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public health and primary care inter-
ventions, they are often grouped as com-
mon mental disorders (CMDs) because 
of their higher degree of comorbid-
ity, similar epidemiological profile, and 
transdiagnostically similar treatment 
approach.2–4 The consequences of CMDs 
are not just limited to patients and their 
social milieu, they affect the entire social 
fabric, particularly through economic 
burden. Also, depression is ranked as 
the single largest contributor to global 
disability (7.5%), and anxiety disorders 
are ranked sixth (3.4%).5 The number of 
persons having CMDs is increasing, spe-
cifically in the low- and middle-income 
countries such as India.5 Somatic symp-
tom disorder (somatoform disorders) 
also has a high prevalence of 5% to 7% 
in the general population,6 and together 
with depression and anxiety disorders, 
poses significant societal burden and 
health challenges. Depression, anxiety 
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the three groups were similar. In all three 
groups with ongoing treatment, the mean 
scores indicated a mild level of disability. 
Total and indirect COI, but not the direct COI, 
correlated positively with the severity of 
illness and disability.

Conclusion: All the CMDs with ongoing 
treatment are associated with a mild level 
of disability and are a significant financial 
burden, with higher indirect costs. 

Keywords: Common mental disorders; 
cost of illness; India; disability

Key Message: Common mental disorders 
(CMDs) are associated with mild to 
moderate levels of disability. Indirect costs 
of the diseases are much higher than direct 
costs. Regular treatment and compliance 
may positively influence the cost of illness. 

Depressive, anxiety, and soma-
toform disorders are classified 
separately in the tenth revision 

of the International Classification of Dis-
eases (ICD-10).1 From the perspective of 

Cost of Illness Analysis of Common 
Mental Disorders: A Study from an 
Indian Academic Tertiary Care Hospital

ABSTRACT
Background: The cost of illness (COI) 
for common mental disorders (CMDs) 
that include depression, anxiety, and 
somatoform disorder is less studied 
in India. Hence, we studied the COI and 
disability of CMDs and their relationship 
in patients with depression, anxiety, and 
somatoform disorders.

Methods: In this cross-sectional study, we 
recruited 220 patients (110 with depression, 
58 with anxiety disorders, and 52 with 
somatoform disorders) and evaluated 
disability using the Sheehan Disability 
Scale (SDS). The schedule for the cost of 
illness (S-COI) was used for evaluating COI 
for the last year.

Results: The annual COI of CMDs from the 
patient perspective was `21,620 (interquartile 
range [IQR], `47,761; ≈US$290). The median 
annual direct COI was `4,907 (IQR `7,502), 
and indirect COI was `12,900 (IQR `37744). 
The direct COI was 18%, whereas the indirect 
COI was 82%. The direct and indirect COI in 
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disorders, and somatoform disorders of-
ten co-occur together (also known as the 
SAD triad), are highly prevalent in soci-
ety, and constitute major part of CMDs.7 

In India, two-thirds of the population 
with depression have a disability across 
domains of work-life (67.3%), social life 
(68.6%), and family life (70.2%).8 Anxiety 
disorders cause disadvantages through-
out the lifespan in areas such as income, 
education, and interpersonal relation-
ships.9 In somatoform disorders, because 
of the unexplained medical symptoms 
and the patient preference to see a 
general practitioner rather than a psychi-
atrist, there can be inappropriate and/or 
excessive use of medical services, which 
can further increase the health care cost 
in these patients.6

