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Research

The mental health workforce gap in low- and middle-income

countries: a needs-based approach
Tim A Bruckner,? Richard M Scheffler,” Gordon Shen,” Jangho Yoon,® Dan Chisholm,® Jodi Morris,® Brent D Fulton,’

Mario R Dal Poz® & Shekhar Saxena®

Objective To estimate the shortage of mental health professionals in low- and middle-income countries (LMICs).

Methods We used data from the World Health Organization’s Assessment Instrument for Mental Health Systems (WHO-AIMS) from
58 LMICs, country-specific information on the burden of various mental disorders and a hypothetical core service delivery package
to estimate how many psychiatrists, nurses and psychosocial care providers would be needed to provide mental health care to the
total population of the countries studied. We focused on the following eight problems, to which WHO has attached priority: depression,
schizophrenia, psychoses other than schizophrenia, suicide, epilepsy, dementia, disorders related to the use of alcohol and illicit drugs,

and paediatric mental disorders.

Findings All low-income countries and 59% of the middle-income countries in our sample were found to have far fewer professionals
than they need to deliver a core set of mental health interventions. The 58 LMICs sampled would need to increase their total mental
health workforce by 239 000 full-time equivalent professionals to address the current shortage.

Conclusion Country-specific policies are needed to overcome the large shortage of mental health-care staff and services throughout

LMICs.

Abstracts in (4 5, /132, Frangais, Pyccxmiit and Espaiiol at the end of each article.

Introduction

Mental, neurological, and substance abuse (MNS) disorders
account for an increasing proportion of the global burden of
discase. The World Health Organization (WHO) attributes to
these disorders 14% of all of the world’s premature deaths and
years lived with disability." In addition to imposing high costs
on the health system, mental and neurological disorders and
substance abuse also lead to lost worker productivity, impaired
functioning, personal stigma, caregiver burden on family mem-
bers, and, in some instances, to human rights violations.”™*

Although several cost-effective strategies reportedly reduce
the disability associated with mental and neurological disorders
and substance abuse,”® the fraction of those affected who receive
appropriate treatment remains disturbingly low.” This treatment
gap appears especially wide in countries classified as low- or
middle-income by The World Bank, where around 85% of the
world’s population resides. In such countries, treatment rates for
these disorders are suboptimal and range from 35% to 50%.7"!

Researchers, policy-makers and international agencies have
issued calls for low- and middle- income countries (LMICs)
to scale up the mental health components of their health
systems.'*"* To accomplish this, they need to increase their
workforces,'* particularly the number of trained professionals
who can provide good mental health services. Although primary
health-care professionals can provide the bulk of care, mental
health professionals, namely psychiatrists, nurses and experts in

psychosocial health, are needed to manage those patients who
are referred for specialized care and to deliver training, support
and supervision to non-specialists. Without these mental health
professionals, LMICs will not have enough human resources to
meet their populations’ mental health treatment requirements.”

The lack of reliable data on mental health systems in LMICs
greatly hinders workforce planning efforts. Almost one-fourth
of the world’s LMICs have no system for reporting basic men-
'® Even among LMICs that have such
a system, many suffer from lack of accountability in reporting
or from the inability to measure workforce capacity. Without
information of this kind, countries cannot assess the scope and
magnitude of the gap between the number of mental health
workers needed and the number that is available.

tal health information.

We aim to provide health planners, policy researchers and
government officials with country-specific estimates of the hu-
man resources that are required in the area of mental health to
adequately care for the population in need of mental health care.
We have focused on eight priority problems as defined by WHO:
depression, schizophrenia, psychoses other than schizophrenia,
suicide, epilepsy, dementia, disorders related to the use of alcohol
and illicit drugs, and paediatric mental disorders (conduct or be-
havioural, intellectual and emotional disorders of childhood)."
For each of these disorders we used epidemiological information
published by WHO as of July 2010,"in conjunction with the
health services data available for 58 LMICs that had recently
completed the WHO Assessment Instrument for Mental Health
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Systems (WHO-AIMS). For a detailed
description of the validity and measure-
ment properties of WHO-AIMS, please
refer to Saxena et al.'®

