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Introduction

Mental, neurological, and substance abuse (MNS) disorders 
account for an increasing proportion of the global burden of 
disease. �e World Health Organization (WHO) attributes to 
these disorders 14% of all of the world’s premature deaths and 
years lived with disability.1 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.2–4

Although several cost-e�ective strategies reportedly reduce 
the disability associated with mental and neurological disorders 
and substance abuse,5–8 the fraction of those a�ected who receive 
appropriate treatment remains disturbingly low.9 �is treatment 
gap appears especially wide in countries classi�ed as low- or 
middle-income by �e 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%.9–11

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.12–14 To accomplish this, they need to increase their 
workforces,14 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.15

�e lack of reliable data on mental health systems in LMICs 
greatly hinders workforce planning e�orts. Almost one-fourth 
of the world’s LMICs have no system for reporting basic men-
tal health information.16 Even among LMICs that have such 
a system, many su�er 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.

We aim to provide health planners, policy researchers and 
government o�cials with country-speci�c 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 de�ned 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).13 
For each of these disorders we used epidemiological information 
published by WHO as of July 2010,17in 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.18

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.,18 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 sta� working in 
or for mental health facilities or private 
practice”.19 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 sta� 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 o¤en carry 
out the same range of tasks. �ey 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. �ey 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 

Uttarakhand, India) were not extrapo-
lated to the respective countries as a 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) 
speci�ed eight problems that LMICs 
should prioritize, since they account for 
75% of the global burden of mental and 
neurological conditions and substance 
abuse disorders. �ey are depression, 
schizophrenia, psychoses other than 
schizophrenia, suicide, epilepsy, demen-
tia, the abuse of alcohol and use of illicit 
drugs, and paediatric mental disorders.13 
To meet the priority de�nition, the 
condition must impose substantial dis-
ability, morbidity or mortality, lead to 
high economic expenditure or be associ-
ated with violations of human rights. 
�e mhGAP report contains the best 
available scienti�c 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.13

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 sta�ng ratios 
(both adapted from Chisholm et al.)6 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 sta� ) 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.20

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 �gures come from com-
prehensive reviews and syntheses of the 
available epidemiological evidence.17 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.21–23 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.24,25

Table 1 shows the mean prevalence 
of each of the eight priority mhGAP 
conditions in the six WHO regions. We 
classi�ed 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 a�ected by each 
disorder to estimate the actual numbers 
implicated in each country. �is calcula-
tion yielded the total number of cases 
meeting the de�nition given in the ICD-
10 classi�cation of mental and behavioural 
disorders (Table 1).25–32

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 identi�ed 
cases will seek care. Based on these con-
siderations and consistent with estimates 
from the literature,6 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 paediatric 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.23,33,34
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Service delivery models

�e next step was to apply intervention 
and service delivery models to each of 
the eight priority disorders.6 �e models 
were based on the results of WHO sub-
regional cost-e�ectiveness studies35–38 and 
of international needs assessment research 
in developing countries.6,39,40 �e 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.41–44 �e frequency with which people 
a�ected 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. �e 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) sta� re-
quired, with FTE de�ned as the number 
of working hours corresponding to one 
full-time employee during a �xed 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 sta� 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 × 11) to obtain the total number 
of full-time-equivalent sta� needed for 
outpatient care. A¤er classifying mental 
health professionals into psychiatrists, 
nurses and psychosocial care providers, we 
applied sta�ng ratios to the estimates of 
full-time-equivalent sta� to obtain target 
numbers of each of these professionals.6 
�e sta�ng ratios used, fully presented in 
a table in Chisholm et al.,6 were speci�c Ta
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for each disorder, treatment setting (e.g. 
hospital outpatient) and World Bank 
country income classi�cation.

To estimate the full-time-equivalent 
sta� 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 
sta� needed to manage the population 
a�ected by each disorder, we multiplied 
sta�:bed ratios for LMICs extracted from 
the literature6,41,42 by the targeted number 
of inpatient beds.

Workforce shortage or surplus

We summed the needs-based inpatient 
and outpatient full-time-equivalent sta� 
to arrive at a single targeted total, which 
we then subtracted from the current sta�-
ing levels given in WHO-AIMS. �e 
di�erence reªects the magnitude of the 
global mental health workforce shortage 
(if a negative value) or surplus (if a posi-
tive value).