The cost of illness (COI) covers the 
varied aspects of the disease burden on 
society. It extends beyond the mere cost 
of treatment to its effect on life expec-
tancy, morbidity, reduced quality of life, 
cost of premature death, and disability 
from the illness. COI studies are regarded 
as a fundamental evaluation technique 
in health care systems that help find 
proper preventive and treatment strat-
egies to reduce the economic burden 
of health problems.10 Based on the data 
from 2010, the global direct costs (consul-
tation fee, inpatient charges, medication, 
and transportation) and indirect costs 
(loss because of absence from work, 
unemployment, early retirement, and 
family burden) of mental disorders were 
estimated at US$2.5 trillion.11 However, 
research on cost analysis of depression 
and other CMDs in developing countries 
such as India is scarce.5,12,13 COI studies 
are considered essential for better pol-
icymaking, efficient health resources 
utilization, effective management of 
health problems, and the maintenance 
of the health of the economy, both at the 
household level and national level.14–16 
Hence, we aimed to study the economic 
burden and societal cost of CMDs. The 
objectives were (a) to study the COI and 
disability of CMDs, (b) to study the asso-
ciation between COI and disability in 
CMDs, and (c) to explore if the COI and 
disability differ between depression, 
anxiety, and somatoform disorders.

Methods

Participants
This was a cross-sectional, observational 
study undertaken from April 2018 to 
January 2019 at the follow-up outpatient 
clinic of the Department of Psychiatry, 
National Institute of Mental health and 
Neurosciences, Bengaluru, a tertiary 
care academic neuropsychiatric hos-
pital in South India. The Institutional 
Ethics Committee approved the study. 
Convenient sampling was used. Male 
and female patients in the age group 18 
to 65 years, diagnosed with depressive 
disorder (without psychotic symptoms), 
anxiety disorders (generalized anxiety 
disorder, panic disorder, social phobia, 
anxiety disorder unspecified), or soma-
toform disorders (somatization disorder 
and somatoform pain disorder) as per 
ICD 10 criteria,1 functioning normally 
before the onset of the illness, and visit-
ing the psychiatry follow-up outpatient 
department (OPD) were screened for the 
study after getting their written consent. 
Patients with severe symptoms affecting 
cooperation for the study, presence of 
psychotic symptoms, comorbid major 
psychiatric disorders, personality dis-
orders, substance use disorders (except 
tobacco dependence), or comorbid 
severe medical disorders were excluded. 
However, patients with well-controlled 
medical disorders, as inferred by their 
self-report of regularity in following up 
with their physician and regular treat-
ment, were not excluded. 

Assuming a frequency (p) of 25% of 
CMDs in the hospital-based population, 
±10% confidence limits, and a design 
effect of 1.5, the sample size at 95% CI was 
110 patients with CMDs. We recruited a 
total of 220 patients—110 patients with 
depression, 58 patients with anxiety dis-
orders, and 52 patients with somatoform 
disorders.

Measures
Sociodemographic and clinical details 
were recorded using a pro forma designed 
for the study. Mini-International Neuro-
psychiatric Interview (MINI) Plus 5.0,17 
a short, structured diagnostic inter-
view developed based on the Diagnostic 
and Statistical Manual of Mental Disorders 
(DSM-IV) and International Classification 
of Diseases (ICD-10), was administered to 

confirm the diagnosis. Clinical global 
impression-severity (CGI-S)18 was used to 
rate the severity of illness. CGI has been 
validated for use in CMDs.19 Sheehan 
Disability Scale (SDS)20 was used for 
assessing disability. SDS is a brief, sub-
jective measure to rate the extent of 
impairment in three domains—work, 
social, and family life—on a 10-point 
visual analog scale. The three domains 
can be summed up to obtain global func-
tional impairment, with a score ranging 
from 1 to 30. A higher score is suggestive 
of higher impairment. A score of ≥5 in 
any domain indicates significant impair-
ment in the respective domain.21 The 
“Schedule for Cost of Illness” (S-COI) was 
used for evaluating the COI for the last 
year. S-COI was developed for this study 
based on the bottom-up approach of the 
human capital method, taking cues from 
the cost of dementia care study.22 It was 
used after pilot testing on 10 patients. 

The study assessment was conducted 
in the follow-up OPD of the hospital. It 
took about 45 min for the assessment 
of one study subject. Information was 
obtained directly from the subject and 
the caregiver, and all the study-related 
assessments of a subject were completed 
on a single day.