Methods
Current mental health workforce

To assess the size of the current workforce
devoted to mental health care in the study
countries, we retrieved data from WHO-
AIMS, an assessment tool designed for
LMICs that provides a comprehensive
summary of each country’s mental health
system. WHO-AIMS, described in
detail by Saxena et al.,’® includes 155
indicators covering six domains: policy
and legislative framework, mental health
services, mental health in primary care,
human resources, public education and
monitoring and research. We retrieved
workforce data from the human resources
domain, where LMICs were asked to
report the “number of staff working in
or for mental health facilities or private
practice”” Respondents provided a count
of professionals of various types, whom
we grouped into three broad professional
categories: psychiatrists, nurses and psy-
chosocial care providers. Nurses included
general nursing staff providing mental
health services and psychiatric nurses;
psychosocial workers included psycholo-
gists, social workers and occupational
therapists. Our rationale for grouping
these categories together was that in
LMICs these professionals often carry
out the same range of tasks. They have
all received formal training in psychol-
ogy, social work or occupational therapy
from a recognized university or technical
school and are responsible for delivering
psychosocial interventions within the
mental health system.

We included in the analysis 58
WHO Member States and territories,
as well as provinces and states within a
country, that were invited to complete
a WHO-AIMS assessment between
February 2005 and June 2009. They were
chosen based on their ability to collect
the required information and their will-
ingness to participate in the study, so in
essence they represented a convenience
sample. For brevity, we shall refer to all
these entities as countries throughout
the paper, but they are not all countries
strictly speaking. We note, however, that
two assessments that were performed at
the regional level (i.e. Hunan, China, and
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Uttarakhand, India) were not extrapo-
lated to the respective countries asa whole
and therefore should not be considered
nationally representative.

Needs-based mental health
workforce targets

In its 2008 report, WHO’s Mental health
Gap Action Programme (mhGAP)
specified eight problems that LMICs
should prioritize, since they account for
75% of the global burden of mental and
neurological conditions and substance
abuse disorders. They are depression,
schizophrenia, psychoses other than
schizophrenia, suicide, epilepsy, demen-
tia, the abuse of alcohol and use of illicit
drugs, and paediatric mental disorders."
To meet the priority definition, the
condition must impose substantial dis-
ability, morbidity or mortality, lead to
high economic expenditure or be associ-
ated with violations of human rights.
The mhGAP report contains the best
available scientific and epidemiological
evidence surrounding mental, neurologi-
cal and substance abuse disorders, and the
ones prioritized by WHO have been
common wherever prevalence has been
measured. Moreover, the disorders that
are prioritized are those that substantially
undermine childrens’ learning skills and
adults’ ability to function within the fam-
ily and in broader society. Because these
conditions are highly prevalent and cause
impairment, they contribute substantially
to the total burden of disease. We refer
the reader to the mhGAP report for more
information.”

We used population-based estimates
of the prevalence of these disorders to
make needs-based estimates of workforce
requirements. We then applied to this
target population the recommended
health-care service delivery models and
multiplied appropriate staffing ratios
(both adapted from Chisholm et al.)° to
the expected volume of inpatient and out-
patient services to yield target counts of
psychiatrists, nurses and psychosocial care
providers. Our focus on these workers
led us to exclude all health professionals
outside the sphere of mental health (e.g.
paediatricians and educational system
support staff) and of workers in “mixed
practice”. In addition, we did not include
neurologists in the workforce analysis,
as primary care professionals in LMICs
where resources are scarce are increasingly
expected to diagnose and treat epilepsy.”’

Bull World Health Organ 2011;89:184-194 | doi-10.2471/BLT.10.082784

Prevalence of priority disorders

Since most LMICs do not routinely
conduct their own population-based
surveys, we used sub-regional prevalence
estimates generated as part of the 2004
WHO Global Burden of Disease (GBD)
Project, whose figures come from com-
prehensive reviews and syntheses of the
available epidemiological evidence."” For
the two priority disorders not included
in the 2004 GBD Project (e.g. illicit
substance abuse and paediatric mental
disorders) we obtained population-based
prevalence rates from the peer-reviewed
epidemiologic literature.”’* To calculate
the approximate prevalence of suicidal
ideation, we multiplied the GBD rate
of deaths from suicide by a factor of 20,
which is the estimated number of suicidal
ideations per suicide.”**

