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Abstract This European Psychiatric Association (EPA)
guidance paper is a result of the Working Group on Mental
Health Consequences of Economic Crises of the EPA Council
of National Psychiatric Associations. Its purpose is to identify the impact on mental health in Europe of the economic
downturn and the measures that may be taken to respond to
it. We performed a review of the existing literature that yields
350 articles on which our conclusions and recommendations
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are based. Evidence-based tables and recommendations were
developed through an expert consensus process. Literature
dealing with the consequences of economic turmoil on the
health and health behaviours of the population is heterogeneous, and the results are not completely unequivocal. However,
there is a broad consensus about the deleterious consequences
of economic crises on mental health, particularly on psychological well-being, depression, anxiety disorders, insomnia, alcohol abuse, and suicidal behaviour. Unemployment,
indebtedness, precarious working conditions, inequalities,
lack of social connectedness, and housing instability emerge
as main risk factors. Men at working age could be particularly at risk, together with previous low SES or stigmatized
populations. Generalized austerity measures and poor developed welfare systems trend to increase the harmful effects
of economic crises on mental health. Although many articles
suggest limitations of existing research and provide suggestions for future research, there is relatively little discussion of
policy approaches to address the negative impact of economic
crises on mental health. The few studies that addressed policy
questions suggested that the development of social protection programs such as active labour programs, social support
systems, protection for housing instability, and better access
to mental health care, particularly at primary care level, is
strongly needed.
Keywords Economic crisis · Mental health · Psychiatric
care · Depression · Unemployment · Suicide · Welfare
system · Europe

Introduction
The current economic crisis, widely known as the Great
Recession, is a consequence of a number of imbalances
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that are affecting the real economy worldwide. Originating
in the financial system, it has led to a deterioration of the
socio-economic climate experienced by many countries in
the world over the past 8 years and its endpoint is not yet
perceived in the short term. In the context of a globalized
economy, the financial crisis has seriously hit Europe, causing increases in national debt levels, decreased GDP, and
worsening unemployment rates [1]. As a result, in 2012,
124.2 million people, or 24.8 % of the European population
were at risk of poverty or social exclusion, compared with
24.3 % in 2011 [2]. The meltdown has not been merely a
financial event but rather a challenge to basic assumptions
of many European societies, such as the welfare state and
principles of solidarity.
Economic downturns bring multiple types of economic
hardships to the population, such as unemployment and
declines in household economic resources. Some individuals may be affected by one hardship, but not by others,
some may experience multiple hardships, while others do
not observe any negative effects on their own employment
or financial situation at all. Focusing on only one type,
such as an individual’s own unemployment, may underestimate negative effects on health of those who did not lose
a job, but whose well-being was affected by, for instance, a
decrease in a number of work hours available to them (via
a drop in income) or the unemployment of others who normally contribute to household income [3].
Economic crises are not new. We can define three major
economic crises in the twentieth century: the Great Depression (1929), the Post-communist Depression (early 1990s),
and the East Asian financial crisis (late 1990s). Most
experts agree on the Great Depression of the 1930s as the
main reference for the current economic situation, not so
much by the economic conditions that caused them, but
because of their social, political, and cultural impact [4].
There are many studies dealing with the consequences of
economic turmoil on the health and health behaviours of
the population, and the results are not completely unequivocal [5]. Controversies arise, for an instance, concerning
the effects of financial downturns on overall mortality rates
and the health status of the population [6–8]. At the same
time, it is known the link between health and the economic
prosperity of a society [9, 10].
However, there is a substantial agreement about the deleterious effects of declining economic conditions on mental health [11], including among others depression, anxiety,
substance abuse, suicide, and psychological distress [12].
These negative outcomes can be particularly relevant in
already vulnerable population groups, such as people with
mental disorders, children, elderly, migrants, uneducated,
ethnic minorities, or social/economically deprived [13–
18]. For many people, what they are faced with in times
of economic downturn can best be understood as an acute
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exacerbation of a chronic condition [19]. Specific factors,
such as unemployment, debts, or housing instability, may
have an important role in the onset or persistence of mental disorders or behavioural problems [20–22]. Social and
health policies can contribute to exacerbate or alleviate
these undesirable consequences; as an example, austerity
regulations affecting health or social spending may be particularly harmful [23–25]. Many of the adverse effects on
mental health can be pervasive or manifest fully long after
the onset of the crisis. Therefore, it is possible that we are
not yet able to understand the full impact of the crisis on
the mental health of European citizens [26].
While human suffering is immense, crises can offer an
opportunity for change [10]. Several studies and reports
have pointed out a continuing need for more and better mental health care in Europe, even prior to the current
economic crisis [27–29]. A time of need can provide the
impetus to address structural changes postponed for long.
A cost-effective and equitable mental health care requires
controlling impeding factors, such as institutional inertia,
poor coordination, and cooperation mechanisms among
sectors, levels of government and agents, the consolidation
of non-evidence-based paradigms of treatment and care
reinforced by lobbies and cultural patterns, and inadequate
collaboration among experts, practitioners, and health
authorities. However, these factors may be counterbalanced
by political will and by the knowledge provided by European and non-European experiences and studies. The situation arising from the current economic depression offers
a major chance to introduce needed changes in mental
health-oriented actions [30–32].
Given its relevance, the topic of mental health and economic crises was chosen by the Guidance Committee of
the European Psychiatric Association (EPA) and its implementation was entrusted to the Working Group on Mental Health and Economic Crises of the EPA Council of
National Psychiatric Associations.

Aims and objectives
The central aim of this review is to identify the impact on
mental health in Europe of the economic downturn and the
measures that may be taken to respond to it. The underlying objectives are:
• To identify how the economic downturn may impact
directly on the mental health of European people.
• To recognize who is likely to be vulnerable or resilient
to the effects of the economic crises.
• To identify interventions and policy approaches that
may best protect mental health during the economic turmoil and its aftermath.
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• To identify major areas of uncertainty and specify needs
for further studies.

performed a manual search on Google and reference lists of
review articles.

Therefore, we first present the data available so far on
different aspects of the economic crises and mental health,
such as morbidity, health indicators, risk/protective factors,
and consequences on vulnerable groups. Finally, we propose a number of recommendations, being aware of the difficulties in implementing some of these measures, but recognizing also their public health significance and potential
for implementation. Since our primary interest in the mental health of European people, we will put more emphasis
on studies conducted in Europe and particularly on those
concerned with the current crisis, but will use the global
literature as a way to contrast data and to clarify the most
controversial points.

Results

Publication review
Method
In general terms, bibliography on health and economic
recessions is procyclical; it tends to increase during crises
and immediately after. Accordingly, most affected countries or regions produce a significant bulk of the studies.
Another important characteristic is that many of the articles
are opinion papers, attempting to modify the policies being
carried out. As far as Europe is concerned, the impact of
the financial downturn has varied significantly in the different European countries, and the available data vary accordingly. On the other hand, there is not a defined set of mental
health indicators related to economic crises, and the existing information on the different European countries is heterogeneous. This makes it thus impossible to make a systematic comparison of the effects of the economic crisis on
mental health across European countries, and our recommendations are based on a narrative review.
Given these considerations, our aim was to obtain the
maximum possible information from data-based studies.
The review articles have also been taken into account systematically. As for the data coming from other economic
regions, particularly the USA and Eastern Asia have also
been reviewed as they contained substantial valuable information. However, the translation of these data to the European reality must necessarily be qualified.
We ran separate electronic database searches in PubMed,
MEDLINE (OvidSP), EMBASE (OvidSP), PsycINFO
(OvidSP), CENTRAL (The Cochrane library) to ensure
that the search was as comprehensive as possible (Table 1).
The searches were completed on 31 December 2014. There
were not any language or date limitations, given that at
least an English abstract was available. Furthermore, we

The results of the searches are outlined in a PRISMA diagram (Fig. 1). We found 2906 potentially interesting references through electronic search. As 843 references were
repeated, only 2063 were screened. Of these, 1281 references were excluded because: their objective was different
from our review; the papers were written in languages other
than English, German, Greek, Portuguese, Polish, French,
or Spanish and/or have no abstract available in English.
In this way, we considered 782 studies for review. Further
discussion among the reviewers excluded 488 records.
In total, 60 ad hoc additional references selected through
manual search were added. Finally, our work is based on
the 354 review papers or research articles concerned with
economic crises and mental health in Europe which met
our inclusion criteria, although selected articles from other
economic regions have been also incorporated. The process
of filter and selection of the references was made by two
independent researchers with experience in reviews and in
the topic. In case of doubt, a third researcher was consulted
to determine inclusion and/or exclusion of the reference.
Some references first published online appear with their
definite date of publication in 2015. Tables 2, 3, 4, and 5
show a summary of the main findings of the reviewed epidemiological studies conducted in Europe during the current economic downturn. However in the text are cited and
described also relevant epidemiological studies from other
global zones and/or previous economic crises, as well as
review and opinion articles.

Morbidity
The question of whether economic decline causes psychological problems has been studied in different ways.
There are two basic types of studies: individual-level and
aggregate-level studies. Both types have their advantages
and shortcomings. A major advantage of aggregate-level
studies is that they reflect environmental effects of changes
in the economic situation beyond the sum of the individual effects, such as job losses. Even without the presence
of a major financial downturn, psychiatric morbidity has
been linked to adverse economic conditions in many studies [33–35], including several national surveys [36]. Particularly, higher frequencies of the conditions now called
the “common mental disorders” (mostly non-psychotic
depression and anxiety) have been found in subjects with
lower socio-economic status (SES) at individual or ecological (i.e. family, neighbourhood) level. Low SES has been
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Search strategy

Number of retrieved documents

PubMed

581
((“Economic Recession”[Mesh]) OR (Economic recession*[tiab]) OR (Economic
crisis[tiab]) OR (Economic crises[tiab]) OR (Economic cycle*[tiab]) OR (Economic
collaps*[tiab]) OR (Economic downturn*[tiab]) OR (Economic depressi*[tiab])
OR (Economic constraint*[tiab]) OR (Banking recession*[tiab]) OR (Banking
crisis[tiab]) OR (Banking crises[tiab]) OR (Banking collaps*[tiab]) OR (Banking
downturn*[tiab]) OR (Banking depressi*[tiab]) OR (Banking constraint*[tiab]) OR
(Financial recession*[tiab]) OR (financial crisis[tiab]) OR (financial crises[tiab])
OR (financial collaps*[tiab]) OR (financial downturn*[tiab]) OR (Financial
constraint*[tiab]) OR (Great recession[tiab]) OR (Great crisis[tiab]) OR (Global
crisis[tiab]) OR (Austerity[tiab]) OR (Restrictive poli*[tiab])) AND ((“Mental
Disorders”[Mesh]) OR (Mental disorder*[tiab]) OR (Mental disease*[tiab]) OR
(Mental illness[tiab]) OR (“Mental Health”[Mesh]) OR (Mental health[tiab])
OR (“Psychiatry”[Mesh]) OR (Psychiatr*[tiab]) OR (“Suicide”[Mesh]) OR
(Suicid*[tiab]))
((Exp economic recession/OR Economic recession*.ti,ab. OR Economic crisis.ti,ab. OR 1915
MEDLINE 1946 to December Week 5 2014, In-Process & Other
Economic crises.ti,ab. OR Economic cycle*.ti,ab. OR Economic collaps*.ti,ab. OR
Non-Indexed Citations, Daily Update (OvidSP), EMBASE 1974
to 2014 Week 50 (OvidSP), PsycINFO 1806 to December Week 5 Economic downturn*.ti,ab. OR Economic depressi*.ti,ab. OR Economic constraint*.
ti,ab. OR Banking crisis.ti,ab. OR Banking crises.ti,ab. OR Financial recession*.
2014
ti,ab. OR financial crisis.ti,ab. OR financial crises.ti,ab. OR financial cycle*.ti,ab. OR
financial collaps*.ti,ab. OR financial downturn*.ti,ab. OR financial depressi*.ti,ab. OR
Financial constraint*.ti,ab. OR Great recession.ti,ab. OR Great crisis.ti,ab. OR Global
crisis.ti,ab. OR Austerity.ti,ab. OR Restrictive poli*.ti,ab.) AND (Exp Mental Disorders/OR Mental disorder*.ti,ab. OR Mental disease*.ti,ab. OR Mental illness.ti,ab. OR
Exp Mental Health/OR Mental health.ti,ab. OR Exp Psychiatry/OR Psychiatr*.ti,ab.
OR Exp Suicide/OR Suicid*.ti,ab.))
410
CENTRAL (COCHRANE)
((MeSH descriptor: [Economic Recession] explode all trees OR Economic
recession*:ti,ab OR Economic crisis:ti,ab OR Economic crises:ti,ab OR Economic cycle*:ti,ab OR Economic collaps*:ti,ab OR Economic downturn*:ti,ab
OR Economic NEAR depressi*:ti,ab OR Economic constraint*:ti,ab OR Banking recession*:ti,ab OR Banking crisis:ti,ab OR Banking crises:ti,ab OR Banking
collaps*:ti,ab OR Banking downturn*:ti,ab OR Banking depressi*:ti,ab OR Banking
constraint*:ti,ab OR Financial recession*:ti,ab OR financial crisis:ti,ab OR financial crises:ti,ab OR financial cycle*:ti,ab OR financial collaps*:ti,ab OR financial
downturn*:ti,ab OR financial depressi*:ti,ab OR Financial constraint*:ti,ab OR Great
recession:ti,ab OR Great crisis:ti,ab OR Global crisis:ti,ab OR Austerity:ti,ab OR
Restrictive poli*:ti,ab) AND (MeSH descriptor: [Mental Disorders] explode all trees
OR Mental disorder*:ti,ab OR Mental disease*:ti,ab OR Mental illness:ti,ab OR
MeSH descriptor: [Mental Health] explode all trees OR Mental health:ti,ab OR MeSH
descriptor: [Psychiatry] explode all trees OR Psychiatr*:ti,ab OR MeSH descriptor:
[Suicide] explode all trees OR Suicid*:ti,ab))