COI calculation using S-COI
Health economics broadly classifies COI 
as direct and indirect costs. The direct 
costs consist of health care costs (direct 
medical) and nonhealth care costs (direct 
nonmedical). Direct medical costs are 
defined as medical care expenditures 
for diagnosis, treatment, rehabilitation, 
etc.10 The direct medical costs considered 
for calculation in this study included 
consultation fees, costs of diagnostic 
tests, hospitalization costs, costs of med-
ications, and cost of psychotherapy and 
other services in the last year. The direct 
nonmedical costs are related to the con-
sumption of nonhealth care resources 
like transportation, household expen-
ditures, relocating, property losses, and 
informal care.10 In this study, it included 
the cost of travel, food, accommodation 
(if any), and other costs incurred during 
hospital visits. The indirect costs refer to 
the productivity losses and social welfare 
losses because of the diseases.10 Under 
indirect costs of illness, we covered the 
cost of leaves/absence from work for 
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health visits of both patient and care-
givers, cost of loss of job in last one year 
of both patient and caregivers, cost of 
special care, cost of magico-religious 
practices for illness, and other costs indi-
rectly related to the illness that could be 
quantified.

To calculate the cost of a particular 
medicine/tablet spent by the patient, 
the average value of the cost of the 
commonly used brands of the drug was 
considered. The cost of free drugs, which 
were distributed by the study venue for 
the poor patients, was calculated from 
the official price list of the institution 
obtained from the chief pharmacy and 
drug dispensary. The cost of psychother-
apy provided on-site was not considered, 
as most patients who receive psychother-
apy were exempted from paying for the 
sessions. Details of the number of visits 
and treatment over the last year were 
obtained from the patients’ files in the 
medical records section. The cost of free 
medicines and other free services the 
patients received in other government 
and charity hospitals was not included 
as it was not available. For those patients 
on treatment for less than one year, the 
projected drug cost was estimated. This 
was based on the clinical decision made 
by considering the need for treatment, 
treatment duration, treatment response, 
the need for a change of treatment, reg-
ularity of patient visits, and treatment 
adherence. For example, if a patient 
has been on treatment for the last four 
months with drug X, the projected drug 
cost was calculated as the cost of four 
months divided by 4, then multiplied 
by 12 to get the total cost of medication 
for one year. The projected cost was esti-
mated for medication and other medical 
costs and not for nonmedical and indi-
rect costs. Projected drug cost was also 
not included in calculating total costs, as 
indirect cost (actual loss) was already cal-
culated for the last year. For calculating 
the nonmedical direct cost for one year, 
the travel and food cost of the current 
visit was multiplied by the number of 
hospital visits in the last year. Direct 
medical and nonmedical costs incurred 
outside the study site were calculated 
as per the patient’s recall from memory. 
Indirect COI was calculated by multi-
plying the daily income of the patient/
bystander by the number of days of loss 

of work from illness in the last year. 
For those with no fixed earnings (e.g., 
farmers), the daily income was calculated 
based on their overall annual income. 
The daily income of homemakers was 
calculated based on how much money 
they would spend if they had hired a 
maid to replace patients’ daily household 
chores. If the patient could not cook food 
because of illness, their spending on 
the hotel was also taken into consider-
ation for calculating indirect costs. If the 
patient was unemployed for a long time 
or had no fixed job, his/her daily income 
was calculated based on the earnings of a 
person of the same locality with charac-
teristics similar to the patient.

Statistical Analysis
Data obtained were analyzed using IBM 
SPSS Statistics 20.0 (IBM Corp., Armonk, 
NY, USA) for Windows. Descriptive sta-
tistics such as n (%), mean (SD), or median 
(IQR) were used to summarize data. 
Pearson’s chi-square test (or likelihood 
ratio or Fisher–Freeman–Halton exact 
test) was used to compare the propor-
tions between groups. Kruskal–Wallis 
test was used to compare the continuous 
variables, with post hoc Mann–Whitney 
tests. P values <0.05 (two-tailed) were 
considered significant.