Results

Current and target sta�ng 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 di�erence 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 sta� per population than do 
low-income countries.

Across the 58 LMICs in this study, 
the estimated number of mental health 
professionals required is 362 000 (20 000 
psychiatrists, 195 000 nurses and 147 000 
psychosocial care providers). �is repre-
sents an average of 22.3 mental health 

professionals per 100 000 population 
in low-income countries and of 26.7 
professionals per 100 000 population in 
middle-income countries.

�e column labelled “di�erence” 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 
�gures, these workforce de�cits amounted 
to a total shortage of approximately 
11 000 psychiatrists, 128 000 nurses and 
100 000 psychosocial care providers. 
�us, an additional 239 000 full-time-
equivalent sta� 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 
58 countries included, 51 show a short-
age and 9 require at least 20 additional 
mental health professionals per 100 000 
population to meet the needs-based target 
levels of care.

Fig. 1. Mental health workforce shortages in 58 low- and middle-income countriesa

Mental health workforce shortage

(per 100 population)

No data available for analysis

No shortage (surplus FTE staff)

0–10 more FTE staff needed

11–20 more FTE staff needed

> 20 more FTE staff needed

FTE, full-time-equivalent.
a Data for India and China are from only one province (Uttarakhand province and Hunan province, respectively).
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We conducted a series of sensitivity 
analyses to determine how the shortage/
surplus for each 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 
a�ected 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 100 000 population. In 
contrast, changes in workforce e�ciency 
(raising or lowering outpatient consulta-
tion capacity by 20%) did not substantially 
alter the shortage estimates from baseline 
levels (see e�ciency scenarios 1 and 2). 
Of the countries classi�ed as low-income, 
only one showed a workforce surplus in at 
least one of the six scenarios; 43 of the 58 
LMICs (74%) showed a workforce short-
age in all scenarios.

Discussion

We have capitalized on current workforce 
estimates to provide the �rst in-depth 

evaluation of mental health sta�ng 
shortages in LMICs. Our needs-based 
analysis of 58 such countries has re-
vealed substantial de�cits 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 a¯icted with 
mental, neurological and substance abuse 
disorders. Overall, LMICs would need 
to increase their workforces by an esti-
mated 239 000 full-time-equivalent sta� 
(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.13,14,45 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.18,46 

Our report attempts to �ll this void. We 
provide government o�cials 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.

�e reader should view our estimates 
in the light of several limitations. First, 
although we used the best available epide-
miologic data to de�ne 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 e�ciency are identical across LMICs. 
�ese limitations imply that the estimates 
we provide represent approximate, rather 
than de�nitive, benchmarks for human 
resources. �e 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.17 
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, sta� surpluses in one specialty 
area did not o�set shortages in another. 
�is in turn rests on the assumption that 
di�erent specialties have di�erent training 
requirements that preclude the transfer-
ability of sta� across professional bound-
aries. However, some governments may 
choose to employ speci�c management 
mechanisms and incentives to facilitate 
task-shi¤ing across professions, while 
others may incentivize team work at the 
community level as part of the strategy 
to scale up primary health care.47,48 Given 
the challenges involved, we encourage 
government o�cials 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 

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
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f Efficiency 2: increase daily outpatient consultation capacity by 20%.
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not speci�ed among the eight mhGAP 
priority disorders, can also compel gov-
ernments to seek 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 to 
deliver services for mental health.49

Conclusion

Our �ndings 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.50 Various strategies may 

optimize e�ciency of the existing work-
force: shared competencies, substitution 
between health professions, and multiple 
tasks performed by a particular category 
of providers. In addition, task-shi¤ing, 
which rationally redistributes tasks 
among teams, may usefully compensate 
for shortages of specialist mental health 
professionals.51 �e success of these strate-
gies depends on strong, well coordinated 
management mechanisms and incentives. 
We encourage future evaluation of these 
approaches.

�e workforce represents one key 
component of the mental health system. 