Table 1 shows the mean prevalence
of each of the cight priority mhGAP
conditions in the six WHO regions. We
classified illicit substance abuse disorders
and paediatric mental disorders into sub-
categories having distinct requirements in
terms of care and human resource levels.
We multiplied the estimated prevalence
in all the age groups affected by each
disorder to estimate the actual numbers
implicated in each country. This calcula-
tion yielded the total number of cases
meeting the definition given in the /CD-
10 classification of mental and behavioural
disorders (Table 1),

Treatment coverage targets

Target treatment coverage rates for each
disorder were determined on the basis of
three factors: the severity of the disorder,
the ability to detect cases in the popula-
tion and the probability that identified
cases will seek care. Based on these con-
siderations and consistent with estimates
from the literature,® we established the
following conservative target coverage
rates: 80% for schizophrenia, suicidal
ideation, epilepsy, and dementia; 50% for
use of opioids and other illicit drugs; 33%
for depression; 25% for alcohol abuse;
and 20% for pacdiatric mental disorders.
We assigned a high treatment coverage
target to schizophrenia because of the
large disability burden attached to it and
the intensity of the symptoms. In contrast,
we set a treatment coverage target of 20%
for paediatric mental disorders since it is
the coverage level normally attained in the
wealthiest high-income countries.”?*%
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and middle-income countries

110.2
276.8
178.4

4.25
4.25
4.25

4.25
4.25
4.25

1.50
1.50
1.50

0.08
0.10
0.19

0.14
0.12
0.02

4.01
1.28
2.77

0.51
0.17
0.33

0.42
0.58
0.39

0.30
0.26
0.13

2.83
2.88
2.84

0.50
0.43
0.50

0.50
0.37
0.44

European

South-East Asia
Western Pacific

2 Cases that meet ICD-10 criteria only.

® Unipolar depressive disorder, major depressive episode meeting ICD-10 criteria.

¢ Global Burden of Disease self-inflicted injury death rate multiplied by a factor of twenty.**

4 Cases meeting International League Against Epilepsy definition (excluding epilepsy secondary to other diseases or injury).

¢ Moderate and severe dementia: Global Burden of Disease Estimate of Alzheimer and dementia multiplied by a correction factor of 0.5 and weighted for age.”®

I Cases meeting ICD-10 criteria for alcohol dependence and harmful use (F10.1 and F 10.2), excluding cases with comorbid depressive episode.
9 Cases meeting ICD-10 criteria for opioid dependence and harmful use (F 11.1 and F 11. 2) excluding cases with comorbid depressive episode.

" Cases meeting ICD-10 criteria for cocaine dependence and harmful use (F 14.1 and F 14.2) or amphetamine use.

—29

7-

" Moderate and severe forms of mental retardation, based on international estimates of prevalence.”

I Prevalence of severe aggression, disobedience, and irritability based WHO expert panel estimates.

“WHO-based estimate of children that meet criteria for major depression or anxiety related disorders.***'

Tim A Bruckner et al.

Service delivery models

The next step was to apply intervention
and service delivery models to each of
the eight priority disorders.® The models
were based on the results of WHO sub-
regional cost-effectiveness studies™ ¥ and
of international needs assessment research
in developing countries.**”* The assump-
tion underlying the models was that most
cases receive treatment at the primary care
level and that patients with more severe or
complex disorders are referred to special-
ists."’~* The frequency with which people
affected by the mental, neurological and
substance abuse disorders included in this
study require inpatient and outpatient
services varies considerably. Table 2 dis-
plays the target service delivery models
for each disorder. The treatment models
were constructed on the basis of (i) the
percentage of cases needing care in each
service setting; (ii) the average annual
number of health-care visits per person
and (iii) whether or not the inpatient or
outpatient visits required a bed. Screen-
ing and diagnostic services, which all
three types of professionals included in
this study are increasingly expected to
perform in LMICs, were included under
the “outpatient and day care” setting. We
calculated health service needs separately
for each disorder and added the values to
obtain an aggregate estimate.

Mental health workforce staffing

For both the outpatient and inpatient
settings we derived the total number
of full-time-equivalent (FTE) staff re-
quired, with FTE defined as the number
of working hours corresponding to one
full-time employee during a fixed year.
To assist LMICs in allocating human
resources for mental health, we calculated
workforce requirements for outpatient
services by applying workforce capacity
estimates developed by WHO. We as-
sumed that staff work 225 days per year
and provide, on average, 11 consultations
per day. For each disorder considered in
this study, we divided the total number
of expected outpatient visits by 2475
(225 x 11) to obtain the total number
of full-time-equivalent staff needed for
outpatient care. After classifying mental
health professionals into psychiatrists,
nurses and psychosocial care providers, we
applied staffing ratios to the estimates of
full-time-equivalent staff to obtain target
numbers of each of these professionals.®
The stafling ratios used, fully presented in
a table in Chisholm et al., were specific

Bull World Health Organ 2011;89:184-194 | doi:10.2471/BL7.10.082784
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Fig. 1. Mental health workforce shortages in 58 low- and middle-income countries?

