiveness of schools-
based prevention strategies for depression, although challenges 
relating to acceptability and implementation of such strategies 
were highlighted in both contexts. There was similarly mixed 
evidence for schools-based prevention strategies for eating 
disorders.52,56,59

Five economic evaluations explored services that included 
the att ribute of home-based delivery for a range of distinct 
populations of young people,50,64-67 with a mixture of supportive 
and non-supportive evidence for this mode of delivery (Box 
1). Thirteen studies explored interventions that included 
support for families — mainly family therapy and education 
for a range of mental health problems. In general, there was 
supportive evidence for family-based interventions, although 
in several studies, individual therapy or self-help options were 
suggested to be more cost-eff ective alternatives.66,68,69 A group 
delivery context (including in classrooms) was an att ribute 
of interventions for a range of mental health problems in nine 
studies,47,52,58,60-63,70,71 again with cost-eff ectiveness evidence that 
varied between populations. Other att ributes of interventions 
examined were automated processes,63 case management,48,50,65-67 
crisis response,51 fi nancing,72 holistic care approaches,48,58,72 
information provision,54,57,61,62,67,69,71 peer support and 
mentoring57,71 and staff  training and support49 (Box 4).

In addition to the studies that met our inclusion criteria, our 
review identifi ed other resources that could help fl esh out the 
current state of economic evidence in youth mental health. These 
were studies that examined only costs or did not cost resource 

Study Year Mental disorder

Ages 

(years) Intervention type Design Analysis

Time 

horizon

Cost 

perspective Authors’ conclusions

42 2016 Psychosis 15–40 FEP service v routine 
care 

RCT CEA, 
CBA

2 years, 
6 months

Health care 
system

Benefi ts of FEP services exceed 
costs, especially at future generic 
drug prices

43 2016 Psychosis 16–35 FEP service v routine 
care 

Parallel 
control

CCA 3 years Societal FEP services are associated with 
better outcomes at lower costs

63 2017 MDD 11–17 Schools-based 
universal (group) and 
indicated (individual) 
prevention (face-to-
face v digital)

Model CUA 10 years Health 
care and 

education

Schools-based psychological 
interventions appear to be cost-
eff ective prevention strategies 
for depression, but depend on 
appropriate implementation

52 2017 AN, BN 15–18 Screening and group 
cognitive dissonance

Model CUA 10 years Health care Schools-based cognitive dissonance 
is not a cost-eff ective preventive 
strategy for AN and BN

AN = anorexia nervosa. BN = bulimia nervosa. CBA = cost–benefi t analysis. CBT = cognitive behavioural therapy. CCA = cost–consequence analysis. CEA = cost-eff ectiveness 
analysis. CUA = cost–utility analysis. FEP = fi rst-episode psychosis. GP = general practitioner. MDD = major depressive disorder. MST = multisystemic therapy. NOS = not 
otherwise specifi ed. RCT = randomised controlled trial.
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Supplement

