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Summary
Background The period from childhood to young adulthood involves heightened susceptibility to mental health 
problems, requiring specific health policies. We present the prevalence and burden associated with mental disor-
ders, substance use disorders (SUDs), and self-harm in Brazilian children, adolescents, and young adults.

Methods Using Global Burden of Disease Study (GBD) data, prevalence and years lived with disability (YLDs) were 
described for mental disorders and SUDs in ages 5–29 years. Self-harm mortality and years of life lost (YLLs) were 
described for 10–29 years (reflecting GBD modeling). Analysis was carried out disaggregated by sex. Race/ethnicity 
data were not available.

Findings Sixty-six unique sources from Brazil were used in GBD 2023 to model prevalence of mental disorders and 
SUDs. Mortality was derived from Brazil’s Mortality Information System. At least one mental disorder was diag-
nosable in 15⋅6 million (20⋅91%) youths (6⋅9 million males, 8⋅7 million females); 2⋅5 million (3⋅36%) met criteria for 
at least one SUD (1⋅6 million males, 0⋅9 million females). Mental disorders and SUDs together accounted for over 
one third of the disability from all GBD causes in this age range. Self-harm accounted for 5402 annual deaths (4149 
males, 1253 females) and 361,631 YLLs in 10 to 29-year-olds; annual mortality rate per 100,000 population ranged 
from 1⋅24 (95% UI: 1⋅06–1⋅46) at 10–14 years to 13⋅43 (95% UI: 12⋅29–14⋅92) at 25–29 years.

Interpretation The available sources indicate high prevalence and burden, underscoring the need for urgent action to 
safeguard the mental health of young Brazilians.

Funding None.

Copyright © 2026 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND 
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

*Corresponding author. Instituto de Pesquisa, Hospital Moinhos de Vento, Rua Ramiro Barcelos 910, 90560-032, Porto Alegre, RS, Brazil. 
E-mail address: christian.kieling@hmv.org.br (C. Kieling).

The Lancet Regional 
Health - Americas 
2026;61: 101583

Published Online 5 August 
2026
https://doi.org/10.
1016/j.lana.2026.
101583

www.thelancet.com Vol 61 September, 2026 1

Articles

http://creativecommons.org/licenses/by%2Dnc%2Dnd/4.0/
http://creativecommons.org/licenses/by%2Dnc%2Dnd/4.0/
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
Delta:1_surname
Delta:1_given-name
mailto:christian.kieling@hmv.org.br
http://crossmark.crossref.org/dialog/?doi=10.1016/j.lana.2026.101583&domain=pdf
https://doi.org/10.1016/j.lana.2026.101583
https://doi.org/10.1016/j.lana.2026.101583
https://doi.org/10.1016/j.lana.2026.101583
http://www.thelancet.com


Keywords: Global Burden of Disease; Mental disorders; Drug use disorders; Self-harm; Child; Adolescent; 
Epidemiology

Introduction
The country in which young Brazilians are growing up 
and living at present has come a fairly long way in 
designing policies that recognize their specific needs: a 
child and adolescent legal framework was enacted in 
1990, accounting for the protection of individuals until 18 
years of age, 1 and extended over two decades later to also 
cover the ages of 19–29 years. 2 These legal provisions, 
which are also reflected in the structure of Brazil’s 
community-oriented public mental health network, 3,4 

include the right to health and emotional wellbeing, 
acknowledging that more than a period of transition into 
adulthood, youth encompasses developmental milestones 
of its own, involving specific processes that are linked to 
correspondingly specific strengths and vulnerabilities. 5 

In that sense, while young age is often equated with 
good physical health, it is also recognized as a period of

heightened susceptibility to the onset of mental health 
conditions, 6 with biological, social and economic factors 
playing an important role. 7 From this perspective, 
Brazil—the largest country in Latin America in terms of 
both population and territory 8 —has just tipped the 
balance of population growth, with the first recorded 
drop in the percentage of the younger age groups at the 
base of the population pyramid. 9 Even though the cur-
rent cohort of about 75 million people aged 5–29 years 
is still quite large in global terms, the shift has major 
implications for the future of these young people— 
who, having recently faced the COVID-19 pandemic 
and repeated extreme climate events with important 
economic consequences, 10,11 are also particularly vulner-
able to violence leading to death and death by suicide. 12,13 

This is the cohort who will face the challenge of a de-
mographic transition (i.e., a shift in reproductive

Research in context

Evidence before this study
Young age is a period of heightened susceptibility to the 
onset of mental health conditions, including substance use 
disorders, which may be linked to self-harm and could 
translate into a chronic course. This early developmental 
period therefore also provides important opportunities for 
prevention that could substantially reduce burden for 
individuals, communities, and healthcare systems. We 
reviewed the available evidence on the burden of mental 
disorders in Brazil, searching PubMed, Google Scholar, and 
SciELO, without language restrictions. The search was 
performed between October and December 2025 using as 
search terms burden AND self-harm AND mental disorders 
AND youth AND adolesc* AND child* AND Brazil. Estimates 
for prevalence, mortality, and burden expressed as disability-
adjusted life years (DALYs) have been produced regularly by 
the Global Burden of Disease Study (GBD), while other 
studies have focused on the prevalence of specific disorders 
(such as anxiety or depression) or specific mental health-
related constructs (such as substance use or bullying), 
covering broad age ranges often encompassing distinct 
developmental periods (such as 11–19 years or 18–35 years). 
Conversely, our search did not yield previous literature 
providing a developmental perspective addressing the 
combined scenario of mental disorders, substance use 
disorders, and self-harm as a function of age in Brazil, which 
implies an important gap in the information needed for the 
design and implementation of health policies in this country.

