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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.




REQUIREMENTS

Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
Georgian and Russian materials). With computer-printed texts please enclose a CD carrying the same file titled
with Latin symbols.

2. Size of the article, including index and resume in English, Russian and Georgian languages must
be at least 10 pages and not exceed the limit of 20 pages of typed or computer-printed text.

3. Submitted material must include a coverage of a topical subject, research methods, results,
and review.

Authors of the scientific-research works must indicate the number of experimental biological spe-
cies drawn in, list the employed methods of anesthetization and soporific means used during acute tests.

4. Articles must have a short (half page) abstract in English, Russian and Georgian (including the
following sections: aim of study, material and methods, results and conclusions) and a list of key words.

5. Tables must be presented in an original typed or computer-printed form, instead of a photocopied
version. Numbers, totals, percentile data on the tables must coincide with those in the texts of the
articles. Tables and graphs must be headed.

6. Photographs are required to be contrasted and must be submitted with doubles. Please number
each photograph with a pencil on its back, indicate author’s name, title of the article (short version), and
mark out its top and bottom parts. Drawings must be accurate, drafts and diagrams drawn in Indian ink
(or black ink). Photocopies of the X-ray photographs must be presented in a positive image in tiff format.

Accurately numbered subtitles for each illustration must be listed on a separate sheet of paper. In
the subtitles for the microphotographs please indicate the ocular and objective lens magnification power,
method of coloring or impregnation of the microscopic sections (preparations).

7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
by Cyrillic and Latin).

9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Aim of the study: To analyze current mental health
problems, assess the prevalence of mental disorders, identify
key determinants, and evaluate access to mental health care in
different countries.

Material and methods: A narrative analytical review with
a comparative synthesis of international and national data on
mental health for 2019-2025 was conducted, including scientific
publications, reports and estimates from the World Health
Organization, Global Burden of Disease, World Mental Health,
the Organization for Economic Co-operation and Development,
and national data from Ukraine.

Results: Mental health significantly affects quality of life,
productivity, and social stability. The COVID-19 pandemic,
military conflicts, and economic instability have increased the
prevalence of depressive, anxiety, and stress-related disorders
worldwide. A high global burden of mental disorders and major
regional differences were identified. The treatment gap remains
especially high in low- and middle-income countries, where less
than 10% of the population receives adequate care. In developed
countries, coverage reaches 20—40%, although inequalities,
long waiting times, and stigmatization persist. In Ukraine, the
prevalence of mental disorders is estimated at 31-36% due to
socio-economic instability and military conflict.

Conclusions: The findings highlightthe need to integrate mental
health services into primary health care, expand community-
based support models, and implement comprehensive policies
to reduce the global burden of mental disorders.

Key words. Psychology, mental health, depression, anxiety
disorders, treatment gap, socioeconomic determinants.

Introduction.

According to the World Health Organization (further —
WHO), mental health is a key component of general health and
refers to a state of mental well-being that enables individuals
to cope with life stressors, realize their abilities, learn, work
productively and contribute to their communities [1]. Therefore,
mental health should be considered not only as an individual
clinical characteristic, but also as an important condition for
social stability, human capital development and sustainable
functioning of health and social protection systems.

The scale of mental disorders (further — MD) worldwide
confirms the urgency of this problem. According to WHO
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and Global Burden of Disease (further — GBD) estimates, a
substantial proportion of the global population lives with one
or more MD, while depressive and anxiety disorders remain
among the most common and disabling conditions [2,3]. These
disorders reduce quality of life, impair social functioning,
increase the risk of disability and contribute significantly to the
global burden of disease. Their impact is especially important
because MD often develop during socially and economically
productive periods of life, thereby affecting education,
employment, family functioning and community participation.

MD are increasingly recognized as one of the major causes of
economic and social losses. Arias et al. [4] quantified the global
economic value of the burden associated with MD and showed
that their impact extends far beyond direct health care costs.
Chodavadia et al. [5] demonstrated that depressive and anxiety
symptoms are associated with substantial losses of working
days and productivity, while Greenberg et al. [6] showed that
major depressive disorder (further — MDD) generates both direct
medical costs and indirect costs related to absenteeism and
reduced work productivity. Thus, the economic consequences of
MD include not only expenditures on treatment, but also reduced
labor participation, decreased productivity, work disability and
increased pressure on health and social protection systems.