3  Critical appraisal of included studies: score on 10-item 

Drummond checklist33

  Score for checklist item number* 

Study Year 1 2 3 4 5 6 7 8 9 10 Mean

64 1999 1 1 1 0.5 1 1 na 1 1 1 0.94

40 1999 1 1 0.5 0.5 1 1 na 1 1 1 0.89

72 2000 0 0.5 0.5 0 0 0 0 0 0 0.5 0.15

57 2003 1 1 0.5 0.5 0 1 1 1 1 1 0.8

65 2004 1 1 1 0 1 1 na 0.5 0 1 0.72

67 2004 1 1 1 0.5 0.5 1 0 0.5 0 0.5 0.6

70 2005 1 1 1 0.5 1 1 na 1 1 1 0.94

45 2006 0.5 0.5 0.5 0.5 0.5 0.5 0 0 0 0 0.3

37 2006 0.5 1 0.5 0.5 1 1 0 0 0 0.5 0.5

75 2007 1 1 1 0.5 1 1 1 1 1 1 0.95

69 2007 0.5 1 1 0.5 0.5 1 na 0 0 0.5 0.56

68 2008 1 1 1 0.5 0.5 0.5 1 1 1 1 0.85

71 2008 1 1 1 0.5 0 1 1 1 1 0.5 0.8

48 2009 1 1 1 0.5 0.5 1 na 1 1 1 0.89

41 2009 1 1 0.5 0.5 1 1 1 1 1 1 0.9

66 2010 0.5 1 1 0.5 1 1 na 0 0 0 0.56

39 2010 1 1 1 0.5 0.5 1 0 1 1 1 0.8

54 2010 1 1 1 0.5 1 1 na 1 1 1 0.94

36 2011 1 1 0.5 0.5 1 1 0.5 1 0.5 0.5 0.75

50 2011 0.5 1 1 0.5 1 0 0 0 0.5 0 0.45

60 2011 1 1 1 0 0 0 1 1 1 0.5 0.65

47 2011 1 1 1 0.5 1 1 1 1 1 1 0.95

59 2011 1 1 1 0.5 1 1 1 1 1 0.5 0.9

44 2011 1 1 0.5 0.5 1 1 0 1 1 1 0.8

53 2012 1 1 1 0.5 1 1 1 1 1 0.5 0.9

38 2013 1 1 1 0.5 1 1 1 1 1 1 0.95

73 2013 1 1 1 0.5 1 1 0 1 1 0.5 0.8

58 2013 1 1 1 0.5 1 1 0 1 1 1 0.85

62 2013 1 1 1 0.5 1 1 na 1 1 1 0.94

74 2014 0.5 1 1 0.5 0.5 1 0 0 0 0 0.45

61 2014 1 1 1 0.5 0.5 1 na 1 0.5 1 0.83

51 2014 1 1 1 0.5 1 1 na 1 1 1 0.94

56 2014 1 1 0 0.5 1 1 1 1 1 1 0.85

46 2015 1 1 1 0.5 1 1 1 1 1 1 0.95

49 2015 1 1 1 0.5 1 1 0 1 1 1 0.85

55 2015 1 1 0.5 0.5 1 1 na 1 1 1 0.89

42 2016 1 1 1 0.5 0.5 0.5 na 1 1 1 0.83

43 2016 1 1 0.5 0.5 1 1 0 0.5 1 0.5 0.7

63 2017 1 1 1 0.5 1 1 1 1 1 1 0.95

52 2017 1 1 1 0.5 1 1 1 1 1 1 0.95

na = not applicable. * Checklist items:  1. Was a well-defi ned question posed in 
answerable form?  2. Was a comprehensive description of the competing alternatives 
given (ie, can you tell who did what to whom, where and how often)?  3. Was 
the eff ectiveness of the program or services established?  4. Were all the 
important and relevant costs and consequences for each alternative identifi ed?  
5. Were costs and consequences measured accurately in appropriate physical units 
(eg, hours of nursing time, number of physician visits, lost work-days, gained life-
years)?  6. Were the costs and consequences valued credibly?  7. Were costs and 
consequences adjusted for diff erential timing?  8. Was an incremental analysis of 
costs and consequences of alternatives performed?  9. Was allowance made for 
uncertainty in the estimates of costs and consequences?  10. Did the presentation 
and discussion of study results include all issues of concern to users?

use,76-89 did not include a comparator,90,91 were not explicitly 
focused on mental health outcomes,92,93 pre-dated 1997,94-97 
examined individual treatments for full-threshold disorders,98-115 
were evidence reviews,116-126 were not peer-reviewed120,127-129 
or were primarily focused on matt ers relating to system 
fi nancing.77,130 To integrate the fi ndings from our review of 
included studies with the themes identifi ed in our briefer review 
of excluded studies and preference studies, we prepared a list of 
att ributes of youth mental health care that may be acceptable to 
young people and potentially cost-eff ective (Box 5).

Discussion

In this review, we identifi ed good cost-eff ectiveness evidence for 
mental health care for young people with, or at risk of, psychosis, 
and a developing evidence base for a wide range of att ributes 
of care for young people with other mental health problems. 
Overall, the fi ndings from our review highlight the need to further 
develop the economic evidence base in youth mental health. 
There is a need for replication of cost-eff ectiveness fi ndings in 
service system contexts beyond early psychosis services. 