Results
Of the 220 patients, the majority (66%) 
belonged to the age group of 30 to 50 
years, 63% were women, the majority 
(65%) were illiterate, and most (45%) 
did unskilled/semiskilled jobs (Table 1). 
Among the subjects, 75% were married, 
70% belonged to lower socioeconomic 
status, and 68% lived in nuclear families. 
Insurance coverage was by Government 
health scheme for 12%, whereas 8% had 
employer-sponsored insurance, 2% had 
private insurance, and the rest did not 
have any insurance cover. The mean age 
of patients with somatoform disorders 
was higher than those with depressive 
disorder, which was higher than that of 
anxiety disorder patients. The propor-
tion of females was higher in depression 
and somatoform disorder groups, 
whereas males were more in the anxiety 
disorders group. Lower education levels 
and lower socioeconomic status were 
more frequent in patients with soma-

toform disorders than in the other two 
groups (Table 1).

The mean duration of illness in the 
sample was 6.3 (SD = 6.4) years, and the 
mean duration of treatment was 4.1  
(SD = 5.4) years. Almost 38% of patients 
had another CMD as a comorbid condi-
tion. The common psychosocial stressors 
reported were financial problems (21%), 
interpersonal problems (22%), death of a 
close relative (12%), and neglect by family 
members (10%), among others. The par-
ticipants were receiving antidepressants 
such as amitriptyline (43%), escitalopram 
(33%), fluoxetine (19%), venlafaxine (5%), 
mirtazapine (5%), sertraline (3%), and 
paroxetine (2.5%). The median number 
of hospital visits in one year was 7 
(IQR 6), and the total time spent was 28 
(IQR 40) h. The median distance traveled 
by the patients was 50 (IQR 109) km. 
Among the patients, 57% were accompa-
nied by others, and the common mode of 
travel was public transport bus (73%).

The median direct medical cost of 
the sample in one year was `3,705 (IQR 
`5,483), and the median direct nonmed-
ical cost was `1,600 (IQR `3,275). The 
direct medical cost included costs at 
other hospitals (49%), cost of medicines 
borne by patients (22%), projected drug 
cost (22%), cost of medicines incurred by 
the hospital (4%), diagnostic tests (2%), 
and registration (1%). The direct medical 
cost was 66%, whereas the nonmedical 
cost included the cost of travel (27%) and 
the cost of food and accommodation 
(7%). The total annual indirect COI for 
the sample was `12,900 (IQR `37,744). 
The breakup of indirect costs included 
the cost of loss of work of the patient 
(73%), cost of loss of work of the care-
giver (10%), cost of religious practices 
(7%), cost of leaves for consultation (5%), 
cost of caregiver’s leaves (5%), and cost 
of alternative practices (<1%). The direct 
COI was 18%, whereas the indirect COI 
was 82%. The direct and indirect costs of 
illness in the three groups were similar 
(Table 2). The indirect costs were much 
higher than the direct costs overall and 
in all three groups. The median cost of 
psychotropic medication for a single 
CMD (`842, IQR ̀ 2,538) was significantly 
less than that for multiple CMDs (`1564, 
IQR `2,431; P = 0.03). Also, 44% of the 
study subjects were on irregular medi-
cation, and the median cost of medicines 
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TABLE 1.

Sociodemographic Characteristics.

