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Abstract: Despite growing recognition of mental health as a global priority, a critical knowledge gap persists regarding how 
workforce availability aligns with the burden of mental disorders across income levels. This perspective addresses that gap by 
comparing mental health workforce indicators and disease burden metrics from the World Health Organization and United Nations 
datasets, stratified by country income level. The findings reveal a striking misalignment: low- and lower-middle-income countries 
report the highest disability-adjusted life years due to depression, bipolar disorder, and suicide, yet possess the lowest density of 
psychiatrists, psychologists, nurses, and social workers per 100,000 population. Conversely, high-income countries demonstrate 
stronger alignment between disease burden and workforce capacity, supported by greater policy readiness and financial allocation. 
Importantly, this analysis identifies not only a quantitative shortfall in human resources but also a qualitative gap in policy 
implementation, including limited enforcement, weak integration into primary care systems, and insufficient accountability mechan
isms. Even where national mental health plans exist, compliance and execution remain limited, particularly in low-income settings. 
These inequities compromise efforts toward universal health coverage and Sustainable Development Goal 3.4 on mental well-being. 
These findings highlight urgent global priorities for mental health investment and system reform to close the persistent treatment gap 
and advance the Sustainable Development Goals. This evidence may guide investment decisions, inform global health diplomacy, and 
support policy reforms aimed at closing the persistent mental health treatment gap. 
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Over the past decade, mental health has gained increasing recognition as a fundamental component of global health and 
sustainable development.1 Despite this progress, mental disorders remain among the leading causes of disability world
wide, and the global mental health response continues to face major challenges.1 The COVID-19 pandemic further 
exacerbated the mental health crisis, underscoring the urgent need for strengthened governance, cross-sectoral action, and 
investment in mental health services, particularly in low- and middle-income countries.2

Within the global mental health agenda, workforce availability has long been recognized as a critical bottleneck.3 

Numerous calls for scaling up the mental health workforce have been made in global reports and political declarations.3 

However, little attention has been given to empirically assessing the extent to which workforce availability aligns with 
the actual burden of mental disorders and core global mental health indicators.1,3 While several studies have addressed 
mental health financing and access disparities,4,5 few have evaluated the correlation between mental disorder burden and 
workforce distribution across income groups. This gap hinders efforts to prioritize interventions, allocate resources, and 
guide health diplomacy and policy reform.

To better understand this gap, a brief analysis of global mental health metrics was carried out, stratified by countries’ 
income levels. The aim was to assess how well key global mental health indicators align with the availability of the 
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mental health workforce worldwide, using data reported by the World Health Organization (WHO)’s Global Health 
Observatory.6

We extracted raw data from the WHO’s World Mental Health Report,1 focusing on priority indicators, and compared 
them with measures related to mental health service availability and governance, especially those connected to the 
workforce. In addition, metrics on the burden of disease and the prevalence of mental disorders were sourced from the 
United Nations World Population Prospects,7 also stratified by income level. Countries were stratified into four income 
groups based on the World Bank classification system.8 Indicators were extracted manually from WHO Global Health 
Observatory6 and UN7 datasets published in 2021–2022. Only countries with available data across all core indicators 
were included in the final analysis. All data were gathered up to the most recent year available in each dataset.

Descriptive statistics, including averages and population-weighted means, were used to compare mental health 
indicators across income groups. As the study relied on official aggregated data from open-access global databases, 
and only included countries with complete indicator records, missing data were not imputed. All averages in this table are 
population-weighted by country.

The analysis identified that low-income countries bear some of the highest burdens in key indicators such as 
Disability Adjusted Life Years (DALYs) due to depressive disorders (725 per 100,000 people) and DALYs due to 
bipolar disorder (97.3 per 100,000 people), yet simultaneously have the lowest proportion of specialized mental health 
workforce globally. For instance, these countries have only 0.4 mental health nurses, 0.1 psychologists, 0.1 psychiatrists, 
and 0.1 social workers per 100,000 population (Table 1).