Database

Table 1  Search terms and syntax of the electronic literature search
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also associated with an increased risk of suicide [37, 38],
poor self-rated health [39], and pervasive depression [5, 40,
41]. Obviously, recessions can magnify socio-economic
inequalities, which in turn increase the risk of poor mental health [37, 42], particularly in high-risk groups such as
unemployed/disabled individuals or those with less education [43]. Here we describe the findings related to the
impact of economic turmoil on certain mental disorders
and mental health indicators.
Common mental disorders
Articles looking at the relationship between mental health
and economic decline have frequently adopted the unemployment rate as a measure of the economic well-being
of the population. Comparatively few works have focused
on global prevalence of mental disorders, regardless of
working status. The IMPACT study [44] examined the
prevalence of mental disorders in primary care before and
during the economic crisis (2006 vs. 2010) in Spain. The
results show a sharp increase in mood disorders (30.2 %),
anxiety disorders (14.4 %), somatoform disorder (7.2 %),
and alcohol abuse and dependence (7 %) during the crisis. However, also in Spain, the assessment of a cumulative case register administrative data did not identify any
increase in prevalence or incidence of people demanding
mental health care related to socio-economic conditions
[45, 46]. Taken together, these results suggest that primary
care may be the depository of excess demand for mental health care generated by the economic crisis. Health,
demographic, and socio-economic measures on 1.36 million survey responses aged 16–64 were extracted from the
Quarterly Labour Force Survey of the United Kingdom,
collected every 3 months, from January 2006 to December
2010. The likelihood of self-reporting poor health status
and specific types of health problems (depression, mental
illness, cardiovascular, and respiratory) across time were
estimated separately using logistic regression. The reporting of poor health status increased from 25.7 % in July
2009 to 29.5 % by December 2010. Depression and poor
mental health also increase, particularly among the unemployed [47]. Another British study examined the prevalence of poor mental health measured by the general health
questionnaire-12 before and after the 2008 recession using
repeat cross-sectional analysis of the 1991–2010 Health
Surveys of England. Results showed a worsening of mental
health in men at population level within 2 years of the onset
of the current recession. However, these changes, and their
patterning by gender, could not be accounted for by differences in employment status or education level [48].
Two studies [49, 50] explored changes in the prevalence
rates of major depression in Greece during 2008, 2009,
and 2011, and its link to financial hardship. The authors

93

used three nationwide cross-sectional telephone surveys.
In 2011, 1-month prevalence rate of major depression was
found to be 8.2 %, as compared to the corresponding rate
in 2009 (6.8 %) and 2008 (3.3 %). A prospective cohort
study evaluated the presence of psychological distress in
the Icelandic population following the financial collapse
that occurred in 2008. The authors used a national cohort
of 3,755 persons who responded to a survey administered
in 2007 and 2009, including a stress measure. The findings
indicate that psychological stress may have increased, particularly among females in economically vulnerable groups
(i.e. unemployed, middle education level) [51]. A Spanish study applied a matching technique to cross-sectional
data from the Spanish Health Survey for the years 2006
and 2011–2012 and tried to estimate the average effect of
unemployment on self-assessed health (SAH) in the last
year, mental problems in the last year, and on the mental
health risk in the short term. Unemployment has a significant negative impact on both SAH and mental health.
This impact is particularly high for the long-term unemployed [52]. Another comparative analysis of the last two
Spanish National Health Surveys revealed a rise in mental health problems in men (from 15 % in 2006 to 17 % in
2012), which contrasts on the other hand with a decrease
in women (25 % in 2006 to 23 % in 2012). The decline in
men was not uniform, but was concentrated in people aged
35 to 54 (relative increase of 26 %), with manual occupations (22 %), primary or secondary education (28 %), and
more pronounced among immigrants (33 %). The result is
a significant increase in health inequalities between socioeconomic levels, as highlighted in the article. The questionnaire used in the mental health National Health Survey
includes symptoms of anxiety and depression in particular.
The authors emphasized that the increase in symptoms in
men appears to be mainly due to the increased proportion
of men in unemployment [53]. It should be noted that the
main impact of the crisis on the population was relatively
delayed from the moment of the financial crash in many
European countries, partly because of the bumper effect of
social and family support network, and partly because austerity measures were not adopted from the very beginning
of the crisis [54].
Another two cross-sectional surveys using identical
random sampling and diagnostic methods were conducted
among Hong Kong adults in 2007 and 2009, before and
during the Great Recession. According to a structured
interview based on the DSM-IV the 12-month prevalence
of major depressive episode was significantly higher in
2009 (12.5 %) than in 2007 (8.5 %) [55]. An Australian
work [56] used a large community survey to compare the
health and psychological functioning of older adults prior
to the crisis (2005–2006) to that during the recent recession
(2009–2010). The authors found a significant increase in
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2906 Records
idenfied through
database searches
843 Records
duplicates
2063 Records
screened
1281 Records
excluded by le and
abstract
782 Records screened
full text
488 Records excluded

294 papers included
60 papers included
following hand
searches
354 papers included in
EPA Guidance
Fig. 1  Flow of studies retrieved in the literature search with the algorithm detailed in Table 1

depression and anxiety symptoms during the crisis period
that was not explained by demographic or socio-economic
factors such as an increase in financial hardship over time.
Furthermore, the results indicated a timing effect, where
participants were more likely to report higher depression
symptoms at the end of the study period.
A Canadian study estimated the prevalence of depressive and anxiety disorders in different time intervals during
the Great Recession, from January 2008 to October 2009,
among a sample of the working population [57]. Mental
disorders were assessed using the World Health Organization’s Composite International Diagnostic Interview-Auto
2.1. The 12-month prevalence of major depressive disorder
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(MDD) before 1 September 2008; between 1 September 2008, and 1 March 2009; and between 1 March 2009,
and 30 October 2009, was 5.1, 6.8, and 7.6 % (p = 0.03),
respectively. The lifetime prevalence of dysthymia reported
during the 3 periods was 0.4, 0.7, and 1.5 % (p = 0.006),
respectively. No changes in the 12-month prevalence of
social phobia, panic disorder, and generalized anxiety disorder were found over time.
Besides depression and anxiety, other mental healthrelated aspects such as marital dissatisfaction [58, 59], family conflicts [60, 61], subjective feelings of sadness [62], or
cognitive decline [63] have been associated with economic
downturns or sudden wealth losses.
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Table 2  Psychiatric morbidity related to the economic crisis: European studies (2007–2014)
Author/year

Country Methodology

Dregan and Armstrong [84]

UK

Main results

Longitudinal cross-cohort analysis Insomnia increases in economic downturn among the
elderly
Sweden Cross-sectional
Economic hardships associated with poorer mental
health
Finland Serial cross-sectional
Poor sleep related to working conditions
Greece Serial cross-sectional
Depression increased
Greece Cumulative register
Increased number of telephone calls with depressive
content
UK
Serial cross-sectional
Worsening of mental health in men
Finland Serial cross-sectional
Insomnia and stress increased among unemployed
UK
Serial cross-sectional
Increase in poor overall health, but not poorer mental
health
Spain
Cumulative case register
No increase of specialized mental healthcare demand
Italy
Cumulative register
Lower socio-economic status but not unemployment
was associated with a greater use of services
Greece Serial cross-sectional
Depression increased
Spain
Serial cross-sectional
Mental disorders attended in primary care increased
Iceland Prospective cohort study
Psychological stress increased
Ireland Clinical descriptive
Increased in severe depression linked to abrupt financial adversities
Spain
Serial cross-sectional
Anxiety, depression increased in unemployed men
Spain
Cumulative case register
No increase in demand of mental health care

Molarius et al. [35]
Lallukka et al. [77]
Madianos et al. [50]
Economou et al. [74]
Katikireddi et al. [48]
Talala et al. [83]
Astell-Burt and Feng [47]
Bobes et al. [45]
Donisi et al. [207]
Economou et al. [49]
Gili et al. [44]
Hauksdottir et al. [51]
Thekiso et al. [64]
Bartoll et al. [53]
Iglesias García et al. [46]

Urbanos-Garrido and Lopez-Valcarcel [52] Spain

Serial cross-sectional

Poorer mental health

Table 3  Alcohol abuse and addictive behaviours in the economic downturn: European studies (2007–2014)
Author/year

Country

Methodology

Main results

Zuccato et al. [130]

Italy

Almarsdottir et al. [137]
Garcy and Vagero [123]

Iceland
Sweden

Furtado [138]
Gili et al. [44]
Asgeirsdottir et al. [119]

Portugal
Spain
Iceland

Harhay et al. [120]

UK

Mattei et al. [122]

Italy

Analysis of illicit drugs traces in wastewater Decrease of use of expensive drugs and increase
in cheaper drugs consumption
Longitudinal
Increased use of anxiolytics in men
Longitudinal prospective cohort study
Alcohol-associated mortality risk increases
among the unemployed
Serial cross-sectional
No change in psychotropic prescription
Serial cross-sectional
Significant rise of alcohol dependence
Longitudinal
Alcohol and tobacco overall consumption
decreased
Serial cross-sectional
Rises in binge drinking among unemployed
drinkers
Ecological gathering of data
Overall alcohol use increases

Toffolutti and Suhrcke [125] 23 EU countries Cross-country panel analysis

As an epidemiological approach is characteristic of most
articles on this topic, there is a paucity of studies describing
clinical characteristics and outcome of patients who present
with mood disorders related to economic recession. However, an Irish study [64] describes a subgroup of patients
with severe depression narrowly related to abrupt economic
circumstances with likely high suicide risk but very favourable outcome.

Overall decrease of alcohol consumption and
mortality due to liver diseases

By and large, these results are in agreement with those
coming from studies performed in previous economic crises [65–67]. A study assessed whether the recession which
began in Sweden in 1991 resulted in an increase in psychological distress in the population. Self-reported symptoms
of anxiety, anguish, depression, and sleeplessness were
analysed in repeated cross-sectional surveys conducted
every other year from 1989 to 1995. There was a significant
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Table 4  Suicidal behaviour and the economic crisis: European studies (2007–2014)
Author/year

Country

Methodology

Main results

Thomas and Gunnel [169]

UK

Time-trend analysis

Reeves et al. [194]

20 EU countries

Time-trend analysis

Economic recessions coincide with
increased suicide rates
Barr et al. [167]
UK
Time-trend analysis
Increase in suicides linked with financial
crisis
Maki and Martikainen [154]
Finland
Registry analysis
Long-term unemployment is associated with
a higher risk of suicide
Alvaro-Meca et al. [174]
Spain
Time-series analysis
Peaks in suicides correspond with times of
economic crisis
Economou et al. [159]
Greece
Cross-sectional
Financial strain, but not employment status,
associated with suicide
Kontaxakis et al. [172]
Greece
Time-trends analysis
Suicide mortality increase during financial
crisis
Garcy and Vagero [149]
Sweden
Longitudinal prospective cohort study Unemployment is associated with a higher
risk of suicide
Lopez Bernal et al. [175]
Spain
Time-series analysis
Financial crisis associated with an increase
in suicides
Oskarsson and Bjarnadottir [186] Iceland
Registry analysis
Suicide rate stable and not affected by the
economic crisis
Saurina et al. [188]
UK
Hierarchical mixed models analysis
No significant increase in the number of
suicides during the crisis
Baumbach and Gulis [195]
8 EU countries
Mixed ecologic and time-trend design Suicide rate increased in most countries
Fountoulakis et al. [198]
29 European countries Time-trend analysis
No clear causal relationship between the
economic crisis and an increase in the
suicide rate
Laanani et al. [192]
Western UE
Time-trend analysis
Unemployment linked to an increase in
suicide
Miret et al. [184]
Spain
Cross-sectional
No association between economic crisis and
suicide risk
Pompili et al. [171]
Italy
Registry analysis
Suicide rates increase among men involved
in labour force
Toffolutti and Suhrcke [125]
23 EU countries
Time-trend analysis
Increase in the unemployment rate had a
beneficial health effect except for suicide
mortality
De Vogli et al. [170]
Italy
Time-trends analysis
Mortality due to mental disorders increases
during economic crisis
Breuer [196]
275 European regions Time-trend analysis
Unemployment does have a significantly
positive influence on suicides
Branas et al. [160]
Greece
Time-series analysis
Austerity measures associated with
increased suicidal rates
Norstrom and Gronqvist [197]
30 European countries Time-series analysis
Social protection bumpers the effect of
unemployment on suicide

increase in the 12-month prevalence of psychological distress among both men and women. For example, at the
beginning of the period 5 % of the men in the 20–29 years
age group reported frequent symptoms of psychological
distress. By 1995 this had increased to 10 % [68]. Similar
results were found in a Finnish study on the same period
[69]. The prevalence of levels of depressive symptoms was
examined in an urban Korean population following the
financial crisis in late 1997 [70]. While this study cannot
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Male suicide associated with unemployment
and debts

be directly compared with those reported in the closest
Korean data from 1994 [71], prior to the start of the crisis,
it showed a prevalence of CES-D “definite” depression 1.2
times higher.
Other studies have looked to the influence of the crisis
on self-help behaviours related to psychological distress
or depressive/anxiety symptoms, as a surrogate marker for
the well-being status of the general population. Aggregate
Internet search query surveillance was used to monitor
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Table 5  Vulnerability factors, mental health, and the economic crisis: European studies (2007–2014)
Author/year