–
Total

N = 220

Depressive 
Disorder

n = 110

Anxiety 
Disorder

n = 58

Somatoform 
Disorder

n = 52 P Value

Age, M (SD) 41.4 (10.2) 41.6 (9.7) 36.5 (8.8) 46.4 (10.4) <0.001a

Sex, n (%)
 Male
 Female

82 (37.3)
138 (62.7)

36 (32.7)
74 (67.3)

30 (51.7)
28 (48.3)

16 (30.8)
36 (69.2)

0.03†

Education, n (%)
 Illiterate
 Primary
 High school
 College
 Undergraduate
 Postgraduate

65 (29.5)
48 (21.8)
51 (23.2)
14 (6.4)
35 (15.9)

7 (3.2)

33 (30)
27 (24.5)
21 (19.1)
6 (5.5)

19 (17.3)
4 (3.6)

6 (10.3)
9 (15.5)

21 (36.2)
5 (8.6)

15 (25.9)
2 (3.4)

26 (50)
12 (23.1)
9 (17.3)
3 (5.8)
1 (1.9)
1 (1.9)

<0.001‡

Occupation, n (%)
 Unemployed
  Unskilled/Semiskilled
 Skilled
 Business
 Clerical
 Professional

4 (1.8)
100 (45.5)
73 (33.2)
15 (6.8)
19 (8.6)
9 (4.1)

3 (2.7)
51 (46.4)
33 (30)
9 (8.2)
8 (7.3)
6 (5.5)

0
19 (32.8)
23 (39.7)
4 (6.9)
9 (15.5)
3 (5.2)

1 (1.9)
30 (57.7)
17 (32.7)
2 (3.8)
2 (3.8)

0

0.13#

Marital status, n (%)
 Single
 Married
 Divorced/Separated
 Widow/Widower

20 (9.1)
166 (75.5)

6 (2.7)
28 (12.7)

7 (6.4)
84 (76.4)

5 (4.5)
14 (12.7)

11 (19)
41 (70.7)

0
6 (10.3)

2 (3.8)
41 (78.8)

1 (1.9)
8 (15.4)

0.07#

Family type, n (%)
 Nuclear
 Joint

148 (67.6)
71 (32.4)

76 (69.1)
34 (30.9)

43 (74.1)
15 (25.9)

29 (56.9)
22 (43.1)

0.14†

SES, n (%)
 Lower
 Lower middle
 Middle and upper

154 (70)
30 (13.6)
36 (16.4)

76 (69.1)
15 (13.6)
19 (17.3)

33 (56.9)
12 (20.7)
13 (22.4)

45 (86.5)
3 (5.8)
4 (7.7)

0.02†

Place, n (%)
 Bangalore urban
 Bangalore rural
 South Karnataka
 North Karnataka
 Other southern states
 Northern states

83 (37.7)
33 (15)

68 (30.9)
3 (1.4)

24 (10.9)
9 (4.1)

39 (35.5)
15 (13.6)
37 (33.6)

2 (1.8)
15 (13.6)
2 (1.8)

28 (48.3)
11 (19)

13 (22.4)
1 (1.7)
3 (5.2)
2 (3.4)

16 (30.8)
7 (13.5)

18 (34.6)
0

6 (11.5)
5 (9.6)

0.17#

†Chi-square test; ‡Likelihood ratio; #Fisher–Freeman–Halton exact test; aKruskal–Wallis test with post hoc Mann–
Whitney test (somatoform>depression>anxiety), SES: socioeconomic status.

TABLE 2.

COI for One Year.

– Average Types 
Total

N = 220
Depressive Disorder

n = 110
Anxiety Disorder

n = 58
Somatoform Disorder

n = 52 P Valuea

Direct cost of 
illness

Mean (SD) 10868 (19003) 11231 (20909) 9005 (9790) 12177 (22438)

0.59Median (IQR) 4907 (7502) 5072 (7402) 4921 (8619) 4405 (5844)

Range 479–164100 485–164100 479–38245 484–119880

Indirect cost of 
illness

Mean (SD) 51808 (144131) 66610 (192603) 43774 (75235) 29456 (50396)

0.13Median (IQR) 12950 (37744) 15725 (38625) 11875 (50375) 9150 (26269)

Range 0–1516000 0–1516000 0–410650 0–246000

Total cost of 
illness

Mean (SD) 62676 (149092) 77842 (197555) 52780 (78100) 41634 (64513)

0.15Median (IQR) 21620 (47761) 23697 (48005) 22847 (60005) 15234 (38357)

Range 485–1542870 485–1542870 1000–443785 1620–309924
 aKruskal–Wallis test; All amounts are in ` (Indian National Rupee).
COI, cost of illness; IQR, interquartile range.

in those having irregular treatment 
(`554, IQR `1,286) was significantly less 
than that of those on regular treatment 
(`1,387, IQR `2,923; P = 0.028).

