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This policy brief summarises and signposts the main 
sources of mental health-related data for users. It outlines 
the pros and cons of different datasets, identifies current 
data gaps, and lists the actions required to address them. 
And it highlights the potential of recent innovations. 

Having timely, representative, good-quality data on 
mental health is essential to provide an evidence 
base for decision-making, drive policy change, ensure 
accountability, and make the case for increased 
investment and improved access to services. United 
for Global Mental Health (UnitedGMH) and many of 
our national partners are already using data to support 
successful advocacy, as the examples in the following 
boxes 1-3 illustrate.

INTRODUCTION 

MENTAL HEALTH DATA AND WHERE TO FIND IT Integrating mental health into the Global Fund’s HIV  
and TB programming 

There is a clear bi-directional relationship between HIV/TB and mental ill health, with each being a 
risk factor for the other. UnitedGMH understood that for policymakers to increase the integration of 
mental health services into HIV and TB programmes, they needed evidence of the potential impact 
and what it would cost. UnitedGMH’s policy brief Bending the Curve: The impact of integrating mental 
health services on HIV and TB outcomes presented new research based on data projections to 
quantify the benefits of integration. The headline results estimated integrating mental health into 
HIV and TB programmes could speed up the reduction in infections by 10-17% for HIV and 13-20% 
for TB. This would mean almost one million people could avoid contracting HIV – the same number 
of total infections that is currently predicted for 2026 – and as many as 14 million TB infections could 
be avoided, all by 2030. UnitedGMH and its partners used this research to help persuade the Global 
Fund to fight AIDS, TB, and Malaria to include mental health in its 2023-2025 strategy, and in national 
HIV and TB programmes in over 30 countries.

Decriminalising suicide in Ghana 

Until recently, Ghana was one of around 20 countries where attempted suicide remains a crime. 
Criminalising suicide does not prevent people from acting on suicidal thoughts, it simply deters them 
from seeking help at times of crisis. That makes criminalisation a significant barrier to effective suicide 
prevention measures. So in 2012, vigorous efforts began in Ghana to decriminalise suicide. An initial 
petition to parliament failed to gain traction as it lacked context-specific evidence to support its case. 
So a collaborative effort led by the Association for Suicide Prevention Ghana (GASP) and the Centre 
for Suicide and Violence Research (CSVR) in Accra gathered substantial local data and evidence about 
the impact of the current law. They then presented their findings to key stakeholders – e.g. lawyers, 
judges, MPs, traditional leaders, police, school staff, media professionals and religious leaders – both 
face-to-face and via training events. When a second petition was presented in 2017, parliamentarians, 
shocked by the data and evidence presented, began to engage with the issue. In 2021, an MP who 
had lost a daughter to suicide led a team of MPs (in collaboration with GASP and CSVR) to table a 
private member’s bill on decriminalisation. Finally, on 28 March 2023, Ghana’s parliament approved 
amendments to the Criminal Offences Act of 1960, which previously made attempted suicide a criminal 
offence. When this receives presidential assent, people who attempt suicide will no longer face jail 
terms or hefty fines under the law – they will be regarded as people who need mental health support.

The new Mental Health Act in Nigeria 

Recent decades have seen multiple failed attempts to overturn Nigeria’s 1958 Lunacy Act, a colonial 
legacy which continued to guide the country’s mental health services for 64 years. Concerted efforts 
by professional associations and civil-society organisations were met with a lack of understanding 
and an absence of political will. But then came a renewed attempt to overturn the legislation during 
the 8th National Assembly (2015-2019). This time, advocates used data to support their case. They 
presented legislators with information on the number of people in Nigeria with mental health 
conditions, the level of absenteeism in the workplace as a result, and the impact on families because 
of out-of-pocket expenditure. Over time, they raised awareness and galvanised action. They secured 
the support of Senator Dr Ibrahim Yahaya Oloriegbe and the Honourable Dr Yusuf Tanko Sununu 
– the Chairs of the Senate Committee on Health and the House of Representatives Committee on 
Health Institutions respectively. Both are medical doctors with key positions at the National Assembly 
and vast experience of humanitarian and development work in Nigeria. A new Mental Health Act was 
finally passed by the 9th National Assembly and signed by the President in January 2023, consigning 
the 1958 Lunacy Act to history. The new Act established key human rights protections for people with 
mental health conditions, an expansion of community-based mental health services and the creation 
of a Mental Health Department at the Federal Ministry of Health 

1

2

3



554

MENTAL HEALTH DATA AND WHERE TO FIND IT 

THE OVERALL STATE OF MENTAL 
HEALTH DATA 
There are rising concerns about mental health across the world following the COVID-19 
pandemic. The World Health Organisation (WHO) estimates that the first year of the 
pandemic triggered a 25% increase in depression and anxiety worldwide, with women, 
young people, and those with pre-existing physical health conditions worst affected.1 

Against this background, the scale of current data gaps on mental health, especially in 
low- and middle-income countries (LMICs), has been exposed and become an increasing 
cause for concern. UnitedGMH is a partner in Countdown Global Mental Health 2030 
– an initiative that aims to provide an overall monitoring framework on global mental 
health and a coherent set of indicators for measuring progress. Countdown’s interactive 
dashboard makes the latest mental health data accessible, and this includes the total 
number of missing data points for each country. The 2023 monitoring report notes that 
over half of countries are unable to confirm how much they spend on mental health,2 and 
over 60% of countries have not published a specific report on mental health based on 
data during the past two years.3 

Data on the mental health of children and adolescents is especially scarce. Research 
shows that mean global coverage of prevalence data for six mental disorders in ages 5-17 
years is just 6.7%, and 124 out of 187 countries have no data on any disorder. Coverage 
is especially low in LMICs, with no region in sub-Saharan Africa having more than 2% 
prevalence data coverage for any disorder.4 These ‘data deserts’ are of particular concern 
given that 50% of mental disorders have their onset by the age of 14,5 an estimated one 
in seven 10–19-year-olds globally live with a mental disorder and suicide is the fourth 
leading cause of death among 15–19-year-olds.6

It should be noted that mental health data is not simply about prevalence estimates 
and service coverage. Data on the social, economic, and environmental determinants of 
mental health is vitally important in understanding the underlying causes of mental health 
conditions. While the policy and legal frameworks for mental health in each country, 
plus the level of financial and human resources, are directly relevant to mental health 
outcomes. 