Table 1 Comparison Between the Status of the Mental Health Workforce and Global Mental Health Indicators, Stratified by Income 
Level.*

Mental Health Workforce High-Income 
Countries

Upper-Middle Income 
Countries

Lower-Middle Income 
Countries

Low Income 
Countries

Psychiatrists per 100,000 population for 2021 8.6 1.7 0.4 0.1

Mental health nurses per 100,000 population for 2021 29 5.1 1.3 0.4

Psychologists per 100,000 population for 2021 10.7 1.6 0.3 0.1

Social workers per 100,000 population for 2021 2.9 1.1 0.2 0.1

Other specialized workers per 100,000 population for 2021 4.1 0.7 0.1 0.1

Global mental health indicators

DALYs by depressive disorders per 100,000 people for 2021 863.3 647.8 706.2 725

DALYs by schizophrenia per 100,000 people for 2021 214.1 210.3 177 110.3

DALYs by bipolar disorder per 100,000 people for 2021 161.2 97.2 83.9 97.3

DALYs by eating disorders per 100,000 people for 2021 81.2 37 37.5 26.2

DALYs by anxiety disorders per 100,000 people for 2021 719.5 563.2 469 470.3

Schizophrenia prevalence for 2021 (%) 0.3 0.3 0.3 0.2

Depressive disorders prevalence for 2021 (%) 4.5 3.4 4.3 5.3

Anxiety disorders prevalence for 2021 (%) 5.9 4.5 3.9 4.2

Bipolar disorder prevalence for 2021 (%) 0.7 0.4 0.4 0.5

Eating disorders prevalence for 2021 (%) 0.5 0.2 0.2 0.1

Suicide deaths for 2021 (n) 165,211 243,917 293,076 43,634

Countries with a mental health policy or plan (%) 87 89 78 83

(Continued)
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In lower-middle-income countries, the highest suicide mortality was reported, with 293,076 deaths in 2021, surpass
ing all other income groups. This group also bears a considerable burden of disease caused by depressive disorders 
(706.2 DALYs per 100,000 people) and schizophrenia (177 DALYs per 100,000 people) in 2021 (Table 1). However, the 
availability of human resources remains critically low, with only 1.3 mental health nurses, 0.4 psychiatrists, 0.3 
psychologists, and 0.2 social workers per 100,000 population (Table 1), revealing a profound mismatch between 
population needs and system capacity in mental health care.

In upper-middle-income countries, a notable disease burden is also observed in indicators such as schizophrenia 
(210.3 DALYs per 100,000 people), anxiety disorders (563.2 DALYs per 100,000 people), and suicide mortality (243,917 
deaths in 2021) (Table 1). These countries also present some of the highest prevalence rates of anxiety disorders (4.5%) 
and schizophrenia (0.3%). Nonetheless, despite a higher density of mental health workforce compared to lower-income 
groups, the availability remains insufficient relative to high-income countries, with 5.1 mental health nurses, 1.7 
psychiatrists, 1.6 psychologists, and 1.1 social workers per 100,000 population (Table 1).

In high-income countries, although the absolute number of suicide deaths remains high (165,211 deaths in 2021), so 
does the burden of disease across all major mental health disorders, including depression (863.3 DALYs per 100,000 
people), schizophrenia (214.1), bipolar disorder (161.2), eating disorders (81.2), and anxiety disorders (719.5) (Table 1). 
However, the mental health system response is proportionally stronger, with 29 mental health nurses, 10.7 psychologists, 
8.6 psychiatrists, and 2.9 social workers per 100,000 people, indicating greater alignment between disease burden and 
professional workforce availability.

Regarding health policy readiness and public mental health policy implementation, a significant gap exists between 
high-income and lower-income countries. While at least 50% of upper-middle and high-income countries report having 
national mental health policies, the compliance rate in low- and lower-middle-income countries remains ≤45% (Table 1).

Similarly, policy implementation rates are ≥25% in higher-income countries, compared to less than 15% in lower- 
income countries. High-income countries also demonstrate a timelier response to financial and human resource needs in 
mental health, with over 40% meeting these indicators, while less than 30% of lower-income countries meet the same 
benchmarks (Table 1). To address these disparities, it is not sufficient to scale up individual workforce cadres; rather, 
integrated health system reforms that prioritize mental health within primary care, task-sharing models, and capacity- 
building are essential.1,3

The findings from this brief analysis underscore a persistent and troubling misalignment between the burden of 
mental disorders and the availability of the mental health workforce across income levels.9 As highlighted in the WHO 
Mental Health Atlas 202010 and the World Mental Health Report 2022,1 bridging the treatment gap in mental health 
requires not only financial investment but also a well-distributed, adequately trained mental health workforce.1,2 Our 
results reinforce and quantify this challenge, particularly in low- and lower-middle-income countries, where the burden 
of depression, suicide, and schizophrenia remains high, but the mental health workforce is critically scarce.1–3

Table 1 (Continued). 