In addition to economic losses, MD are closely connected
with social inequality, marginalization and unequal access to
care. Global mental health research emphasizes that poverty,
unemployment, forced displacement, low social support and
exclusion from education or employment increase vulnerability
to MD and worsen recovery prospects [7,8]. At the same
time, MD can further deepen social vulnerability by limiting
educational achievement, employment stability, income
security and access to health services. In this context, mental
health should be understood as a multidisciplinary public health
issue that combines clinical, social, economic and institutional
dimensions.

The relevance of mental health has increased markedly in
the context of global crises. During the COVID-19 pandemic,
the prevalence of depressive and anxiety disorders increased
substantially worldwide, which was associated with social
isolation, fear of infection, uncertainty, economic stress and
reduced access to health care [2,9]. Armed conflicts and forced
displacement also increase the risk of post-traumatic stress
disorder (further — PTSD), depression and anxiety disorders
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among both directly affected individuals and the wider civilian
population [10]. Economic instability, unemployment and
declining income levels further intensify psychological distress
and may increase the risk of depressive symptoms and suicidal
behavior [1,11]. These crisis-related factors demonstrate that
mental health is highly sensitive to broader social conditions
and that populations exposed to war, displacement, poverty or
prolonged uncertainty require special attention in public health
analysis.

Chronic physical diseases are another important factor
associated with deterioration in mental health. Evidence
shows a high level of comorbidity between MD and chronic
somatic conditions. In adults with chronic pain, depressive and
anxiety symptoms are frequently reported and may complicate
treatment, rehabilitation and daily functioning [12]. Similar
patterns are observed in patients with rheumatoid arthritis,
cardiovascular diseases and other chronic conditions, although
prevalence estimates vary depending on diagnostic and
assessment methods [13,14]. This confirms the need to analyze
mental health not separately from general health, but as part
of an integrated model of prevention, diagnosis, treatment and
long-term care.

Despite increasing international attention to mental health,
significant gaps remain in the understanding of how the global
burden of MD, socio-economic determinants, crisis-related risks
and access to care differ across countries. This is particularly
important for countries affected by war or humanitarian crises,
including Ukraine, where the mental health burden is shaped by
prolonged military threat, forced displacement, socioeconomic
instability and chronic uncertainty.

The purpose of this article is to analyze contemporary mental
health problems worldwide by assessing the prevalence and
burden of MD, identifying key socio-economic, biological,
psychological and environmental determinants, and evaluating
the accessibility of mental health care systems in countries with
different levels of economic development and different crisis
contexts.

Materials and Methods.

The study was conducted as a narrative analytical review
with a comparative synthesis of international data on MH. The
information base included scientific publications, reports of
international organizations, and national statistical data from
Ukraine for 2019-2025. The main sources were the WHO, GBD,
World Mental Health (further — WMH), the Organisation for
Economic Co-operation and Development (further — OECD), as
well as selected national studies from Ukraine.

To assess the global and regional prevalence of MD, data from
WHO reports for 2022-2025, the GBD Study for 2019-2021,
OECD Health at a Glance for 2021-2025, as well as national
surveys and studies from Ukraine [15] were analyzed. The
analysis covered the main ICD-11 categories of MD, including
depressive, anxiety, stress-related, bipolar, psychotic, substance
use, behavioral, and lifestyle-related disorders. The data were
summarized as percentages of the population, taking into
account regional and methodological differences, as well as the
dynamics observed during the COVID-19 pandemic in 2019-
2021 and the subsequent stabilization period in 2022-2024.
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The following countries were analyzed within this research
paper: Ukraine, the United States, the United Kingdom,
Germany, France, Japan, Nigeria, Pakistan, Kenya, India,
and South Africa. These countries were selected because they
represent different levels of economic development, different
models of psychiatric and psychological care organization, and
different social or crisis-related contexts, including the wartime
situation in Ukraine and resource limitations in low- and middle-
income countries.

For Ukraine, the analysis used data from an adult population
sample assessed in 2023 during the full-scale war [15]. This
estimate was interpreted as reflecting the mental health status
of the adult civilian population living under conditions of
prolonged military threat, forced displacement, socio-economic
instability, and chronic uncertainty. It should not be interpreted
as a prevalence estimate limited only to direct victims of
combat or clinically diagnosed psychiatric patients. Therefore,
comparisons between wartime data from Ukraine and peacetime
or post-pandemic data from other countries were made with
caution.

