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1  Introduction
Mental disorders are a leading cause of disability worldwide. Recent World Health Orga-
nization (WHO) estimates indicate nearly one billion people worldwide lived with a 
mental disorder in 2019 [1, 2]. Mental disorders (especially depression and anxiety) are 
leading causes of disability, second only to cardiovascular disease globally. In absolute 
terms, this means tens of millions of people in every low- and middle-income coun-
try (LMICs) are affected. For example, Global Burden of Disease (GBD) findings show 
the burden of mental disorders in LMICs grew markedly over 1990–2017 [3]. In 2021, 
over 444 million new cases and 155 million disability-adjusted life years (DALYs) were 
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Abstract
The burden of mental disorders is rising globally, but services remain highly unequal. 
Low- and middle-income countries (LMICs) carry most of this burden yet have far 
fewer resources and spending on mental health than high-income countries. Social 
and cultural barriers including stigma, poverty, and lack of trained staff further block 
timely access to care. This commentary maps the literature on innovative models 
and strategies to expand equitable psychological services in LMICs. We highlight 
best practices such as task-sharing with non-specialists and stepped-care models 
that link community and clinical support. Integrating mental health into primary care 
and using digital tools can extend services in low-resource settings. Support from 
trained supervisors and national policies helps improve quality and sustainability. 
Evidence gaps include limited data on long-term outcomes, scale-up strategies, 
and how to support and retain frontline mental health workers. Cultural adaptation 
and stakeholder engagement are essential to make interventions acceptable and 
sustainable. However, challenges remain such as weak infrastructure, stigma, and 
governments spending less than two percent of health budgets on mental health. 
Scaling up must be driven by local contexts and global commitments including 
Sustainable Development Goal (SDG) 3 to ensure that no one is left behind.
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attributed to mental illnesses globally [4]. Importantly, an estimated 82% of people with 
mental disorders live in LMICs, yet these countries have the fewest services [4, 5]. Sur-
vey data confirm high prevalence across LMIC regions. For instance, a recent commu-
nity survey in Pakistan found 57% of urban outpatients screened positive for depression 
and 19.5% for anxiety [1]. Systematic reviews in Africa report lifetime prevalence ranges 
for mood disorders around 5–10% and anxiety disorders 6–16%. Suicide, often linked to 
depression, claimed an estimated 727,000 lives in 2021 [2] and roughly 78% of suicides 
occur in LMICs. Adolescents who comprise approximately 90% of the world’s youth in 
LMICs face particularly acute challenges: globally almost one in five young people meet 
criteria for a mental disorder, and self-harm is a leading cause of death [6].

LMICs often lack the necessary infrastructure and workforce because their govern-
ments spend a far lower share of health budgets on mental health and they have far fewer 
psychiatrists, psychologists, and nurses per capita than high-income countries (HICs) 
[7]. As a result, the treatment gap which refers to the proportion of people needing care 
but do not get it, exceeds 75% in many LMICs [7]. For example, although about 200 mil-
lion Indians could benefit from services, fewer than 30 million actually seek care [8]. 
This inequity is exacerbated by poverty, conflict and social disadvantage, which worsen 
mental health but limit access to care [9].

Disparities also occur within rural, indigenous and marginalized communities who 
often have limited access to psychological services. Cultural factors and stigma may 
discourage people from seeking help or identifying symptoms [10, 11]. Women and the 
poor suffer higher rates of disorders like depression, but they are least likely to obtain 
care [12]. These gaps undermine global goals as they run counter to Sustainable Devel-
opment Goal (SDG) 3 on health equity and to the Sustainable Development Agenda on 
universal health coverage (UHC) [13]. There is an urgent need to tailor services to local 
needs and to scale up psychological care delivery and access in low-resource settings.

2  Barriers to access and service quality
Multiple barriers keep psychological services out of reach in LMICs. A major issue is the 
severe shortage of trained mental health professionals. Most LMICs have fewer than one 
psychiatrist per 100,000 people, compared to dozens in HICs [14, 15]. Few community 
mental health centers exist but primary care workers often lack training in psychosocial 
care [16]. Finance is also a barrier because mental health only receives less than 2% of 
health spending whereas in low-income countries (LICs) it can be less than 0.1% [17].

Social barriers compound these gaps. High stigma surrounds mental illness in many 
societies. People often hide symptoms or prefer traditional healers which tend to delay 
professional help [7]. Low literacy and poverty mean that psychoeducation and outreach 
are limited [18]. In addition, health systems in LMICs frequently struggle with over-
all underfunding, weak governance, and competing priorities (e.g. infectious diseases, 
malnutrition) [19]. These structural issues mean that even when effective interventions 
exist, they are not implemented. A recent expert review noted that LMIC health systems 
“are often centralized and institutionalized; relying on scarce specialist manpower,” cre-
ating “a major treatment gap” [20].

