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To provide full potential benefits to patients, behavioral health interventions

often require comprehensive and systematic implementation efforts. The

costs of these efforts should therefore be included when organizations

decide to fund or adopt a new intervention. However, existing guidelines for

conducting economic analyses like cost-effectiveness analyses and budget

impact analyses are not well-suited to the complexity of the behavioral

healthcare pathway and its many stakeholders. Stakeholder engagement,

when used effectively with recent innovations in economic analysis, advance

more equitable access to interventions for individuals living with behavioral

health conditions. But early and ongoing stakeholder engagement has not

yet been incorporated into best-practice guidelines for economic evaluation.

We discuss our perspective, as researchers and clinicians in a large integrated

health system, on how the integration of stakeholder engagement with

existing economic analysis methods could improve decision-making about

implementation of behavioral health interventions.
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Introduction

Treating behavioral health conditions is imperative. Mental health and substance
disorders are the world’s leading cause of disability and fifth highest cause of death (1).
Treatment is also expensive; treatment of major depressive disorder in the U.S. alone
exceeds $300 billion annually (2). If a new efficacious intervention is introduced, how
much benefit will it provide in improved function or reduced mortality? What will
it cost to implement it with fidelity so that it is effective in practice? Is it affordable?
Economic analyses aim to answer these kinds of questions. Like clinical trials, they are
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conducted with the goal of obtaining sufficient information to
make a policy decision. These analyses are a standard method
by which policymakers and payers decide if a new treatment
should be available. However, existing pharmacologic-focused
guidelines for conducting economic analyses do not easily
extend to behavioral health interventions (2, 3) or their
implementation (4).

While there are myriad challenges, many relate to the
complexity of the behavioral healthcare pathway. Costs and
benefits of behavioral health interventions are distributed
unevenly and in meaningful ways to stakeholders beyond
the payer and patient. When successful treatment depends
on patients, their close contacts, and their clinicians, then
decision makers are best served by analyses that incorporate
these other perspectives. We believe that engaging all
stakeholders increases the usefulness of economic analyses
as a decision-making tool. We discuss our perspective
on the challenges of applying economic analysis to
behavioral health interventions, implementation thereof,
and innovations in the field that may potentially improve equity
in economic analyses.

Economic view of implementing
behavioral health interventions

Implementing behavioral health interventions requires
significant investment; trainings and manualized protocols for
psychotherapies are not sufficient to ensure psychotherapies
are used by clinicians (5). Other strategies are required
to implement behavioral healthcare interventions, increase
adoption by providers, and reach more patients. Such
implementation strategies may include changing infrastructure
(e.g., physical space alterations and re-organizing teams),
increasing demand among patients through marketing, and
engaging relevant personnel at multiple levels (e.g., leadership

and frontline staff) (6). The economist sees a cost attached
to not only new space or printed marketing materials, but
the time spent training teams on new workflow and meetings
to create buy-in.

When deciding to implement an intervention, economic
analysis is one approach to inform organizational decision-
making. In our work, economic analyses inform decisions about
providing and funding behavioral health interventions in the
US Department of Veterans Affairs (VA). Cost-effectiveness
analyses have long been a feature of VA clinical trial research
(7, 8); and research about implementation of new behavioral
health interventions is incorporating these analyses too. VA’s
Quality Enhancement Research Initiative now requires a budget
impact analysis before implementing new interventions. We
focus in this article on two methods we use most frequently
as they most often meet needs of payers and decision makers:
cost-effectiveness and budget impact analyses. Table 1 provides
a brief overview of the two approaches. Other approaches
(e.g., cost benefit analysis) also have applications to psychiatric
care. Luyten et al. (9) provide an introduction and Knapp and
Wong (10) provide a comprehensive review from a psychiatric
perspective.