1  WHO news release (March 2022) 

2  WHO Mental Health Atlas (2020)

3 Ibid

4 Erskine H and others (2016) The global coverage of prevalence data for mental disorders in children and adolescents 

5 Kessler RC and others (2005). Lifetime Prevalence and Age-of-Onset Distributions of DSM-IV Disorders in the National  
   Comorbidity Survey Replicatio

6 UNICEF (2021) The State of the World’s Children 

The following sections outline the main types of mental health data available from official 
sources (governments as well as and intergovernmental organisations such as the UN) 
and unofficial sources (e.g. the private sector, civil society organisations and citizen-
generated data). The paper then offers recommendations for action. 

OFFICIAL SOURCES OF MENTAL 
HEALTH DATA
GOVERNMENT DATA
National statistics offices (NSOs) are responsible for collecting and collating data and 
publishing government statistics on a wide range of issues, while data on health services 
is typically collected via national health systems. What data is collected and published on 
mental health varies from country to country, depending on the political priority of mental 
health, the availability of data and the strength of the national statistics system. The UN 
Statistics Division (UNSD) publishes country profiles of statistics systems which include 
information on data collection and dissemination. While the World Bank’s statistical 
performance indicators provide a framework for assessing the performance of national 
statistical systems and efforts to improve them. This heat map shows all too clearly the 
capacity gap between high-income countries (HICs) and LMICs. 

Significant data and analysis on mental health is publicly available in HICs. For example, in 
March 2023 the UK’s Office for National Statistics (ONS) published a summary of
its current and future analytical work related to mental health, while the Australian Bureau 
of Statistics (ABS) Study on Mental Health and Wellbeing regularly publishes and updates 
statistics on the prevalence and the use of services. In LMICs, where treatment gaps for 
common mental health conditions such as depression are estimated to be as high as 90%,7 
the situation is very different – much less data exists. The World Health Organisation’s 
Mental Health Atlas collects and publishes data on the availability and reporting of mental 
health data by national governments (see below for details). The 2020 edition found that a 
quarter of responding countries in both the low-income and lower-middle-income groups 
reported no compilation of mental health statistics for the last two years, compared with 
8% and 10%, respectively, of upper-middle- and high-income countries. In addition, LMICs 
frequently have under-funded NSOs, a situation compounded by COVID-19. The UNSD 

7 Hanlon C, Thornicroft G and Lund C (2022) Bridging the global mental health gap 
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reported that in sub-Saharan Africa during the pandem
ic, 61%

 of countries saw
 the costs 

of data collection rise, w
hile 71%

 experienced a drop in governm
ent funding and 59%

 saw
 

a drop in donor funding for N
SO

s. 8 

The principal sources of national data on m
ental health include: 

1. A
D

M
IN

ISTRA
TIVE D

A
TA

 
Adm

inistrative data is the data collected w
hen citizens use governm

ent-run services such 
as health, education, and social protection. It provides inform

ation based on interactions 
w

ith individual people, and com
piles data from

 records kept by schools, hospitals, 
com

m
unity health w

orkers and other professionals. H
aving good-quality adm

inistrative 
data on m

ental health is essential for operational purposes, to plan, m
anage and m

onitor 
services eff

ectively, and im
prove perform

ance. Personal data is highly sensitive, so 
m

aintaining the security and privacy of individuals’ data is param
ount. But w

here suitably 
anonym

ised data collected via adm
inistrative system

s is m
ade publicly accessible, it can 

provide valuable insights about trends in m
ental health at national and sub-national levels 

that can be used for research, advocacy, and accountability purposes. 

The extent to w
hich m

ental health data collected via national adm
inistrative system

s 
is publicly accessible varies enorm

ously. For exam
ple in England, the N

ational H
ealth 

Service publishes m
onthly statistics on m

ental health services, a m
ental health annual 

bulletin dashboard, a m
ental health act annual dashboard and a restrictive interventions 

m
onthly dashboard. Clinicians, com

m
issioners and researchers can also request access 

to the m
ental health services data set. 

In LM
ICs, the m

ost com
m

only used health inform
ation system

 is the D
H

IS2 open source 
softw

are platform
, currently in use by 76 countries. D

H
IS2 is a global collaboration led by 

the H
ealth Inform

ation System
 Program

m
e (H

ISP) at the U
niversity of O

slo, w
ith funders 

including N
orad, PEPFAR, U

N
ICEF, W

H
O

, G
lobal Fund, G

avi and the G
ates Foundation. As 

it is released under an open-source licence, the softw
are can be freely used, m

odified, 
and shared. But each country m

aintains its ow
n adapted version of D

H
IS2 and has full 

ow
nership of the application and of the data contained in it. D

H
IS2 docum

entation includes 
a m

ental health m
odule w

ithin the com
m

unity health inform
ation system

 package; it w
as 

added in 2021, w
ith provision for m

onthly and annual reporting on m
ental health. It is 

for individual countries to decide w
hich m

odules to im
plem

ent in line w
ith their national 

priorities. Som
e, like U

ganda, had already custom
ised their D

H
IS2 system

 to collect data 

8 U
N

 Statistics D
ivision (2022) Thinking beyond crisis: using the pandem

ic to advance high-quality, tim
ely and inclusive data

on m
ental health. W

hile national health inform
ation system

s are potentially a rich source 
of data, in LM

ICs, they suff
er from

 tw
o m

ain draw
backs. First, they only collect data from

 
those w

ho seek and/or receive treatm
ent, and both the lack of m

ental health services and 
the stigm

a associated w
ith seeking help m

eans those num
bers are low

. Second, the data 
that is collected is often not publicly accessible, although there is grow

ing interest and 
discussion of this issue w

ithin D
H

IS2’s vibrant com
m

unity of developers and users. 

CIVIL REG
ISTRA

TIO
N

 A
N

D
 VITA

L STA
TISTICS SYSTEM

S 
Civil registration and vital statistics (CRVS) system

s m
aintain national records about key 

events in a person’s life – birth, m
arriage, death – and all are relevant to m

ental health: 

• Birth registration provides proof of legal identity, w
hich is essential for establishing 

nationality, avoiding statelessness, and confirm
ing age. This in turn can help to protect 

children from
 exploitation, for exam

ple through child labour, child m
arriage and under-

age m
ilitary recruitm

ent, all of w
hich are recognised determ

inants of m
ental health. A 

birth certificate m
ay also be required to access services such as health, education, social 

protection, and justice. 

• M
arriage registration can help protect girls from

 underage or forced m
arriages. It 

provides w
om

en w
ith legal protection and rights to inheritance, property, and child 

custody. They m
ay be denied these rights if their m

arriage is contracted under custom
ary, 

rather than national, law
. This in turn can lead to them

 being evicted and plunged into 
poverty.