The mean (SD) CGI-S score was 3.12 
(1.08), 3.35 (0.97), and 3.15 (0.89) in those 
with depression, anxiety, and somato-
form disorders, respectively, and there 
was no difference between the groups  
(P = 0.42; Table 3). There was no differ-
ence between the three groups on SDS 
scores as well (P = 0.55). In all three 
groups, most of the subjects had a mod-
erate level of disability. None of the study 
subjects with somatoform disorders had 
a severe level of disability. 

Table 4 shows the correlations 
between the COI, severity of illness, and 
disability. Indirect and total COI, but 
not the direct costs, correlated positively 
with the severity of illness as rated on 
CGI-S and with the severity of disability 
as rated on SDS. 

Discussion
In our study, the annual average direct 
cost (medical and nonmedical) per 
person was approximately `11,000 
(US$160) and the annual average indi-
rect cost amounted to `53,000 (US$760). 
The total annual cost was about `64,000 
(US$920). Indirect costs were much 
higher than direct costs. The annual 
indirect costs were six times higher than 
direct costs in the case of depression, 
five times higher in anxiety disorders, 
and 2.5 times higher in somatoform 
disorders, indicating that patients with 
somatoform disorders tend to spend rel-
atively more on direct costs because of 
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TABLE 3.

Severity of Illness and Disability of CMDs.
Scores on Rating 
Scales

Total
N = 220

Depressive Disorder
n = 110

Anxiety Disorder
n = 58

Somatoform Disorder
n = 52

P Valuea

CGI-S 3.19 (1.01) 3.12 (1.08) 3.35 (0.97) 3.15 (0.89) 0.42a

SDS 9.88 (5.61) 10.15 (6.16) 10.10 (5.03) 9.06 (5.00) 0.55a

 aKruskal–Wallis test; #Fisher’s exact test; Mean (SD).
CGI-S, clinical global impression-severity; SDS, Sheehan Disability Scale; CMDs, common mental disorders.

TABLE 4.

Correlations Between the Cost of Illness, Severity, and Disability in 
Common Mental Disorders (N = 220).

Types of Costs CGI-S SDS

Direct cost of illness 0.06 0.003

Indirect cost of illness 0.24* 0.37*

Total cost of illness 0.24* 0.36*

*P < 0.05; Pearson’s correlation coefficient.
CGI-S, clinical global impression-severity; SDS, Sheehan Disability Scale.

doctor shopping. Overall, indirect costs 
in CMDs were five times higher than 
direct costs.

A systematic review of the COI 
in depression involving 24 studies 
showed that indirect (morbidity) costs 
were higher than direct costs and that 
depression was associated with a high 
economic burden.23 Another meta-anal-
ysis that studied the COI in depression 
across different age groups (adolescence, 
adults, and older adults) reported that 
depression was associated with higher 
direct costs in all age groups, though 
most studies included in this meta-anal-
ysis did not emphasize indirect costs. 
However, the study reported higher indi-
rect costs in adults, and further research 
on indirect costs was suggested.24 

A meta-analysis on economic burden 
reported that anxiety disorders were 
associated with a low proportion of 
health care costs on a population level 
but significantly increased health care 
costs on an individual level.25 Further-
more, the authors reported that the 
COI was higher for generalized anxiety 
disorders than for social phobia. They 
conclude that further COI research is 
needed in less studied disorders such 
as panic disorder.26 Another systematic 
review of 20 COI studies in anxiety dis-
orders focused on generalized anxiety 
disorders and panic disorders (though 
they also included phobias) and reported 
that anxiety disorders cause considerable 

direct costs. However, they identified 
that differing inclusion of cost categories 
limited the comparability of COI.27