Added value of this study
The developmental focus on five age groups (ages 5–9; 
10–14; 15–19; 20–24; and 25–29 years) revealed a high

prevalence (12⋅06%) of the aggregate of mental disorders 
modeled by GBD in 5–9 year-old Brazilians, as well as a steady 
increase in prevalence in the second and third decades of life, 
reaching 24⋅95% in 24–29 year-olds. Anxiety was ranked as 
the first cause of disability across all 375 causes modeled in 
GBD in these five age groups, while mortality from self-harm 

represented an important contribution to premature death 
already at 10–14 years, with a sharp increase in the 
subsequent age groups. While gaps were noted in the 
epidemiological research output relating to child and youth 
mental health in the country, with evidence lacking for 
several disorders and concentration of research in specific 
cities in the South and Southeast of Brazil, the available 
evidence clearly indicates an elevated prevalence and burden 
of mental disorders early in life.

Implications of all the available evidence
Health policies must incorporate mental health as an integral 
aspect of the healthcare provided to children, adolescents, 
and young adults in Brazil. This effort should include not 
only the provision of treatment and care proportionate to 
demand, but also a strong preventive perspective, 
considering the potential benefits across the life course. The 
current social and economic challenges faced by youth, 
together with the available data on fatal and non-fatal 
burden, provide sufficient evidence to justify urgent action 
focused on this age group. Strengthening surveillance 
systems and improving the incorporation of mental health 
indicators into nationwide surveys are essential steps to 
support evidence-informed policymaking.
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behavior from a state of high birth and death rates to a 
state of low birth and death rates), 14 including a shrink-
ing working-age population to support societal needs 15 ; 
and, by the time the expected decline in population in 
Brazil begins, 16 this group will have reached the ages of 
21–45 years and thus will be entering, or will be fully 
engaged in a fast-changing work and job market, 
simultaneously characterized by increasingly precarious 
and informal work arrangements and demands for 
skilled or highly skilled workers. 5

Although this signals an urgent need to act now to 
prevent the onset, as well as avoid recurrence and 
chronicity from mental disorders, 17 only scattered 
information is available on the mental health status of 
children and youths in Brazil, complicating an effective 
synthesis of knowledge and translation into policy and 
practice. 18 To address this gap, publicly available data 
from the Global Burden of Disease (GBD) study may be 
explored. The GBD aims to provide a comprehensive 
perspective on the epidemiology and burden associated 
with health conditions through cross-sectional estimates 
of prevalence and mortality, as well as fatal and non-fatal 
burden for a broad range of conditions that are recog-
nized as having special importance in youth, including a 
group of mental disorders, substance use disorders 
(SUDs), and self-harm. One special strength of the GBD 
is that it allows data analysis by fairly granular age 
brackets. As previously shown by our group, there are 
marked differences in the prevalence and disability 
burden from mental disorders globally in 5–9, 10–14, 
15–19, 20–24-year groups. 19 In addition to shedding light 
on developmental aspects that can guide policies and 
interventions, knowledge regarding these separate age 
groups can also provide insights into the particular life 
events that impact the trajectory from childhood to 
adulthood, and which entail different health care 
expectations and needs. 5 Considering these aspects, in 
the present study we used data from the most recent 
GBD iteration to depict the burden associated with 
mental disorders, SUDs, and self-harm in five age 
groups contemplated by legal frameworks (5–9, 10–14, 
15–19, 20–24, and 25–29 years) in Brazil, while also 
synthesizing aspects of the availability and coverage of 
the data used to produce these estimates and linking the 
findings to specific needs in the Brazilian context.

Methods
The GBD is an ongoing study that combines an 
extensive data collection effort with robust data 
modeling to appraise the burden of disease and injuries 
according to age, sex, location, and socio-demographic 
group. Data on race/ethnicity were not available and 
thus not considered in our analysis. The GBD 2023 
iteration covers 204 countries and territories, providing 
estimates for 292 causes of death 20 as well as 375 dis-
eases and injuries. 21

In GBD, the aggregate of all causes is categorized 
into a hierarchy. Level 1 includes three groups: 
communicable, maternal, neonatal, and nutritional 
diseases; noncommunicable diseases; and injuries. Of 
interest to the present article, mental disorders and 
substance use disorders appear as Level 2 causes 
descending from non-communicable diseases. Mental 
disorders are further divided into the following Level 3 
causes: attention-deficit/hyperactivity disorder (ADHD), 
anxiety disorders, depressive disorders, autism spec-
trum disorders, bipolar disorder, conduct disorder, 
eating disorders, idiopathic developmental intellectual 
disability, schizophrenia, and other mental disorders. 
Depressive disorders are further divided into Level 4 
dysthymia and major depressive disorder; and eating 
disorders are divided into Level 4 anorexia and bulimia. 
Substance use disorders encompass the following Level 
3 causes: alcohol use disorder and drug use disorders. 
Drug use disorders split into Level 4 cannabis use dis-
order, amphetamine use disorder, cocaine use disorder, 
opioid use disorder, and other drug use disorder. 
Self–harm is a Level 3 cause nested under injuries and is 
broken down into two Level 4 causes, self-harm by 
firearm and self-harm by other specified means. Details 
of the GBD hierarchy are also available in 
Supplementary Table S1 of the GBD Causes of Death 
capstone Appendix. 20 The definition and cataloging sys-
tem codes (ICD-9, ICD-10, and Diagnostic and Statistical 
Manual of Mental Disorders, fourth edition, text revi-
sion, DSM-IV-TR) for each condition of interest appear 
in Supplementary Table S1 of the present study.