• D
eath registration data, including accurate recording of the cause of death, is essential 

for calculating suicide rates. It can support national suicide prevention strategies by 
helping to identify, and take action to close dow

n, com
m

only used m
ethods. 

In H
ICs, having com

plete CRVS data is taken for granted, and national statistics are 
published on a regular basis. In the U

S, for exam
ple, provisional data on births and deaths 

from
 the N

ational Vital Statistics System
 is published on a m

onthly basis. Ensuring legal 
identity for all, including birth registration, is an SD

G
 target w

ith an associated indicator 
(SD

G
 16.9.1) and som

e countries are m
aking progress against it. For exam

ple, India 
increased birth registration from

 82.4%
 to 92.7%

 betw
een 2011 and 2019, w

hile death 
registrations increased from

 64.4%
 to 92%

. G
lobally how

ever, a quarter of all children 
under the age of five do not have their birth registered, rising to nearly half of all under-
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fives in sub-Saharan Africa. 9 M
eanw

hile, the W
H

O
 reports that only around 80 countries 

have good enough vital registration data to estim
ate suicide rates, 10 underlining the need 

for greater investm
ent in this area. U

N
SD

 publishes the coverage of birth and death 
registration in all countries, w

ith the latest update (April 2023) available to dow
nload from

 
its w

ebsite. W
here data is not available from

 national CRVS system
s, U

N
SD

 uses data from
 

the tw
o m

ain household surveys: the U
N

ICEF M
ultiple Indicator Cluster Survey (M

ICS) and 
D

em
ographic and H

ealth Survey (D
H

S) (see below
 for m

ore details). It also uses W
H

O
 data 

to estim
ate coverage. 

N
A

TIO
N

A
L CEN

SU
S A

N
D

 SU
RVEYS 

M
ost countries conduct a population and housing census every ten years, collecting, 

com
piling, and publishing dem

ographic, econom
ic and social data on all individuals and 

households. Census data is vital for designing, im
plem

enting, and m
onitoring policies, 

and is an im
portant source of disaggregated data. W

hether or not it provides any insights 
on m

ental health depends on the issues covered in the census questionnaire, and these 
are determ

ined by each governm
ent in line w

ith its national priorities. For exam
ple in 

N
ew

 Zealand, w
here the 2023 census is currently being concluded, people w

ere asked “ 
W

hether a disability, long-term
 condition, or m

ental health condition lim
its their ability to carry 

out activities of daily living.” W
here data on m

ental health is collected, it should be included 
in the N

SO
’s statistical sum

m
aries and ideally via the sharing of anonym

ised m
icrodata 

from
 the census. 11

 9 U
N

ICEF data (2022) 

10 W
H

O
 (2021) Fact sheet on Suicide 

11 M
icrodata are sm

all sam
ples of data for w

hole households and individuals, w
hich include som

e associated census characteristics but no 
inform

ation that could identify a household or individual.

TH
E W

A
SH

IN
G

TO
N

 G
RO

U
P O

N
 D

ISA
BILITY STA

TISTICS 
H

ow
 questions are fram

ed in national censuses and surveys influences the answ
ers 

people give. The W
ashington G

roup on D
isability Statistics has developed question 

sets on disability suitable for inclusion in census and national surveys, w
ith the aim

 
of providing globally com

parable data. Som
e of these are relevant to m

ental health. 
The enhanced short set of questions includes tw

o additional questions on anxiety 
and a further tw

o on depression, w
hile the extended set contains three questions 

on each. W
here these questions are included, they can provide useful data on 

depression and anxiety, though w
hether these m

ental health conditions should be 
regarded as a disability is a contentious issue for som

e people w
ith lived experience. 

The G
roup’s M

ental H
ealth and Psychosocial D

isability W
ork G

roup is currently 
testing seven questions that cover the dom

ains of interpersonal interaction and 
controlling em

otions/behaviour, w
hich com

plem
ent the existing W

G
 questions on 

anxiety and depression. O
nce this testing is com

pleted, recom
m

endations w
ill be 

m
ade on w

hich questions to add.

G
overnm

ents m
ay also com

m
ission periodic or ad hoc surveys that provide valuable 

national data on m
ental health, for exam

ple the N
ational M

ental H
ealth Survey of 

India, 2015-16, the 2021 Young Adult Fertility and Sexuality Study in the Philippines and 
Statistics Canada’s M

ental H
ealth and Access to Care Survey, 2022. Surveys based on a 

representative sam
ple of the overall population, or a subset of particular interest have 

the advantage of being relatively quick, easy to adm
inister and cost-eff

ective com
pared 

w
ith other m

ethods of data collection. This is especially true w
hen they are conducted via 

telephone or online, although this carries the obvious disadvantage of excluding those 
w

ithout connectivity. H
ousehold surveys exclude those living outside households, for 

exam
ple people w

ho are hom
eless, refugees and those living in prisons, hospitals, or 

orphanages, som
e of w

hom
 m

ay be at higher risk of m
ental health conditions. D

uring 
the CO

VID
-19 pandem

ic, governm
ents in a num

ber of countries used experim
ental pulse 

surveys to m
onitor changes in m

ental health, for exam
ple the U

S H
ousehold Pulse Survey. 

These proved eff
ective in generating near real-tim

e data in a fast-m
oving environm

ent 
w

hen traditional data-collection m
ethods w

ere not possible because of lockdow
ns. 

Collecting and using disaggregated data from
 national censuses and surveys (e.g. by 

incom
e, sex, age, race, disability) is vital for analysis. It helps to highlight health inequalities 
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and identify demographics with an increased risk of mental health conditions. Ensuring 
that those living with a mental health condition are included in the data is an important 
aspect of delivering the Agenda 2030 pledge to leave no one behind. 

RECOMMENDATIONS FOR ACTION 
• Strengthening foundational data systems, including CRVS and administrative 

data, is a prerequisite for increasing the quantity and improving the quality 
of data on all aspects of development, including mental health. This requires 
increased investment by both national governments and by donors, many of 
whom de-prioritised their funding for core data and statistics activities at the 
beginning of the pandemic.12  

• Given rising concerns about mental health, the collection of mental health 
data should be prioritised by health information systems, for example by the 
adoption of the community mental health module in countries using the DHIS2 
software platform.  

• Governments should routinely include questions about mental health in 
their national census and population surveys. The questions developed by 
the Washington Group provide a good starting point for the collection of 
globally comparable national data. Where data on mental health is collected in 
national censuses, it should be included in the statistical summaries produced. 
NSOs should also increase their collection and use of disaggregated data in 
censuses and surveys.  