Country

Methodology

Kivimaki et al. [229]

Finland

Prospective cohort study

Economou et al. [302]

Greece

Cross-sectional

Main Results

Organizational downsizing associated with
increased psychotropic drugs use
Taylor et al. [242]
UK
Serial cross-sectional
Housing payment problems are associated with
psychological costs
Cooper et al. [246]
UK
Cross-sectional
Lone mothers psychologically affected by debt
management
Jenkins et al. [248]
UK
Cross-sectional
Low income and debt are associated with mental
illness
Rueda et al. [279]
Western Europe Cross-sectional
Social inequalities foster poorer mental health
among the elderly
Bockerman and Ilmakunnas [222] Finland
Time-series analysis
People with poorer health are more likely to be
laid off
Pevalin [271]
UK
Longitudinal prospective cohort study Repossession significantly increases the risk of
common mental illness
Van Laere et al. [267]
Netherlands
Registry analysis
Increased likelihood of mental disorders among
those in arrears
Bridges and Disney [245]
UK
Cross-sectional
Positive association between subjective measures
of financial well-being and psychological wellbeing
Meltzer et al. [231]
UK
Cross-sectional
Higher rates of depression among those who
report job insecurity
Avcin et al. [224]
Slovenia
Cross-sectional
Economic crisis poses an additional risk factor for
mental health problems on the employees
Forsman et al. [298]
Finland
Cross-sectional
Poorer social capital associated with psychological
distress among older adults
Lang et al. [278]
UK
Serial cross-sectional
Low income mediates the relationship between
age and common mental disorders
Selenko and Batinic [249]
Austria
Cross-sectional
Subjective economic stress predicts poorer mental
health among people in serious financial strain
Ahnquist et al. [301]
Sweden
Cross-sectional
Both economic hardships and social capital contribute to a range of adverse health outcomes
Barriuso-Lapresa et al. [277]
Spain
Cross-sectional
There is a socio-economic gradient in the mental
health of children and young adolescents
Bosma et al. [277]
Netherlands
Longitudinal prospective cohort study Perception of unfairness has implications for functional decline in middle and older age
Mangalore and Knapp [290]
UK
Cross-sectional
Inequality in mental health morbidity between and
within ethnic groups is at least partly linked to
income, and thus to employment and education
Mauramo et al. [255]
Finland
Registry analysis
Economic difficulties and housing tenure were
determinants of psychotropic medication use
Rueda et al. [279]
Western Europe Cross-sectional
Social inequalities foster poorer mental health
among the elderly
Angermeyer et al. [236]
Germany
Serial cross-sectional
Economic downturn jeopardizes access to work
for people with mental illness
Evans-Lacko et al. [238]
27 EU countries Serial cross-sectional
Economic hardship may intensify social exclusion
of people with mental health problems
Kurtze et al. [287]
Norway
Cross-sectional
Educational inequalities associated with poorer
mental health
Meltzer et al. [231]
UK
Cross-sectional
Debt is one of the major risk factors for common
mental disorder
Snorradottir et al. [230]
Iceland
Cross-sectional
Downsizing related to increased psychological
distress
Cognitive social capital no longer exerts its protective influence on mental health if individuals
experience high economic distress
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population changes in psychological distress around the
US’ Great Recession. A one percentage point increase in
mortgage delinquencies and foreclosures was associated
with a 16 % (95 % CI 9–24) increase in queries 1 month,
and 11 % (95 % CI 3–18) 4 months later, in reference to
a pre-Great Recession mean. Unemployment and underemployment had similar associations half and one-quarter the
intensity. “Anxiety disorder”, “what is a depression”, “sign
of depression”, “depression symptoms”, and “symptoms
of depression” were the queries exhibiting the strongest
associations with mortgage delinquencies and foreclosures,
unemployment or underemployment [72]. Another US
study used data on web searches from Google Insights for
Search to estimate the association between weekly unemployment insurance (UI) claims, in addition to monthly
unemployment rates, and search indexes for “depression”
and “anxiety”. Results from state fixed-effects models
yielded a positive relationship between the unemployment
rate and the depression search index and a negative relationship between initial UI claims on the one hand and
the depression and anxiety search indexes on the other. A
lag analysis also showed that an extended period of higher
levels of continued UI claims is associated with a higher
depression search index [73]. Data extracted from the calls
made to the Depression Telephone Helpline of the Greek
University Mental Health Research Institute showed steep
increase in calls with direct or indirect reference to the
economic crisis during the first half of 2010 and onwards.
The callers who referred to the economic crisis manifested
depressive symptomatology of clinical significance to a
greater degree than callers who made no such Ref. [74].
Sleep problems are prevalent, and they are associated
with subsequent mental and physical health complications [75]. There is consistent evidence on the relationship between economic difficulties, regardless employment status, and sleep disorders [76–81]. Therefore, it is
not surprising that several studies have explored specifically the relationship between economic crises and sleep
disturbances. An article from Finland reported a longitudinal study conducted in an adult Finnish population
cohort. Baseline data were obtained in 1983–1987, and
the second screening conducted in 1992–1995, i.e. during economic recession. The prevalence of various sleep
symptoms including insomnia, daytime tiredness, fatigue,
parasomnias, and the use of hypnotics remained similar
in the same age cohorts during economic crisis. However,
middle-aged participants who were stably employed at
the initial screening but became unemployed during economic recession were studied separately and prospectively
unemployed persons suffered more from insomnia and
used more hypnotics than the continuously employed [82].
Another Finnish study assessed trends in socio-economic
differences in self-reported insomnia and stress over a
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24-year time period. The data source was a repeated crosssectional survey “Health Behavior and Health among the
Finnish Adult Population” (AVTK), from the years 1979–
2002, divided into five study periods. Outcome measures
were single questions of self-reported insomnia and stress.
Indicators for socio-economic status included employment
status from the survey, and educational level and household income from the Statistics Finland register data. The
authors found no statistically significant increase in insomnia during the period of high unemployment in 1993–1997,
although respondents who were unemployed or had retired
early reported more insomnia and stress over time among
both men and women [83]. A British study used two longitudinal and nationally representative data sets and adopted
a cross-cohort analysis to examine age, cohort, and period
effects in the prevalence of sleep loss through worry for
people over the age of 50 in the UK [84]. Two longitudinal
surveys, Health and Activity Lifestyle Survey (HALs) and
English Longitudinal Study of Ageing (ELSA), were used
in the study. The finding of an important period effect—a
rise in reported sleep problems in the early 1990s—was
better explained by the economic downturn in the UK in
this period. Chronic stress, as measured by ongoing financial strain, is a significant correlate of sleep disturbances in
the elderly, even after adjusting for factors known to impact
sleep in late life [85–87].
Mental health problems in childhood and adolescence
are an important public health concern, particularly as
a target for prevention of mental illness and promotion
of mental health. Children, adolescents, and young people’s mental health can be particularly affected in recessions [88–91]. A reduction in disposable family income
constitutes a risk of child mental health through increased
economic pressure and negative changes in parental mental health, marital interaction, and parenting quality [92].
Through their effects on parents [93], financial crises can
affect the mental health of children in a pervasive way
even after the crisis is over [94]. A study revealed that
parents’ concerns about their children’s economic future
accounted for variation in their reports of anxiety and
depressed mood above and beyond that of perceived economic pressures and their views of the parent–child relationship. In contrast, for young adults, reports of personal
economic pressure were generally related to self-reported
anxiety and depressed mood [95]. Continuity of depressive symptoms from late adolescence to young adulthood
is mediated in part by economic and work achievements
or failures of young adults after controlling for adolescent
conduct disorder/antisocial behaviour, parents’ psychopathology, and family adversity [96, 97]. The effects of high
unemployment on young people’s health may be mediated
through pessimism about the future, high demands, and
financial problems [98].

Eur Arch Psychiatry Clin Neurosci (2016) 266:89–124

Summary Epidemiologic data show rather consistently
that economic disturbances are correlated with an increase
in mental health problems. Particularly, an increase in the
prevalence of common mental disorders (e.g. depression,
anxiety, and sleep problems) and poorer mental health or
psychological well-being has been found. Unemployment,
inequalities, or another form of financial strain appears
to be the more relevant mediating factors. Children, adolescents, and men in working age could constitute vulnerable groups, although this characteristic tends to disappear when controlling socio-economic factors. More
studies are needed to evaluate to what degree this increase
reflects mental health problems induced by economic crises, uncovers/exacerbates pre-existing mental disorders, or
rather decreases a subjective threshold for self-reports of
health abnormalities.