Data sources
GBD derives epidemiological datasets from systematic 
reviews of published studies, national health surveys, 
disease registers, notification data, hospital inpatient 
data, household surveys, government and international 
organization websites, published reports, primary data 
sources, and contributions by GBD collaborators. These 
sources are routinely updated, although the literature is 
not reviewed at every iteration. For mental disorders, 
gray literature searches and expert consultation were 
performed in 2023, with systematic review updates 
conducted for eating disorders (combining anorexia 
and bulimia); anxiety disorders; mood disorders 
(combining depressive disorders and bipolar disorder); 
schizophrenia; developmental intellectual disability; 
and a combined review of ADHD and conduct disorder. 
Regarding SUDs, updates involved re-evaluation of data 
quality, with information re-extracted from several 
country sources and exclusion of some sources for 
cannabis and alcohol use disorders. 21 For injury-related 
mortality, which covers self-harm, estimates are derived 
from vital registration, verbal autopsy, mortality sur-
veillance, censuses, surveys, and police record data. If 
no sources are available, a best estimate is modeled 
based on available data from other locations around the
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world. 22 The limitations related to the quality of cause-of-
death certification reported in vital registration systems 
are also addressed in the GBD study through the redis-
tribution of causes of death associated with codes that 
are too vague, implausible as an underlying cause, or 
represent intermediate causes of death (garbage codes). 23 

Data sources for each cause and geographical loca-
tion are available for download from the GBD Sources 
Tool. 24 For each cause, the tool provides a .csv file with 
bibliographic citations of studies or datasets used to 
derive estimates, as well as a second .csv file with 
metadata including details of the samples analyzed in 
these studies (for example, the youngest and oldest 
ages). For mortality, all information was derived from 
Brazil’s Mortality Information System (Sistema de 
Informação sobre Mortalidade, SIM) for the period 
ranging from 1980 to 2023. For the prevalence of 
mental disorders and SUDs, the 2023 iteration of the 
GBD study included a total of 77 unique sources for 
Brazil across all ages. No sources were available for 
schizophrenia and for the category of other mental 
disorders (Supplementary Table S2).

For mental disorders and SUDs, we examined each 
individual source from the literature to ascertain coverage 
of the 5 to 29-year range. Following this step, the selected 
sources were analyzed to derive the number of participants 
aged 5 to 29-years-old. When data were not available for the 
specific age intervals within this range, or were grouped 
into a broader range, we assumed an even distribution of 
individuals across all the years in that broader range. If that 
was not possible, we searched for additional publications 
referring to the same study or sample, or attempted to 
contact corresponding authors for clarification.

Data modeling and presentation
GBD estimation methods are continuously updated and 
details are always described in the most recent GBD 
iteration, with full details provided in the capstone pub-
lications and their methods appendices. 20,21 A summary 
is provided below for the measures explored in this study.

In GBD, burden is modeled considering a non-fatal 
component (years lived with disability, YLDs), a pre-
mature mortality component (years of life lost, YLLs), 
and a combined measure, disability-adjusted life years, 
or DALYs, representing the sum of YLDs and YLLs. 
However, specifically for mental disorders, YLLs are 
only attributed to anorexia; as a result, DALYs are 
exactly the same as YLDs for most conditions 
(Supplementary Table S3). Therefore, as previously 
described, 19 in the present study we will report on non-
fatal burden expressed as YLDs as well as prevalence for 
mental disorders. Also, to keep in line with the Inter-
national Classification of Diseases (in which disorders 
due to substance use are classified under Mental, 
behavioral or neurodevelopmental disorders), only YLD 
estimates will be presented for SUDs. Mortality and 
YLLs will be presented for self-harm.

Prevalence rates are estimated using the DisMod-MR 
2⋅1 or DisMod-AT (specifically for anxiety disorders, 
major depressive disorder, and autism spectrum disor-
der) tools. DisMod-AT was implemented for the first 
time in GBD 2023 to address disease progression that 
takes place over age and time (AT) simultaneously. Thus, 
age and time are not modeled independently but instead 
are introduced in the model simultaneously. In addition, 
for dysthymia, a past-year crosswalk (i.e., the process of 
adjusting data for known biases) was added to the model 
for the first time, with the aim of addressing heteroge-
neity in prevalence estimates and ensure alignment with 
data reflecting current episodes of dysthymia.

Prior to estimation, the data extracted from available 
sources are adjusted for biases, for example, survey 
instrument (diagnostic or symptom scale), survey 
interviewer (clinician or lay), and recall type (point, 12-
month, or lifetime prevalence). For mental disorders, 
adjusted prevalence rates reflect point prevalence for all 
causes except bipolar disorder, for which 1-year preva-
lence is considered. The overall prevalence for each 
disorder is distributed according to severity categories 
(e.g., asymptomatic, mild, moderate, and severe) to 
which a disability weight is assigned (Supplementary 
Table S1). Disability weights are predefined values 
(i.e., disability weights do not vary with each GBD 
iteration) ranging from 0 (full health) to 1 (death); they 
were originally derived from multicountry household or 
web-based surveys in which individuals aged 18 years 
or older were asked to compare two hypothetical in-
dividuals with different functional limitations and 
indicate which person was healthier. To calculate YLDs, 
the prevalence estimated for each severity category is 
multiplied by the disability weight assigned to the 
severity category. YLDs then undergo a comorbidity 
correction that accounts for the effect of an individual 
experiencing more than one sequela simultaneously.