• Provided the security and privacy of personal data can be assured, suitably 
anonymised data collected via national systems and surveys, as well as 
anonymised microdata from the national census, should be made publicly 
accessible to increase both understanding and accountability.  

• Use of representative, small-scale, purpose-built surveys should also be 
considered to fill data gaps at national level. 

12  UN Statistics Division (2022) Thinking beyond crisis: using the pandemic to advance high-quality, timely and inclusive data

DATA COLLECTED AND PREPARED BY INTERNATIONAL 
ORGANISATIONS 
While nationally produced mental health data should be the bedrock for national decision-
making, data produced by international organisations provides globally comparable data 
and generates estimates that can help fill data gaps at country level. One of the weaknesses 
of global datasets is that they often rely on modelled data, and it is sometimes difficult 
to ascertain which data has been modelled, and what methodology has been used to 
produce the data. 

International organisations that produce mental health data include: 

THE WORLD HEALTH ORGANISATION (WHO) 
The WHO is the leading provider of global data on mental health, and custodian of the 
only SDG indicator that focuses specifically on mental health (SDG 3.4.2 - suicide mortality 
rate). Its flagship publication, the Mental Health Atlas, monitors progress towards the 
targets adopted by member states in the Comprehensive WHO Mental Health Action Plan 
2013-2030. Data is collected every three years, and the latest edition is the Mental Health 
Atlas 2020, which summarises the aggregate results. More detailed data on individual 
countries is available in the associated country profiles. The Mental Health Atlas is a vital 
resource that provides comprehensive, globally comparable data on burden, governance, 
finance, human resources, service availability and uptake, and promotion and prevention. 
Its disadvantages include its reliance on government self-reported data; significant data 
gaps for some indicators e.g. psychosis, outpatient visits and involuntary admissions; and 
its lack of timeliness because of the complexity of the data collection and compilation 
process. (The majority of the data in the current edition was collected pre-COVID-19 and 
the final results of next edition are not expected until 2025). Additional WHO datasets and 
estimates relevant to mental health include: 

• Global Health Estimates provide the latest available data on death and disability at 
global, regional, and country levels, disaggregated by age, sex and cause. That makes 
them a useful source of data on death (including suicide rates) and disability-adjusted 
life years (DALYS) related to mental and substance-use disorders. Data is drawn from 
a variety of sources, including national CRVS systems, estimates from WHO technical 
programmes, UN partners, and the Global Burden of Disease  (see below for details). 
The underlying data is published via WHO’s Global Health Observatory.

• The Health Inequality Data Repository contains datasets of disaggregated data on many 
topics including mental health (in relation to COVID-19) and disability, drawn from a 
variety of publicly available sources. (Note: The WHO notes that only 50% of countries 

MENTAL HEALTH DATA AND WHERE TO FIND IT 
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have included data disaggregation in their published national health statistics reports).
• G

lobal Pulse Survey covers the continuity of essential health services, including m
ental 

health services, during the CO
VID

-19 pandem
ic. D

ata from
 the third survey, w

hich 
covered 129 countries, is available via this dashboard. 

• W
H

O
 M

iN
D

bank is an open platform
 w

ith an associated database that brings together 
country and international resources covering m

ental health, substance abuse, disability, 
general health, hum

an rights, and developm
ent. 

The W
H

O
 is w

orking on several initiatives to strengthen m
ental health data. These include 

the addition of a new
 m

ental health m
odule on depression in its STEPw

ise Approach to 
N

CD
 Risk Factor Surveillance (STEPS), w

hich w
ill enable interested countries to obtain 

population-representative estim
ates on the prevalence of depression and service uptake. 

The W
H

O
 is also w

orking w
ith U

N
ICEF on the Joint Program

m
e on M

ental H
ealth and 

Psychosocial W
ell-being and D

evelopm
ent of Children and Adolescents. O

ne of its desired 
outcom

es is that: “An increased num
ber of countries are able to generate and use quality data 

and evidence to inform
 m

ultisectoral actions on m
ental health and psychosocial w

ellbeing and 
developm

ent of children and adolescents.” 

IN
TERN

A
TIO

N
A

L H
O

U
SEH

O
LD

 SU
RVEY PRO

G
RA

M
M

ES
The three m

ain international household survey program
m

es are U
N

ICEF’s M
ultiple 

Indicator Cluster Surveys (M
ICS), the D

em
ographic and H

ealth Surveys (D
H

S) Program
m

e 
led by U

SAID
 and the Living Standards M

easurem
ent Study (LSM

S) developed by the 
W

orld Bank’s D
evelopm

ent Research G
roup. 

In LM
ICs, w

here there are significant data gaps in national CRVS and adm
inistrative 

system
s, these surveys provide im

portant estim
ates on a w

ide range of socioeconom
ic 

and dem
ographic indicators. The surveys are typically led by the N

SO
, w

ith technical 
assistance and funding provided by the survey program

m
es and their partners. U

N
ICEF 

includes questions on depression and anxiety developed jointly w
ith the W

ashington 
G

roup in the child functioning m
odule of M

ICS for 5–17-year-olds. And both M
ICS and 

D
H

S include the W
ashington G

roup’s short set of questions on disability functioning, w
ith 

LSM
S scaling up to do so in future, but that short set does not include the questions on 

depression and anxiety. 

So these three survey program
m

es collect lim
ited data on m

ental health conditions. They 
are nevertheless a key source of data on m

any of the social and econom
ic determ

inants of 

health, including poverty; inequality; m
aternal, new

born, child and adolescent health; and 
educational achievem

ent. This year, U
N

ICEF launched M
easuring M

ental H
ealth Am

ong 
Adolescents and Young People at Population Level (M

M
APP), a culturally adaptable and 

clinically validated tool to help close the data gap on the m
ental health of adolescents and 

young people. It is being integrated into the current round of M
ICS, though as w

ith all new
 

m
odules, its use w

ill initially be optional.

Another recent innovation is the use of high-frequency phone surveys by LSM
S to track 

the response to, and socio-econom
ic im

pacts of, CO
VID

-19 – as w
ell as of other econom

ic 
shocks – in seven African countries. As w

ith pulse surveys, these phone surveys have the 
significant advantage of providing near real-tim

e data in rapidly changing situations. Again, 
though, they com

e w
ith the risk of leaving behind people w

ithout m
obile connectivity. 