Alcohol abuse and addictive behaviours
Alcohol use or abuse is one of the most studied health
behaviours as outcomes of macroeconomic fluctuations.
Although moderate use alcohol cannot be necessarily considered a health problem, many studies use overall consumption as a proxy for problem drinking. In examining the
effect of the crises on alcohol consumption, it is important
to differentiate the impact on the whole population and the
effect on certain vulnerable groups. Findings on the consequences of the economy cycle problem drinking remain
controversial. Two pioneering US studies used the same
state-level, aggregate data over the 1975–1988 time period,
with a different empirical approach, to study the effect of
economic recessions on alcohol consumption and found
evidence that it was procyclical; alcohol consumption
declined during economic recessions and increased during
economic expansions [99, 100]. In the same line of results,
a study using cross-sectional data from the 1988 National
Health Interview Survey to assess the effect of employment
status on alcohol consumption and dependence found an
overall negative and significant effect of non-working status (i.e. unemployed or not in the labour force) on alcohol
consumption and dependence, probably due to an income
effect [101].
However, in an interesting example of the contradictions
on this topic, three studies using data from the US Behavioural Risk Factor Surveillance System (BRFSS) survey
over roughly the same period time previous to the current
recession arrived at different conclusions. One resolved
that overall alcohol consumption and problem drinking are
procyclical and decreases during recessions [102], while
another concluded that problem drinking is countercyclical
and binge drinking increases in hard economic times [103].
A third piece of work adopted a two-sample instrumental
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variables approach to combine the data on individual health
behaviours from the BRFSS and the National Health Interview Survey (NHIS) with the data on individual employment from the Current Population Survey (CPS) in a study
of the effects of employment, work hours, and wages on
health behaviours [104]. The authors failed to find evidence
that these variables have significant impacts on any alcohol use or “chronic” use with the exception of the effect
of working hours on binge drinking. It suggests that working hours are negatively associated with binge drinking,
although the magnitude is quite small. According to some
authors [105], the discrepancies across studies arise from
the use of different empirical specifications, measures of
key variables, and choice of control variables.
More recently, an US study, using panel data from
waves 1 (2001–2002) and 2 (2004–2005) of the National
Epidemiological Survey on Alcohol and Related Conditions (NESARC) and estimating fixed-effects models,
found that changes in the unemployment rate are positively
related to changes in binge drinking, alcohol-involved driving, and alcohol abuse and/or dependence [106]. Another
US study examined the relationship between types of
economic loss in the 2008–2009 recession and alcohol
outcomes using data from the 2009 to 2010 US National
Alcohol Survey (n = 5382). The authors applied multivariable regression to estimate associations between economic
loss and alcohol volume, monthly drunkenness, negative
drinking consequences, and alcohol dependence, controlling for demographic and alcohol history covariates. In
the overall sample, severe economic loss (job or housing
loss) was positively associated with negative drinking consequences, alcohol dependence, and (marginally) drunkenness [107]. Interestingly, another study found a similar
relation between housing instability and increases in alcohol dependence and negative consequences. Not surprisingly, this relationship was moderated by perceived family
support, i.e. participants with high perceived family support
reported fewer alcohol problems, irrespective of housing
instability. These findings indicate the importance of having supportive networks to mitigate the effects of economic
recessions [108]. Of importance also, perceived decline can
impact drinking patterns. In a US study, specifically perceived but not measured economic decline was associated
with an increased risk on taking up harmful and hazardous
drinking [3].
Economic crisis leads to physical health problems, that
in turn could increase alcohol use in men as a self-medication, was the main finding of a post hoc study using data
from a national telephone survey on economic status, distress and drinking behaviour [109]. A series of three studies assessed the role of race/ethnicity on alcohol drinking
using data from the US National Alcohol Survey, using
cross-sectional or time-trend analysis. The relationships
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between economic loss and alcohol problems were moderated by race/ethnicity, but the results were better explained
by differential effects on manner of drinking (e.g. drinking pattern, reasons for drinking, and venue choice) [110–
112]. Gender differences are also relevant as far as drinking behaviours are concerned; according to an article that
uses the Life Change Consequences of the Great Recession
(LCCGR) to assess work and personal life-related stressors on a national US sample of 663 respondents of a mail
survey, economy-related stressors manifested significant
effects on both male and female consumptions patterns, but
most LCCGR subscales were more clearly related to problematic drinking patterns in men compared with women
[113]. Ending this series of American works, a nationwide
study evaluated changes in alcohol use in the USA during the Great Recession. Data on self-reported alcohol use
were taken from the Behavioural Risk Factor Surveillance
System (BRFSS). The prevalence of any alcohol use significantly declined during the economic recession, from
52.0 % in 2006–2007 to 51.6 % in 2008–2009 (p < 0.05),
resulting in 880,000 fewer drinkers (95 % confidence interval [CI] 140,000 to 1.6 million). There was an increase,
however, in the prevalence of frequent binging, from 4.8 %
in 2006–2007 to 5.1 % in 2008–2009 (p < 0.01), corresponding to 770,000 more frequent bingers (95 % CI
390,000 to 1.1 million). Non-Black, unmarried men under
30 years, who recently became unemployed (<1 year), were
at highest risk of frequent binge drinking [114].
An Australian study made use of a series of repeated
cross-sectional surveys from the National Drug Strategy
Household Survey spanning 1991–2007 to examine the
relationship between cannabis and alcohol use of Australians aged 14–49 years and the unemployment rate and real
income per capita [115]. The authors reported a procyclical
effect of economic oscillations on alcohol use. A Korean
study focused on the analysis of the associations of socioeconomic disparities with alcohol-related mortality among
men aged 40–59 years during the period before and after
the economic crisis in the late 1990s. Based on Korean
Census data (1995, 2005) and data from the National Death
Files (1994–1996, 2004–2006), the authors [116] found
that socially disadvantaged men had higher alcohol-attributable mortality in both years, but the differences polarized
after the economic crisis.
As far as European studies are concerned, a study
explored the connection between alcohol-related mortality,
drinking behaviour, and macroeconomic conditions in Finland using both aggregate and microlevel data from 1975 to
2001 [117]. The results from the aggregate data reveal that
an improvement in macroeconomic conditions measured
by the employment-to-population rate produces a substantial decrease in alcohol mortality over the period of investigation. However, the great slump of the early 1990s is an
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exception to this pattern. During that particular episode,
alcohol mortality did indeed decline, coinciding with an
unprecedented collapse in economic activity. These findings on overall alcohol mortality trends were confirmed by
another Finnish study [118], which showed in addition a
higher mortality risk attributable to alcohol-related conditions in those older than 45 and in the less educated. Congruently, a recent study on the health status of the Icelandic
general population also demonstrated that during the Great
Recession period (2007–2009), the crisis led to large and
significant reductions in health-compromising behaviours,
including a −2.6 % in drinking alcohol and a −3.4 % in
smoking, largely attributable to increased prices and reduced
wages [119]. Similarly, a British study used a nationwide
representative sample of non-institutionalized white persons
aged 20–60 years from seven waves of the Health Survey
for England, 2004–2010 (n = 36,525), to assess trends in
alcohol use and frequency before, during and after the
recession and in association with unemployment, correcting for possible changes in sample composition and sociodemographic confounders. The primary analysis compared
2006/2007 with 2008/2009, following the official onset of
the UK recession in early 2008. The authors [120] reported
a significant decrease in frequent drinking, the number of
units of alcohol imbibed on the heaviest drinking day, and
the number of days that individuals reported drinking over
the past week. However, among current drinkers who were
unemployed there was a significantly elevated risk of binge
drinking in 2009 and 2010 that was not previously observed
in 2004–2008. Similar findings were obtained in a Canadian
study, comparing data between 2003 and 2010. There, a
one-point increase in the unemployment rate was associated
with 0.15 % fewer drinks consumed in the past month and
a 0.14 % decrease in part-month heavy drinking, specifically in male participants [121]. In Italy, although all-cause
mortality remained stable and was not associated with economic fluctuations, alcohol consumption increased in 2009,
the year with the worst real GDP decrease (−5.1 %) [122].
This is consistent with a Spanish study comparing 2006 and
2010 that found a significant rise of alcohol dependence and
related disorders, specifically among those who experienced
severe economic loss, e.g. unemployment [44]. In Sweden,
the deep recession occurred earlier (1992–2006). During
the following 6 years, there was an increase in the hazard
of alcohol disease-related mortality, linear with duration of
unemployment for women, while for men mortality peaked
with middle-level of unemployment duration [123].
Alcohol use may play a more relevant role in suicidal
behaviour during contractions [124]. Finally, a panel study
on the short-term health consequences of the economic
crisis using data from EU-23 countries found an overall
decrease in the total rate of alcohol consumption and mortality due to cirrhosis and chronic liver diseases [125].
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Whether illegal drug consumption and/or the number of
users is likely to be affected by an economic recession is
indeed relevant questions. Here, as in the case of alcohol or
tobacco use, an increase in consumption could intuitively
be expected, and, indeed, experiencing unemployment was
associated with increased hazard of starting cannabis use in
a US study [3]. But demand for drugs has certain features
in common with the demand for other commodities, and
capacity utilization can be affected by lower incomes or
changes in the drug price. An interesting article reviewing
the existing literature suggested that the downward trend in
the price of illicit drugs in the last decade both in USA and
Europe may have been accentuated in the current economic
downturn [126]. Recessions could also lead drug users to
prefer injection to other routes of administration, in order
to maximize the effect of the substance [127]. Another article pointed out that drug demand responds slowly to exogenous shocks because it is dominated by dependent users
whose behaviours are slow to change. Hence, although the
cumulative effect of the global recession may be large, it
is not likely to produce an abrupt step change in indicators driven by dependent use or total consumption [128].
However, wastewater analysis in two Italian cities reflects
a deep impact of current economic downturn in the utilization of more expensive drugs, such as heroin or cocaine,
and an increase of the consumption of cheaper substances
(i.e. cannabis, methamphetamine), reflecting that the use of
drugs can be indeed affected by income availability [129,
130].
Although there are little data available, empirical evidence suggests so far that there is an association of employment status and illicit drug use. A comprehensive review
of the research up to 2010 clearly demonstrates that compared to employed individuals, unemployed individuals
are more likely to use illicit drugs, and to have substance
use disorders (abuse, dependence) [131]. Furthermore
the probability of entering treatment increases when the
unemployed drug user has a greater probability of finding
a job and vice versa [132]. However, some of the results
obtained in these studies vary widely; this is not surprising
given the different methodological approaches being used
(i.e. diagnostic definition and concept of “unemployed”).
More recent studies confirm these findings. Data from the
2002 through 2010 Substance Abuse and Mental Health
Services Administration (SAMHSA) sponsored National
Survey on Drug Use and Health were analysed to examine
the relationship of unemployment to substance misuse/disorders in the civilian, non-institutionalized US population
(n > 450,000 across the eight included years). The results
showed that in 2009, among ages 18 and older, unemployment was significantly related to substance misuse/disorders (illicit drug use, heavy alcohol use, tobacco use, and
alcohol/drug disorders). For example, past month illicit
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drug use was prevalent among 8.0 % in full-time employed,
11.5 % in part-time employed, and 17.0 % in unemployed.
Further, although the numbers of unemployed people
increased markedly in 2009, the relationship of unemployment to substance misuse and disorders remained generally
consistent across 2002–2009 and among sex, race/ethnicity, geographic region, and age subgroups. Therefore, an
increased number of unemployed people would result in
an increased number of people with substance use disorder
[133]. A different study examined the associations between
different kinds of economic hardships—i.e. unemployment
experience, measured decline in economic resources, and
perceived decline in economic resources—and adoption
of different negative health behaviours, such us cigarette
smoking, harmful and hazardous alcohol consumption, or
marijuana consumption, using population-based longitudinal data collected by the Michigan Recession and Recovery
Study. The authors found that, net of the other hardships,
having experienced unemployment was associated with an
increased hazard of becoming a marijuana user, an objective decrease in economic resources was associated with
greater hazard of starting to smoke cigarettes, and perceived decrease in economic resources was associated with
an increased hazard of starting harmful drinking [3].
Use of alcohol and illegal drugs can be procyclical
among youth, in contrast with findings in the opposite
direction in the general adult population. A feebler economy leads to greater teenage marijuana and hard-drug use
and some evidence that a weaker economy also leads to
higher teenage alcohol use [134]. A similar process can
occur with cigarette smoking [135]. The evidence also indicates that teenagers are more likely to sell drugs in weaker
economies [136]. This suggests that access to illicit drugs
is easier when the economy is weaker. An Australian study
already mentioned also found that the recession should
have encouraged young Australians aged 14–24 years to
both drink and use cannabis more frequently [115].
The use of prescribed psychotropic substances can also
be influenced by economic crises. Here, and given the data
about a worsening in mental health status, an increased use
should be expected. However, restrictive measures such
as co-payment can have an opposite influence. A study
assessed the impact of the 2008 Icelandic economic crisis
on the population’s use of sedative/hypnotics, anxiolytics,
and antidepressants using data obtained from the Icelandic
Pharmaceutical Database (IPD) from January 2006 through
January 2010 on prevalence and incidence of use (per 1000
inhabitants) of sedative/hypnotics (ATC group N05C),
anxiolytics (N05B), and antidepressants (N06A). Psychotropic drug use did not increase in the population of Iceland, except for a short-term increase of anxiolytic among
men. The authors pointed out that new reimbursement rules
were implemented in the wake of the crisis which probably
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had stronger and more lasting effects on the trends in the
time series than the crisis itself [137]. Similarly, a Portuguese study evaluated national-level psychotropic utilization to determine whether there were changes in consumption trend as a consequence of the economic crisis.
Monthly data from 2000 to 2012 of psychotropic medications which were prescribed and dispensed in outpatient
care in the National Health Service (NHS) were collected
(ATC Index 2012 codes N05A, N05B, N06A, and N06CA).
While psychotropic utilization has been increasing in Portugal over the last decade, no changes were observed since
2008 and the trend remained stable [138]. These results are
in agreement with a previous European study concerning
psychotropic consumption and economic crisis, in this case
during the crisis of the early 80s, in eight EU countries.
The analysis showed that only the use of tranquilizers did
in fact increase during the economic recession. The use of
hypnotics and sedatives, antidepressants, and neuroleptics
did not change consistently in the eight countries studied.
Variations in the severity of economic decline between
countries do not explain different changes in use levels.
However, variations in social security coverage did make a
difference in terms of type of psychotropic drug prescribed
[139], a fact confirmed in other studies [140].
Summary The relations between economic downfall and
substance use patterns and consequences remain complex.
Some trends can be found based upon the literature review
as presented above. During periods of economic downfall alcohol use seems to decrease in the population, most
likely due to pricing effects. However, there is an increase
in binge drinking, alcohol-related harm, and dependence in
a subsample of the population. Factors that mediate this risk
are most probably: (a) duration of unemployment and severity of the economic loss, (b) pre-existing individual vulnerability for alcohol use disorders, (c) quality of the social and
familial support network, d) pre-existing economic disparities, augmented by economic crises, and e) specifically men
are more vulnerable to the alcohol effects of recessions. For
illicit drug use, the relation between low socio-economic
status and increased illicit drug use is consistent; the relation with economic crisis periods is far more inconsistent,
probably because of the flexibility of the illegal market (i.e.
availability, pricing, and different sort of drugs). Finally,
economic downfall seems consistently associated with an
increase in tobacco smoking in both adolescent and adult
populations, without gender differences.