A review on COI in medically unex-
plained symptoms (MUS) reported that 
MUS can cause excess annual costs in 
health care comparable to disorders like 
depression or anxiety disorders. The 
authors also found a lack of research 
on indirect costs, which they consider 
high in MUS, and hence, it should be a 
focus for further research.27 A retrospec-
tive cross-sectional study involving 294 
patients with MUS studied the associ-
ation of costs with somatic symptom 
severity. The authors concluded that 
MUS is associated with relevant direct 
and about seven times higher indirect 
costs that strongly depend on somatic 
symptom severity. The direct costs pri-
marily increased in severe cases, whereas 
the indirect costs increased continuously 
from mild through moderate to severe 
cases of MUS. However, the authors 
opined that this latter fact needs further 
research, though they suggested early 
interventions for mild MUS itself, given 
the economic burden.28

We did not come across original 
studies with a methodology similar to 
ours that had compared direct and indi-
rect costs. Most previous research is on 
direct costs, and the studies had inferred 
that the costs are high. Although the 
studies on indirect costs in CMDs are 
limited, our study replicates the findings 

from the existing studies that indirect 
costs are significantly higher than direct 
costs in all CMDs including somatoform 
disorders23,24,25,28 and hence supports 
intervention at early stages. 

The average total monthly cost per 
person exceeded `5,000 (equivalent to 
US$73 in 2018) in our study, and 80% of 
this was attributable to indirect costs. In 
that, the proportion of direct monthly 
cost was `635 (US$9), which is similar 
to a recent Indian study that quoted a 
direct cost of `790 for recurrent depres-
sive disorder.29 Furthermore, the longer 
the duration of treatment, the lesser the 
indirect COI, i.e., continuing treatment 
for more than one year significantly 
reduced the indirect cost in our study. 
Thus, though they cost more, regular 
medication resulted in better recovery, 
thus causing less financial burden in the 
long run than in those having irregular 
treatment. Quicker recovery resulted 
in better income because of consistent 
work, which led to decreased indirect 
costs. It indicates that a decrease in indi-
rect costs is the key to reduced COI.

We compared depression, anxiety dis-
orders, and somatoform disorders for 
COI as well as disability, and they were 
evenly matched in terms of both COI and 
disability. We did not find other studies 
that compared different CMDs head-to-
head for COI and disability. The indirect 
and total costs correlated positively with 
the severity of CMDs and the level of 
disability but not the direct cost. All our 
patients rated mild on CGI-S for severity. 
Depression and somatoform disorders 
were seen more in females than males, 
which is the difference in their preva-
lence rate in the general population. 
Also, most subjects with somatoform dis-
orders belonged to lower socioeconomic 
strata, a finding common to somatoform 
disorders.30 CMDs are associated with 
disability, though their severity level is 
less compared to the major mental disor-
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ders. In our study, the average total scores 
on SDS were in the range of 9 to 10, for 
the whole sample as well as each disorder 
group, indicating a mild level of disabil-
ity. There was no statistically significant 
difference across diagnoses. A recent 
study from Portugal reported disability 
in 14.6% of the study sample of CMDs, 
using the modified World Health Orga-
nization Disability Assessment Schedule 
for the World Mental Health Survey 
(WMHS) Initiative. The specific disor-
ders assessed were PTSD, depression, 
generalized anxiety disorder, and bipolar 
disorder. The authors inferred that such 
assessments contribute to mental health 
efforts in developing interventions to 
reduce the burden of disability associ-
ated with CMDs.31 Although in India 
patients with CMDs are not eligible for 
disability benefits, the mild level of dis-
ability measured was possibly because 
of the ongoing treatment. Thus, timely 
interventions can be considered essential 
to reducing the burden of disability asso-
ciated with CMDs. Further, our study 
has shown that the economic burden can 
worsen if the illness is untreated, as the 
illness can worsen further because of the 
lack of treatment.

