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avtorTa sayuradRebod!

redaqciaSi statiis warmodgenisas saWiroa davicvaT Semdegi wesebi:

 1. statia unda warmoadginoT 2 calad,  rusul an inglisur enebze, dabeWdili 
standartuli furclis 1 gverdze,  3 sm siganis marcxena velisa da striqonebs 
Soris 1,5 intervalis dacviT. gamoyenebuli kompiuteruli Srifti rusul da ing-
lisurenovan teqstebSi - Times New Roman (Кириллица), xolo qarTulenovan teqstSi 
saWiroa gamoviyenoT AcadNusx. Sriftis zoma – 12. statias Tan unda axldes CD 
statiiT. 
 2. statiis moculoba ar unda Seadgendes 10 gverdze naklebs da 20 gverdze mets 
literaturis siis da reziumeebis (inglisur, rusul da qarTul enebze) CaTvliT.
 3. statiaSi saWiroa gaSuqdes: sakiTxis aqtualoba; kvlevis mizani; sakvlevi 
masala da gamoyenebuli meTodebi; miRebuli Sedegebi da maTi gansja. eqsperimen-
tuli xasiaTis statiebis warmodgenisas avtorebma unda miuTiTon saeqsperimento 
cxovelebis saxeoba da raodenoba; gautkivarebisa da daZinebis meTodebi (mwvave 
cdebis pirobebSi).
 4. statias Tan unda axldes reziume inglisur, rusul da qarTul enebze 
aranakleb naxevari gverdis moculobisa (saTauris, avtorebis, dawesebulebis 
miTiTebiT da unda Seicavdes Semdeg ganyofilebebs: mizani, masala da meTodebi, 
Sedegebi da daskvnebi; teqstualuri nawili ar unda iyos 15 striqonze naklebi) 
da sakvanZo sityvebis CamonaTvali (key words).
 5. cxrilebi saWiroa warmoadginoT nabeWdi saxiT. yvela cifruli, Sema-
jamebeli da procentuli monacemebi unda Seesabamebodes teqstSi moyvanils. 
 6. fotosuraTebi unda iyos kontrastuli; suraTebi, naxazebi, diagramebi 
- dasaTaurebuli, danomrili da saTanado adgilas Casmuli. rentgenogramebis 
fotoaslebi warmoadgineT pozitiuri gamosaxulebiT tiff formatSi. mikrofoto-
suraTebis warwerebSi saWiroa miuTiToT okularis an obieqtivis saSualebiT 
gadidebis xarisxi, anaTalebis SeRebvis an impregnaciis meTodi da aRniSnoT su-
raTis zeda da qveda nawilebi.
 7. samamulo avtorebis gvarebi statiaSi aRiniSneba inicialebis TandarTviT, 
ucxourisa – ucxouri transkripciiT.
 8. statias Tan unda axldes avtoris mier gamoyenebuli samamulo da ucxo-
uri Sromebis bibliografiuli sia (bolo 5-8 wlis siRrmiT). anbanuri wyobiT 
warmodgenil bibliografiul siaSi miuTiTeT jer samamulo, Semdeg ucxoeli 
avtorebi (gvari, inicialebi, statiis saTauri, Jurnalis dasaxeleba, gamocemis 
adgili, weli, Jurnalis #, pirveli da bolo gverdebi). monografiis SemTxvevaSi 
miuTiTeT gamocemis weli, adgili da gverdebis saerTo raodenoba. teqstSi 
kvadratul fCxilebSi unda miuTiToT avtoris Sesabamisi N literaturis siis 
mixedviT. mizanSewonilia, rom citirebuli wyaroebis umetesi nawili iyos 5-6 
wlis siRrmis.
 9. statias Tan unda axldes: a) dawesebulebis an samecniero xelmZRvane-
lis wardgineba, damowmebuli xelmoweriTa da beWdiT; b) dargis specialistis 
damowmebuli recenzia, romelSic miTiTebuli iqneba sakiTxis aqtualoba, masalis 
sakmaoba, meTodis sandooba, Sedegebis samecniero-praqtikuli mniSvneloba.
 10. statiis bolos saWiroa yvela avtoris xelmowera, romelTa raodenoba 
ar unda aRematebodes 5-s.
 11. redaqcia itovebs uflebas Seasworos statia. teqstze muSaoba da Se-
jereba xdeba saavtoro originalis mixedviT.
 12. dauSvebelia redaqciaSi iseTi statiis wardgena, romelic dasabeWdad 
wardgenili iyo sxva redaqciaSi an gamoqveynebuli iyo sxva gamocemebSi.

aRniSnuli wesebis darRvevis SemTxvevaSi statiebi ar ganixileba.
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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 highlight the 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 

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.

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, 
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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 

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 
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Mental disorder category Estimated global prevalence, % Notes

Depressive disorders 3.8–5.0 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 Higher 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

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

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.