Suicide
The possibility that suicide rates might increase as a consequence of economic downturn has caused widespread and
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deep concern in the context of the current global recession.
As a consequence, suicide has been one of the most studied adverse health outcomes related to economic decline.
While this research has not completely explained the intricate relationship between suicide, psychiatric disorders,
and economic hardship, some relevant pieces of information have been produced and our task is now to summarize
these results.
Following an excellent review by Catalano et al. [141],
research on the effect of economic crises on suicidal behaviour can be classified into risk factor studies—typically
comparing the suicidal behaviour of individuals exposed
or not to undesirable job or financial experiences such as
unemployment or debts—or research using population
aggregates to measure the association over time between
economic indicators—for example, unemployment rate—
and incidence of pathology (“net effect studies”). Broadly,
two main theories may explain an association between
unemployment and suicide: a causative theory—i.e. job
loss leads to the emergence of conditions (e.g. depression)
that bring on suicide—or a selective theory—i.e. subjects
who are more prone to commit suicide (e.g. those suffering from mental illnesses) are also more prone to lose their
job—[142]. In fact, both theories could explain part of the
observed data. From the social drift hypothesis, even in
good economic condition, patients with severe psychiatric
disorders are a very vulnerable population prone to drift
into lower social status and unemployment. Therefore, they
may be among the first to suffer from economic crisis and
this indeed appears to happen in some European countries
(i.e. Greece) during the current economic crisis [143].
Research on risk factor has been collected from case–
control and longitudinal cohort studies conducted in several countries either within or without the context of an
economic crisis [144–157]. Overall, the studies ascribe
to a stress model theoretical explanation for the identified
association between unemployment and suicidal behaviour after controlling for potential confounders factors such
as age, sex, or socio-cultural level. Most of the studies,
but not all—for example, see [158]—show evidence for a
modest but significant association between unemployment
and suicide. Other approaches have also been adopted. A
Greek study with a cross-sectional methodology found an
association between suicide and financial strain, but not
with employment status [159]. However, in a 30-year interrupted time-series analysis of suicide in Greece, it has been
shown that selected austerity-related events in Greece corresponded to statistically significant increases for suicides
overall, as well as suicide among males and females [160].
Although the data support a relationship between the suicide rate and the socio-economic situation, this relationship may not be that of a direct cause and effect [161].
Efforts to elucidate the nature of the relationship between

Eur Arch Psychiatry Clin Neurosci (2016) 266:89–124

unemployment, suicidal behaviour, and previous mental
disorder have not produced enough clarity. Probably both
causative and selective theories have a role when explaining the association.
As far as aggregated studies are concerned, research carried out in different countries has shown a positive association between unemployment and/or economic downturn
periods and suicide rate. This countercyclical relationship
emerges from time-series analysis of the USA [162–166],
UK [167–169], Italy [170, 171], Greece [172], Russia
[173], Spain [174–176], South Korea [177, 178], and Japan
[179]. Several articles applying fixed-effects models in a
number of countries have also found countercyclical effects
for suicide [8, 23, 180–183]. However, some studies found
either null [184–188] or even procyclical [189, 190] associations between suicide and economic situation.
Intended to sort out substantial differences in methodology and relative power for detecting associations that could
account for conflicting results, several multinational studies have recently been published. During the 1990 s, severe
economic crisis Asian countries were greatly impacted
and this coincided with a sharp increase in suicide rates.
A study investigated the impact of the Asian economic crisis (1997–1998) on suicide in Japan, Hong Kong, South
Korea, Taiwan, Singapore, and Thailand. Suicide and population data for the period 1985–2006 were extracted from
the WHO’s mortality database and Taiwanese mortality statistics. Sex-specific age-standardized suicide rates for adult
population (15 years or over) were analysed using joinpoint regression. Trends in divorce, marriage, unemployment, gross domestic product (GDP) per capita, and alcohol
consumption were compared with trends in suicide rates
graphically and using time-series analysis. Suicide mortality decreased in the late 1980s and early 1990s but subsequently increased markedly in all countries except Singapore, which had steadily declining suicide rates throughout
the study period. Compared to 1997, male rates in 1998
rose by 39 % in Japan, 44 % in Hong Kong, and 45 % in
Korea; rises in female rates were less marked. Male rates
also rose in Thailand, but accurate data were incomplete.
Increases in suicide rates were not seen in Taiwan and Singapore, where the economic crisis had a smaller impact on
GDP and unemployment. Time-series analyses indicated
that some of the crisis’ impact on male suicides was attributable to increases in unemployment [191].
With reference to Europe, one study assessed the impact
of unemployment rate on suicide rate in Western European countries between 2000 and 2010, and attempted to
estimate the excess number of suicides attributable to the
increase of unemployment during the 2008–2010 economic
downturn. After controlling for sex and age, the unemployment–suicide association was assessed for each, and the
excess number of suicides attributable to the increase of
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unemployment was estimated. The presence of a confounding context effect (“crisis effect”) was also evaluated. A
significant 0.3 % overall increase in suicide rate for a 10 %
increase in unemployment rate (95 % CI 0.1–0.5 %) was
highlighted, but this association was significant in only
three countries. The association was modified inconsistently when adding a “crisis effect” into the model. The
authors highlighted that the identified association between
unemployment and suicide rates is weak, and its amplitude and sensitivity to the “crisis effect” vary across countries [192]. Another article addressed the short-term health
effects of the current crisis in EU countries and also examined whether the effect differed between countries according to the level of social protection provided. The results
indicated an overall procyclical decreased rates in mortality and alcohol consumption associated with higher unemployment rates, but a countercyclical increase in suicide
rates. The level of social protection seemed to bumper the
effect of the crises for both desirable and undesirable consequences [125, 193, 194]. Evolution of suicide rates was
included among several health and mortality indicator in
a study on eight European countries using data extracted
from EUROSTAT for 2000–2010 to evaluate the impact of
the economic crisis. A mixed approach of ecological and
time-trend design was applied, including correlation analysis. The financial crisis had no visible effect on overall
mortality in any of the eight countries until 2010 but suicide mortality increased in Germany (+5.3 %), Portugal
(+5.2 %), Czech Republic (+7.6 %), Slovakia (+22.7 %),
and Poland (+19.3 %). The effect of unemployment on suicide rates was higher in countries with lower social spending [195]. Another article contributes to the debate on how
economic activity influences suicide mortality by exploring European regional from a panel data set of 275 regions
in 29 European countries over the period 1999–2010. The
sample covers the years of the European Monetary Union,
including the economic crisis, starting in 2008. The results
suggest that unemployment does have a significant influence on increasing suicides in Europe. In line with economic theory, this influence varies among gender and age
groups. Males of working age—younger than 65 years—
are particularly sensitive, while old-age suicide mortality does not vary with employment changes [196]. A very
interesting paper analysed the unemployment–suicide link
using time-series data for 30 European countries spanning
the period 1960–2012, focusing on the effects of the Great
Recession. Separate fixed-effects models were estimated
for each of five welfare state regimes with different levels
of unemployment protection (Eastern, Southern, AngloSaxon, Bismarckian, and Scandinavian). Results showed
that unemployment rates increased most in country groups
with the least developed social protection (Eastern and
Southern Europe). Findings also suggest that it was also
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in these country groups that increasing unemployment had
the most detrimental impact on suicide. In contrast, the
increase in unemployment in Scandinavia with the highest
level of unemployment protection had no noticeable effect
on suicides [197]. Data gathered from 29 European countries including the number of deaths by suicide in men and
women and several economic data (unemployment rate,
gross domestic product per capita, annual economic growth
rate, and inflation rate) were analysed, finding a strong correlation between suicide rates and all economic indices
except GPD per capita in men but only a correlation with
unemployment in women. However, the increase in suicide
rates occurred several months before the economic crisis
emerged. Overall, this study confirms a general relationship
between the economic environment and suicide rates; however, it does not support a clear causal relationship between
the current economic crisis and an increase in the suicide
rate [198]. Ending this serial of European works, a recent
study focused on male suicide, since suicide increases
seem to concentrate in men during the Great Recession in
Europe. This work consisted of a cross-sectional analysis
of 20 EU countries from 1981 to 2011 using multivariate statistical models adjusted for pre-existing time trends
and country-fixed effects. Beside male suicidal rates, the
authors investigated whether increases in unaffordable
housing, household indebtedness, or job loss can account
for population differences, as well as potential mitigating
effects of several indicators of social protection (i.e. total
social spending per capita, active work market programs,
social capital, and monetary benefits). Interaction terms
were used to evaluate modifying effects. Changes in levels of unaffordable housing had no effect on suicide rates
(p = 0.32); in contrast, male suicide increases were significantly associated with each percentage point rise in male
unemployment, by 0.94 % (95 % CI 0.51–1.36 %), and
indebtedness, by 0.54 % (95 % CI 0.02–1.06 %). Spending on active labour market programs (ALMP) (0.26, 95 %
CI 0.08–0.45 %) and high levels of social capital (0.048 %,
95 % CI 0.0096–0.087) moderated the unemployment–suicide association. There was no interaction of the volume of
antidepressant prescriptions (p = 0.51), monetary benefits
to unemployed persons (p = 0.77), or total social protection spending per capita (p = 0.37) [194].
Other studies have adopted a more global approach. An
article examined how aggregate suicide rates at country
level are affected by unemployment rates, depending on
the different development levels, and estimated the fixedeffects model using panel data for 24 OECD countries
for the period 1980–2002. The results showed a positive
effect of unemployment rates, but only for higher-income
level countries. In countries with lower-income levels,
higher unemployment rates had a negative impact on suicide rates [199]. A systematic review and meta-analysis of
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16 studies using population-based cohort or case–control
designs, population-based ecological designs, or hospitalbased clinical cohort or case–control designs showed that
long-term unemployment is associated with a greater incidence of suicide. The risk is greatest in the first five years
and persists at the lower but elevated levels up to 16 years
after unemployment [200]. Another study assessed changes
in suicide rates along the period 2000–2009 (including one
complete year after the economic crisis started in 2008),
in 27 European and 27 non-European countries, using the
available from data the World Health Organization mortality database (53 countries) and for one (the USA) from
the Center for Disease Control and Prevention. Unemployment was used as the main economic indicator. To calculate changes in trends in suicide rates and excess suicides
related to the global economic crisis, assessment of time
trends and estimation of the expected number of suicides
(that is, what would have happened if the economic crisis had not occurred) and then quantification of deviation
from these trends were performed. The results showed
a rise in suicide after the 2008 global economic. There
were important differences in men and women as well
as in the age pattern in different groups of countries. The
increases were mainly in men from the 27 European countries and 18 American countries studied. All age suicide
rates in European and American men were, respectively,
4.2 and 6.4 % higher in 2009 than expected if past trends
had continued. In contrast, there was no change in European women and a relatively smaller (2.3 %) increase in
American women. In European countries, men aged 15–24
were most strongly affected, while men aged 45–64 were
most affected in American countries. Rises in suicide rates
seemed to be associated with the magnitude of increases
in unemployment, although the association was weak, particularly for men and in countries with low prior unemployment rates [201]. In a similar study, authors analysed data
for years 2000–2011 for suicide, population, and economy
from the WHO mortality database and International Monetary Fund’s world economic outlook database covering
63 countries. Interestingly, a higher suicide rate preceded
approximately by 6 months a rise in unemployment. In all
regions of the world, the relative risk of suicide associated
with unemployment was elevated during the study period
by about 20–30 %. Suicide associated with unemployment
demands prevention strategies focused on the unemployed
and on employment and its conditions, not only in the difficult economic times, but also in times of stable economy
[202].
Summary Suicide is associated with lower socio-economic status and situations that usually accompany economic crisis, for example unemployment, evictions, and
indebtedness. There are several factors which mediate this
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association, particularly the presence of psychiatric disorders, both previous and related to the hardship. The existence of well-developed social protection and health services
is also relevant. In this way, countries with a consolidated
welfare state appears to be less exposed to adverse health
outcomes related to economic decline. However, research
has not elucidated completely the intricate relationship
between suicide, psychiatric disorders, and economic hardship. The direction of causality is not well established, and
different results emerge from different methodologies, particularly from studies on individual or aggregated data. It
is even possible that these relationships are affected by the
context, so that in times of crisis, there is an increase in the
suicide rate, but a decrease in the strength of the association of suicidal behaviour with factors such as unemployment. In any case, the data underscore the importance of
adopting adequate preventive policies.