Carer burden is a significant issue 
in the care of mentally ill persons. The 
unpaid carers (family members) may 
have to spend substantial time caring 
for mentally ill relatives. Caregivers of 
patients with somatization disorder and 
depression have also been reported to 
experience a burden comparable to that 
seen in schizophrenia. It involves differ-
ent domains like finances and family 
routine.32 Developed countries like Aus-
tralia and the UK provide financial aid to 
carers, in the form of carer allowance. In 
India, unpaid carers are not formally rec-
ognized and do not get separate financial 
support. The Right to Persons with Dis-
ability Act 2016 has a provision for a carer 
allowance, but that provision has not yet 
been implemented.33 Although patients 
in India receive a disability pension of 
`1,500 per month, it is available only for 
major mental disorders, and patients 
still end up with high out-of-pocket 
expenses. These are the areas that need 
major policy changes to enhance mental 
health funding in India.

The cross-sectional design is a limita-
tion of our study. Further, the sample size 

calculation for estimating the COI need 
not be based on the prevalence of that 
particular illness. Hence, we consider 
this also as a limitation. Nevertheless, 
we used standardized, validated tools 
for assessing disability and severity of 
illness. A longitudinal study can be more 
accurate for the precise calculation of 
costs. However, dropouts are inevitable 
in such designs, which can sometimes be 
too high. Because it was a cross-sectional 
study, we relied upon patient recall for 
some findings. Therefore, there is a pos-
sibility of over-estimation of intended 
measures because of possible recall 
bias. This recall bias could have affected 
the scientific validity of our study, and 
hence, we recognize this as a limitation. 
Also, we could not include the cost of free 
medications received from other govern-
ment/charity institutions because of the 
nonavailability of their price. Further, 
the cost estimated for patients who 
were on treatment for less than one year 
may not be accurate. Because this is not 
a multicentric study, the findings from 
one government-sector tertiary psychi-
atric referral hospital will be difficult to 
generalize, especially to the population 
that belongs to the higher socioeco-
nomic strata, which prefers treatment 
from the private sector, though it com-
prises less than 20% of the total Indian 
population. Issues of stigma and privacy 
may make most patients with CMDs 
seek treatment from private clinics. Nev-
ertheless, the estimated cost might have 
been higher if there was equal represen-
tation from all socioeconomic strata. 
Also, though convenient sampling is 
not an inappropriate sampling method 
for such hospital-based studies, it has its 
limitations because of selection bias. We 
may have missed some diagnostic cate-
gories with a high COI, as we relied on 
those patients visiting the hospital OPD. 
Depression seems to be overrepresented 
compared to other CMDs in our study, 
but it is also highly prevalent. Besides, 
from the broader management perspec-
tive, it may be practical to view CMDs as 
transdiagnostic. Nevertheless, estima-
tion of COI with an emphasis on both 
direct and indirect costs and comparing 
different CMDs for disability and costs 
is a unique work. The outcome of this 
study should encourage further refined 
research to overcome its limitations.

Conclusion
CMDs are associated with a signifi-
cant financial burden to the person and 
family, though the level of disability 
can be mild, because of ongoing treat-
ment. Indirect cost was almost five times 
higher than the direct cost in all CMDs, 
and it did not differ across diagnoses. 
The indirect and total costs correlated 
positively with the severity of CMDs 
and level of disability, but not the direct 
cost. The authors suggest a multicenter, 
longitudinal study with a larger sample 
size and uniform distribution of all cate-
gories of CMDs, to get results that would 
be more generalizable. Nevertheless, the 
authors consider that early intervention 
and regular treatment have an important 
role in reducing the COI in CMDs.
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