Mental Health Workforce High-Income 
Countries

Upper-Middle Income 
Countries

Lower-Middle Income 
Countries

Low Income 
Countries

Countries that report a fully compliant mental health policy or 
plan (%)

60 50 45 45

Countries that report implementing a fully compliant mental 
health policy or plan (%)

25 32 14 3

Countries that allocated the required human resources for 
mental health (%)

36 49 33 29

Countries that allocated the required financial resources for 
mental health (%)

43 43 27 8

Notes: *Green: Indicators in the most optimal condition; Red: Indicators in the most critical condition. Source: WHO Global Health Observatory (2021–2022), WHO 
Mental Health Atlas (2020), UN World Population Prospects (2024). 
Abbreviation: DALYs, Disability Adjusted Life Years.
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For example, low-income countries reported some of the highest DALYs due to depressive disorders and bipolar 
disorder but had the lowest density of psychiatrists, psychologists, and mental health nurses. Lower-middle-income 
countries, despite having the highest number of suicide deaths globally (293,076 in 2021), reported only 0.4 psychiatrists 
and 1.3 nurses per 100,000 people. These findings reflect a chronic underinvestment in human resources for mental 
health, a gap that is not solely financial but also structural,10 as noted in WHO’s 2022 report on transforming mental 
health for all.1 These workforce gaps also reflect structural inequities and power imbalances in the global health system. 
Mental health workforce shortages in low-income countries are not merely technical challenges, but issues of social and 
health justice.1,3

Furthermore, the disparity extends beyond clinical care to governance. While 87–89% of high- and upper-middle- 
income countries report having a mental health policy or plan, only 25–32% report its full implementation. In low- 
income settings, these figures are even more alarming, with only 3% reporting full implementation and 8% allocating 
sufficient financial resources. This underscores a key insight: policy existence does not equate to policy effectiveness.11

The novelty of this analysis lies in its comparative perspective: by stratifying data across income levels and aligning 
disease burden with workforce availability, the analysis reveals an equity gap not only in mental health outcomes but also 
in system response. These inequities are central to achieving the Sustainable Development Goals (SDG) and universal 
health coverage, particularly SDG target 3.4 on promoting mental health and well-being.12

Then, this perspective highlights a critical and underexplored dimension of global mental health: the mismatch 
between population needs and workforce capacity. Our analysis provides compelling evidence of inequities in the 
allocation of mental health professionals, which persist despite the growing burden of mental disorders, particularly in 
low- and middle-income countries. Future research should focus on country-level case studies, longitudinal analyses of 
workforce investments, and evaluations of policy implementation effectiveness.

This analysis is subject to limitations, including variability in national reporting practices, differences in definitions of 
policy implementation, and the absence of outcome measures linked to policy compliance.

However, these findings serve as a practical tool for policymakers and global stakeholders to realign investment, 
strengthen workforce planning, and monitor progress using standardized global indicators. The added value of this 
analysis lies in its integration of epidemiological burden, service availability, and policy implementation, elements that 
are often examined in isolation.13,14 This highlights the relevance and importance of further research and action on this 
issue.15–17 It also reinforces the call to action made by WHO and partners: mental health must be integrated into broader 
health systems, with a well-resourced and equitably distributed workforce at its core. Without addressing this funda
mental misalignment, the goals of mental health for all by 2030 will remain out of reach.3

A few countries offer valuable lessons in scaling mental health services. For example, Chile’s national mental health 
plan successfully integrated mental health into primary care through community-based models,18 while Liberia’s post- 
conflict mental health program rapidly expanded its trained workforce by partnering with non-governmental 
organizations.19 These examples demonstrate that with political will and contextual adaptation, low- and middle- 
income countries can strengthen their mental health systems despite limited resources.

Addressing the mental health workforce gap requires coordinated, multisectoral efforts. We recommend that global 
donors prioritize investments in regionally relevant training programs; that national governments adopt task-sharing 
strategies and integrate mental health into primary care systems; and that multilateral organizations strengthen account
ability through harmonized tracking of workforce metrics. These steps are essential not only for building responsive 
health systems, but also for advancing health equity and realizing the right to mental health globally. Without meaningful 
action, the goals of Sustainable Development Goal 3.4 and Universal Health Coverage will remain unmet. Global 
stakeholders, especially the WHO, international donors, and civil society, must act in coordination to ensure that mental 
health workforce strengthening becomes a shared global priority, with dedicated funding and technical support tailored to 
local contexts.

Abbreviations
DALYs, Disability Adjusted Life Years; SDG, Sustainable Development Goals; WHO, World Health Organization.
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