However, to address the three main 
shortcomings of mental health care in 
most LMICs – scarcity, inequity, and 
ine�ciency – governments will need 
a comprehensive approach.15,16,52 �e 
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 e�ort to 
destigmatize MNS disorders. ■
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ملخص
الثغرة المتواجدة في القوى العاملة في الصحة النفسية في البلدان المنخفضة والمتوسطة الدخل

نقص القوى العاملة في الصحة النفسية في البلدان المنخفضة والمتوسطة الدخل: أسلوب يرتكز على الاحتياجات
الغرض: تقدير نقص مهنييّ الصحة النفسية في البلدان المنخفضة والمتوسطة 

الدخل.
الصحة  منظمة  تقييم  أداة  من  معطيات  الباحثون  استخدم  الطرائق: 
العالمية لنظم الصحة النفسية في 58 بلداً من البلدان المنخفضة والمتوسطة 
الدخل، والمعلومات القطرية المعنية والمتعلقة بالعبء الناجم عن مختلف 
وذلك   ، المفترضة  الأساسية  الخدمات  إيتاء  وحزمة  النفسية،  الاضطرابات 
النفسية  الرعاية  ومقدمي  والممرض§  النفسي§،  الأطباء  عدد  لتقدير  بهدف 
الدراسة.  محل  البلدان  سكان  لمجمل  نفسية  رعاية صحية  لتقديم  اللازم§ 
الصحة  منظمة  أولتها  التي  التالية  الث±نية  المشاكل  على  الباحثون  وركّز 
العالمية الأولوية: الاكتئاب، والفُصام، والذُهانات، وهي غµ الفصام، والانتحار، 

 µوالصرع، والخرف، والاضطرابات المصاحبة لتعاطي الكحوليات والأدوية غ
المشروعة، والاضطرابات النفسية لدى الأطفال.

المتوسطة  البلدان  من  الدخل و59%  المنخفضة  البلدان  النتائج: جميع 
 µالدخل التي شملها البحث كان لديها عدد من المهني§ النفسي§ أقل بكث
من العدد المطلوب لتقديم المجموعة الأساسية من تدخلات الصحة النفسية. 
وتحتاج البلدان الث±نية والخمسون التي اختµت في العينة إلى زيادة العدد 
الإج±لي للقوى العاملة لديها في مجال الصحة النفسية Íقدار 239 ألفاً من 

المهني§ الذينن يعملون بدوام كامل للتصدى لهذا النقص الحالي.
الاستنتاج: هناك حاجة إلى سياسات قطرية معنية للتغلب على النقص 
الهائل في عدد العامل§ في خدمات ورعاية الصحة النفسية في جميع البلدان 

المنخفضة والمتوسطة الدخل.

摘要
中低收入国家精神卫生专业人员缺口:一种基于需求的分析方法
目的 本文旨在估计中低收入国家(LMICs)精神卫生专业人
员的短缺程度。
方法 我们使用的数据来自应用世界卫生组织精神卫生系
统评估工具所获得的58个中低收入国家的数据,以及各国
关于各种精神疾病负担的信息和一个假设的核心服务提
供包用于评估相对于所研究国家的总人口而言应该有多少
精神病医生、护士和心理保健人员才能满足精神卫生保健
的需求。我们将关注点主要集中在世界卫生组织重视的以
下八个问题:抑郁症、精神分裂症、精神分裂症之外的精神

病、自杀、癫痫、痴呆、与酒精和非法药物使用相关的疾
病和小儿精神失常。
结果 我们发现,在抽样样本中,所有低收入国家和59%的中等
收入国家的现有精神卫生专业人员比应提供核心精神卫生
干预所需要的精神卫生专业人员要少得多。所抽样的58个
中低收入国家需增加239 000名全职精神卫生工作人员以
解决目前的短缺问题。
结论 各中低收入国家需制定具体国家政策来解决精神卫生
专业人员和相关服务的大量短缺问题。

Résumé

Manque de personnel de santé mentale dans les pays à revenu faible ou intermédiaire: une approche basée 
sur les besoins
Objectif Estimer le manque de professionnels de la santé mentale dans 

les pays à revenu faible ou intermédiaire (PRFI).

Méthodes Nous avons utilisé les données fournies par l’instrument 

d’évaluation des systèmes de santé mentale de l’Organisation mondiale 

de la Santé (OMS-AIMS) et relatives à 58 PRFI, les informations spécifique 

aux pays sur la charge des différents troubles mentaux, ainsi qu’une 

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 à l’ensemble de la population des pays étudiés. Nous avons mis 

l’accent sur les huit problèmes suivants, que l’OMS tient pour prioritaires: 

dépression, schizophrénie, psychoses autres que la schizophrénie, suicide, 
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épilepsie, démence, troubles liés à l’alcoolisme et aux substances illicites 

et troubles mentaux infantiles.