In turn, most cause-specific death rates (including 
death by self-harm) are estimated using the Cause of 
Death Ensemble model (CODEm). CODEm is a GBD-
specific modeling tool that is used to evaluate the out-
of-sample predictive validity of different statistical 
models and covariate permutations (i.e., the available 
data are split into a training set and a validation set used 
to assess the model’s performance). To estimate pre-
mature mortality, GBD predicts life expectancy consid-
ering two main components: a theoretical “best” life 
expectancy (that assumes that people in all countries 
around the world could have this life expectancy) and the 
average age of death derived from life tables for each 
location. These estimates are interpolated to predict the 
life expectancy in each location for each age group. YLLs 
are then calculated by multiplying the number of deaths 
from each cause by the predicted life expectancy (Section 
6⋅3 in Appendix 1 of the 2023 Capstone). 20

Estimates extracted from GBD are presented here as 
counts and percent or age-specific rates per 100,000
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population, calculated using the GBD standard popu-
lation estimates, obtained by selecting “population” in 
the “GBD Estimate” menu in the Results Tool. 25 A 95% 
uncertainty interval (95% UI) that reflects the uncer-
tainty arising from the modeling of various data types 
and processes (including unpredictable variation in 
input data, age/sex splitting, bias corrections, data 
manipulations, application of statistical techniques) is 
provided for all results except the overall 5 to 29-year 
group, which is not a standard GBD aggregate age 
category. Figures were plotted using the ggplot package 
in R, except for Fig. 1 (Datawrapper and Figma).

Age restrictions
As shown in Supplementary Table S4, some re-
strictions on age are applied for data modeling based on 
the best available evidence (such as evidence indicating 
no incidence of a disorder before or after a certain age), 
including expert feedback. 21 For example, no data are

modeled for bipolar disorder in the 5 to 9-year old 
group, whereas no data are modeled for conduct dis-
order after 18 years of age. SUDs and mortality from 
self-harm are only modeled for age 10 or older.

Ethics approval
GBD analyses adhered to the Guidelines for Accurate 
and Transparent Health Estimates Reporting 
(GATHER). 26 Ethics approval was not required for the 
present analysis because participant data are anony-
mized in the publicly available GBD database.

Role of the funding source
This study did not receive any funding.

Results
Data sources
Of the total of 77 unique sources on mental disorders 
and SUDs available for the 2023 GBD iteration in

Fig. 1: Geographic distribution of samples included in the 2023 iteration of the Global Burden of Disease study to derive data for mental and 
substance disorders covering ages 5 to 29 years in Brazil. The color legend (squares) represents the disorders for which sources were available, 
while the size of the circle represents the sum of sample sizes within the 5 to 29-year-old range. National studies (Brazil World Health Survey; 
Brazil National Survey of Health; Brazilian National Alcohol/Drug Survey; Brazil Household Survey About the Use of Psychotropic Drugs; 
National Survey of School Health) are summarized in the upper right corner. For national studies, we were unable to determine the dis-
tribution of the samples within the 5 to 29-year range at the federative unit level. The number of individuals in the age range of interest 
could not be derived in one study on bipolar disorder reporting on 165 participants aged 18 years or older in Rio de Janeiro (Silva RA et al. 
Trends Psychiatry Psychother. 2013;3: 141–5). No sources were available for schizophrenia and for the category of other mental disorders.
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Brazil, 66 unique sources covered the 5 to 29-year-old 
range. Fig. 1 and Supplementary Table S5 show the 
distribution of samples derived from available sources 
for the specific age groups of interest.

Specifically for the 5 to 29-year-old group, 28 sources 
were used to estimate the prevalence of depressive dis-
orders (Supplementary Table S5); 12 were used for 
ADHD; 11 for anxiety disorders; eight for bipolar dis-
order; five for eating disorders; four for conduct disor-
der; two for autism spectrum disorder, and two sources 
were used to estimate the prevalence of idiopathic 
developmental intellectual disability. The youngest and 
oldest ages covered were 6 and 29 years, respectively, for 
depressive disorders, anxiety, bipolar disorder, and 
eating disorders; 5 and 29 for ADHD; 6 and 14 in 
conduct disorder and autism spectrum disorder; and 7 
and 11 in idiopathic developmental intellectual disability 
(one source covering of idiopathic developmental intel-
lectual disability in 4-year-olds was not considered in this 
study). 27 Alcohol use disorders covered ages 12 to 29, and 
drug use disorders covered ages 10 to 29.

Across disorders, samples from the state of São 
Paulo contributed to 41 studies (city of São Paulo 
samples represented 31 times, including 10 studies 
using data from the São Paulo Megacity Mental Health 
Survey; a sample from the city of Taubaté was repre-
sented four times; Campinas was represented twice; 
and samples from the cities of Ribeirão Preto, Santa 
Cruz das Palmeiras, São José do Rio Preto, and Embu 
das Artes were represented once each). Samples from 
Rio Grande do Sul contributed to 37 prevalence studies 
(with the Pelotas birth cohorts represented 21 times; 
seven additional studies relied on other samples from 
Pelotas). The capital Porto Alegre contributed samples 
to eight studies, of which seven were derived from the 
Brazilian High-Risk Cohort for Mental Health Condi-
tions (BHRC); and the city of Rio Grande contributed 
one sample. Samples from the city of Rio de Janeiro 
contributed to nine studies. Samples from the states of 
Amazonas, Bahia, Minas Gerais, and Paraná appeared 
twice each. Ceará, Santa Catarina, Maranhão, Sergipe, 
and Goiás appeared once each. National samples 
(recorded as “Brazil”) contributed to 18 studies, 
including the Brazil National Health Surveys.