Future economic evaluations in youth mental health should also 
address the methodological problems we identifi ed. First, we 
found that none of our included studies adequately implemented 
cost analyses from both a societal perspective and a health care 
perspective. A societal perspective is important because mental 
disorders are associated with major costs outside the health 
system, while a health care perspective will be important to 
decision makers because mental health care is largely funded 
from public health care budgets in many countries. Second, 
despite a growing evidence base on the mental health service 
preferences of young people and their families,131-141 valuation 
of such preferences was not integrated into any of the economic 
evaluations we reviewed. Data on young people’s preferences, 
particularly when elicited and valued using discrete choice 
experiment study designs, enable comprehensive approaches 
to economic evaluation that value both health and non-health 
(eg, service experience) aspects of mental health programs for 
young people. More broadly, preferences are relevant to the 
acceptability, desirability, design and targeting of health services. 
In largely publicly funded health systems, there is a normative 
question about how preferences should shape health policy (ie, 
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whose preferences hold most sway: the users of services, clinical 
experts or the wider population in whose name governments 
raise taxes to fund health care services).142-144

There are also practical reasons why young people’s preferences 
should infl uence youth mental health service system design. To 
encourage early and eff ective engagement of young people with 
emerging mental health problems, it has been recommended 
that the planning and commissioning of youth mental 
health services should explicitly account for young people’s 
preferences.145 Involving young people in the design, provision 
and assessment of health services has been recommended as a 
strategy for making these services more closely aligned with their 

preferences.146,147 It should be noted that the available evidence 
suggests that young people’s preferences can vary signifi cantly, 
potentially shaped by factors such as age and sex.134,141 Some 
preference studies have identifi ed broadly delineated subgroups 
of young people with similar overall profi les of preferences for 
youth mental health information and services,132,137 which may 
enhance the targeting of services. There is a strong case for a 
sustained program of preference-based research using discrete 
choice experiment designs for use in service planning and 
economic evaluation of youth mental health care. High-quality 
discrete choice experiments in youth mental health have been 
undertaken in recent years,132,135-138 and the list of att ributes of 

Beyond brand: inside youth mental health

5 Attributes of youth mental health care that may be acceptable to young people and potentially cost-eff ective

Attribute Implementation

Access

Affordability and convenience Fees: low or no out-of-pocket costs to young people

Location: face-to-face in-clinic services located near youth activity centres and/or public transport links, and 
use of satellite clinics; consultations at home (or other location determined by young person) through e-health 
or face-to-face mobile outreach

Schedule: availability of “walk-in” appointments (including digital walk-ins); opening days/hours outside 
standard business hours

Helpful information Education: developing mental health literacy and supporting self-help

Signposting: information on appropriate sources of help

Holistic and timely initial 
assessment

Scope: including mental and physical health, psychosocial risk and protective factors; enhancing detection 
accuracy through use of multiple tiers of screening

Timing: facilitating assessment at earlier stages of risk or illness

Tools: using multiple assessment instruments and modalities of data collection and sharing (eg, digital, pen 
and paper)

Welcoming environment Age-appropriateness: availability of youth-specific environments

Safety: supportive, youth-friendly staff attitudes; signalling of cultural appropriateness; confidentiality and 
inclusivity

Care

Coordinated care Modality: information exchange, care coordination and case management

Crisis support Pathways: availability of and linkages between non-acute and acute services, including helplines, youth-
specific inpatient beds, youth subacute beds and discharge to outpatient and home-based supports

Family engagement and 
support

Type: family therapy, education and peer support

Guideline-based care Decisions: use of decision-support and shared decision-making aids

Delivery: appropriate provider, format, intensity and tenure of care

Monitoring: appropriate frequency, scope and purpose of outcome measurement

Holistic approach Functioning: support for accommodation, cognitive, education, employment, family and social needs

Health: intervention, screening and referral for comorbid mental disorders and physical ill health

Pre-emptive approach Prevention: universal, indicated or selected, as appropriate

Early intervention: clearly specified intake and referral criteria that prioritise subthreshold and first-episode 
disorders