Cost-effectiveness analysis and budget impact analysis
have different analytic goals but share some features. Cost-
effectiveness analyses classically support decisions about
whether an intervention should be made available to patients
or to which patients it will be made available if there are
heterogeneous treatment effects. Recently, they have examined
the relative value of competing implementation strategy bundles
to enhance uptake of behavioral health interventions (11, 12).
By contrast, budget impact analyses support decisions about
whether an intervention can be made available given the payer’s
budget or under what conditions it would be possible to do so
(e.g., patient copayment). The “payer” is typically an insurer
or national health service. When evaluating implementations,
the payer is more likely to be the adopting organization alone

TABLE 1 Comparison of cost effectiveness and budget impact analysis.

Cost effectiveness analysis Budget impact analysis

Decision informed Is the intervention worthwhile? Can the intervention be afforded within
current budget constraints?

Typical audience Policymakers Budget holders within an organization

Outcome of interest Disease/condition-specific clinical endpoint or generic utility-based measure for
quality of life

Changes in treatment mix/resource use
after introduction of new intervention

Method of assigning value to benefits Direct (or “natural”) measurement of clinical endpoints or socially determined
preference-weights for quality-of-life measures

Currency-denominated accounting cost
that is avoided (if any)

Costs included Health sector perspective:
Formal health sector costs

Additional cost for societal perspective:
Informal caregiver costs,
Non-health sector costs,
Productivity losses

Costs incurred by the payer (typically only
health sector costs are incurred)

Method of assigning value to costs Currency-denominated economic cost, including value of opportunity cost Currency-denominated accounting cost
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because a new intervention’s implementation is usually not
directly reimbursable.

Care for behavioral health conditions is complex with many
people involved in its delivery and use. An intervention incurs
cost at each stage of the behavioral healthcare pathway. Some
costs are easily identifiable (e.g., amount an insurer pays for a
counseling session). But others are more complex. An office visit
minimally involves scheduling clerks, screening technicians,
and provider teams; inpatient and emergent care requires an
even more diverse mix of staff and material resources. The
immediate cost of time, measured by each staff member’s
wage and fringe benefit rate, and other operating expenses
is borne by the organization providing care. Ideally, insurer
payments are sufficient to compensate for these costs. Less
common “costs” to providers are more qualitative in nature
(e.g., managing higher severity conditions). Receiving care also
requires time from patients and, in the case of conditions
involving diminished capacity (e.g., severe posttraumatic stress
disorder), their caregivers.

Finally, there are costs associated with the condition the
intervention seeks to ameliorate. For payers, these costs are
incurred because of disease complications (e.g., psychiatric
hospitalization). For providers, cost may be increased time
for patient disease management and care coordination or the
added stress of caring for a patient in crisis. The greatest costs
though tend to be borne by patients (e.g., lost wages when
unable to work) and their informal caregivers (e.g., spouse’s
uncompensated time). Condition-related costs also include
reduced quality of life for patients and, in the case of severe
conditions (e.g., schizophrenia), for their families and close
contacts. Some conditions reach even further into society (e.g.,
through cost of supportive housing).

Weighed against costs are the tangible and intangible
benefits of treatment to patients, their families, close contacts,
and the societies in which they live (e.g., improved health,
jobs retained, and relationships stabilized). Providers benefit
from seeing patient improvements and from implementation
of interventions that improve workflow and reduce stress.
Healthcare organizations benefit when implementation
strategies are selected for cost-effectiveness and increased
confidence in decisions. Payers benefit by avoiding the cost of
disease complications.

The approach to measuring costs and benefits differs based
on analytic goals. Cost-effectiveness analysis quantifies the
benefit as a relative gain in some measure of health improvement
(e.g., hospitalizations avoided) compared to the cost to health
system or society. When benefits are measured in years added to
a patient’s life and weighted for the quality of life experienced in
those additional years, i.e., quality-adjusted life years (QALYs),
analyses may be called cost-utility analyses. Following others
(13), we include analyses with benefits measured in QALYs
in our use of “cost-effectiveness analysis.” By contrast, budget
impact analysis includes only cost incurred by the payer; benefits

enter only if the payer avoids a cost. The two analyses differ
in the time frame over which the measurement occurs as well.
Cost-effectiveness analyses tend to be long-run projections while
budget impact analyses are usually confined to a 1-to-5-year
period based on the payer’s budgetary planning cycle.