Prevalence
In 2023, 15⋅6 million individuals (6⋅9 million males and 
8⋅7 million females), or 20⋅91% of the population aged 
5–29 years in Brazil, were estimated to meet criteria for 
at least one diagnosable mental disorder according to the 
GBD study. In turn, 2⋅5 million (1⋅6 million males, 0⋅9 
million females), or 3⋅36%, were estimated to meet 
criteria for an SUD in this age range. For the aggregate 
of mental disorders, the point prevalence for each spe-
cific age range was 12⋅06% (95% UI: 7⋅99–20⋅42) for 5 to 
9-year-olds; 18⋅81% (14⋅55–26⋅61%) for 10 to 14-year-
olds; 23⋅58% (19⋅20–31⋅15) for 15 to 19-year-olds;

24⋅27% (19⋅70–30⋅53) for 20 to 24-year-olds; and 24⋅95% 
(20⋅83–30⋅71) for 25 to 29-year-olds. For SUDs, modeled 
for age 10 years or older, age-specific prevalence was 
0⋅22% (95% UI: 0⋅13–0⋅32) at 10–14 years; 3⋅18% (2⋅42– 
4⋅02) at 15–19 years; 5⋅82% (4⋅83–7⋅13) at 20–24 years; 
and 6⋅91% (5⋅72–8⋅18) at 25–29 years (Supplementary 
Table S6). To provide context, Supplementary 
Figure S1 shows the prevalence of mental disorders 
and SUDs for both sexes in Brazil and globally.

Regarding the sex-specific prevalence of mental 
disorders and SUDs, non-overlapping 95%UIs indi-
cated higher prevalence of depressive and eating dis-
orders in females starting at 10 years of age; of anxiety 
at 25–29 years; and of the aggregated mental disorders 
at 20 to 24 and 25 to 29 years. In males, non-
overlapping 95% UIs indicated higher prevalence of 
alcohol use, drug use, and the aggregated substance use 
disorders at 20 to 24 and 25 to 29 years (Fig. 2, 
Supplementary Table S6).

Years lived with disability
Among all GBD causes, mental disorders were the 
leading source of YLDs in Brazilians aged 5–29 years in 
2023, accounting for 2⋅16 million YLDs. SUDs 
accounted for 265⋅8 thousand YLDs. For the aggregate 
of mental disorders, the number of YLDs in males 
surpassed that of females in the 5 to 9 and 10 to 14-
years brackets; after that, females surpassed males in 
all groups, with the number of YLDs more than 
doubling from 10 to 14 years to 25 to 29 years (Fig. 3, 
Supplementary Table S7). Nevertheless, even in the 
presence of large absolute differences in the number of 
YLDs between females and males (e.g., 198,287⋅94 vs. 
89,555⋅27 at 25 to 29 years for anxiety), all 95% UIs 
overlapped for most comparisons, except for eating 
disorders at 20 to 24 and 25 to 29 years and alcohol use 
disorders at 25 to 29 years (Supplementary Table S7).

Considering the distribution of YLDs from mental 
disorders across the life course, 33⋅41% of the total 
6,531,563⋅91 YLDs occurred between age 5 and 29 years 
(Supplementary Table S3). Likewise, mental disorders 
and SUDs represented together 36⋅52% of the 
6,704,995 YLDs corresponding to the sum of all causes 
in GBD in 5 to 29-year-olds. The high contribution of 
mental disorders and SUDs to disability is reflected in 
the YLD ranking across the five age groups examined 
here (Fig. 4).

As shown in Fig. 4, for all the age ranges addressed 
here, the group of anxiety disorders appears as the first 
contributor to non-fatal burden among all diseases 
covered in GBD. In the five age brackets, four mental or 
substance use disorders are among the top 10 contrib-
utors to non-fatal burden.

Death by self-harm: mortality and years of life lost
In GBD, the modeling of mortality from self-harm starts 
at 10 years of age. In total, 5402 annual deaths by

Articles

6 www.thelancet.com Vol 61 September, 2026

http://www.thelancet.com


self-harm were recorded in 10 to 29-year-olds (4149 males, 
1253 females), for a total of 361,631 years of life lost (YLLs) 
for both sexes combined. Self-harm was the 8th contrib-
utor to premature death expressed as YLLs in 10 to 14-
year-olds, climbing to the 3rd position in all subsequent 
age groups (15 to 19, 20 to 24, and 25 to 29-year-olds).

The mortality rate per 100,000 population was 1⋅24 
(95% UI: 1⋅06–1⋅46) in 10 to 14-year-olds; 7⋅78 (95% UI: 
6⋅98–8⋅78) in 15 to 19-year-olds; 12⋅37 (95% UI: 11⋅32– 
13⋅58) in 20 to 24-year-olds; and 13⋅43 (95% UI: 
12⋅29–14⋅92) in 25 to 29-year-olds. Fig. 5 and 
Supplementary Table S8 show the mortality rates in each 
age group for females and males.

Discussion
In the present study, we used data from GBD to gain 
insights into the status of mental disorders, SUDs, and 
mortality from self-harm in young Brazilians aged 5 to

29 years, corresponding to the groups covered by 
specific policies that establish the rights to a healthy 
and harmonious development as well as comprehen-
sive health care as fundamental principles, with 
emphasis on the prevention and care of the most 
prevalent conditions in this age group. 1,2 While these 
frameworks explicitly highlight priorities including 
vaccination, substance use, and early pregnancy, there 
is no explicit mention of mental disorders, even though, 
according to the present estimates, almost one in five 
individuals aged 5 to 29 years met criteria for a diag-
nosable mental disorder in Brazil. Furthermore, mental 
disorders and SUDs accounted together for more than 
one-third of the disability from all GBD causes in this 
age group, while mortality from self-harm represented 
an important contribution to premature death already 
at 10 to 14 years, with a sharp increase in the later age 
groups. The evidence showing the early presence along 
the life course of mental disorders, SUDs, and fatal

Fig. 2: Prevalence of mental and substance use disorders derived from the 2023 iteration of the Global Burden of Disease study for females 
and males in Brazil. Dotted lines indicate the mean combined prevalence for females and males across all age groups. Shaded areas represent 
95% uncertainty intervals (95% UI). The upper limit of the 95% UI for anxiety in females was trimmed for presentation (actual values 
available in Supplementary Table S6). ADHD: Attention-deficit/hyperactivity disorder. Data were not modeled by the Global Burden of Disease 
study before age 10 years for bipolar disorder, schizophrenia, alcohol use disorders and drug use disorders; and before age 15 for other mental 
disorders. For conduct disorder, only cases prior to age 18 years are modeled. For attention-deficit/hyperactivity disorder, no incidence is 
assumed in GBD from age 12 years onward.
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self-harm is a non-trivial finding and a major contri-
bution of the present study, with important conse-
quences for prevention, service planning, and policy.