Demand for psychiatric care
Prior to the start of the current economic crisis, there was
clear evidence that Europe had a large number of patients
in need of psychiatric care that were not receiving the necessary assistance. For example, as part of the European
Study of Epidemiology of Mental Disorders (ESEMeD)
project, a cross-sectional survey was conducted of representative samples of the adult general population of Belgium, France, Germany, Italy, the Netherlands, and Spain
(n = 8796). Mental disorders were assessed with the Composite International Diagnostic Interview 3.0. Individuals
with a 12-month mental disorder that was disabling or that
had led to use of services in the previous 12 months were
considered in need of care. Results showed that about six
per cent of the sample was defined as being in need of mental health care and nearly half (48 %) of these participants
reported no formal healthcare use. In contrast, only 8 % of
the people with diabetes had reported no use of services for
their physical condition. In total, 3.1 % of the adult population had an unmet need for mental health care [27].
Intuitively, one could expect that recessions, at least as
measured in terms of unemployment, would be accompanied by increase in mental health service utilization and
reported prevalence of common psychiatric disorders (e.g.
depression, anxiety, and alcohol-related disorders) [203].
However, research on demand for psychiatric care in
time of economic crises remains controversial. There are
some explanatory factors. First, demand for care seems to
be very much influenced by the peculiarities of healthcare
organization and provision of services. As an example, we
can cite the result of a recent American study on healthcare
spending, which confirms that the recent 2007–2009 recession had a dramatic effect on behavioural health spending,
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with the effect most prominent for private, state, and local
payers. During the recession behavioural health spending
increased at a 4.6 % average annual rate, down from 6.1 %
in 2004–2007. Average annual growth in private behavioural health spending during the recession slowed to 2.7 %
from 7.2 % in 2004–2007. State and local behavioural
health spending showed negative average annual growth,
−1.2 %, during the recession, compared with 3.7 %
increases in 2004–07. In contrast, federal behavioural
health spending growth accelerated to 11.1 % during the
recession, up from 7.2 % in 2004–2007. These behavioural
health spending trends were driven largely by increased
federal spending in Medicaid, declining private insurance
enrolment, and severe state budget constraints [204]. As an
example of the consequences of these policies, state policies designed to decrease Medicaid enrolment may have
led to increased use of state psychiatric hospitals by former
Medicaid enrolees with schizophrenia [205]. On the other
hand, at least in some states, health insurance does not protect individuals from medical debt, and medical debt and
lack of insurance coverage both predict reduced access to
care [206].These results are predictable in countries like the
USA, where health insurance coverage is linked strongly
to employment. And second, much of the epidemiological
research on this topic could have serious methodological
weaknesses. Many studies rely mainly on “second-hand”
data; that is to say, on administrative indices and service
contact rates. Area prevalence surveys carry the advantage
that they do supply “first hand” data, but as a rule these
will be valid for only short cross sections in time. Lifetime
prevalence estimates, on the other hand, will be of little
relevance in trying to establish the health consequences of
economic fluctuations [19].
A Spanish study based on data from a Regional Cumulative Case Register found no evidence of significant increase
in prevalence or incidence of any psychiatric diagnosis during the period 2000–2010. Moreover, the results showed a
negative correlation of unemployment rate with psychiatric
care demand [46]. However, the IMPACT study conducted
in primary healthcare centres in Spain found a significant
increase in common mental disorder during the current
economic downturn. A total of 7940 patients in 2006–2007
and 5876 in 2010–2011 representing the Spanish consulting population were administered the Primary Care Evaluation of Mental Disorders (PRIME-MD) instrument to
diagnose mental disorders. Between 2006 and 2010, mood
disorders increased by 19 %, anxiety disorders by 8 %, and
alcohol abuse disorders by 5 %. The most relevant factors
accounting for this variation were household unemployment rate and mortgage payment difficulties [44]. A study
assessed contact with any kind of mental health services
and its relationship with individual and socio-ecological
variables in three catchment areas from three different
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Italian cities along a 6-month period in 2009. While a lower
socio-economic status was associated with a greater use of
services, unemployment was only associated with a greater
use of daycare services, probably due to the higher rate of
unemployment in patients with schizophrenia [207].
This finding of a decreased demand of psychiatric care
during economic crises is not new. There are a number
of studies that have linked previous recessions to lowered healthcare use [208], regardless of insurance status.
Recently, a study assessed possible associations between
economic downturn and changes in the magnitude of foregone health care related to social disparities. Data from the
2006 to 2010 waves of the US National Health Interview
Study were used to examine levels of foregone medical,
dental, and mental health care and prescribed medications.
Differences were compared before the Great Recession
of 2007–2009, during the early recession, and later in the
recession and in its immediate wake. Results pointed out
that foregone care rose for working-aged adults overall in
the two recessionary periods compared with the pre-recession. Foregoing care was more common for some ethnical
minorities and less-educated individuals in both pre-recession and recession periods [13]. Similarly, a US study
examined the changes in healthcare utilization for mental
health disorders among patients who were diagnosed with
depressive and/or anxiety disorders during the Great Recession 2007–2009. Results showed that prescription drug
utilization (e.g. antidepressants, psychotropic medications)
increased significantly during the economic recession
2007–2009 for both females and males but physician visits for mental health disorders decreased during the same
period [209].
It is difficult to elucidate the reasons for a possible lower
demand for psychiatric care in times of economic crisis, but
it is important to consider all forms of psychiatric care. For
example, it has been described that an increase of job loss
can be associated with an increase of the use of psychiatric
care in emergency departments [210, 211] and also in the
proportion of ED visits for suicide ideation [212]. On the
other hand, affected individuals may fear the stigma associated with mental disorder impairs their opportunities for
finding a job, or keeping it. For instance, a recent British
paper reveals that discrimination against mentally ill people may be rising because of the economic crisis, particularly when trying to get a job [213]. Data from the Epidemiologic Catchment Area survey indicate that job loss
increases the risk of antisocial behaviour and alcohol abuse
but also that the fear of lay-off inhibits these behaviours
among persons who remain employed when unemployment
unexpectedly increases [214, 215]. Certainly, the availability, affordability, and access of mental health services and
psychopharmacological treatments can play an important
role in the use of services and treatments. For example, a
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study examined how insurance status affects the utilization of prescription medication for mental health problems
in Canada and found that insurance coverage and need for
co-payment have an important relative impact on the likelihood of drug use for mental illness, particularly on the use
of antipsychotics and mood-stabilizer substances [140].
Another study found that expansion of insurance coverage contributes to a decreased probability of a positive
screening for depression in low income community dwellers [216]. Even in countries with reported universal health
care with public funding coverage, economic downturns
and associated budget cuts can deteriorate access to mental
health care [217].
Summary The data suggest that the usual gap between
the numbers of persons affected by psychiatric disorders
and those treated appropriately increases in times of economic crisis. It is likely that the lack of accessibility to services and the austerity measures have a role in this. However, it is also possible that the increased stigma towards
people with mental illness in times of crisis plays an important role.

Vulnerability factors
Working conditions
We have already addressed the issue of the relationship
between unemployment and psychiatric morbidity, including suicidal behaviour. But in times of economic crisis,
psychological distress can also affect people that have kept
their jobs, as a consequence of fear of lay-off/downsizing,
job instability, flexible work, lack of regulatory protection,
or hardening of working conditions (e.g. increasing working hours, forced mobility, and lower wages) [218]. This
erosion of “standard” working conditions—full-time, permanent jobs with benefits, etc.—has been enshrined in the
overall concept of precarious employment [219].
The negative impacts of organizational downsizing and
increased job insecurity on employee health have been
highlighted in some reviews. Studies suggest increases in
sickness absence, declining self-reported health, more selfreported job insecurity, and worse psychological well-being
[220, 221]. While most studies suggest that organizational
downsizing is bad for employee health, there have several
methodological limitations. First, many studies rely on selfreported health, introducing a source of bias. Second, many
studies of downsizing include those workers that are eventually laid off and only a few have focused on the effects of
downsizing and job insecurity on “survivors” (employees
who keep their jobs but with the threat of coming lay-offs

Eur Arch Psychiatry Clin Neurosci (2016) 266:89–124

or poorer working conditions). Third, studies often do not
account for the macroeconomic condition. Yet during periods of general economic uncertainty the effects of organizational downsizing on health may be different than those
occurring in single, isolated events. Finally, when comparing stayers with leavers, it should have taken into account
that workers that are laid off are also generally at higher
risk of adverse health or health-related behaviour to begin
with [222].
It is notable the controversial results between studies
relying on self-reported data and those using incidence of
new diagnosis. For example, a study examined four health
outcomes—incident hypertension, diabetes, asthma/COPD,
and depression—for a cohort of approximately 13,000
employees from a large multisite company, taking advantage of a large ongoing cohort study dating back to 1996.
Results examined the health consequences of downsizing events on the remaining workforce in the context of
the 2009 recession. Analysing data from health insurance
claims, the authors reported evidence of an increased risk
of developing hypertension for workers that remain working at plants where there was severe downsizing, but found
no association between working at a high lay-off plant and
acquiring a new diagnosis of depression [223]. In contrast,
other studies using self-reported or indirect measures of
psychological well-being—e.g. psychotropic drugs consumption—have found evidence that suggests that downsizing may pose mental health risks among remaining
employees, especially in regard to the appearance of symptoms of anxiety and depression [57, 224–230], a finding
coincident with the results of a British study that assessed
the presence of clinically diagnosable depression using the
revised Clinical Interview Schedule and ICD-10 research
diagnostic criteria administered by well-trained lay interviewers, and found an increased likelihood of depression
among those agreeing that their job security was poor
[231]. These results suggest that workers may be reluctant
to show any sign of stigmatized mental health conditions,
even at the cost of no receiving appropriate health care.
Given the estimations of losses in work productivity due to
mental health problems [232], the possibility of increasing
hidden psychological distress among employees may represent a substantial problem in times of economic crisis.
It should be noted that unemployment and job precariousness affect more severely people with mental health disorders compared with people without mental health problems and other chronic conditions [233–235], and this trend
is likely to increase during recessions. A study evaluated
unemployment rates among individuals with mental health
problems before and during the current economic recession across Europe, using individual- and aggregate-level
data collected from 27 EU countries in the Eurobarometer
surveys of 2006 and 2010 [17]. Results showed that people
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with mental health problems had a disadvantage in getting
a job before the recession, and that this disparity increased
following the onset of the crisis. Men and individuals with
lower level of education are particularly disadvantaged.
Another interesting finding of this study is that stigmatizing
attitudes towards people with mental illness may be growing during the crisis. Individuals with mental health problems living in countries with higher levels of stigmatizing
attitudes regarding dangerousness of people with mental
illness were more vulnerable to unemployment in 2010,
but not 2006, in support of other studies that suggested
that attitudes to people with mental health problems may
harden during periods of economic crisis [213, 236, 237].
Summary Precarious working conditions deteriorate
mental health, particularly in times of economic crisis.
People with mental health problems are disadvantaged in
getting a job, and this difficulty increases with economic
downturn.

Financial pressure
Reasonable evidence exists of a relationship between being
in debt and having mental health problems. Robust and representative studies indicate that (a) people with debts are
more likely to have common mental health problems; and
(b) people with common mental health problems are more
likely to have debts than the general population. However,
there is less evidence explaining how debt might act as a
pathway into poorer mental health, or how mental health
problems might lead to debt [238]. In one interpretation,
people get into debt for a variety of reasons (e.g. gambling,
substance abuse, compulsive shopping, marital or relationship breakdown, and redundancy), and these factors,
alone or in combination, then increase the risk of anxiety
and depression. In the converse interpretation, individuals
with mental disorders are less likely than others to obtain
or maintain employment, and may also find it difficult to
apply for benefits and to budget, leading to indebtedness.
Their debt may also be exacerbated by a failure to appreciate its degree. It is likely that both kinds of mechanisms
occur—people with debts are more likely to have mental
health problems and people with mental health problems
are more likely to be in debt—and that both of them are
exacerbated in time of economic crisis, but there is no conclusive evidence, however, of a causal relationship [239].
The existing research literature has some methodological caveats. For example, there is little consistency in the
conceptualization and measurement of debt and many
papers did not differentiate between different types of debt,
making it difficult to make strong claims about the impact
of each. Another limitation is restriction to the relationship
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of debt with depression or with psychological distress.
Most of the evidence on the relationship between indebtedness and poor mental health comes from UK, USA, Nordic
countries, and Australia. Both housing debts [239–242],
consumer debt [240, 243, 244], or mixed debt [245–250]
has been moderately associated with common mental disorders—particularly depression and anxiety—and psychological distress. Being in housing arrears appears to have
a more detrimental effect on mental health in medium or
low income households [251]. Simply having a mortgage
could be associated with higher rates of psychological distress [247, 252, 253]. The negative effect of debts on mental health or psychotropic medication use remains independently of socio-economic status, which affirms calls for
more complete measures of SES [254–256]. These studies
provide plausible evidence that debt may actually strongly
mediate the long-known relationship between low income
and common mental disorders [257].
A shortcoming of many studies was addressed by British research that used data from a random probability
sample comprising 7461 respondents interviewed for the
third national survey of psychiatric morbidity of adults in
England carried out in 2007. The authors aimed to estimate the prevalence of “specific” mental disorders based
on ICD-10 research diagnostic criteria by type of debt
and quantify the additional influence of addictive behaviours. Results showed that adults in debt were three times
more likely than those not in debts to have common mental disorder (38 vs. 13.9 %). The increased likelihood of
mental disorders among those in arrears was found for all
six conditions evaluated—generalized anxiety disorder,
depression, obsessive–compulsive disorder, phobia, panic
disorder, and mixed anxiety and depressive disorder—and
was irrespective of source of debt—housing, utilities, and
purchases on credit. The situation was exacerbated among
those with addictive behaviours—alcohol or drug dependence or problem gambling. Those with multiple sources
of debt and who had to obtain money from pawnbrokers
and moneylenders had the highest rate of mental disorder,
almost 50 % [239].
Some studies have assessed specifically the relationship
between debt and suicide or self-harm. In a Finnish survey
of 4868 people, the authors investigated whether difficulty
repaying debts was associated with suicidal ideation (thinking about suicide) and suicide attempts in the general population. Asking about difficulties in the last or other debts,
those experiencing debt repayment difficulties were more
likely to have a probable mental health problem than those
who were not (37 vs. 16 %). Thinking about suicide was
also independently associated with difficulties repaying
debt, although debt repayments were not independently
associated with suicide attempts [247]. An Australian study
conducted an analysis based on a survey data set of 5037
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participants (aged 16 plus) from the South Australian Monitoring and Surveillance System. Defining debt as “spending more money than getting”, the authors found that people with debt had a greater likelihood of reporting suicidal
thoughts than those without debt, even when other variables and influences were controlled for [258]. Analyses on
samples of suicidal cohorts coming from Eastern Asia have
identified indebtedness as an independent risk factor for
suicide, particularly if associated with gambling and psychiatric problems [259–262]. Studies assessing self-harm
have small samples and mixed results [263, 264].
Closely related to financial strain, housing instability
has aroused great interest in the last decade because of its
intended impact on mental health. Indeed, a defining feature of the USA and EU recent economic downturn has
been the alarming rate of home foreclosure and other forms
of housing uncertainty (e.g. homelessness, frequent moves,
and crowded households). Historically, research on housing instability had focused on the health consequences of
severe forms of housing instability among disadvantaged
populations. Several studies found that homelessness [265–
267] or crowding [268, 269] is associated with poorer physical and mental health. The number of studies on the health
consequences of foreclosure has increased in recent years,
as the mortgage crisis has unfolded. Having experienced
mortgage repossession and being in the process of losing
home have both been associated with a number on negative mental and physical health outcomes or psychological distress [270–274], and neglected health care because
of financial difficulties [275]. Ecological studies also show
that increases in neighbourhood-level foreclosure represent
an important risk factor for depression [15].
An US study used data from the Michigan Recession and Recovery Study to measure a variety of housing instability types and assessed the association between
these housing problems and self-rated health, depression,
anxiety, and problematic alcohol use. Respondents who
experienced homelessness and those who were behind on
their mortgage or in foreclosure had a higher likelihood of
reporting poor self-rated health. Respondents who experienced homelessness, were behind on their rent, or went
through foreclosure recently were more likely to meet
criteria for major or minor depression. Those who had
recently moved for cost, fallen behind on their mortgage, or
were in the foreclosure process, and those who completed
a foreclosure recently were significantly more likely to
report a recent anxiety attack. Finally, respondents who had
been homeless recently were more likely to report harmful or hazardous alcohol use [20]. These results, coincident
with other papers, suggest the existence of a gradient from
stable housing; difficulties in paying, eviction, foreclosure,
and homelessness as far as mental health consequences are
concerned [270]. Most studies on foreclosure are based