The selection of sources was based on their relevance to
the aim of the study, methodological reliability, international
recognition, and availability of data on the prevalence,
determinants, treatment gap, and organization of care for MD.
Search terms that were utilized to locate these data sources
included the following keywords: MH, MD, depression, anxiety
disorders, PTSD, treatment gap, MH services, COVID-19,
armed conflict, Ukraine, low- and middle-income countries,
primary care integration, and community-based MH care.

The sources that were utilized in this research study were
included based upon their inclusion of data related to the
prevalence of MD, access to psychiatric and psychological
care, the biological, psychological, social, behavioral, and
environmental determinants of MH, the organization of mental
care for individuals with MH conditions, or data related to
Ukraine and the psychological effects of war. Sources that
were excluded from this research study included those that
only featured data related to specialized populations, lacked
data relevant to MH and MD, featured information that was
generally more general and broader in nature than the aim of
this research study, or that were otherwise not related to the aim
of this research study altogether.

The analysis used narrative synthesis, structural and content
analysis of scientific publications and strategic documents, trend
analysis, and comparative analysis of quantitative indicators. The
accessibility of psychiatric and psychological care, including the
treatment gap, was assessed by comparing the estimated need
for treatment with the actual availability of services in countries
with different levels of economic development. In addition,
an analytical synthesis of MH determinants was conducted,
including biological, psychological, social, behavioral, and
environmental factors that influence the risk of MD. For
Ukraine, the impact of military conflict, forced displacement,
socio-economic instability, and high psychological stress among
the population was additionally taken into account.

The main indicators included the prevalence of MD,
accessibility of psychiatric and psychological care, effectiveness
of MH services, the treatment gap, and socio-economic,



biological, and behavioral determinants of mental health. As
the criteria of the studies to be included in this review were
so methodologically diverse, it was not possible to calculate
pooled estimates of the prevalence of the issue within each
category of country, and to perform a meta-analysis on the data
from those studies. The findings of each of these studies can
be summarized, but are likely to differ from other countries
due to the difference in their income levels, the time in which
their data was collected, and their crisis contexts. Studies that
were prioritized in the review were those from internationally-
recognized organizations, epidemiological studies, and peer-
reviewed publications, as well as recent publications from the
countries that specifically relate to the goals of this research.

Results.

From an analysis of the literature and data from various
international organizations, it becomes evident that MD place
a considerable burden upon the global population. Depressive
and anxiety disorders are the MD that contribute to the largest
proportion of the mental disorder burden across the planet
(Table 1). Summarized estimates from various international
organizations indicate that depressive and anxiety disorders are
the most widespread types of MD across the planet as a whole
[1-3]. Disorders like bipolar disorder, schizophrenia, and other
psychotic disorders are less prevalent in the planet’s population,
but do contribute to considerable limitations in the function
of those afflicted individuals [16-18]. Stress-related disorders,
such as PTSD, are significant disorders among the populations
that are affected by conflicts and crises [9,10]. Finally, other
MD, such as eating disorders, obsessive-compulsive and related
disorders, personality disorders, and neurocognitive disorders
are less common categories of MD, but still contribute to the
MH of the planet’s population [19].

A review of the literature and data from international
organizations has shown that the dynamics of the prevalence of
MD in the period 2019-2021 increased against the background
of the global COVID 19 pandemic and the associated
socioeconomic shocks, which contributed to a significant
increase in the number of cases of depressive and anxiety
disorders in the world. According to WHO estimates, in the first
year of the pandemic, the prevalence of anxiety and depression
increased by approximately 25% compared to the pre-crisis
period [9]. Data from the GBD Study 2021 also indicate that in
2019-2021, the total proportion of MD, in particular depressive
and anxiety disorders, increased significantly [18]. In 2022—
2024, there was some stabilization after the peak indicators of
the pandemic, but the prevalence level remained higher than
before the crisis [3].