W
hile m

obile phone penetration is increasing in sub-Saharan Africa, it is not predicted to 
reach 50%

 of the population until 2025. 13 

The m
ain advantages of international household surveys are that they fill current data 

gaps in LM
ICs and produce globally com

parable estim
ates. Som

e recent innovations also 
increase their relevance to m

ental health. As they exclude those not living in households 
and are based on population sam

ples – the accuracy of w
hich depends on having recent, 

suitably disaggregated census data w
hich m

ay not be available – the data they provide 
lacks the granularity, inclusiveness, and accuracy available from

 w
ell-funded, fully-

functioning national data system
s. Their coverage is lim

ited to LM
ICs (118 countries for 

M
ICs, 90 for D

H
S and around 40 for LSM

S), so they do not provide data on all countries. 
Tim

eliness can also be an issue because im
plem

entation is phased, and not all countries 
take part in all rounds, so the m

ost recent data available for a particular country could be 
over ten years old. 

U
N

ICEF 
U

N
ICEF is the leading source of data on children, collecting, com

piling and publishing data 
on a w

ide range of indicators in its publications, datasets, and data visualisations and 
dashboards. Early years experiences  im

pact a child’s em
otional and physical health, and 

social developm
ent throughout life, w

hich can have profound long-term
 consequences for 

their m
ental health. U

N
ICEF provides a valuable source of data on a w

ide range of socio-
econom

ic determ
inants including poverty, nutrition, health, early childhood developm

ent 
education, access to w

ater and sanitation, gender equality, m
igration and displacem

ent, 
birth registration, child m

arriage, child labour, and violence against children. The 2021 

13 G
M

SA (2022) The M
obile Econom

y sub-Saharan Africa
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edition of U
N

ICEF’s flagship State of the W
orld’s Children report focussed on prom

oting, 
protecting and caring for children’s m

ental health, so the report itself, and the associated 
dataset and statistical tables are especially relevant. Adolescent health is an area of 
particular concern, w

ith U
N

ICEF estim
ating that one in seven adolescents experience 

m
ental disorders. 14 To address huge data gaps for m

easuring m
ental health am

ong 
adolescents and young people at the population level, U

N
ICEF launched the M

M
APP 

initiative, briefly m
entioned above. By establishing global indicators and off

ering guidance 
for adaptation and im

plem
entation, the M

M
APP approach prom

otes standardised data 
collection and reporting across countries and regions. M

M
APP currently collects data 

across four key m
ental health dom

ains: sym
ptom

s of anxiety and depression, functional 
lim

itations, suicidal thoughts and behaviours, and care-seeking and connectedness. The 
resulting data collection tool, w

hich is clinically validated, freely accessible, and culturally 
adaptable, w

ill be initially integrated into U
N

ICEF’s M
ICS (see above) starting in 2023. The 

M
M

APP m
odule can also be used independently across routine data collection eff

orts, 
including nationally representative household or school-based surveys.
 In addition, U

N
ICEF’s Adolescent H

ealth D
ashboard includes Regional and Country Profiles 

that collate data from
 several sources on the state of adolescent health. Several data 

points focus specifically on adolescent m
ental health and w

ellbeing, including the state of 
national m

ental health policies and plans, disease burden, as w
ell as risk and protective 

factors that aff
ect adolescents’ m

ental health and w
ellbeing.

 Finally, U
N

ICEF w
ill take over hosting of the Countdow

n G
lobal M

ental H
ealth 2030 

dashboard from
 Septem

ber 2023. The transition w
ill m

ake the dashboard m
ore user-

friendly, w
ith new

 data visualisations helping users to extract m
eaningful insights, and 

identify critical patterns, progress, and data gaps in global m
ental health. 

O
TH

ER U
N

 A
G

EN
CIES 

O
ther U

N
 agencies also collect, com

pile, and publish data relevant to m
ental health in line 

w
ith their m

andates. For exam
ple, the International Labour O

rganisation (ILO
) publishes 

labour force survey data draw
n from

 N
SO

 national labour force household surveys that 
provide headline statistics on em

ploym
ent, unem

ploym
ent (a key determ

inant of m
ental 

health) and w
orking conditions. The frequency of publication varies considerably across 

countries. The ILO
 provides a m

odel questionnaire for use by N
SO

s and has w
orked w

ith 
the W

ashington G
roup to develop an optional m

odule on disability w
hich includes sections 

14 U
N

ICEF estim
ates based on IH

M
E’s G

lobal Burden of D
isease 2019, as presented in the State of the W

orld’s Children report, 2021

on disability identification, barriers to em
ploym

ent, accom
m

odation, attitudes and social 
protection. ILO

STAT publishes a specific database on disability labour m
arket indicators. 

People aff
ected by hum

anitarian crises, including refugees, m
ay face increased risk of 

m
ental health conditions, including depression, anxiety and PTSD

. 15 The U
N

 Refugee 
Agency, U

N
H

CR, m
aintains a refugee population statistics database w

hile its 2022 annual 
report on strengthening m

ental health and psychosocial support (M
H

PSS) notes that 
health facilities in 21 countries used U

N
H

CR’s integrated refugee health inform
ation 

system
 (iRH

IS) to report on a total of 146,166 consultations for m
ental, neurological and 

substance-use conditions. The iRH
IS database can be accessed by clinicians and researchers 

on request. M
eanw

hile, the U
N

 O
ffi

ce for the Coordination of H
um

anitarian Aff
airs (O

CH
A) 

runs ReliefW
eb Response, a digital service that provides data and inform

ation about the 
hum

anitarian response to individual crises. And O
CH

A’s M
H

PSS Technical W
orking G

roup 
publishes specific inform

ation and data on m
ental health, for exam

ple this overview
 of 

services in U
kraine. 

The w
ork of the U

N
 Population Fund (U

N
FPA) covers m

any of the determ
inants of m

ental 
health. It m

aintains a w
orld population dashboard that provides data by country and by 

indicator on issues including population, sexual and reproductive rights, fam
ily planning, 

gender equality, education and labour. 

M
eanw

hile, U
N

ESCO
’s Institute for Statistics (U

IS Stat) is the offi
cial source of internationally 

com
parable data on education – another key determ

inant of m
ental health. 

W
O

RLD
 BA

N
K 

The W
orld Bank is a m

ajor source of data for developm
ent. It provides an extensive range 

of publicly accessible resources, m
any of w

hich relate to the determ
inants of m

ental 
health. These include: 
• the Poverty and Inequality Platform

 (PIP), w
hich provides globally com

parable estim
ates 

on poverty and inequality for over 160 countries
•  the W

orld D
evelopm

ent Indicators, w
ith a database of 1,400 tim

e-series indicators for 
217 countries

•  H
ealthstats, a com

prehensive database on health, nutrition, and population
•  H

ealth Equity and Financial Protection Indicators, w
hich explore the extent to w

hich 
countries can deliver U

niversal H
ealth Coverage w

ithout causing financial hardship.