[$1é166]

FTE, full-time-equivalent.
2 Data for India and China are from only one province (Uttarakhand province and Hunan province, respectively).

for each disorder, treatment setting (e.g.
hospital outpatient) and World Bank
country income classification.

To estimate the full-time-equivalent
staff required to meet inpatient service
targets, we used estimated bed—days as the
starting input. We assumed that hospitals
operate at 85% capacity and applied this
correction factor to obtain the targeted
number of inpatient beds. To calculate the
number of full-time-equivalent inpatient
staff needed to manage the population
affected by each disorder, we multiplied
staff:bed ratios for LMICs extracted from
the literature®*"** by the targeted number
of inpatient beds.

Workforce shortage or surplus

We summed the needs-based inpatient
and outpatient full-time-equivalent staff
to arrive at a single targeted total, which
we then subtracted from the current staff-
ing levels given in WHO-AIMS. The
difference reflects the magnitude of the
global mental health workforce shortage
(if a negative value) or surplus (if a posi-
tive value).
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(per 100 population)

Mental health workforce shortage

[ No data available for analysis

[ No shortage (surplus FTE staff) O %
1 0-10 more FTE staff needed
[ 11-20 more FTE staff needed

I > 20 more FTE staff needed

Results

Current and target staffing levels for
mental health professionals vary widely
both across and within WHO regions
(Table 3). LMICs in the African Region
and the South-East Asia Region report
fewer psychiatrists than the Region of
the Americas or the European Region.
Large within-region variations are
highlighted by the 20-fold difference in
the number of psychiatrists per 100 000
population between the Sudan and the
Islamic Republic of Iran, two middle-
income countries in the Region of the
Eastern Mediterranean (0.06 in the Su-
dan versus 1.19 in the Islamic Republic
of Iran). For all three categories of mental
health professionals, middle-income
countries routinely report a larger
number of staff per population than do
low-income countries.

Across the 58 LMIC:s in this study,
the estimated number of mental health
professionals required is 362 000 (20 000
psychiatrists, 195000 nurses and 147 000
psychosocial care providers). This repre-
sents an average of 22.3 mental health

professionals per 100000 population
in low-income countries and of 26.7
professionals per 100000 population in
middle-income countries.

The column labelled “difference” in
Table 3 shows the mental health work-
force shortage (—) or surplus (+) for each
country. Of the 58 study countries, 67%
showed a shortage of psychiatrists, 95% a
shortage of nurses and 79% a shortage of
psychosocial care providers. In absolute
figures, these workforce deficitsamounted
to a total shortage of approximately
11000 psychiatrists, 128 000 nurses and
100000 psychosocial care providers.
Thus, an additional 239000 full-time-
equivalent staff would be needed globally
to treat the current burden of the eight
mental, neurological and substance abuse
problems that WHO has prioritized.
Fig. 1 maps the shortage (or surplus)
for all LMICs in the analysis. Of the
S8 countries included, 51 show a short-
age and 9 require at least 20 additional
mental health professionals per 100000
population to meet the needs-based target
levels of care.
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Fig. 2. Impact of changes in target coverage, resource utilization and case workload
on mental health workforce shortage estimates in 58 low- and middle-income

countries
50+
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FTE, full-time equivalent; LMICs, low-and-middle-income countries.

The vertical lines represent the range of values for the shortages found in the 58 LMICs analysed; the diamonds

represent the average shortage. A negative value indicates a shortage.

2 Coverage 1: reduce treatment coverage rates for all disorders: schizophrenia and bipolar disorder, suicidal
ideation and epilepsy (from 80% to 50%); dementia, use of opioids and use of other llicit drugs (from 50% to
40%); depression (from 33% to 25%); alcohol abuse (from 25% to 20%); paediatric disorders (from 20% to

10%).