Regardless of method, the analytic team makes choices about
what costs and benefits are relevant to the decision and how to
measure them (e.g., where the data comes from, how detailed
it should be, over what period it is gathered). These choices
rely on assumptions about importance and magnitude. The
assumptions set and calculations it leads to are referred to as
the economic model structure. For both cost-effectiveness and
budget impact analyses, the degree of uncertainty about costs
and benefits increases the farther into the future projections
occur. When this uncertainty is due to decisions about the
assumptions themselves, it is called structural uncertainty.

Challenges analyzing behavioral
health interventions and their
implementation

The complexity of behavioral healthcare makes fundamental
decisions that determine model structure particularly
challenging. Challenges begin with defining which patients
should be considered “treated” and what the intervention
costs. Behavioral interventions like psychotherapy are tailored
to patient needs; completion of treatment and likelihood of
obtaining full benefits varies by patient. The amount of time,
and thus labor, also depends on individual patient needs. Labor
costs vary by provider type, geographic region, and other local
factors. This contrasts with pharmaceuticals, which generally
have a common “list price” from the payer’s perspective.

Further, while efficacy and patient adherence to treatment
mostly determine outcomes from pharmaceutical treatment,
effectiveness of behavioral health interventions also depends on
clinician fidelity. Measures of fidelity are sometimes gathered in
the context of a trial but rarely collected otherwise. At the clinic
or organizational level, proper implementation is necessary to
ensure fidelity and thus patient improvements. The cost of the
implementation effort is thus relevant to the payer but the
implementation strategies, like the intervention itself, lack a list
price (4, 14). Implementation cost data may be collected during
a trial using existing methods (15) but they likely overstate
cost in practice when cost per patient declines as each clinician
treats more patients and as caseloads increase beyond typical
trial size (3).

Another complication is the relative heterogeneity of the
“usual care” comparator across geographic regions, healthcare
systems, and individual providers. Standard treatment of some
behavioral health conditions has been codified. But for many,
a variety factors contribute to what is considered usual care,
such as duration of sessions in scheduling grids, match between
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patient severity and available services, or local norms regarding
therapeutic orientation.

In cost-effectiveness analysis, these challenges are
compounded when determining relevant costs and benefits.
Recommendations are clear that an enhanced health-system
perspective, and ideally a societal perspective, should provide
the reference case (13). When non-health system costs and
benefits are high, the choice between the health system and
societal perspective can alter the conclusion about whether
an intervention is cost-effective (16, 17). Regardless, it is
common for analyses to omit costs and benefits that are time
consuming to gather or that researchers do not conceptualize
as relevant (17). Yet, many behavioral health interventions
result in substantial non-health system costs (e.g., caregiver
time) and benefits (e.g., opioid use disorder therapy reducing
criminal justice involvement) (3, 10). Behavioral health
interventions are subject to substantial uncompensated
patient time costs (3), such as time spent integrating practices
learned in psychotherapy into daily life. Neglecting these costs
could skew the estimated cost-effectiveness if they ultimately
change behavior of non-payer participants in the behavioral
healthcare pathway.

Budget impact analysis confronts a similar challenge,
even though defining costs from the payer perspective
seems straightforward (18). The payer perspective may
oversimplify how organizational change occurs, particularly for
implementation of new behavioral health interventions with
multiple intra-organization budget holders and stakeholders
who incur disproportional costs (e.g., an integrated health
system implements emergency department-based suicide
screening that refers more patients to specialty mental
health). Additionally, outside of integrated systems, budget
impact analyses conducted from an insurer’s perspective
omit implementation costs incurred by providers (e.g.,
time spent training for required credentials) unless these
costs are reimbursed.

Striking the right balance of detail for all stakeholders is
critical. If the analytic team spends time gathering data on costs
that ultimately have little effect on the conclusion, the timeliness
of the analysis to the decision maker is reduced.