15 W
H

O
 (2022) Refugee and M

igrant H
ealth Factsheet 
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•  Educational Attainm
ent and Enrolm

ent around the W
orld

•  the H
um

an Capital Index (H
CI), w

hich m
easures the am

ount of hum
an capital that a 

child born today can expect to attain by age 18, given the risks of poor health and poor 
education that prevail in the country w

here she lives
•  the U

tilisation-Adjusted H
um

an Capital Index (H
CI), w

hich adjusts the H
CI for labour 

m
arket under-utilisation of hum

an capital because of unem
ploym

ent or lack of  
relevant skills. 

W
hile m

any of the indicators included in these resources are relevant to m
ental health, 

few
 are specific to m

ental health. This reflects the lack of m
ental health data collected by 

international household surveys, one of the m
ain sources of data. 

The W
orld Bank is currently developing a new

 m
ental health strategy. G

iven the increased 
prom

inence of m
ental health – especially that of adolescents and young people – since 

the CO
VID

-19 pandem
ic, this w

ill hopefully see the W
orld Bank increase its collection and 

use of m
ental health data.

O
RG

A
N

ISA
TIO

N
 

FO
R 

ECO
N

O
M

IC 
CO

-O
PERA

TIO
N

 
A

N
D

 
D

EVELO
PM

EN
T (O

ECD
) 

The O
ECD

 collects, collates and publishes data on a num
ber of indicators relevant to 

m
ental health across its 38 m

em
bers. Its annual H

ealth at a G
lance report includes 

indicators on health status, risk factors, access to and quality of care, capacity and 
resources, and CO

VID
-19. The 2021 report includes a specific section on m

ental health, 
w

ith national estim
ates on depression, anxiety, and death by suicide. The O

ECD
 M

ental 
H

ealth Perform
ance Fram

ew
ork w

as developed in response to a request from
 O

ECD
 

health m
inisters and a new

 benchm
ark for m

ental health system
s w

as published in 2021. 
It included data on a set of 23 indicators to m

easure the perform
ance of m

ental health 
system

s across the O
ECD

. M
eanw

hile PaRIS, the O
ECD

’s patient-reported indicator surveys 
initiative, seeks to develop, standardise, and im

plem
ent indicators that m

onitor patient 
outcom

es and experience of healthcare. The O
ECD

 has m
ade a significant investm

ent in 
m

ental health and provides high-quality data not available from
 other sources, but w

ith 
the obvious lim

itation of only covering O
ECD

 m
em

bers. 

RECO
M

M
EN

D
A

TIO
N

S FO
R A

CTIO
N

 
•  To m

axim
ise the utility of the W

H
O

’s M
ental H

ealth A
tlas, governm

ent focal 
points should be encouraged to com

plete the next survey questionnaire (to 
be launched in 2024) as com

prehensively as possible to m
inim

ise data gaps, 
consulting colleagues in other departm

ents as necessary. A
 process that includes 

national civil-society organisations and m
ental health advocates w

ould further 

enhance the quality of the data collected, as w
ell as introducing a useful elem

ent 
of external accountability. 

•  Standardised questions on m
ental health should be routinely incorporated into 

the m
ain international household surveys. The W

ashington G
roup’s w

ork is a 
good starting point for the collection of globally com

parable data. 

•  G
overnm

ents participating in the current round of U
N

ICEF M
ICS (M

ICS7) should 
include the optional M

M
A

PP m
odule as a w

ay of addressing current data gaps on 
the m

ental health of adolescents and young people. The m
odule should also be 

incorporated by D
H

S and LSM
S. 

•  The W
orld Bank should use the opportunity of developing its new

 m
ental health 

strategy to increase its collection and use of m
ental health data. For exam

ple, 
it could introduce m

ental health indicators in som
e of its key initiatives and 

datasets, such as the H
um

an Capital Index.

•  A
ll global data producers w

ho use m
odelled data should be transparent about its 

use, and publish their m
ethodologies.

N
O

N
-O

FFICIA
L SO

U
RCES O

F M
EN

TA
L H

EA
LTH

 D
A

TA
 

The last tw
o decades have seen a m

assive increase in the am
ount of data available from

 
unoffi

cial sources. There is grow
ing interest in using these to fill data gaps, especially for 

hard-to-reach groups and individuals. There has also been increasing acceptance of the 
value of these unoffi

cial sources. The Cape Tow
n Action Plan for Sustainable D

evelopm
ent 

D
ata agreed at the first W

orld D
ata Forum

 in 2017 w
as explicit about the need for 

both global and national statistics system
s to adapt and m

odernise, w
orking “in closer 

partnership w
ith stakeholders from

 academ
ia, civil society, the private sector, and the public at 

large” as w
ell as em

bracing new
 technologies and data sources. M

any of these sources are 
now

 providing useful data on m
ental health, w

ith a few
 exam

ples given below
. 

A
CA

D
EM

IA
 

Academ
ic institutions are a valuable source of m

ental health data. O
ne of the best-know

n 
exam

ples is the w
ork of the Institute for H

ealth M
etrics and Evaluation (IH

M
E) at the 

U
niversity of W

ashington. Its flagship publication, the G
lobal Burden of D

isease, provides 
a com

prehensive picture of m
ortality and disability across countries, tim

e, age, and sex. 
It includes data on death by suicide and as a result of substance use, plus estim

ates on 
disability-adjusted life years (D

ALYs), including those attributable to m
ental disorders, 
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w
ith country profiles available. IH

M
E also publishes estim

ates on global expected health 
spending 2020-2050, global health spending 1995-2019 and the developm

ent assistance 
for health database. IH

M
E’s G

lobal H
ealth D

ata Exchange (G
H

D
x) provides free access 

to its ow
n datasets, and a com

prehensive catalogue of surveys, censuses, vital statistics, 
plus other health-related data. IH

M
E uses heavily m

odelled estim
ates w

hich have the 
advantage of filling data gaps and producing com

plete datasets, but w
ith the disadvantage 

that the resulting data is less reliable. 

Another exam
ple is the W

orld M
ental H

ealth Survey Initiative, a collaboration betw
een 

academ
ics in 30 countries. It seeks to com

pile cross-national inform
ation about the 

prevalence 
of 

and 
relationships 

betw
een 

m
ental, 

substance-use 
and 

behavioural 
disorders, based on epidem

iological surveys. Epidem
iological surveys like this, along w

ith 
IH

M
E’s regularly updated data sets, are especially useful for building up m

ore accurate 
estim

ates of the prevalence (including treated prevalence) over tim
e. 