An examination of international research data suggests
substantial regional differences in the prevalence and burden of
MD by level of economic development (Table 2). GBD 2021
estimates indicate considerable variation in the burden of MD
across countries and regions, with high-income regions showing
a substantial documented burden of MD [19]. OECD data also
show that depression, anxiety and other MH indicators vary
across countries, age groups and health systems, while the social
and economic costs of mental ill-health remain substantial even
in high-income settings [11,20]. These differences may reflect
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not only the actual prevalence of MD, but also differences in
diagnostic practices, help-seeking behavior, health system
capacity and the availability of MH services.

In high-income countries, including the United States, reported
rates of MD are influenced by broader diagnostic coverage,
more developed reporting systems and greater availability of
MH services. However, the availability of such services ensures
that there is a high demand for those services to fulfil the need of
patients with MDD, as a considerable proportion of those with
the disorder do not receive any treatment for their symptoms
[21].

In low- and middle-income countries (further — LMICs),
officially reported rates of MD are often lower due to limited
access to specialist care, stigma and weaker health information
systems, leading to partial underestimation of the true prevalence
and the true need for treatment. This is in line with the evidence
regarding MH across the globe in resource-limited settings. The
factors that contribute to the higher burdens of MD in these
settings include poverty, social exclusion, weak health services
infrastructure, and the lack of integration of MH care within
general health care services [7,22].

The COVID-19 pandemic additionally contributed to the MH
burden that exists globally. According to data from the WHO
published during the first year of the pandemic, there was a
marked increase in the number of individuals suffering from
anxiety and depression [9]. The general population exhibited
high rates of depression, anxiety, PTSD, and general stress
symptoms [23]. More recent analyses of the GBD 2021 data
indicates that the burden of MD is present across the globe
in all countries and territories [24]. However, the exact figure
for the burden of MD varies according to age group, specific
mental disorder, and the continent from which the individuals
originated.

Studies from Ukraine indicate that the adult population
living under conditions of prolonged war has very high levels
of psychological distress. In a sample of adults in Ukraine
in 2023, 36.3% of respondents showed signs of at least one
mental disorder, including increased symptoms of anxiety
and depression [15]. This estimate refers to the adult civilian
population assessed during the full-scale war and should
not be interpreted as a prevalence rate limited only to direct
victims of combat. The Ukrainian data reflect a wartime
context characterized by military threat, forced displacement,
socioeconomic instability and chronic uncertainty, which are
known to intensify the risk of anxiety, depressive and stress-
related symptoms.

Overall, these findings indicate that the burden of MD differs
considerably across regions and countries. Countries affected
by large-scale crises, armed conflicts or forced displacement
may demonstrate elevated MH needs, while the availability
of services and the quality of data strongly influence how this
burden is identified, measured and addressed. Cross-national
data on anxiety disorders also show that the treatment gap
remains a global problem and differs substantially between
countries [25].

Analysis of the availability of psychiatric and psychological
care revealed substantial treatment gaps across countries with
different levels of economic development. In high-income



countries, such as the United States, the United Kingdom,
Germany and France, a considerable proportion of adults who
need MH care still do not receive adequate treatment, despite
better availability of specialists and more developed health
care systems [20,21]. Long waiting lists, uneven distribution
of specialists, financial barriers and stigma remain important
obstacles to timely access to care [11,20].

In low- and middle-income countries, the treatment gap is even
wider because of limited-service coverage, shortage of qualified
professionals, weak integration of MH care into primary care
and persistent stigma [7,22]. Global estimates indicate that most
people with MD in resource-limited settings do not receive the
care they need, and this problem is particularly pronounced

where MH services remain underfunded or concentrated in
specialized institutions [7,22]. Cross-national evidence also
shows that treatment gaps remain substantial for specific
disorders, including MDD and anxiety disorders, even when
people recognize the need for help [21,25].

According to the Organisation for OECD, unmet need for MH
care remains a major challenge even in countries with relatively
well-developed health systems. OECD data indicate that
financial, geographical and organizational barriers continue to
limit access to psychological and psychiatric care, particularly
among socially vulnerable groups [11,20]. These barriers affect
help-seeking behavior, delay diagnosis and treatment, and
increase the long-term social and economic burden of MD.

Table 1. Global prevalence of major mental disorders according to the WHO classification (ICD 11).