A crucial first message for successfully reducing the 
population burden imposed by mental disorders is the 
need to implement interventions early in the course of 
life. We have recently argued 28 that a transdiagnostic 
staged perspective is an advantageous framework for 
public mental health, incorporating opportunities for 
prevention and intervention. According to this perspec-
tive, mental disorders progress along a path involving 
overlapping symptoms and comorbid disease trajec-
tories, beginning with stages that precede the emergence 
of a full-threshold condition—involving higher risk for 
the onset of mental health conditions or characterized by 
mixed symptoms not meeting criteria for full-threshold 
disorders—up to a stage in which severe, unremitting 
illness does not respond to adequate care. The trans-
diagnostic staging perspective proposes that each of 
these stages can be prevented, but strongly emphasizes 
early intervention, 29 with attention to initial pre-
sentations associated with distress and disability, which 
are typical of youth and often dismissed by healthcare 
services. 30 Preventing the onset of mental disorders early 
in both the course of life and the course of disease will

spare individuals and society from the possibility of life-
long burden, and the healthcare system from increased 
demands for complex treatments and care.

For service planning, the emphasis on early life or 
disease course entails the expansion of “system entry 
points,” beyond primary care in the healthcare system 
and even beyond the healthcare system itself, identi-
fying and preparing existing structures or initiatives, or 
creating new spaces, to contextualize and handle 
mental health needs that fall outside a formal diagnosis 
and which may be entangled with broader socioeco-
nomic needs. The school system, which by definition is 
organized around a life course perspective and provides 
frequent, longitudinal contact with individuals and, to a 
certain extent, their families, could be an initial setting 
for expansion. Nevertheless, for integration of the 
health and education systems, policies must be 
reviewed to frame schools as community-oriented 
spaces that promote wellbeing. 31,32

In addition, other “soft entry” opportunities for care 
should be created, involving self-referral or drop-in 
services spread in the community, with attention to 
sex or gender-specific needs especially during adoles-
cence and young adulthood. 33 A practical example is 
provided by Australia’s National Youth Mental Health

Fig. 3: Contribution of mental disorders and SUDs to non-fatal burden expressed as the number of YLDs derived from the 2023 iteration of 
the Global Burden of Disease study according to age and sex in Brazil. The number of YLDs is age specific rather than cumulative, i.e., YLDs 
from the older age groups do not incorporate the YLDs recorded for the younger age groups. Data were not modeled by the Global Burden of 
Disease study before age 10 years for schizophrenia, bipolar disorder, drug use disorders, and other mental disorders; for conduct disorder, 
only cases prior to age 18 years are modeled. For attention-deficit/hyperactivity disorder, no incidence is assumed in GBD from age 12 years 
onward.
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5-9 years 10-14 years 15-19 years 20-24 years 25-29 years

