Supplementary Table 2. Variables and instruments in household survey
	Variable
	Instrument

	Exposure variables (Individual)

	[bookmark: _GoBack]Alcohol Use Disorder severity
	Alcohol use disorder identification test (AUDIT), 10 items (Babor et al., 2001)

	Depression severity
	Patient’s Health Questionnaire (PHQ-9), 9 items (Kroenke et al., 2001)

	Psychosis severity

	Brief Psychiatric Rating Scale (BPRS), 24 items 

	Epilepsy severity

	National Hospital Severity Scale(O'Donoghue et al., 1996) in Ethiopia and numbers of seizures per month in all other sites

	Demographic characteristics

	Purpose built for the Emerald questionnaire

	Disability

	WHO Disability Assessment Schedule (WHODAS 2.0), 12 items (WHO, 2010)

	Income
	Adapted for the Emerald questionnaire from the SAGE study on global ageing and adult health 

	Employment
	

	Education
	

	Primary outcome (Household)

	Per capita income
	Adapted for the Emerald questionnaire from the SAGE study on global ageing and adult health*

	Secondary outcomes (Household)
	

	Per capita expenditure
	

	Assets
	

	Direct Healthcare expenditure
	

	Indirect healthcare expenditure 
	

	Foregone income/opportunity costs
	

	Catastrophic healthcare expenditure
	



* The key domains of the SAGE instrument are as follows: housing (type and ownership of housing, number of residents); transfers (to or from those not living in household, including financial or non-financial help to and from family and friends, as well as state benefits, debts or loans); assets and income (asset index, sources and levels of income); expenditure (food and non-food items, health care costs and source of funds for these expenditures); and global situation (financial strain index, perceived situation).

Notes
Total Household Income included all reported household income received from wages, rental property, self-employment (hawking and trade), savings, grants, cash transfers from other households, cash transfers from community organizations, cash transfers from the government as well as other sources that had not been included in the survey instrument. With the exception of cash transfers from other households, community organizations and the government, which asked households to report totals received over a twelve month period, all households were granted the option of reporting income received daily, weekly, monthly or annually.  These responses were adjusted to reflect the total monthly income from all sources during the data cleaning process.   

Total Household Consumption (or Household Effective Income) was calculated by adding the household respondents’ report of total expenditure from a range of pre-defined sources. These included expenditure on food, purchased in the market place or given in kind to the household broken down by specific food categories; expenditure on non-food items for daily use, such as transport costs, housing costs and clothing; expenditure on less frequently used items such as education, recreation, and consumption related to cultural events or rituals; expenditure on consumer durables such as vehicle purchases, household appliances and furniture, and payments related to their maintenance; expenditure related to cash transfers to other households and community organizations; and expenditure on frequent (consultation fees, medications) and infrequent healthcare (health devices such as eye glasses, ambulatory costs, hospital costs, health insurance and long-term care) health care items.  Food expenditure was reported based on a recall period of weekly, regular expenditure(s) were reported based on a 30 day recall period while infrequent expenditures were reported based on a 12 month recall period.  These responses were adjusted to reflect the total monthly consumption from all sources during data cleaning.  
Household non-health consumption was calculated as the net household consumption (effective income) after out of pocket health care needs have been met (i.e total household consumption less out of pocket health expenditure). 
All household financial data were standardized to reflect monthly amounts and were converted to United States Dollars (US$) using the 2015 average annual exchange rate reported by the United States Department of Treasury for each country  (United States Treasury, 2017).   These data were then adjusted for household size and composition to enable all comparisons to be made based on per adult equivalency (per capita), using the OECD modified scale, which assigns a value of 1.0 to the first adult household member (or household head), a value of 0.5 to each additional adult household member and a value of 0.3 to each child household member (OECD, 2013). This approach ensures estimates of household welfare can be standardized to account for the varying resource needs of adult and child household members and the economies of scale associated with sharing household resources (OECD, 2013).  
    
A range of household measures were collected to create an asset index using Multiple Correspondence Analysis (MCA). MCA as opposed to Principal Components Analysis (PCA) was used to create the asset index as MCA makes fewer assumptions about the underlying distributions of indicator variables and is more suited for the analysis of categorical variables (Booysen et al., 2008; Howe et al., 2008; Traissac & Martin-Prevel, 2012). Each asset index was created independently for each country. Variables used to create the asset index included household floor material, cooking location, access to electricity or solar energy, land or property ownership, access to improved drinking water and sanitation sources, receipt of regular income, as well as possession of a range of household assets including animal-cart, bicycle, car, motor-cycle, cell-phone, watch/clock, landline, valuables such as jewellery, as well as five contextualized furniture items, and nine contextualized household appliances; three each reflecting likely ownership by poor, middle-wealth and rich households.  Where there was no variation in ownership of a particular asset among households in a particular country, this asset was removed from the construction of the asset index.  For each country, the weighting of each asset was first determined using MCA for the non-mental health case households.  Using the weights achieved for the non-case household assets, asset scores were predicted for the entire sample of households to ensure that comparisons in asset-based wealth could be made relative to the non-mental health case households.  

In order to examine the level of agreement between asset-based wealth and consumption based wealth measures, and to examine the distribution of consumption based wealth, per capita monthly consumption was log transformed for all households.  Distributions in asset scores and the log of per capita consumption were assessed using kernel density estimate plots.  

In order to assess catastrophic health expenditure, total per capita out of pocket health expenditure was divided by effective income (total household consumption) and by household capacity to pay (household consumption after subsistence needs have been met). While there is no absolute threshold for catastrophic health expenditure, health spending is considered catastrophic when it exceeds 10% of household effective income or 40% of household capacity to pay (Xu et al., 2003).  It should be highlighted that for very poor households, much lower rates of health consumption are likely to lead to impoverishment (Russell, 2004; McIntyre et al., 2006) . Further, our assessment of health expenditure included only direct out-of-pocket health expenditure and therefore did not include the indirect costs to households associated with accessing the health service.  Total household consumption was used as a proxy for household effective income, given that household-level consumption provides a more precise measure of household-level purchasing power and a more consistent measure of living standards when compared to household income reported in household survey research, particularly where  seasonal income receipts and household production is widespread (Wagstaff & Doorslaer, 2003; Wagstaff et al., 2007; Xu et al., 2003).

To examine the ways in which households respond to financial distress among the MNS disorder households compared to the non-mental health case households, summary variables were created using the households’ report of the use of both cost-minimization and cost-management strategies over the past three years.  Cost-minimization strategies include restricting food intake (frequency or size of meals), restricting use of healthcare or withdrawing children from school to minimize household consumption and respond to financial hardship. Cost-management strategies include use of savings, finding extra work, taking out loans, drawing up accounts at shops, and asking employers and other social networks for help to manage household consumption and respond to financial hardship.  Households were asked to report on their use of these strategies over the past three years preceding the interview.  Total concurrent number of strategies used includes the total number of both cost-minimization and cost-management strategies the household has employed over the past three years in response to financial difficulty.    
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