Mental disorder category Estimated global prevalence, % Notes

Depressive disorders 3850 One of -the leading causes of years lived with disability
worldwide

Anxiety disorders 4.0-6.0 Among.the most common groups of mental disorders
worldwide

Stress-related disorders (including PTSD) 1.0-2.5 High§r prevalence in populations affected by crises and
conflicts

Substance use disorders 1.5-2.5 Includes alcohol and drug disorders; high comorbidity

Bipolar disorders 0.6-1.0 Less common, but cause significant functional limitations

Schizophrenia and other psychotic disorders 0.3-0.7 Severe disorders with a high level of disability

Eating disorders 0.5-1.4 More often reported in high-income countries

Obsessive-compulsive and related disorders 1.0-2.0 Chronic course with significant impact on daily life

Personality disorders 1.0-3.0 Often underdiagnosed due to difficulty in diagnosis

Neurocognitive disorders (including dementia) 0.8-1.2 Prevalence increases significantly with population age

Note: WHO reports and fact sheets for 2022-2025 were used to characterize current public health estimates of MDD, including depressive
disorders, anxiety disorders, bipolar disorder, psychotic disorders, substance use disorders, stress-related disorders, neurocognitive disorders,
and the reported increase in depression and anxiety during the COVID-19 pandemic [1, 3, 9, 16, 17]. GBD 2019 and GBD 2021 estimates were
used to assess the population-level burden of MD by diagnostic category, including depressive disorders, anxiety disorders, bipolar disorder,
schizophrenia, eating disorders, substance use disorders, and other ICD-11-related mental disorder groups [2, 18, 19]. Data on stress-related
disorders and PTSD in conflict-affected populations were additionally interpreted using 2019 WHO-related prevalence estimates of MD in conflict
settings [10]. The final ranges presented in the table reflect the overlap and variation between WHO public health estimates and GBD modelled
epidemiological estimates. These values should be interpreted as descriptive approximate ranges rather than directly pooled prevalence rates,
because the sources differ in reference years, diagnostic definitions, age groups, population coverage, modelling approaches, and correction for
underreporting.

Table 2. Estimated prevalence of mental disorders in different countries of the world by income category.

Country Estimated prevalence of mental disorders, %
Ukraine 31-36
USA 20-21
United Kingdom 18-25
Germany 20-27
France 19
Japan 8-10
Nigeria 12-15
Pakistan 10-12
Kenya 11-12
India 10-15
South Africa 15-16

Note: data are summarized based on WHO reports and fact sheets for 2022-2025 [1, 3, 22], GBD 2019 and 2021 estimates [2, 19, 24], WMH data
on treatment gaps and cross-national MH indicators [21, 25], OECD sources for 2021-2025 [11, 20], and national or country-specific studies,
including the 2023 adult population data from Ukraine [15]. The estimates should be interpreted as descriptive comparative indicators rather
than fully equivalent epidemiological measures because the compared countries differ in diagnostic approaches, survey instruments, population
coverage, timing of data collection, reporting systems, access to MH care, and social context. The Ukrainian estimate reflects wartime adult
population data collected in 2023 during the full-scale war, therefore, direct comparisons with peacetime or post-pandemic data from other
countries should be made with caution.
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Table 3. Key determinants of MH and their impact.

Factor category

Biological

Psychological

Social

Environmental

Lifestyle

Factor
Genetic vulnerability / family history

Chronic diseases / physical health

Emotional regulation and coping skills
Traumatic experiences
Poverty and economic instability

Education

Employment instability / unemployment
Social support

Stigma and discrimination

Violence and conflicts

War and geopolitical stress
Environmental pollution

Nutrition

Sleep and physical activity

Substance use

Potential impact on mental health

Increases susceptibility to depression, anxiety and other mental disorders

Poor physical health increases the risk of depression, anxiety and psychological
distress

Influences resilience and vulnerability to stress

Increases the risk of PTSD, depression and anxiety disorders

Economic stress increases the risk of mental disorders and psychological distress
Higher educational attainment may improve health literacy, coping resources and
help-seeking behavior

Increases the risk of mental health problems, stress and social insecurity
Protective factor; social isolation increases psychological vulnerability

Reduces help-seeking behavior and increases psychological stress

Increase the risk of PTSD, depression and anxiety disorders

Cause substantial psychological strain in conflict-affected populations

May increase psychological distress and mental health-related morbidity
Nutritional deficiencies may increase vulnerability to depression and anxiety
Regular sleep and physical activity support mental health and stress regulation
Increases the risk of mental health problems and worsens clinical outcomes

Note: coping refers to cognitive and behavioral strategies used by individuals to manage stressful situations, reduce psychological distress and

adapt to adverse life events.