Youth peer support Format: group intervention delivery

Support: mentoring and peer support

Capability

Appropriate financing Incentives: fee for service, salary or outcome-based

Sustainability: demand-based, capped or risk-sharing

Attuned, skilled and diverse 
staff

Competences: evidence-based, developmentally informed and youth-friendly care

Profile: diversity (disciplines, personal characteristics) and role flexibility

Automated tools and 
processes

Client-facing: automated assessment, referral and support

Staff-facing: decision support, process optimisation and collaborative tools

Collaborative working Modality: co-location, information sharing, secondary consultation, shared records and systems, referral 
networks and partnerships

Quality assurance Improvement: leadership and processes for continuous improvement

Measures: quality indicators, routine data collection and research

Youth participation Depth: information gathering, consultation, partnership or user control
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youth mental health care we identifi ed might be a useful resource 
for researchers planning further such experiments.

Only one of our included studies examined an intervention 
involving an automated process. There is a case for more 
economic evaluations of interventions that incorporate 
automated processes in both front-end service delivery and 
back-end offi  ce systems. Although many young people 
may prefer to receive mental health help in more traditional 
face-to-face formats,134 some young people prefer to access 
assessment and mental health supports through websites and 
applications.132,137 Evidence from physical health care cautions 
that computer algorithm-based assessment and triage tools are 
generally risk-averse and may encourage unnecessary health 
care usage.148 However, there is some evidence relating to the 
potential of computer-based functional assessment.149 Evidence 
from physical health care suggests that new collaborative 
technologies to promote integrated care between autonomous 
and geographically dispersed primary care services may help 
improve outcomes for patients with chronic conditions.150

To improve the effi  ciency of mental health services for young 
people, cost-eff ective interventions and service models need 
to be implemented successfully. There is emerging evidence 
about the factors that predict successful deployments of 
strategies to improve collaborations and supporting processes 
in health care,151-153 which include a perceived low burden 
of implementation, adequate resources and appropriate 
implementation support. There is limited evidence on the cost-
eff ectiveness of such strategies in mental health.154,155

Cost-eff ectiveness is not the same as cost saving and, because of 
the high prevalence of mental disorders in young people, even 
highly cost-eff ective approaches may be expensive to implement. 
There is therefore a need for economic research to explore 
how youth mental health service system improvements can be 
fi nanced. There might be scope to examine the potential for novel 
fi nancing instruments, such as social impact bonds,156,157 to share 
risk and mobilise new sources of capital for early intervention 
investments. Further, regionally based commissioning 
marketplaces — the context within which primary mental 
health care in Australia now operates — can be challenging to 
appropriately implement,158 potentially requiring investment in 
developing local service system insight and relationships.159

A limitation of our study was that our literature review was 
exploratory in nature and not exhaustive. Recent economic 
evaluations may be under-represented in our sample because 
of our principle reliance on the NHS Economic Evaluations 
Database, which only included evaluations published before 
the end of 2014, although this limitation was partially overcome 
through supplementary focused searches in MEDLINE and 
elsewhere. Future reviews might provide a more complete 
description of the breadth, quality and implications of the 
economic evidence base relating to att ributes of youth mental 
health care.

Findings from our study may be helpful in informing the 
planning of novel youth mental health services and for youth-
focused refi nements to the Australian Government’s stepped 
model of care. The complexity of mental health service planning 
is a reason why the computer-based National Mental Health 
Services Planning Framework tool has been developed, to help 
regional service planners operationalise the stepped model of care 
consistently with current evidence.160 There may be scope for new 
dynamic simulation modelling tools to address computationally 
intensive questions on the feasibility and potential impacts 
of alternative strategies to increase the effi  ciency of the youth 
mental health service system. Such techniques are increasingly 
deployed in epidemiology, health economics and health services 
research to explore research questions that involve the analysis 
of complex systems.161,162

In conclusion, we found there is encouraging cost-eff ectiveness 
evidence for a range of att ributes of youth mental health care. 
However, further economic research is required to substantiate 
many cost-eff ectiveness fi ndings and to identify the groups of 
young people to whom services can be optimally targeted. Other 
policy and research priorities include trialling novel services and 
ensuring future economic evaluations examine both societal and 
health care perspectives and bett er integrate preferences data.
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