Finally, interventions cannot be simply imported from HICs. There is no one solution 
that fits all [7]. Language, culture and community structures differ. For example, West-
ern style individual therapy may need modification for collectivist societies. Without 
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adaptation, therapies can fail to engage people [21, 22]. Thus, any effort to expand ser-
vices must consider cultural relevance.

3  Conceptual frameworks to guide service strategies
The WHO “pyramid” model envisions a broad base of community and self-care support 
beneath a narrow apex of specialized services [20]. At the base are self-help and informal 
community networks; above that is primary care integration; higher up are outpatient 
specialist services; and at the top are inpatient and emergency psychiatric services. In 
this framework, successive levels correspond to higher intensity and cost of care [20]. 
The pyramid stresses building capacity at lower levels (e.g. training PHC workers under 
mhGAP) and gradually reducing reliance on costly psychiatric hospitals [20].

Another organizing principle is the socio-ecological framework, which considers 
determinants of mental health across individual, interpersonal, community and societal 
levels. For example, Jenkins et al. (2023) describe how mental health promotion and ser-
vice delivery can operate simultaneously at multiple tiers: building personal coping skills 
(individual), strengthening family support, enhancing social cohesion (community), and 
reforming policies or addressing social inequities (societal) [23]. This multi-level lens 
helps integrate diverse strategies (e.g. psychotherapy, family interventions, school pro-
grams, advocacy) so that improving access involves not just clinics but also education, 
legislation and community mobilization. Related models like stepped-care pyramids 
overlap with above mentioned ideas. For instance, one proposed Comprehensive Com-
munity Care (C4) framework explicitly aligns worker roles, training and referral path-
ways across community, non-specialist, and specialist levels [19].

In practice, combining the WHO pyramid’s focus on service tiers with the socio-eco-
logical emphasis on multiple influence levels can ensure that initiatives from self-help 
groups to policy reform work together to expand access comprehensively [20, 23].

4  Community-based and task-sharing models
Community engagement and task-sharing are promising strategies to reach underserved 
populations [19]. In this model, non-specialist providers such as nurses, lay counselors, 
teachers or community health workers (CHWs) are trained to deliver evidence-based 
psychosocial interventions [24, 25]. Few reviews in LMICs have shown that cognitive-
behavioral and psychosocial therapies can be safely delivered by non-specialists with 
good outcomes for depression, anxiety and trauma [26, 27]. For example, the “Friendship 
Bench” program in Zimbabwe trained grandmothers in problem-solving therapy, lead-
ing to major reductions in depression symptoms [28].

Our review of literature highlights key lessons for community interventions. Suc-
cessful programs tend to integrate psychological services into existing primary health 
or social services, rather than building parallel systems [29]. They enlist existing com-
munity networks such as community volunteers, peer support groups, or faith-based 
organizations as delivery agents. Including local stakeholders in design and implementa-
tion helps tailor services to real needs [7]. Experts stress that psychological interventions 
must address practical barriers such as providing transport, building trust, and ensuring 
sustainable local leadership. Common facilitators include strong training and supervi-
sion of lay providers, and ongoing public outreach to reduce stigma [29]. Table 1 lists 
various strategies from the literature.
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Evidence suggests these community-based models can scale up treatment. A system-
atic review of LMIC showed that such interventions can achieve meaningful symptom 
reduction even when delivered by non-specialists [26]. However, challenges remain in 
maintaining quality and coordinating with formal health systems. Funding for continual 
training and supervision is often lacking, so sustainability depends on integrating these 
programs into national health strategies.

5  Digital and telepsychology interventions
Digital technologies are transforming psychological service delivery in LMICs. Mobile 
phones and internet use have grown rapidly even in low-resource settings, creating new 
channels for care. Digital mental health interventions (DMHIs) such as smartphone 
apps, online therapy platforms and telepsychiatry can extend reach where specialists are 
scarce [30, 31]. Recent evidence shows DMHIs can be effective in LMICs [32]. A recent 
meta-analysis of trials found that digital interventions (guided or unguided) significantly 
reduced depression and anxiety symptoms compared to controls. The pooled effect size 
was large indicating substantial benefit [33]. Importantly, gains were seen even in low-
resource settings, suggesting technology can “effectively bridge the gap between treat-
ment supply and demand in LMICs”. Quality of life also improved with digital care [33].