Overall, the available evidence confirms that the treatment
gap remains a systemic problem in MH care. It is observed
both in high-income countries and in low- and middle-income
countries, although its causes and scale differ by health system
capacity, financing, workforce availability and social attitudes
toward MD. These findings support the need to expand access
to effective MH services, integrate MH care into primary care,
develop community-based support models and reduce stigma at
the population level [7,22].

The next stage of the analysis focused on the determinants
of MD. The relationship between MD and biological factors,
including genetic vulnerability and chronic diseases;
psychological factors, including emotional regulation and
traumatic experiences; social and economic factors, including
poverty, unemployment and social isolation; and behavioral
and environmental factors, including substance use, pollution,
war and pandemic-related stress, was examined (Table 3)
[7,9,11]. The findings indicate that reducing the burden of MD
requires a comprehensive approach that combines investment
in health systems, integration of MH care into primary care,
prevention and early intervention programs, stigma reduction
and intersectoral coordination [7,22].

Discussion.

The results obtained demonstrate high consistency with the data
of leading international organizations and studies, in particular
the WHO, the GBD Study, The Lancet, and the Organisation for
OECD. The increase in the prevalence of MD in 2019-2021,
particularly depression and anxiety disorders, is consistent with
WHO and GBD Study estimates that the global burden of these
conditions has increased significantly over this period [2,9].
During the first year of the COVID-19 pandemic, the prevalence
of depression increased by 27.6% and anxiety disorders by
25.6% worldwide, highlighting the significant impact of global
crises on MH. Meta-analytic evidence also suggests high levels
of mental health problems in different population groups during
the pandemic, namely the systematic review by Nochaiwong
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et al. [23] found that about 28% of the population reported
symptoms of depression, 26.9% of anxiety, 24.1% of PTSD,
and 36.5% of stress during COVID-19. Organisation for OECD
[11] confirms that MH disorders remain one of the leading
causes of disability in countries with different income levels.
However, it is worth noting that estimates of the prevalence of
MD can vary depending on the methodology: WHO and GBD
often use modeling and correction for underreporting, while
national statistical systems are based on registered diagnoses
and surveys, which may partly explain the discrepancies in the
reported indicators [24].

Analysis of the availability of MH care has confirmed the
existence of significant treatment gaps in most countries.
OECD data show that the “treatment gap” in MH exceeds 50%
globally, i.e. a significant proportion of people in need of care
do not receive it due to financial, organizational, geographical
and human resources barriers, and in countries with lower
socioeconomic status these figures are even higher [11].
The WHO Mental Health Gap Action Programme (mhGAP)
estimates that 76—85% of people with MD in low- and middle-
income countries do not receive the necessary treatment, which
highlights the scale of inaccessibility of care in these settings
[16,22]. Analysis of data from the WMH Surveys showed that,
for example, almost 72.4% of people with anxiety disorders
did not receive any treatment during the year, and only
about 27.6% received any intervention, of whom even fewer
received adequate treatment. It is estimated that even in high-
income countries, only a fraction of people with MD receives
minimally adequate treatment, and the treatment gap remains
significant due to stigma, low recognition of the problems and
inequalities in access [20]. Finally, the data are consistent with
previous global estimates showing that in developed countries
the treatment gap can be as high as 35-50% among people with
severe MD, while in resource-limited countries it is 76—85%
[16,17]. Also, serial treatment assessments gap for specific
disorders, such as depression or anxiety disorders, confirm that



a large proportion of people who need treatment remain without
it, even if they recognize the need for help [11,25].

A review of the evidence-based literature on models for
integrating MH care supports the view that integrating MH
services into primary care and developing community-based
models can improve access to and effectiveness of care,
particularly in the context of limited resources and a broader
public health approach. Systematic reviews show that such
models can improve clinical outcomes and access to care
compared with standard approaches, particularly for depression
and other conditions in low- and middle-income countries
where the shortage of specialists is particularly acute [26]. In
particular, a review on the integration of MH care into primary
care found that patients in integrated treatment models have
better outcomes compared to usual care, and such approaches
are perceived as feasible and cost-effective in a range of
contexts, including with high similarity of outcomes in LMICs.