1
Anxiety disorders

1
Anxiety disorders

1
Anxiety disorders

1
Anxiety disorders

1
Anxiety disorders

8
ADHD

4
Conduct disorder

2
Depressive disorders

2
Depressive disorders

2
Depressive disorders

9
Conduct disorder

7
Depressive disorders

7
Conduct disorder

7
Drug use disorders

7
Alcohol use disorders

10
Autism spectrum
disorder

10
ADHD

8
Bipolar disorder

8
Alcohol use disorders

10
Drug use disorders

29
Depressive disorders

12
Autism spectrum
disorder

12
Drug use disorders

12
Bipolar disorder

14
Bipolar disorder

31
Intellectual disability

25
Eating disorders

14
Eating disorders

17
Eating disorders

15
Schizophrenia

51
Eating disorders

28
Bipolar disorder

15
ADHD

19
Schizophrenia

19
Eating disorders

N/A
Alcohol use disorders

34
Intellectual disability

19
Autism spectrum
disorder

22
ADHD

24
Other mental
disorders

N/A
Bipolar disorder

59
Alcohol use disorders

21
Alcohol use disorders

24
Autism spectrum
disorder

27
Autism spectrum
disorder

N/A
Other mental
disorders

61
Drug use disorders

32
Schizophrenia

30
Other mental
disorders

29
ADHD

N/A
Schizophrenia

64
Schizophrenia

45
Intellectual disability

46
Intellectual disability

50
Intellectual disability

N/A
Drug use disorders

N/A
Other mental
disorders

46
Other mental
disorders

N/A
Conduct disorder

N/A
Conduct disorder

Fig. 4: Disability ranking of mental disorders and SUDs among all disorders covered in the 2023 iteration of the Global Burden of Disease 
Study according to YLDs by age group in Brazil, both sexes combined. In each age group, the column order reflects the rank within the group 
of mental disorders, while the number inside each cell reflects the overall rank among all causes within the 2023 Global Burden of Disease 
study. Gray cells marked with not applicable (NA) show disorders for which burden was not modeled within the age group according to the 
GBD Methods Appendix. Anxiety disorders included the combined estimate of all subtypes of International Classification of Diseases anxiety 
disorders; depressive disorders, major depressive disorder and dysthymia; eating disorders, anorexia nervosa and bulimia nervosa; intellectual 
disability, idiopathic developmental intellectual disability, comprising intellectual disability from any unknown source after all other sources of 
intellectual disability are accounted for; and other mental disorders, residual category corresponding to an aggregate group of personality 
disorders. ADHD indicates attention-deficit/hyperactivity disorder.
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Foundation through its Headspace program, 34 which 
focuses on 12 to 25 year-olds, providing support for 
mental health, physical and sexual health, work and 
study, and alcohol and drug services in walk-in facilities 
and through online and phone counselling. These are 
important domains, considering the known association 
between not being involved in education, employment, 
or training (NEET) and mental health problems 35 and 
the transition to adult roles. In Brazil, the proportion of 
individuals with NEET status has been reported as 
around 30% in both 18 to 24-year-olds and 25 to 29-
year-olds, 5 whereas the proportion of individuals 
recognized as being in charge of the household affairs 
doubles among those aged 25–29 years (60%) as 
compared to individuals aged 18–24 years (30%). In-
dividuals in this age range might be more likely to seek 
support from services framed with a broader scope. A 
meta-analysis 36 has also found that community-based 
interventions may be effective in reducing suicidal 
ideation and suicide attempts in individuals younger 
than 18 years, with results that support the integration 
of community-based (schools, community centers, or 
web-based programs) suicide prevention programs with 
mental health strategies. To design such initiatives,

meaningful engagement of youth with lived experience 
of mental disorders is key. 28

In Brazil, the Unified Healthcare System (SUS), 
relying on community health agents as a major strategy 
and including a Psychosocial Care Network covering 
primary and specialized mental health care, crisis man-
agement services, inpatient units, deinstitutionalization 
initiatives, and psychosocial rehabilitation programs, 
provides a strong basis for the expansion of early mental 
health intervention services. The system is supported by a 
legal framework and designed with consideration for 
special populations, such as indigenous peoples, and 
features a network of psychosocial centers (CAPS) 3,17 that 
may constitute one of the largest community-based 
mental health strategies ever implemented outside 
high-income countries. 8 In municipalities with a popu-
lation larger than 70 thousand, the policy provides for 
psychosocial centers focusing on children and adoles-
cents diagnosed with persistent and severe mental dis-
orders (CAPSi) without restrictions in terms of 
diagnosis. 3 However, difficulties have been reported in 
terms of coordination of care; vague or scattered guide-
lines may also hinder the delivery of care. For example, 
the National Policy for Comprehensive Child Health

Fig. 5: Self-harm mortality estimates derived from the 2023 iteration of the Global Burden of Disease study in Brazilian females vs. males 
according to age group.
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Care 37 focuses strictly on children aged from 0 to 9 years 
and does not explicitly address mental health. An effort to 
harmonize policies, with the adoption of evidence-based 
guidelines integrating a staged model of mental and 
physical health and focusing on the life course (as 
exemplified by vaccination strategies 38 ) may facilitate co-
ordination and is likely to benefit all age groups. 8

Policy-wise, being able to monitor if and how finan-
cial resources are realized should be a priority, with 
transparency currently a major concern. For example, an 
important share of the resources destined to the SUS 
have been allocated through congressional earmarks for 
which no accountability mechanism is available. 39 As 
also pointed out in health indicator frameworks, 
including the Countdown 2030 Initiative, 40–42 of partic-
ular relevance for mental health, the mere existence of a 
policy or plan is not sufficient, and thus accountability 
mechanisms must be created.

Traditional epidemiologic indicators used in public 
health include incidence, prevalence, mortality, and 
disability. 28 In mental health, determining incidence 
(that is, a first-ever episode of a mental disorder) is often 
complicated by barriers to identification of a first 
episode, including poor access to mental health services, 
stigma, difficulties in recognizing mental health condi-
tions, and a focus on adult populations and the symp-
tomatology that is typical of adulthood. Thus, prevalence 
(the number the proportion of all individuals in a pop-
ulation presenting a condition) is more frequently used 
to assess the burden of mental health conditions. The 
generation of informative prevalence estimates, howev-
er, is directly dependent not only on the measurement of 
cases, but also on the quality of measurements—which 
is especially complex in mental health. Among others, 
the lack of standardization in the diagnostic or screening 
instruments used to detect mental disorders poses a 
problem particularly for studies with children and ado-
lescents given the use of proxy-reported rather than self-
reported measures. 43 In the present study, considering 
the sources of information used by GBD to estimate 
MDD prevalence, we found that at least six instruments 
were used to detect the disorder—Composite Interna-
tional Diagnostic Interview, Children’s Depression In-
ventory, Development and Well-being Assessment, 
Center for Epidemiologic Studies Depression Scale, 
Mini International Neuropsychiatric Interview, and the 
Patient Health Questionnaire (PHQ), a screening tool 
rather than a diagnostic instrument—whose ability to 
estimate depression prevalence has been questioned. 44 A 
previous meta-analysis of the worldwide prevalence of 
mental disorders identified diagnostic instruments as a 
significant moderator of prevalence estimates, with 
different instruments generating different prevalence 
estimates. 45

Anxiety disorders were ranked as the first cause of 
non-fatal burden among all disorders modeled in GBD 
2023 for all the age brackets analyzed here, including 5

to 9-year olds. The historical GBD series shows that 
since 2010 (the initial year used to explore time trends 
in GBD 2023), anxiety disorders have been ranked 
among the five top causes of non-fatal burden among 
all causes in Brazil in the age groups we covered. For 
young people, the notion of megatrends 33 as drivers of 
mental ill-health has been proposed, including changes 
in social expectations regarding the transition to 
adulthood, technological and economic changes in so-
ciety, the rise of artificial intelligence and its impacts on 
the job market, unregulated use of social media, and 
climate change, among others. Of note, the higher 
overall prevalence of mental disorders in Brazil 
compared with global estimates is largely driven by the 
elevated prevalence of anxiety disorders in 20 to 29-year-
olds (Supplementary Table S6). This finding further 
underscores the need for prevention efforts targeting 
children and adolescents to reduce the substantial 
burden of disease in early adulthood.