® Resource 1:increase the length of inpatient stay (acute and residential care) by 25%.
¢ Resource 2: decrease the length of inpatient stay (acute and residential care) by 25%.
@ Resource 3: reduce the target coverage rate for outpatient services by 10%; increase the target coverage rate for

primary-health-care services by 10%.

¢ Efficiency 1: reduce daily outpatient consultation capacity by 20%.
" Efficiency 2: increase daily outpatient consultation capacity by 20%.

We conducted a series of sensitivity
analyses to determine how the shortage/
surplus for cach of the 58 LMICs re-
sponded to changes in three key inputs:
target treatment coverage level, rates of
inpatient and outpatient service utilization
and daily case workload (Fig. 2). A reduc-
tion in target treatment coverage rates
affected workforce estimates more than
changes in service utilization rates or in
workload capacity. When target treatment
coverage for all disorders was substantially
reduced, the mean workforce gap dropped
from 11 to 4 additional mental health
professionals per 100000 population. In
contrast, changes in workforce efficiency
(raising or lowering outpatient consulta-
tion capacity by 20%) did not substantially
alter the shortage estimates from baseline
levels (see efficiency scenarios 1 and 2).
Of the countries classified as low-income,
only one showed a workforce surplus in at
least one of the six scenarios; 43 of the S8
LMICs (74%) showed a workforce short-

age in all scenarios.

Discussion

W have capitalized on current workforce
estimates to provide the first in-depth

evaluation of mental health staffing
shortages in LMICs. Our needs-based
analysis of 58 such countries has re-
vealed substantial deficits in the mental
health workforce. All of the low-income
countries and 59% of the middle-income
countries included in this study experi-
ence a needs-based shortage, which points
to an inability to provide appropriate
care to their populations afflicted with
mental, neurological and substance abuse
disorders. Overall, LMICs would need
to increase their workforces by an esti-
mated 239 000 full-time-equivalent staff
(psychiatrists, nurses and psychosocial
care providers) to satisfactorily address
the current burden of priority disorders.

For over 30 years, international
organizations have been recommending
that countries increase their mental health
workforce,and WHO’s call for a scale-up
in the mhGAP report makes the task all
the more urgent.’*'** Unfortunately,
progress in achieving parity in the work-
force for the care of physical and mental
ailments has been slow, perhaps owing to
the absence of clear, quantitative bench-
marks to guide the prudent allocation of
human resources in mental health.'®%

Bull World Health Organ 2011;89:184-194 | doi-10.2471/BLT.10.082784

Our report attempts to fill this void. We
provide government officials and health-
care planners with quantitative estimates
that will help them to “scale up” the hu-
man resources required to meet the men-
tal health care needs of their populations.

The reader should view our estimates
in the light of several limitations. First,
although we used the best available epide-
miologic data to define needs-based treat-
ment levels, many LMICs do not report
population-based prevalence, particularly
for paediatric disorders. For this reason
we applied to these disorders conserva-
tive prevalence and treatment coverage
levels. Second, our target service deliv-
ery models rest on the assumption that
implementation, operational structure
and efficiency are identical across LMICs.
These limitations imply that the estimates
we provide represent approximate, rather
than definitive, benchmarks for human
resources. The reader, moreover, should
view the sensitivity analyses we performed
as indicative of the variability of our
estimates.

We focused on the eight disorders
prioritized by WHO’s mhGAP to the ex-
clusion of other conditions (e.g. personal-
ity disorders) that comprise about 25% of
the burden of all mental, neurological and
substance abuse disorders in LMICs."”
In addition, our target treatment cover-
age levels for these priority disorders
may be viewed as suboptimal by some
policy-makers. It is therefore conceivable
that results underestimate mental health
workforce shortages.

To assess workforce shortages we
had to make several assumptions. For
example, we assumed that within a given
country, staff surpluses in one specialty
area did not offset shortages in another.
This in turn rests on the assumption that
different specialties have different training
requirements that preclude the transfer-
ability of staff across professional bound-
aries. However, some governments may
choose to employ specific management
mechanisms and incentives to facilitate
task-shifting across professions, while
others may incentivize team work at the
community level as part of the strategy
to scale up primary health care.”* Given
the challenges involved, we encourage
government officials to work with WHO
and other partners in tailoring our general
workforce model to the mental health sys-
tems of their particular countries. Other
circumstances unique to each country,
such as the high prevalence of a condition
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not specified among the eight mhGAP
priority disorders, can also compel gov-
ernments to seck technical cooperation.
Countries interested in carrying out their
own mental health workforce needs as-
sessment should refer to the step-by-step
WHO guide Planning and budgeting ro
deliver services for mental health.”