Strategies for integrating MH services into primary care — from
training primary care workers to building multidisciplinary
teams — contribute to increased detection, treatment and follow-
up of MD. Such approaches may also reduce stigma because
care becomes more accessible and closer to the patient’s
everyday environment [27].

International organizations emphasize that reducing the burden
of MH problems requires an integrated approach combining
health care, education, social protection and employment.
Recent review evidence indicates that interventions targeting
social determinants of MH, including demographic, economic,
neighborhood and cultural factors, may contribute to prevention
and improvement of MH outcomes in the general population
[28]. Therefore, effective MH strategies should combine early
detection, primary care integration, community-based support,
stigma reduction and social interventions within comprehensive
national mental health systems.

Limitations.

This review has several limitations that should be considered
when interpreting the findings. First, the study was conducted
as a narrative analytical review rather than a systematic review.
Therefore, formal PRISMA-based screening, risk-of-bias
assessment and meta-analytical pooling were not performed.
This limits the possibility of formulating precise pooled
estimates of the prevalence of MD across countries.

Second, the analyzed sources were methodologically
heterogeneous. WHO reports, GBD estimates, OECD data,
WMH findings and national studies differed in reference
years, diagnostic criteria, survey instruments, population
coverage, age groups and reporting systems. Therefore, the
estimates presented in this review should be interpreted as
descriptive comparative indicators rather than fully equivalent
epidemiological measures.

Third, cross-country comparisons may be affected by
underreporting, especially in low- and middle-income countries.
Stigma, limited access to psychiatric and psychological care,
shortage of trained professionals and weak health information
systems may reduce the recorded prevalence of MD and
underestimate the real treatment gap. In addition, the review
may not have fully covered non-English and locally published
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literature, although such sources may contain important national
or regional data.

Finally, the Ukrainian data should be interpreted in the context
of the full-scale war. The estimate for Ukraine reflects the
mental health status of the adult civilian population assessed
under wartime conditions and should not be directly equated
with peacetime estimates from other countries. Military threat,
forced displacement, socio-economic instability and chronic
uncertainty may increase the prevalence of anxiety, depressive
and stress-related symptoms, while differences in data collection
conditions may also affect comparability.

Conclusion.

The state of MH in the world remains a serious global
problem, with depressive and anxiety disorders accounting for a
substantial share of this burden. Ukraine is characterized by one
ofthe highest estimated prevalences of MD among the compared
countries (31-36%), which reflects the combined impact
of war-related stress, forced displacement, socio-economic
instability, chronic uncertainty, and limited access to psychiatric
and psychological care. In highly developed countries, the
prevalence is lower (18-27%), while in low- and middle-income
countries official data on MH are likely to be underestimated
due to limited availability of services, underdiagnosis, weak
reporting systems, and high levels of stigma.

The treatment gap remains significant in all regions; however,
priority responses should differ by context. In high-income
countries, they should include reducing waiting lists, improving
affordability of psychological care, expanding early detection
in primary care, and strengthening referral pathways between
family physicians, psychologists, psychiatrists, and social
services. In LMICs, priority should be given to training primary
care providers in basic mental health interventions, expanding
community-based psychosocial support, developing tele-mental
health services, and reducing stigma.

For Ukraine and other conflict-affected settings, mental health
policy should include systematic screening for PTSD, depression,
and anxiety at the primary care level, mobile multidisciplinary
teams for internally displaced persons, veterans, families of
military personnel, and civilians exposed to traumatic events,
as well as regional monitoring systems to identify communities
with the highest mental health needs. Future research should
focus on the long-term mental health consequences of war,
forced displacement, and economic instability, and should
compare the effectiveness of primary care-based, community-
based, and digital mental health interventions in conflict zones
and resource-poor settings.

Thus, reducing the burden of MD requires context-specific
models of care adapted to high-income countries, resource-
limited settings, and conflict-affected populations. A
comprehensive approach combining medical, psychological,
social, and economic strategies is essential for improving the
availability, continuity, and effectiveness of MH services.
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