Academ
ic research can also be useful in filling m

ental health data gaps on specific issues, 
countries and/or target groups. For exam

ple, national adolescent m
ental health surveys, 

coordinated by the U
niversity of Q

ueensland and led by national partners, have been 
conducted in Kenya, Vietnam

 and Indonesia. Studies like this provide hugely valuable 
national data, but in a lim

ited num
ber of countries.

Academ
ic data sources can add value on m

ental health, but individual studies suff
er from

 
a lack of standardisation, w

hich lim
its their com

parability and utility. M
em

bers of the 
International Alliance of M

ental H
ealth Research Funders are collaborating on an initiative 

to develop com
m

on m
etrics in m

ental health research. They have already identified and 
agreed m

easures for child and adult depression and anxiety, and adult functioning, and 
are w

orking on further areas of research. Increasing coordination and standardisation of 
m

ental health research w
ould increase its value for decision-m

aking. 

O
PIN

IO
N

 PO
LLS 

Several global polling com
panies conduct regular surveys on m

ental health and w
ellbeing. 

For exam
ple, G

allup’s annual W
orld Poll m

easures life-satisfaction ratings, w
ith the 

resulting data used to inform
 the W

orld H
appiness Report produced by the Sustainable 

D
evelopm

ent Solutions N
etw

ork. The W
orld Poll has been running since 2012, and typically 

includes a representative sam
ple of around 1,000 people in each of 130 countries, including 

countries in all regions and incom
e groups. Its results are based on a three-year average. 

Telephone surveys are used in countries w
ith at least 80%

 telephone coverage, w
ith face-

to-face interview
s elsew

here. The latest poll show
s that m

ost populations have been 

resilient in the face of overlapping crises, w
ith global life satisfaction averages rem

aining 
as high during 2020-2022 as they w

ere before the pandem
ic. People tend to be happier in 

countries w
here the happiness gap is sm

aller, and the eff
ectiveness of governm

ent has a 
huge im

pact on people’s happiness. 

M
eanw

hile, the annual IPSO
S G

lobal Trends Report includes data on attitudes to m
ental 

health, covers a sm
aller num

ber of countries (50 – m
ainly H

IC and U
M

ICs), and is m
ainly 

conducted online. In countries w
ith low

 internet penetration, face-to-face interview
s are 

used. This poll confirm
s that people increasingly see m

ental health as being as im
portant 

as physical health. Although this view
 is m

ore prevalent in w
ealthier countries, w

ith people 
in less w

ell-off
 countries having to focus on their physical health. 

M
any non-profit organisations also conduct or com

m
ission opinion polls. For exam

ple, 
the annual M

ental State of the W
orld Report produced by Sapien Labs is based on data 

from
 an online survey of over 400,00 people in 64 countries, draw

n from
 all regions 

and incom
e groups. It provides an overview

 on the w
ellbeing of the internet-enabled 

population. M
eanw

hile, M
cKinsey H

ealth Institute has recently published its 2022 G
lobal 

G
en Z Survey, w

hich surveyed 42,000 respondents in 26 countries (largely H
ICs and U

M
ICs) 

on the four dim
ensions of health: m

ental, physical, social and spiritual. Both surveys 
highlight that G

en Z struggle w
ith their m

ental health m
ore than previous generations, 

w
ith the M

ental State of the W
orld Report noting that this “represents a sharp reversal of 

patterns docum
ented prior to 2010, indicating a dram

atic decline in m
ental w

ellbeing w
ith 

each younger generation rather than an increase in w
ellbeing as w

e age.”

W
ell-designed opinion polls can help to fill current gaps in m

ental health data from
 

offi
cial sources. O

ne-off
 polls can be used to provide tim

ely data on topical issues, w
hile 

longitudinal studies can identify trends over tim
e, and track changing attitudes tow

ards 
m

ental health. For exam
ple, key m

essages from
 the polls quoted above are that people 

around the w
orld increasingly see m

ental health as being as im
portant as physical health, 

and the m
ental health of young people is of grow

ing concern in m
any countries. 

M
ethodology, including coverage and inclusion, is vitally im

portant. Polls that rely solely 
on telephone or online data collection risk excluding m

arginalised groups and individuals, 
w

hile global conclusions cannot be draw
n from

 surveys that cover only a lim
ited num

ber 
of countries. 
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CITIZEN
-G

EN
ERA

TED
 D

A
TA

, CO
M

M
U

N
ITY D

A
TA

 A
N

D
 N

G
O

 D
A

TA
 

Citizen-generated data is data that people, or their organisations produce to m
onitor 

services, dem
and action or drive change on issues that m

atter to them
. It has an im

portant 
role to play in filling existing data gaps, especially on m

arginalised groups and individuals, 
w

ho are frequently overlooked by offi
cial data collection exercises.

The collection and use of data produced by and w
ith people w

ith lived experience of 
m

ental health conditions is vital in ensuring their view
s are at the centre of academ

ic and 
m

edical research, public debate, and policy decisions. The qualitative and quantitative data 
collected by the G

lobal M
ental H

ealth Peer N
etw

ork (G
M

H
PN

) for the Lancet Com
m

ission 
on ending stigm

a and discrim
ination in m

ental health provides a good exam
ple. O

f the 
300 people from

 45 countries surveyed, 90%
 said that: 

•  people w
ith lived experience should be treated as w

ell as people w
ith physical health 

conditions
•  stigm

a and discrim
ination negatively aff

ect m
ost people w

ith m
ental health conditions

•  the m
edia could play an im

portant part in reducing stigm
a and discrim

ination.

D
ata from

 these sources is especially im
portant in term

s of reaching m
arginalised groups 

and prom
oting the voice of people w

ith lived experience. As w
ith academ

ic research, the 
adoption of com

m
on standards for data collection and regular collection, rather than 

one-off
 surveys, w

ould increase the usefulness of this data.

BIG
 D

A
TA

 
Big data refers to the large datasets collected from

 a w
ide variety of sources, m

any of them
 

new
, that are too com

plex to be m
anaged by traditional data-processing softw

are such 
as custom

er-transaction data, m
obile-phone data and data collected by search engines 

and social m
edia platform

s. D
ata from

 these sources can provide useful insights about 
m

ental health. For exam
ple, am

id rising concerns about the im
pact of clim

ate change 
on m

ental health, the Lancet Countdow
n on health and clim

ate change introduced a 
new

 sub-indicator on extrem
e w

eather and sentim
ent based on analysis of Tw

itter data. 
It found statistically significant associations betw

een extrem
e w

eather events and the 
num

ber of tw
eets expressing corresponding positive or negative sentim

ents. W
hile the 

data is lim
ited to Tw

itter users, it nevertheless adds to the data available on this em
erging 

issue. 