Résultats Tous les pays à revenu faible et 59% des pays à revenu moyen 

de notre échantillon disposaient d’un nombre de professionnels largement 

inférieur par rapport à leurs besoins en prestations de santé mentale 

essentielles. Les 58 PRFI de l’échantillon devraient créer 239 000 emplois 

supplémentaires à temps complet dans le secteur de la santé mentale 

afin de parer au manque actuel.

Conclusion Des politiques inhérentes à chaque pays sont nécessaires 

pour surmonter le vaste manque de personnel et de services de santé 

mentale dans les PRFI.

РЕЗЮМЕ

Нехватка медицинских кадров в области охраны психического здоровья в странах с низким и 
средним доходом: подход на основе потребностей
Цель Оценить дефицит специалистов в области охраны 
психического здоровья в странах с низким и средним 
доходом (СНСД).
Методы Чтобы оценить, сколько психиатров, медицинских 
сестер и поставщиков психосоциальной помощи 
необходимо для предоставления медицинской помощи в 
области охраны психического здоровья всему населению 
обследуемых стран, мы использовали данные, полученные 
при применении разработанного ВОЗ Инструмента 
оценки систем психического здоровья (ИОСП-ВОЗ) в 58 
СНСД, страновую информацию о бремени различных 
психических расстройств и гипотетический пакет услуг. Мы 
фокусировались на следующих восьми проблемах, которые 
ВОЗ считает приоритетными: депрессия, шизофрения, 
психозы, не относящиеся к шизофрении, суицид, эпилепсия, 
деменция, расстройства, связанные с употреблением 

алкоголя и нелегальных наркотиков и психические 
расстройства детей.
Результаты Было обнаружено, что во всех странах с низким 
доходом и в 59% стран со средним доходом, входящих в нашу 
выборку, специалистов значительно меньше, чем требуется, 
чтобы предоставлять ключевой пакет мер вмешательства в 
области психического здоровья. В 58 СНСД, включенных 
в выборку, необходимо увеличить общую численность 
медицинских кадров в области охраны психического 
здоровья, на 239 000 специалистов в эквиваленте полной 
занятости, чтобы устранить наблюдающийся в настоящее 
время дефицит.
Вывод Для преодоления значительного дефицита 
медицинских кадров и услуг в области охраны психического 
здоровья необходимы политические меры, разработанные 
с учетом условий конкретной страны.

Resumen

La diferencia en la salud mental de los trabajadores en los países de ingresos medios y bajos: un abordaje 
basado en las necesidades
Objetivo Calcular la escasez de profesionales psiquiátricos en los países 

de ingresos medios y bajos (PIMB).

Métodos Para calcular el número de psiquiatras, personal de enfermería y 

psicólogos que serían necesarios para proporcionar asistencia psiquiátrica 

al total de la población de los países estudiados, utilizamos los datos 

del Instrumento de Evaluación de los Sistemas de Salud Mental de la 

Organización Mundial de la Salud (OMS-AIMS) de 58 PIMB, la información 

específica de cada país sobre la carga de los distintos trastornos mentales 

y la prestación hipotética de servicios básicos. Nos centramos en los 

ocho problemas siguientes, a los que la OMS ha otorgado prioridad: 

depresión, esquizofrenia y otras psicosis, suicidio, epilepsia, demencia, 

trastornos asociados al abuso del alcohol y las drogas ilegales, así como 

los trastornos mentales pediátricos.

Resultados Todos los países de ingresos bajos y el 59% de los países 

de ingresos medios de la muestra tenían muchos menos profesionales 

sanitarios de los que necesitarían para proporcionar un conjunto básico 

de intervenciones sanitarias en materia de salud mental. Los 58 PIMB 

muestreados deberían aumentar su personal sanitario total del área de 

psiquiatría a 239 000 profesionales sanitarios a tiempo completo (o 

equivalente) para hacer frente a la escasez actual.

Conclusión Para poder superar la gran escasez de trabajadores y servicios 

sanitarios en el área de salud mental en todos los PIMB, se necesitan 

políticas específicas para cada país.
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