Telepsychology refers to real-time services via phone or video which has also 
expanded. During COVID-19, many LMICs rapidly adopted teleconsultation for men-
tal health to maintain services while reducing infection risk [34]. Studies indicate that 
remote counseling and telepsychiatry were acceptable and sometimes preferred by 

Table 1  Various strategies for improving access to psychological services in low-resource settings
Strategy area Key approaches Examples and tools
Conceptual frameworks Use multi-level models to structure care and 

planning
WHO Service Pyramid (com-
munity → specialist care), 
Socio-ecological model

Task-sharing and 
stepped care

Train non-specialist providers to deliver basic psycho-
logical care; use referral tiers

WHO mhGAP, C4 Framework, 
Friendship Bench

Community-based 
integration

Integrate mental health into primary care, schools, 
and social services; build on local networks

Peer groups, CHWs, support 
via maternal-child or HIV 
clinics

Use of digital tools and 
telehealth

Expand access through mobile phones, tele-counsel-
ing, and digital apps

Mobile CBT, smartphone-
based supervision, telepsy-
chiatry during COVID-19

Cultural adaptation Tailor interventions to local language, beliefs, and 
norms

Local idioms in therapy 
content, community engage-
ment to design interventions

Policy and system 
reform

Create supportive legislation, financing, and national 
strategies to embed services in health systems

Mental Health Acts, UHC 
policies, decentralized care 
planning

Workforce development Scale up training and create incentives for rural 
deployment; establish supervision systems

Formal task-sharing policies, 
rural retention programs, 
continuous in-service training

Legislation and 
financing

Increase budget for mental health; legislate right to 
care; align with global aid and commitments

SDG 3, WHO Action Plans, 
Global Fund, national mental 
health laws

Decentralization of 
services

Shift focus from institutional care to community-
based and outpatient models

Community clinics, day cen-
ters, recovery-oriented care

Addressing implemen-
tation gaps

Improve research on scale-up, monitoring, and real-
world application; focus on underserved populations

Studies on youth, refugees, 
women; outcome evaluation 
in LMICs
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patients in LMIC settings, especially where travel is difficult [35, 36]. Digital platforms 
also allow task-shared interventions to reach many people at low cost. For example, 
computerized cognitive-behavior therapy programs have shown effectiveness on par 
with face-to-face therapy [37].

However, digital approaches have caveats. Many report mixed user engagement and 
high dropout rates. Limited digital literacy, sporadic connectivity, and privacy concerns 
can hinder use [38]. Programs must be culturally adapted (e.g. language, idioms, mobile 
accessibility) and often require some human support to maintain engagement [22]. 
Moreover, evidence is still emerging; more large-scale trials are needed in diverse LMIC 
contexts. Technology is a powerful enabler but not a panacea. It should complement, not 
replace, face-to-face and community care [39]. These disparities underscore the need for 
gender-sensitive and context-specific service models.

6  Policy frameworks and health systems reform
Sustained improvement requires supportive policies and systems. Many LMICs have 
begun reforming mental health policy but often lag in implementation [17]. Key system-
level strategies include:

1.	 Integration into primary care: Embedding mental health assessment and treatment 
into general health services is crucial. WHO’s Mental Health Gap Action Programme 
(mhGAP) provides training modules and guidelines for non-specialist care in primary 
settings [20]. Such integration improves access and helps address comorbid physical 
health issues.

2.	 Decentralization and community care: Moving resources away from large psychiatric 
hospitals to community clinics and day programs can increase access. WHO’s “optimal 
mix of services” pyramid promotes community-based care and recovery-oriented 
services at the base, reserving specialist and inpatient care for complex cases [40].

3.	 Workforce development: Governments should scale up training for psychologists, 
counselors and allied workers, and consider incentives to retain staff in rural areas. 
Task-sharing policies should be formalized (e.g. allow nurses or social workers to 
deliver therapy under supervision) [41].

4.	 Legislation and financing: Passing mental health laws that protect rights and guarantee 
access can drive investment. Equitable financing allocating more budget to mental 
health is needed [42]. International aid and global funds can be leveraged to co-fund 
mental health programs [43].

Evidence on system reforms in LMICs is mostly qualitative or programmatic. Many 
LMICs still have less than 10% of the needs met, far below WHO’s target of universal 
coverage. Achieving UHC for mental health will require new funding models and main-
streaming mental health in all levels of health planning [44, 45].

7  Conclusion
This commentary highlights that transforming psychological services in LMICs depends 
on multi-pronged innovation. Community-based task-sharing and digital tools are 
promising routes to reach the underserved. But success hinges on contextual adapta-
tion such as interventions that must align with local beliefs, languages and needs. Stake-
holder engagement involving patients, families and community leaders improves uptake. 
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Research should continue to evaluate how interventions perform in rural areas, among 
minority groups, and for less-studied disorders such as substance use and trauma. Psy-
chological services must be seen as part of social development. Addressing social deter-
minants such as poverty, violence, education and reducing stigma are as crucial as 
providing therapy. Partnerships across sectors of education, justice, labor can help inte-
grate mental wellness into community life. At the same time, global frameworks such as 
SDG 3 and UHC should prioritize mental health as a basic human right. Only then can 
services become truly accessible and equitable.

We urge researchers, practitioners and policymakers to collaborate, share lessons, 
align on standards such as WHO’s mhGAP and co-create solutions that amplify local 
voices. Through culturally competent, community-rooted and technology-enabled strat-
egies; psychological services can be transformed to serve all communities, advancing 
global health equity.
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