Conclusion

Our findings should encourage subse-
quent analyses to determine not only
the human resource levels required for
mental health but also the proper work-
force skill mix.”” Various strategies may

optimize efficiency of the existing work-
force: shared competencies, substitution
between health professions, and multiple
tasks performed by a particular category
of providers. In addition, task-shifting,
which rationally redistributes tasks
among teams, may usefully compensate
for shortages of specialist mental health
professionals.” The success of these strate-
gies depends on strong, well coordinated
management mechanisms and incentives.
We encourage future evaluation of these
approaches.

The workforce represents one key
component of the mental health system.

Tim A Bruckner et al.

However, to address the three main
shortcomings of mental health care in
most LMICs — scarcity, inequity, and
inefficiency — governments will need
a comprehensive approach.'>'¢>* The
success of such a strategy will require, at
the very minimum, allocation of health
budgets towards MNS disorders, invest-
ment to recruit and train a mental health
workforce, and a concerted effort to

destigmatize MNS disorders. Il
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Résumeé

Manque de personnel de santé mentale dans les pays a revenu faible ou intermédiaire: une approche basée

sur les besoins

Objectif Estimer le manque de professionnels de la santé mentale dans
les pays a revenu faible ou intermédiaire (PRFI).

Méthodes Nous avons utilisé les données fournies par I'instrument
d'évaluation des systemes de santé mentale de I'Organisation mondiale
de la Santé (OMS-AIMS) et relatives a 58 PRFI, les informations spécifique
aux pays sur la charge des différents troubles mentaux, ainsi qu’une

192

hypothétique offre groupée de prestations de services essentiels et ce,
afin d’estimer le nombre de psychiatres, d’infirmiers et de spécialistes
psychosociaux qui serait nécessaire pour fournir des soins de santé
mentale a I'ensemble de la population des pays étudiés. Nous avons mis
I'accent sur les huit problemes suivants, que I'OMS tient pour prioritaires:
dépression, schizophrénie, psychoses autres que la schizophrénie, suicide,

Bull World Health Organ 2011;89:184-194 | doi:10.2471/BL7.10.082784
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épilepsie, démence, troubles liés a I'alcoolisme et aux substances illicites
et troubles mentaux infantiles.

Résultats Tous les pays a revenu faible et 59% des pays a revenu moyen
de notre échantillon disposaient d’un nombre de professionnels largement
inférieur par rapport a leurs besoins en prestations de santé mentale
essentielles. Les 58 PRFI de I'échantillon devraient créer 239 000 emplois

Research
Mental health workforce gap in low- and middle-income countries

supplémentaires a temps complet dans le secteur de la santé mentale
afin de parer au manque actuel.

Conclusion Des politiques inhérentes a chaque pays sont nécessaires
pour surmonter le vaste manque de personnel et de services de santé
mentale dans les PRFI.

PE3IOME

HexBaTka MEIUIMHCKUX KaJpOB B obmacTu OXPpaHbI ICUXNYECKOTO 3TOPOBbA B CTPAaHAX C HU3KUM U

CPeIHUM JOXOIOM: IOIXO/ Ha OCHOBE MOTPeGHOCTEl

Ilens OrneHnTh KedUUUT CENNANICTOB B 00/IACTU OXPaHBI
NICUXUYECKOTO 3TOPOBbS B CTPaHaX C HU3KUM U CPeIHUM
noxogoM (CHC).