Discussion

Understanding needs of decision-makers and matching
these to the knowledge of other stakeholders ensures the analysis
provides useful information. Importantly, our operational
and clinical partners often have concerns beyond cost,
including health equity, when considering implementing an
intervention. Understanding their concerns and successfully
using other stakeholders’ knowledge requires early and frequent
engagement. Stakeholder engagement spans the continuum of
intensity from unidirectional consultations (least intensive) to
potentially co-produced evaluations (most intensive) (19).

As applied to economic analysis, stakeholder engagement
can help specify relevant analytic goals. Applying principles
of community-based participatory research (20) and
implementation science (21) to engage those most affected
by the decision being made may also make economic analyses
more equitable. Stakeholder engagement can also help
determine and refine the economic model structure when
faced with the complexities of behavioral healthcare. Although
economic analyses are increasingly acknowledging a role for
stakeholder engagement, best-practice guidelines have not yet
incorporated advice for when or how to do so.

Specifying analytic goals

Identifying and communicating with relevant stakeholders
is essential for economic analyses. An analysis that omits key
components needed for the decision leaves decision makers no
better informed, and possibly worse, if the wrong conclusion is
presented. While cost is a necessary consideration for budget
holders, it may need to be weighed against other stakeholder-
identified factors. If so, stakeholders can be involved when
developing an economic analysis plan to specify goals. Despite
its promise, this practice is not widely adopted (22) and has
mostly involved pharmaceutical manufacturers requesting input
from regulatory agencies (23).

More recently, implementation scientists are focusing on
cost as a factor that enables or hinders uptake of an intervention
and the value of cost information to decision-makers (4, 24,
25). What staff and providers stand to gain from offering or
improving behavioral health interventions depends on their
context (e.g., funding structures, existing capacity for quality
improvement). Depending on their role, they may incur
substantially different costs as well, which can influence the
rapidity of the new intervention’s diffusion in practice. Knowing
such information in advance may help anticipate reluctance to
engage during implementation.

Scoping and measuring costs and
benefits with stakeholder engagement

Decision makers and other stakeholders exist all along
the behavioral healthcare pathway. It is essential to ensure
that senior leadership and core staff involved in quality
improvement at the organization are involved in scoping
and measuring cost and benefits (21, 26). This improves
decision maker confidence and minimizes the risk that the
model structure relies on poor assumptions about costs
and benefits (22). For example, when conducting a budget
impact analysis, stakeholders within an organization can
rely on institutional knowledge to highlight areas where
structural uncertainty may exist, particularly in later years.
Consider the case of rapid organic practice change. If a
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new behavioral intervention is being introduced when “usual
care” patterns are already shifting, frontline staff will be best
positioned to know this. Economists can then incorporate
this knowledge with alternate scenarios to present more
useful information.

As a technical matter, stakeholder engagement can reduce
the analytic burden and ensure primary data collection
efforts are focused where the value of information is highest.
For example, in the absence of a standard list price for
a behavioral health intervention, clinicians can identify the
current local standard of practice and which components of
usual care are most relevant. Clinical leadership can clarify
which strategies and processes are required for implementation
and how long it takes an organization to move from
planning to offering a new intervention to patients. It is
possible to quantify the value of additional information
through a formal value of information analysis (27). Such
analyses have become more common when conducting cost-
effectiveness analyses.

Early and ongoing stakeholder engagement with those who
will bear cost or stand to benefit from an intervention during
implementation also helps identify if multiple perspectives
are needed when scoping and measuring costs and benefits
(25, 28, 29). Incorporating other stakeholder perspectives on
costs and benefits offers insights to behaviors like treatment
engagement, adherence, and clinician adoption of and fidelity
to interventions. This may mean incorporating measures of
departmental level cost within the organization to determine
if cost is being shifted. Or, to the extent that provider-assessed
value influences adoption of promising new interventions,
it may mean adding non-cost outcome measures salient to
providers (e.g., patient gains and reduced caseload). Because
the benefits and costs do not always accrue to the same
stakeholders, conflicts may arise. Many approaches to resolving
such conflicts have been proposed (30–32) and their application
to stakeholder engagement in economic analyses should be
explored in future work.