Indicators of mortality and disability impose certain 
challenges in the context of mental health. Many 
studies provide evidence that mental disorders are 
associated with significantly increased risk of prema-
ture death from both natural causes and self-harm. 46 

However, because mental disorders are not usually 
the direct cause of death, different indicators have been 
used, such as excess mortality—that is, the difference 
between the observed deaths in a certain group (for 
example, people with mental disorders) and the 
expected deaths based on the historical trends for peo-
ple without that disorder. In Brazil, a retrospective 
cohort study with patients hospitalized in the SUS 47 

showed that the mortality rate in individuals with se-
vere mental disorders was more than twice that of non-
psychiatric inpatients, with the highest excess mortality 
recorded for cardiovascular disease (ischaemic heart 
disease) and injuries (suicide, interpersonal violence, 
and road injuries). This supports the notion that the 
puzzle of mental disorders will not be completely 
understood without considering the prevalence of 
violence, also expressed for Brazilian youth in aspects 
such as the markedly higher mortality rate from 
external causes in individuals aged 15 to 29 years (and 
especially 20 to 24 years). 48

Disability from non-fatal self-harm is also not often 
accounted for. Among the major limitations of the 
GBD, the difficulty in estimating non-fatal self-harm 
likely translates in underestimation of the overall 
burden of suicidal behavior. Added to that, the fact that 
in GBD mental disorders are not modeled as contrib-
utors to self-harm mortality remains an important gap, 
acknowledged even by GBD investigators. 49 In our view, 
this is further compounded by the presentation of 
SUDs as separate from mental disorders, further 
increasing the difficulty in interpreting the burden of 
mental health conditions and contributing to the 
underestimation of this burden.
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In examining the sources used to derive GBD esti-
mates for the 2023 cycle, we noted a paucity of primary 
datasets across disorders, especially for some condi-
tions, such as schizophrenia. 50 Data gaps have also been 
recently highlighted regarding autism spectrum disor-
der 51 and eating disorders. 52 Also importantly, data are 
still lacking for a vast majority of the Brazilian territory. 
In the absence of data, providing a best estimate is a 
core principle of GBD, based on the perception that “no 
data” may be equated with the absence of a problem. 22 

In that sense, the modeling strategies that have been 
carefully designed and continuously improved by the 
GBD study to compensate for these data gaps can 
provide relevant information—if interpreted with care 
and a clear understanding of limitations. It should also 
be noted that the data used to estimate prevalence 
estimates (or lack thereof) may impact the calculation of 
YLDs, which, as described, are directly derived from 
prevalence measures in GBD.

Several additional limitations must be acknowl-
edged. Still regarding GBD methodology, the disability 
weights used across all age groups were derived solely 
from surveys of adults. Considering that these disability 
weights reflect judgments about which functional lim-
itations correspond to better or worse health, it is fair to 
question whether the views of children and adolescents 
on good or poor health align with those of adults. Also, 
and especially in mental health, the type of functional 
limitation considered to generate disability weights 
would likely benefit from some adaptation for the 
reality of young age groups. In that sense, the fact that 
GBD does not account for subthreshold manifestations 
of mental disorders, which are common in children and 
adolescents and associated with important disability 
and impairment, is an important gap. As already noted, 
the use not only of different instruments to produce 
prevalence measures, but also of different informants 
(e.g., parents, teachers, or self-reports), further un-
derscores the challenges of case identification that are 
inherent to the field of youth mental health.

Beyond these methodological constraints, a major 
limitation shown here is the coverage of data sources in 
Brazil, with no specific information available for most 
federative units, for rural regions, for vulnerable groups 
such as Indigenous youths or other ethnic minorities 
and individuals living on the streets or in institutions. 
Rates of death by self-harm among Indigenous peoples 
in Brazil have been shown as more than twice the levels 
for the overall Brazilian population in 2020, with the 
highest rates recorded between 10 and 24 years of 
age — reaching 33⋅8 deaths/100,000 in 2015, and still 
around that level in 2020, 53 a stark contrast to the overall 
rate of 7⋅32 (95% UI: 6⋅72–8⋅08) death by self-
harm/100,000 reported for this age group in Brazil by 
GBD in 2023. Likewise, the absence of studies 
including populations from the North, Central-West 
and Northeast regions of Brazil underscores the

imbalance between the representation of populations 
from the South, especially considering the weight of 
data from cohorts such as those established in São 
Paulo and Pelotas. However, rather than prompting 
action solely on the need to collect more data, these 
findings underscore the need for immediate action to 
provide mental health support for young Brazilians, at 
as early an age as possible.

In conclusion, the present study revealed a mental 
health landscape characterized by high prevalence and 
burden from mental disorders and SUDs and high 
mortality rate by self-harm among young Brazilians 
aged 5 to 29 years, threatening their wellbeing and 
productivity in the transition from childhood to 
adolescence and adulthood. 33 The study confirms the 
usefulness of focusing on granular age and national-
level data to obtain relevant information for action, 
and shows that, in spite of some caveats, GBD is an 
important tool, and a starting point to provide insights 
for action in specific health scenarios. We argue that 
focusing early in the course of life and in the course of 
disease, with integration of physical and mental health 
and expansion of the early intervention network to 
provide pre-primary care entry points, should be pri-
orities for immediate action.
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