MeTtoppt YTOObI OL|EHUTH, CKOZIBKO IICUXMATPOB, MEAMIIVHCKIX
cecTep M IOCTAaBIIMKOB ICMXOCOLMATbHON HOMOIIN
HeOOXOAMMO /IS IPEfOCTABICHISI MEAUIIMHCKON TIOMOIIY B
00671aCTV OXpPaHbI IICUXUYECKOTO 3JOPOBbsI BCEMY HACETIEHIIO
006C/IeffyeMbIX CTpaH, MBI MCIIO/Ib30BA/IN JAHHDIE, IIOTyYeHHbIE
npu npuMeHeHun paspaboranHoro BO3 MucTpymeHnra
OLIEHKM CUCTeM Tcuxmydeckoro 3goposbs (JIOCII-BO3) B 58
CHC]I, crpaHoByI0 nHbOpMaInio 0 6peMeHU Pa3TUIHbIX
HCUXMYECKIX PACCTPOVICTB U TUITOTETUYECKMII ITaKeT YCITyT. Mbl
(bOKyCHpoBaIICh Ha CIEAYIOLIVX BOCbMI IPO6/IeMax, KOTOpbIe
BO3 cumraeT mpnopuTETHBIMM: [ETIpeccusi, MM30(ppeHs,
TICHXO3bI, He OTHOCALIMECS K 30 PEHNI, CYULIAT, STIUIETICH,
IAeMeHINsI, PaCCTPOICTBA, CBsI3aHHBIE C YIOTpebrieHneM

aJIKOTOJIS1 ¥ HeJleTraJbHbIX HAPKOTUKOB ¥ IICUXMYECKUE
paccTpolicTBa fieTelt.

Pe3ynbraTnl bp110 06HAPY>KEHO, YTO BO BCEX CTPAHAX € HU3KUM
TOXOZIOM 1 B 59% CTpaH CO CpeTHNM JIOXOJ,0M, BXOZIAIIVX B HaIITy
BBIOODKY, CIIEL[1a/IMICTOB 3HAYNTE/IbHO MEHbIIIE, YeM TpebyeTcs,
YTOOBI IIPEOCTAB/IATD KTIOYEBOI IIAKET Mep BMeIIaTe/IbCTBA B
obnactu ncuxmdeckoro 3fopobs. B 58 CHCI, BK/Io4eHHbIX
B BBIOOPKY, HEOOXOMMO YBEIMYUTD OOIYI0 YMCIEHHOCTD
MeJUIIMHCKUX KaJ[pOB B 00JIaCTV OXPaHBI NCUXUYECKOTO
310poBbs, Ha 239000 criennannucToB B 9KBUBAJIEHTE IIOJIHOM
3aHATOCTY, YTOOBI YCTPAHUTDb HAOMIOfAIOMMIICA B HAaCTOsAIIee
BpeMs TepuIuT.

BeiBop [l mpeoponeHus 3Ha4MTeNbHOTO Aeduuura
MeIMIIMHCKIX Ka/JpPOB U YCIYT B 00/IACTY OXPAHBI IICUXIIECKOTO
3I0pPOBbsI HEOOXOAMMBI IIO/IMTIYECKIE MePBI, pa3pabOTaHHbIe
C Y4€TOM YCTIOBMII KOHKPETHOM CTPaHbL.

Resumen

La diferencia en la salud mental de los trabajadores en los paises de ingresos medios y bajos: un abordaje

basado en las necesidades

Objetivo Calcular la escasez de profesionales psiquiatricos en 10s paises
de ingresos medios y bajos (PIMB).

Métodos Para calcular el nimero de psiquiatras, personal de enfermeriay
psic6logos que serian necesarios para proporcionar asistencia psiquiatrica
al total de la poblacion de los paises estudiados, utilizamos los datos
del Instrumento de Evaluacion de los Sistemas de Salud Mental de la
Organizacion Mundial de la Salud (OMS-AIMS) de 58 PIMB, la informacion
especifica de cada pais sobre la carga de los distintos trastornos mentales
y la prestacion hipotética de servicios basicos. Nos centramos en los
ocho problemas siguientes, a los que la OMS ha otorgado prioridad:
depresion, esquizofrenia y otras psicosis, suicidio, epilepsia, demencia,

trastornos asociados al abuso del alcohol y las drogas ilegales, asi como
los trastornos mentales pediatricos.

Resultados Todos los paises de ingresos bajos y el 59% de los paises
de ingresos medios de la muestra tenian muchos menos profesionales
sanitarios de 10s que necesitarian para proporcionar un conjunto basico
de intervenciones sanitarias en materia de salud mental. Los 58 PIVB
muestreados deberian aumentar su personal sanitario total del area de
psiquiatria a 239 000 profesionales sanitarios a tiempo completo (o
equivalente) para hacer frente a la escasez actual.

Conclusion Para poder superar la gran escasez de trabajadores y servicios
sanitarios en el area de salud mental en todos los PIMB, se necesitan
politicas especificas para cada pais.
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