Eur Arch Psychiatry Clin Neurosci (2016) 266:89–124

on retrospective experiences of sufferers, but an interesting prospective US study analysed drawn data from the
Detroit Neighborhoods and Health Study (DNHS), waves
1 and 2 (2008–2010) and found that exposure to foreclosure between waves 1 and 2 predicted symptoms of major
depression and generalized anxiety disorder (DSM-IV) at
wave 2, controlling for symptoms at wave 1. Even after
adjusting for wave 1 symptoms, socio-demographic variables, lifetime history of psychiatric disorder at wave 1,
and exposure to other financial stressors between waves 1
and 2, foreclosure was associated with an increased rate
of symptoms of major depression and GAD [276]. Widespread housing default and particularly mortgage default
and homelessness may have important public health
implications.
Inequalities
The relationship between poverty and many health-related
outcomes, including mental health, is indisputable: there is
a socio-economic gradient, and mental health is not evenly
distributed across society, with those who experience the
highest levels of social disadvantage also experiencing
poorer mental health than that of the more advantaged
members. As economic turmoil increases the rate of poverty and widens the socio-economic gap across society, a
higher rate of mental disorder and particularly of the socalled common mental disorders—i.e. depression and anxiety syndromes—is expected. Some population groups, for
example, children, women, and middle age people, could
be particularly vulnerable, although the elderly continue to
be affected by the health effect of inequalities [277–279].
However, we need to understand better the causal relationships between social determinants and mental health,
thereby clarifying which aspects of poverty are the key
drivers of mental illness [280]. Aspects such as individual
elections of lifestyle, exposure to risk factors, educational
background, social cohesion, perception of collective
unfairness—i.e. social comparisons arising from relative
deprivation—access to mental health services, income
inequalities among others have been put forward in different studies but it has not been possible to draw clear and
generalizable conclusions. The task of elucidating these
factors is difficult, given the nature of the available data.
Given the impossibility of carrying out randomized controlled trials, we are stuck with observational data [36, 37,
42, 281–293]. For example, there is an ongoing debate
about the influence on mental health of the level of inequality in different countries, according to their level of economic development. Probably, if we want to know whether
aggregate-level income inequality has a direct effect on
individual-level mental health, then the ideal data source
would be multilevel time series with observations at both
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the individual and aggregate level within one nation, state
or local region—to control for all the confounding unobservable cultural and institutional factors that makes one
country different from another—while allowing us to see
what happens at the individual level (after controlling for
individual-level exposure to risk factors) when aggregatelevel income inequality changes. Multinational comparisons, however, are challenging given the difficulties of data
comparability. As these kinds of data are often lacking,
there is a very interesting area of research ahead.
Social connectedness
Social capital has recently emerged as an increasingly
important concept in research and public health discourse
[294]. While many definitions have been put forward to
construe it, social capital is generally conceptualized as
a way of describing social relationships within societies or groups of people. Particularly, social capital refers
to the resources individuals have access to as a result of
their social relationships. As a consequence, differential
social capital generates differential socio-economic and
health opportunities. Given the complexities of the social
matrix, the theory of social capital has encompassed various divisions of the concept: ecological versus individual
social capital, structural versus cognitive social capital,
bridging versus bonding/linking social capital, among others. Its multifaceted nature along with the heterogeneity
in definition and measurement has rendered synthesis of
evidence challenging. In spite of diversities in the study of
social capital, converging evidence has corroborated a link
between its indices and health outcomes [295].
Three perspectives on the efficacy of social capital have
been explored in the public health literature. A “social support” perspective argues that informal networks are central
to objective and subjective welfare; an “inequality” thesis posits that widening economic disparities have eroded
citizens’ sense of social justice and inclusion, which in
turn has led to heightened anxiety and compromised rising life expectancies; a “political economy” approach sees
the primary determinant of poor health outcomes as the
socially and politically mediated exclusion from material
resources. At least two systematic reviews have explored
the links between social capital and mental well-being and
have shown a positive association between the two [296,
297]. Similarly, other studies have drawn similar conclusions, justifying further the contribution of social capital in
promoting mental health and preventing mental disorders
[298, 299], although not all studies agree completely [300].
An epidemiological study conducted in 2009 in Sweden
revealed an additive impact of low social and economic
capital on poor health outcomes, including psychological
distress, suggesting that any policy strategies employed
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should target economic and social capital simultaneously
[301]. Similarly, a study carried out in Greece showed that
some aspects of social capital were inversely associated
with lower rates of depression and anxiety, although this
relationship was mediated by the intensity of the financial
difficulties [302]. In line with this, reports addressing ways
of mitigating the mental health effects of the financial crisis
have stressed the importance of strengthening social capital
[10, 303, 304].

prevention, and intervention represent a good use of available resources. Obviously, a mental health perspective is
predominant in this paper, but we will make any effort to
be neutral and to justify our recommendations according to
available evidence (Table 6).
The following areas of intervention and recommendations are suggested:

Summary Precarious working conditions deteriorate
mental health, particularly in times of economic crisis.
Also, people with mental health problems are disadvantaged in getting a job, and this difficulty increases with
economic downturn. Not surprisingly, indebtedness and
housing instability in all its forms are associated with
poorer mental health. However, causality remains elusive.
There is an ongoing debate about the influence on mental
health of the level of inequality and social connectedness
in different countries, according to their level of economic
development.

Mental illness and poverty are considered to interact in a
negative cycle; that is, not only is the risk of mental illness
among people who live in poverty higher, but so too is the
likelihood that those living with mental illness will drift
into or remain in poverty. As a consequence, both the poor
as well as people with mental disorders constitute vulnerable groups requiring targeted social and financial protection or assistance [306].
Accordingly, enhanced social protection systems are
required to face persistent economic downturns. There is
evidence that increased state welfare support can mitigate
some of the mental health effects of economic downturns
[12]. Given the depth of the present economic crisis and its
duration, the resilience of social protection systems must
be improved to enable them to continue providing protection to the entire population. Measures must be responsive
to social needs of all generations and preserve the capacity of social protection to cushion any unequal impact of
the crisis and to satisfactorily withstand economic shocks.
Social support should be provided together with counselling services to those who are under relevant financial pressure (e.g. lose jobs or homes and indebtedness).

Recommendations
The current economic crisis presents an opportunity to
strengthen policies that would not only mitigate the impact
of the recession on mental health, but also help promote
mental health at any point in the economic cycle. Investment in supports for well-being and mental health are just
as relevant in times of economic thriving as in times of
economic bust. Therefore, our recommendations address
not only actions to be carried out in times of crisis, but also
include suggestions to improve mental health in general
terms. No doubt one of the best ways, if not the best, to
prevent the harmful effects of crises on mental health is to
have the population in “good shape” with regard to mental
health. A healthy population will be more resilient to the
damaging effects of crises, and thus, it is critical to invest in
public health as a preventative measure [305].
We have focused on measures related to mental health,
but being fully aware that our suggestions cannot be separated from general health and welfare policies. The health
sector cannot achieve good mental health alone. Health
systems aim to improve health and health-related wellbeing, but are always constrained by the resources available
to them. They also need to be aware of the resources available in adjacent systems which can have such an impact
on health, such as housing, employment, and education.
Careful choices therefore have to be made about how to
utilize what is available. One immediate corollary is to ask
whether investment in the area of mental health promotion,
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Welfare provision

Maintaining income support
Using adequate income support measures can be an effective guarantee against precariousness and social exclusion.
The overall effect of these measures impacts positively on
household’s resilience to falling income and indebtedness,
which in turn are related to an increase in mental health
problems. Specific attention should be paid to address
housing instability and children’s education. A strategy of
prioritizing active employment and family promotion over
passive income maintenance is advised [307].
Fighting unemployment and precarious working conditions
The relationship between unemployment and mental illness
is complex, and it is difficult to identify the direction of
causality; it is likely that there are pathways going in both
directions. Despite this, the strong association of unemployment with depression and suicide warrants the development of programs to help people cope with joblessness
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or regain employment [200]. There is now compelling
evidence that employment exerts a protective influence on
depression and general mental health [308] and that better unemployment protection systems mitigate the effect of
unemployment on suicide [197].
A better design and integration of adequate income support, inclusive labour markets, and access to counselling
services can substantially improve skills and employability of those outside the labour market. Particularly, active
labour programs may be able to counteract some of the detrimental effects of recessions on mental health [309, 310].
These programs aim at improving prospects of finding
rewarding employment and include employment services,
labour market training, and special programs for specific
vulnerable groups (e.g. aiming young people in transition
from school to work apprenticeship-type training in regular educational settings offer most mental health benefits)
[311]. They are based on the principles that both incentives
and opportunities are needed to reduce the level of durable unemployment and the relevance of combining activation measures and investment in human capital to maintain
workers’ knowledge and skills. Market-relevant retraining
combined with vocational rehabilitation is proven costeffective way of to reinforce self-esteem and provide better
opportunities for regaining or keeping employment [312].
Psychological support or counselling is recommended
for those at risk of losing their jobs—or who have “survived” downsizing—as well as for the newly and longterm unemployed [311, 313, 314]. For those in precarious
employment or struggling at work, selective or indicated
preventive approaches could be applied, with likely costeffectiveness [312, 315]. People affected by mental illness, disability, or socially stigmatized by any other reason
should not be excluded from these programs, but rather
actively included [316].
Addressing housing instability
Housing instability has been a characteristic of the Great
Recession. Antiforeclosure programs should be launched
so that fewer people who own homes will become homeless. If homelessness increases, Public Administrations and
NGOs1 should cooperate to provide in the short run more
emergency shelters and transitional housing for homeless
people. Programs to reduce homelessness and other forms
of housing instability—i.e. concealed homelessness such as
people moving in with relatives or friends—should be
started [317].

1

In many countries, this is a traditional area for NGOs’ work.
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Tackling inequalities
There is a danger that the direct effects of the crisis, along
with the austerity measures taken to address it, could interact with, and worsen, existing inequalities of income and
access to services. While tackling inequality is essentially
a political task, it would still have consequences on mental
health and, therefore, this task also lies within the responsibility of psychiatrists [318]. On the other hand, social
inequalities may not be only economic. Promoting individual, family, and community connectedness and social
integration (e.g. number of friends, high frequency of
social contact, low levels of social isolation or loneliness);
positive attachments to community organizations like trade
unions, sports clubs or religious congregations; and formal relationships between support services and referring
organizations help ensure services are actually delivered
and support well-being. Social capital serves as protective
factors against poor mental health and particularly suicidal
thoughts and behaviours [299, 319].
Bearing in mind that the mental health of children and
the elderly may be particularly affected by the economic
crisis, family protection and parenting support programs
can be mostly effective and efficient [320]. Moreover,
depending on country cultural idiosyncrasies, supporting a
specific social structure could be particularly relevant, for
example the family in Southern European countries [321].
Mental health promotion and psychiatric care
As already mentioned, it is important to put the actions
related to the maintenance or improvement of the mental
health of the population in the context of overall public
health initiatives. Given the diversity of responses to the
economic crisis according to different European countries, it is interesting to remember that there are policies
and interventions which favour public health, and therefore
mental health, while others have dubious or harmful effects
[322]. Economic crises represent a significant challenge
to policy makers. Austerities regulations on health made
in response to budget constrain typically come in a period
when health and welfare systems may require more, not
fewer, resources. Moreover, more disadvantageous and vulnerable people use heavily public services at times of crisis.
Emigration of medical and other mental health specialists
from countries with economic downturn may contribute to
the undersupply of care for psychiatric patients. Arbitrary
and widespread cuts may destabilize the entire health system, leading to inefficiencies, inequities, lack of access to
essential services and higher long-term costs [303, 323].
Turning now to mental health, the first point to consider is the relevance of mental health as a source of wellbeing and economic prosperity of society. For example,

13

112

Eur Arch Psychiatry Clin Neurosci (2016) 266:89–124

Table 6  Summary of recommendations according to levels of evidence
Roles

Measures

Professionals

Maintain and improve professionalism, continuous professional development, and professional quality B
assurance

Society

Public administration/policy makers

Health system

Evidence

Advocate for investment in mental health

B

Advocate for patients/carers and promote empowerment

B

Adopt an active role in leadership and management (prevent detrimental management at times of
financial crisis)

C

Promote mental health research, including economics

A

Improve interprofessional and interdisciplinary communication

C

Actively advise policy makers and influence political decisions (lobbying)

B

Continue evolution of the psychiatric model (expand the biopsychosocial model)

C

Promote education (including professional education and public education)

A

Engage with the media

B

Adapt clinical practice and professional education to address key areas during a crisis (e.g. anxiety,
suicides, and substance misuse)

A

Promote mental illness prevention and mental health promotion

A

Promote solidarity and mental capital (e.g. volunteerism and NGOs)

A

Fight stigma

A

Active advocacy/work with professionals

A

Tackle unemployment and insecure employment, safeguard workplace conditions and promote reemployment. Engage the labour market and safeguard workers’ rights

A

Reduce social and income inequality

A

Alleviate debt, reduce poverty (especially target vulnerable populations, families with children,
patients)

A

Reduce homelessness and accommodation insecurity (regulate payday lenders and pawnbrokers,
legislate against repossessions, support affordable social housing, insurance market reform, prevent
overcrowding, regulate mortgage market, etc.)