Research confirm
s that the use of m

ental health apps increased during CO
VID

-19. M
arket 

data suggests that this trend is likely to continue, w
ith the U

S m
arket for m

ental health 
apps projected to grow

 by over 15%
 betw

een 2023 and 2030. D
ata on m

ental health app 

usage, and about people’s use of crisis helplines, can provide useful inform
ation about 

prevalence and help-seeking behaviour. W
hile m

ental health apps have the potential to 
com

plem
ent traditional therapies and treatm

ent, questions have been raised about their 
effi

cacy, w
ith this study finding no convincing evidence to support this. There are also 

concerns about privacy, w
ith the risk of personal data being shared. A study of 578 m

ental 
health apps published in the Journal of the Am

erican M
edical Association (JAM

A) found 
that w

hile 77%
 had a privacy policy, 44%

 shared personal health inform
ation w

ith third 
parties. 

In countries w
ith electronic health records – a digital version of patient-centred records 

that can be instantly accessed by authorised users – big data also includes data collected 
from

 hospital and patient records. W
here this is routinely collected, it includes data on 

m
ental health. Analysing these huge datasets off

ers significant benefits in term
s of patient 

treatm
ent and care and can inform

 m
edical research. But again, such data com

es w
ith 

the challenge of data protection, and the need to ensure that robust system
s are in place 

to govern the collection, sharing and use of sensitive personal data. The other risk is that 
increasing use of big data in health care, including m

ental health care, w
ill further fuel the 

grow
ing digital divide, w

ith the poorest people and countries left behind. 

A
RTIFICIA

L IN
TELLIG

EN
CE (A

I) 
The opportunities and risks associated w

ith AI have becom
e a hot topic, including its 

application to healthcare and m
edical research. AI chatbots are already being used to 

provide 24/7 support for people w
ith m

ental health conditions. 

The W
H

O
’s report, Ethics and G

overnance of Artificial Intelligence for H
ealth highlighted 

som
e of the potential benefits of AI, including: 

•  im
proved speed and accuracy of disease diagnosis and screening

•  support for clinical care
•  research and drug developm

ent
•  inform

ing a variety of public health interventions, such as disease surveillance, outbreak 
response and the m

anagem
ent of health system

s. 

The report suggests that AI could em
pow

er patients to take m
ore control of their ow

n 
health care. It could also help poor countries and com

m
unities w

here patients have lim
ited 

access to health care w
orkers. The benefits outlined could also result in an increase the 

collection and use of m
ental health data.
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Nevertheless, the WHO cautions against over-estimating these benefits given the 
significant risks. These include: 
•  the diversion of resources away from core investments in universal health coverage
• unethical collection and use of personal data
•  risks to patient safety and cybersecurity
•  the potential for unregulated AI use to subordinate the rights of patients to the 

commercial interests of powerful technology companies or government surveillance 
and social control. 

This underlines the need for a cautious approach to the use of AI in healthcare, including 
mental healthcare. 

RECOMMENDATIONS FOR ACTION 
• Mental health data from unofficial sources can play a vital role in complementing data 

from traditional sources and helping to fill current data gaps. This is especially true of 
people and communities frequently excluded from official data collection exercises. Its 
promotion and use should be encouraged by all actors. 

•  The adoption of common metrics for mental health research by funders and researchers 
would result in greater comparability between individual studies and increase the 
usefulness of the data. 

•  Opinion polls are an effective way to fill gaps in official data on mental health, provided 
care is taken to ensure that coverage, sampling and data collection methods are 
inclusive.

•  While one-off data collection via surveys, polls and research studies can provide useful 
snapshots and highlight emerging issues, regular, sustained data collection is especially 
useful for decision-making.

•  Big data and AI offer potential benefits for increasing the collection and use of mental 
health data, but they come with significant risks, underlining the need for a cautious 
approach. 

2023 GLOBAL MOMENTS: AN OPPORTUNITY FOR ACTION 
There is renewed interest in data for development more broadly as we approach the 
mid-point of the SDGs. This provides an opportunity to highlight the need for greater 
investment in the collection and use of data on mental health. The UN Secretary General’s 

recently published SDG Progress Report notes that “Access to timely, and high-quality, 
disaggregated data is essential. It can multiply the efficiency and effectiveness of domestic and 
development spending, generating a ‘data dividend’ for SDG implementation.”16 His report 
notes that spending on data and statistics by many NSOs, as well as by donors, remains 
low and fell during the COVID-19 pandemic. The report encourages increased use of new 
data sources while emphasising the need for strong data governance and data protection 
policies, which are lacking in around half of the least developed countries. 

The ‘data dividend’ referred to above is expected to be the focus of a new initiative linked 
to three key global moments in September 2023: 
•  the upcoming G20 Summit in India
•  the Africa Climate Action Summit in Kenya
•  the SDG Summit, which will take place during the UN General Assembly in New York.

Anticipated outcomes are likely to include a commitment to new national-level data 
partnerships, a capacity-building network and focus on improved donor coordination 
to reduce fragmentation and deliver better outcomes. The focus on improving data for 
development at each of these gatherings provides an opportunity to highlight the need 
for increased investment in the collection and use of data on mental health. It is an issue 
that has risen up the political agenda significantly since the SDGs were agreed in 2015. 

CONCLUSION
This policy brief summarises and signposts the main sources of mental health-related 
data for users. It outlines the pros and cons of different datasets, identifies current data 
gaps, and lists the actions required to address them. And it highlights the potential of 
recent innovations. 

Good data is essential but as this paper shows, rather than coordinate and improve a few 
data sets, there is a proliferation of data and surveys. Based on the recommendations 
of this paper, we would strongly encourage donors to coordinate their investment; 
governments to prioritise better mental health data collection; and stakeholders to 
identify and address the “newer” areas with significant data gaps, including the impacts of 
climate change and the environment on mental health.

16  Report of the UN Secretary General (2023) Progress towards the Sustainable Development Goals: Towards a Rescue Plan for People 
and Planet 
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Quick checklist for using mental health data 

The following questions are intended as a quick guide for users to consider  
when using mental health data to support their work. 

• Who produces it? 
• Who funds it?
• Why is it collected? 
• When was it collected? 
• How is it collected? 
• Who is included (and who is excluded)? 
• What level of disaggregation is available? 
• Who uses it?
• What do they use it for? 
• What are its limitations?

5