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

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

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.

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.
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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 

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 

Factor category Factor Potential impact on mental health

Biological
Genetic vulnerability / family history Increases susceptibility to depression, anxiety and other mental disorders

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

Psychological Emotional regulation and coping skills Influences resilience and vulnerability to stress
Traumatic experiences Increases the risk of PTSD, depression and anxiety disorders

Social

Poverty and economic instability Economic stress increases the risk of mental disorders and psychological distress

Education Higher educational attainment may improve health literacy, coping resources and 
help-seeking behavior

Employment instability / unemployment Increases the risk of mental health problems, stress and social insecurity
Social support Protective factor; social isolation increases psychological vulnerability
Stigma and discrimination Reduces help-seeking behavior and increases psychological stress

Environmental
Violence and conflicts Increase the risk of PTSD, depression and anxiety disorders
War and geopolitical stress Cause substantial psychological strain in conflict-affected populations
Environmental pollution May increase psychological distress and mental health-related morbidity

Lifestyle
Nutrition Nutritional deficiencies may increase vulnerability to depression and anxiety
Sleep and physical activity Regular sleep and physical activity support mental health and stress regulation
Substance use Increases the risk of mental health problems and worsens clinical outcomes

Table 3. Key determinants of MH and their impact.

Note: coping refers to cognitive and behavioral strategies used by individuals to manage stressful situations, reduce psychological distress and 
adapt to adverse life events.
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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 

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 
of the 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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რეზიუმე.
კვლევის მიზანი: თანამედროვე ფსიქიკური 

ჯანმრთელობის პრობლემების ანალიზი, ფსიქიკური 
აშლილობების გავრცელების შეფასება, ძირითადი 
დეტერმინანტების იდენტიფიცირება და სხვადასხვა 
ქვეყანაში ფსიქიკური ჯანმრთელობის სერვისებზე 
ხელმისაწვდომობის შეფასება. მასალა და მეთოდები: 
ჩატარდა ნარატიულ-ანალიტიკური მიმოხილვა 
ფსიქიკური ჯანმრთელობის შესახებ 2019–2025 
წლების საერთაშორისო და ეროვნული მონაცემების 
შედარებითი სინთეზით, რომელიც მოიცავდა 
სამეცნიერო პუბლიკაციებს, ჯანმრთელობის მსოფლიო 
ორგანიზაციის, Global Burden of Disease-ის, World 
Mental Health-ის, ეკონომიკური თანამშრომლობისა 
და განვითარების ორგანიზაციის ანგარიშებსა და 
შეფასებებს, აგრეთვე უკრაინის ეროვნულ მონაცემებს. 
შედეგები: ფსიქიკური ჯანმრთელობა მნიშვნელოვან 
გავლენას ახდენს ცხოვრების ხარისხზე, 
შრომისუნარიანობასა და სოციალურ სტაბილურობაზე. 
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COVID-19-ის პანდემიამ, სამხედრო კონფლიქტებმა და 
ეკონომიკურმა არასტაბილურობამ მსოფლიოში გაზარდა 
დეპრესიული, შფოთვითი და სტრესთან დაკავშირებული 
აშლილობების გავრცელება. გამოვლინდა ფსიქიკური 
აშლილობების მაღალი გლობალური ტვირთი 
და მნიშვნელოვანი რეგიონული განსხვავებები. 
მკურნალობის დეფიციტი განსაკუთრებით მაღალია 
დაბალი და საშუალო შემოსავლის ქვეყნებში, 
სადაც მოსახლეობის 10%-ზე ნაკლები იღებს 
შესაბამის დახმარებას. განვითარებულ ქვეყნებში 
მომსახურების მოცვა 20–40%-ს აღწევს, თუმცა კვლავ 
არსებობს უთანასწორობა, ხანგრძლივი მოლოდინის 
დრო და სტიგმატიზაცია. უკრაინაში ფსიქიკური 
აშლილობების გავრცელება 31–36%-ს შეადგენს, რაც 

სოციალურ-ეკონომიკურ არასტაბილურობასა და 
სამხედრო კონფლიქტთან არის დაკავშირებული. 
დასკვნები: მიღებული შედეგები ადასტურებს 
ფსიქიკური ჯანმრთელობის სერვისების პირველადი 
ჯანდაცვის სისტემაში ინტეგრაციის, საზოგადოებაზე 
დაფუძნებული მხარდაჭერის მოდელების განვითარების 
და კომპლექსური პოლიტიკის განხორციელების 
აუცილებლობას ფსიქიკური აშლილობების 
გლობალური ტვირთის შესამცირებლად.

საკვანძო სიტყვები: ფსიქოლოგია, ფსიქიკური 
ჯანმრთელობა, დეპრესია, შფოთვითი აშლილობები, 
მკურნალობის დეფიციტი, სოციალურ-ეკონომიკური 
დეტერმინანტები.
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