A

Antistigma legislation

A

Support professional and advocate organizations

C

Engage professional bodies for scientific advice

C

Avoid mass privatization of the public sector, especially monopolies and basic amenities (e.g. water)

A

Re-invest savings incurred through mental health system reforms back to mental health

B

Encourage social capital building

A

Culture-specific rationalization of measures

B

Prevent overt and covert privatization of the public mental health sector (e.g. link bed closure with
development of community mental health services), and support good private sector partners and
NGOs

B

Promote community and primary care mental health

A

Empower local mental health management, sectorization

A

System quality assurance

A

Support sensible cost-effectiveness

A

Integrate governance (e.g. alleviate management/clinician management gap)

B

Pre-empt and implement service restructuring to accommodate for key mental health needs in a
crisis:
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Vulnerable populations: e.g. children, elderly, families, physical health of the mentally ill

A

Crisis-specific diagnoses: e.g. depression and anxiety, suicide, substance misuse

A

Key areas: e.g. workplace (including “hidden” mental health morbidity), impoverished areas

A

Outreach and support services: e.g. home treatment, emergency departments, primary care settings,
community outreach

A

Continue psychiatric reform: deinstitutionalization, community services

A

Improve access to services

A

Invest in prevention of mental illness and promotion of mental health, to improve both clinical effectiveness and cost-effectiveness

A
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it has been estimated that the economic impact of mental
health problems in EU countries is equivalent to a reduction of 3–4 % of the gross domestic product [324]. On the
other hand, there is substantial evidence that mental health
investments can be effective and save money [305, 325–
328] contributing to cost-effectiveness and increased productivity in many ways and at many levels [329, 330] and
producing a widespread benefit in society, not only in people affected by psychiatric disorders or their relatives [203].
Finally, it should be noted that meeting the mental health
challenges of the economic crisis may require not only protecting spending on existing mental health services but also
restructuring services and models of care to meet the needs
of the population [305].
Taking these considerations into account, the following
recommendations are endorsed:
Speeding up the processes to improve mental health care
Most of the European states restructured their mental health
systems during the late decades of the past century, in
response to the deinstitutionalization wave and new treatment philosophies [331]. This paradigm shift in psychiatric care occurred in Europe means that its operative goal
moved from the medical and social management of people
with severe mental disorders associated with disabilities
to the specialized medical and psychological care of the
whole population. This task can only be assumed by creating a community-oriented network of psychiatric services
based on a principle of inclusion [332].
However, the process has not been homogeneous and
varies considerably across countries. Scarcity of available
resources, inequities in their distribution, and inefficiencies in their use pose the three main obstacles to better
mental health care, especially in lower-income countries.
Overall, government spending on mental health in most of
the countries is far lower than is needed, based on the proportionate burden of mental disorders and the availability
of cost-effective and affordable interventions. The poorest countries spend the lowest percentages of their overall
health budgets on mental health. Not only are resources for
mental health scarce, they are also inequitably distributedbetween countries, between regions, and within communities. Populations with high rates of socio-economic deprivation have the highest need for mental health care, but
the lowest access to it [333]. Stigma about mental disorders also constrains use of available resources. Inefficiencies in the use of available resources for mental health care
include locative and technical inefficiencies in financing
mechanisms and interventions, and an overconcentration
of resources in large still existing asylum-like institutions
or hospitals [334]. Clearly, this scenario is likely to worsen
considerably in the context of an economic crisis, and this
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seems to have happened in some European countries during the Great Recession, precisely at the moment when
a strengthening of mental health care was mostly needed
[335].
The following goals are to be pursued: a) to continue
or deepen the process of creating a network of community psychiatric services; b) to increase—or at least not to
decrease—coverage of mental health services for the population; c) to promote cooperation and coordination with
social services, particularly with those involved in attention
of people most affected by the aftermath of economic turmoil; d) to encompass policies of deinstitutionalization and
closing of long-term beds, if taken, with the creation of residential alternatives for people with disability from severe
mental illness; e) to tackle stigma towards people affected
by mental disorders; and f) to establish a cost-efficient portfolio of services and healthcare programs in accordance
with the best available evidence [10, 12, 26, 303, 305, 315,
328].
Promoting the coordination or integration of primary care
and psychiatric care
Primary care should constitute the first line of approach to
mental health problems resulting from the economic crisis. The primary care approach increases access to mental health care and shifts the focus to prevention and early
intervention which can be particularly useful in relation to
reducing suicides and suicidal behaviour [336]. Even in
economically “non-turbulent” times, primary care settings
are the locale where up to 70 % of patients are diagnosed
and treated for the most prevalent mental health conditions including anxiety, mood, and substance use disorders
[337]. Furthermore, it is likely that the increase of people
suffering from common mental disorders as a result of the
crisis preferably come to seek help from primary care services, rather than specialized psychiatric services [44].
There is not a single way to maximize the cooperation
of primary care and mental health services, and several
collaborative or integrated models have been proposed,
taking into account organizational peculiarities of healthcare delivery and financing [338, 339]. Recent systematic
reviews found that these models constitute a cost-efficient
strategy to improve mental and physical outcomes for a
range of mental health conditions across diverse populations and primary care settings [340].
In the context of an economic shock, a number of specific programs should be included in the interface of primary and mental health care, namely: a) programs for
prevention of suicidal thoughts and behaviours, b) group
psychological support for unemployed and/or in debt people to promote mental health and increase reemployment
rates, c) brief interventions for heavy drinkers, and d)
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programs for addressing common mental disorders such as
anxiety and depression [309, 310, 313, 341–344].
Emphasizing Illness prevention and Health promotion
Special emphasis needs to be assigned to mental illness
prevention and mental health promotion in times of economic crisis. There are several reasons that support this
assertion. The first one is about clinical effectiveness. There
is a growing evidence of the clinical effectiveness of preventive psychiatry (mental illness prevention and mental
health promotion), particularly with regard to interventions in children and adolescents [345, 346]. In the case of
financial crises, a case may be made for preventive measures to be taken against future adversity. For instance, the
population’s resilience and positive mental health may
be reinforced and thus reduce the number of those vulnerable to mental breakdowns or relapse. But even in an
evolving financial crisis like the current one, secondary
and tertiary preventive measures—such as welfare provision and availability of competent crisis services—could
be effective in reducing morbidity longitudinally or even
transgenerationally.
On the other hand, recent convincing evidence on the
cost-effectiveness of illness prevention and health promotion has offered the necessary argument to support its
investment, particularly in times of crisis [315, 330]. In
order to make this investment pragmatic and proportionate to available funds, mental health professionals need to
advise the authorities/management on priorities based on
utilitarian logic. Psychiatric Associations, both locally and
internationally, must be responsible for setting up such proactive advisory groups.
In addition, this preventive approach should also be
applied to mental health and primary care services, chronically underfunded and seen as low priority, particularly
when austerity measures are taken [347, 348]. Similarly,
they receive the bulk of crisis-related morbidity and thus
may risk delivering substandard care and can experience
attritional phenomena like professional burnout [349]. It is
important to emphasize that prevention and promotion can
also be applied to services, both in terms of alleviating the
bulk of service users as part of the crises’ aftermath, but
also by direct application of measures to produce resilient
and competent systems and workers.
Adopting support and communication strategies
Psychiatry can actively facilitate resilience and support
positive mental health through its role as the interface
between medicine and the society. Through encouraging
patient advocacy, it can empower people to be active participants in their own health care and the health service as
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a whole. Psychiatry can champion solidarity, altruism, and
social inclusion. Mental health professionals and advocates
should communicate effectively these arguments to all
stakeholders, including policy makers and the public.
The importance of the mental health agenda in economic
crises needs to be raised with policy makers. The promotion of the mental health agenda is probably best achieved
by advocacy through international organizations (e.g. WPA,
EPA, WFMH…)2 that may exert political leverage through
lobbying interested parties (including national psychiatric
associations, patient, and advocate organizations) and
backed by evidence on effectiveness and cost-effectiveness.
As an example, the opinion of experts in a given country is
powerfully reinforced if it is supported by an independent
international organization, free from conflicts of interest
that often can appear at country level. Importantly, international organizations should have a cohesive and significant
plan of implementation on a national and local level, synthesized on the basis of the capacity of mental health services to respond.
Among other stakeholders, it is particularly relevant to
support managers on the ground, as reform during a financial crisis can be particularly challenging. Also, a close
collaboration between media representatives and mental
health experts as well as commonly agreed suicide reporting guidelines is needed to prevent media-related increases
in suicides during times of economic hardship [350].
In parallel, antistigma media initiatives should continue
to be supported and the case should be made for the positive effect of antistigma education on culture and quality of
life. In addition to supporting patients and their families in
their daily struggles, the antistigmatization of mental health
services will help to raise their profile and hence retain and
recruit competent personnel, in the public, and thus hopefully prevent their underfunding, particularly at times of
economic difficulty [347, 348].
Direct or indirect stigmatization of mental illness and/
or discrimination, particularly when committed by public
figures or in policy documents, should be assertively challenged by mental health professionals, advocates, and their
organizations. The main vehicle to achieve effective communication strategies would be through assigning regulatory rights to vigilant mental health organizations. They
would be best placed to communicate at the highest level of
leadership, that the preferential withdrawal of funds from
mental health during a crisis constitutes a case of direct
discrimination, especially when there is evidence suggesting that such withdrawal of funds would also be financially
detrimental in the longer term.

2

WPA: World Psychiatric Association; EPA: European Psychiatric
Association; WFMH: World Federation of Mental Health.
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Key unanswered questions and future directions
There is a clear and significant relationship between economic downturns and psychopathology including suicide,
demand of care for mental health problems particularly
at the primary care level, onset or exacerbation of mood
disorders, anxiety, heavy drinking, and psychological distress. Despite some potential methodological flaws, across
study locations, designs, quality, and indicators measured,
the literature indicates that there is a connection between
economic decline and psychiatric disorders. Unfavourable effects of economic crises most negatively affect the
poor, less educated, and those affected by unemployment
or another forms of financial strain. Such effects also occur
in the overall population and the employed, suggesting that
economic crises may have effects regardless of social standing and occupational status, and have a negative impact on
mental health across different population subgroups.
While studies have concentrated on suicide rates, future
research may examine other measures of psychopathology,
as suicide is an extreme outcome and rare event. Given the
relative dearth of recent empirical research on psychiatric
disorders, there is room for new empirical research on how
the current economic downturn influences population mental health, and to what extent policy makers take population mental health into consideration when devising economic recovery strategies. Although many articles suggest
limitations of existing research and provide suggestions for
future research, there is relatively little discussion of policy
approaches to address the negative impact of economic crises on mental health. The few studies that addressed policy
questions suggested that the development of social protection programs such as active labour programs, social support systems, protection for housing instability, and better
access to mental health care is strongly needed.
Institutions like the European Psychiatric Association
have a significant role in attempting to minimize the impact
of the economic crisis on the mental health of European
citizens, first, through the preparation of studies that objectively reflect the state of the question and second, by promoting the implementation of the recommendations emanating from them, at both European and national level.
Although governments may be reluctant to increase
spending during a recession, expanded societal protection
schemes have appeared to somewhat mitigate the negative impact of economic downturns on population mental
health. Whereas it is important to be sceptical of findings
from aggregate-level research, findings from empirical
work on the relationship between economic decline and
mental health indicate that health systems and policy
makers should consider the health and social impact of
economic downturns and develop policies and programs
accordingly.
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This paper has provided evidence suggesting that an
improvement in the population’s mental health can bring
significant direct and indirect benefits, primarily with
regard to individual and societal well-being, but also in
economic terms. Therefore, any cost associated with the
improvement of mental healthcare provision, research, education, etc., must be seen by policy makers as an investment with great potential for savings. Whereas all efforts
should be made by healthcare professionals to quantify the
outcomes of such interventions, it must be made clear that
the return of such investment will not be fully quantifiable
and that a certain degree of acceptance of the fact that the
potential intangible benefits are significant is needed.
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