Equity in economic analyses of
behavioral health interventions

We use the term “health equity” broadly, referring to a
range of ethical concerns from opportunity to achieve full
health to respect for individual autonomy (33). As a US federal
agency, VA must now incorporate equity into its program
evaluations (34). As more program evaluations incorporate an
economic component, equity concerns and economic analyses
are increasingly intersecting. Fortunately, several innovations
in economic analysis methods, along with insights from other
fields, support addressing these concerns.

Evaluators can incorporate equity into the economic
analysis process as early as goal specification. For example,

decision-makers may request having patient financial costs
included alongside a traditional budget impact analysis if they
want to identify which of similar interventions is the least
burdensome to patients. The emerging field of distributional
cost-effectiveness analysis provides a framework for explicitly
considering questions about how an intervention changes the
distribution of health, health service access, cost, and protection
from financial risk (35). Approaches borrowed from other
fields, such as community-based participatory research, further
increase equitable practices when those affected by the decision
are given a greater voice in how it is framed.

Scoping costs and benefits is another potential point of
intersection between economic analysis and equity. Economists
necessarily specify the initial model structure; their choices
about what costs and benefits are important will be shaped
by their lived experience. However, stakeholders along the full
continuum of the behavioral healthcare pathway may prioritize
costs and benefits differently from those scoped into economic
analyses with the standard decision-maker perspective. Patients
likely have different perceptions of value (36), especially those
like individuals living with serious mental illness who experience
marginalization or are part of minoritized populations. Teams
can engage in reflexivity practices throughout the process by
explicitly considering differences in perceived value to enhance
a focus on ethical, equitable use of economic evaluation
(37, 38). Frequent interaction should be continued until the
economic analysis is complete, with the team asking questions,
sharing updates, and listening to and incorporating stakeholder
feedback (26).

Once the scope is determined, equity can also inform
decisions about processes for measuring costs and benefits.
For example, many US federal agencies prohibit the use of
cost-per-QALY measures to make decisions about whether an
intervention will be available to patients, though some permit
comparisons to choose between treatments for the same cohort
of patients (39). The primary factor leading to US restrictions
on QALYs was concern about discriminatory effects for people
with chronic health conditions (39). Adopting more sensitive
measures of health status change and better assessment of the
value of that change could mitigate potential discrimination.
Organizations, like VA, that conduct trials and have access to
large populations of patients with behavioral health conditions
are ideally positioned to further develop instruments that
capture changes in quality of life salient to individuals with
behavioral health conditions (40–42) and explore how decisions
change when of using quality of life valuations from those with
experience of a behavioral health condition instead of standard
societal valuations (43). Research should also explore the result
of incorporating spillover quality of life effects in analyses of
behavioral health interventions and their implementation (44).

Economic analysis and equity also intersect when the
decision is made to implement an intervention. Distributional
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cost-effectiveness analysis provides economists with a
framework for ensuring decision-makers have sufficient
information to balance total health and equity tradeoffs.
Another approach is the individualized comparative
effectiveness framework that focuses on the relative benefit
of different interventions for subgroups of patients (45). This
information can be used by clinicians, patients, and caregivers
to assume a greater role in the decision-making process.

As an example of where these principles apply, consider
integration of mental health services into primary care, which
reduces depression symptoms in patients and costly utilization
(46, 47). A traditional economic analysis may be a cost-
effectiveness analysis for policymakers considering endorsing
the change or budget impact analysis for clinic owners. An
equitable analysis would identify any pre-existing inequities that
may be exacerbated. For example, decision-makers may want
to know if the intervention disproportionately benefits patients
who already have good access to primary care services. To be
relevant to patients, the analysis also may include multifaceted
“success” metrics that address symptom reduction and quality of
life. Finally, integration may affect job satisfaction and burnout
for primary care clinicians (48). Implementation scientists could
use the results of such an analysis to design approaches to
mitigate clinician burnout effects.
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