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Global Mental Health 4

Mental health systems in countries: where are we now? 
K S Jacob, P Sharan, I Mirza, M Garrido-Cumbrera, S Seedat, J J Mari, V Sreenivas, Shekhar Saxena 

More than 85% of the world’s population lives in 153 low-income and middle-income countries (LAMICs). Although 
country-level information on mental health systems has recently become available, it still has substantial gaps and 
inconsistencies. Most of these countries allocate very scarce fi nancial resources and have grossly inadequate manpower 
and infrastructure for mental health. Many LAMICs also lack mental health policy and legislation to direct their 
mental health programmes and services, which is of particular concern in Africa and South East Asia. Diff erent 
components of mental health systems seem to vary greatly, even in the same-income categories, with some countries 
having developed their mental health system despite their low-income levels. These examples need careful scrutiny to 
derive useful lessons. Furthermore, mental health resources in countries seem to be related as much to measures of 
general health as to economic and developmental indicators, arguing for improved prioritisation for mental health 
even in low-resource settings. Increased emphasis on mental health, improved resources, and enhanced monitoring 
of the situation in countries is called for to advance global mental health. 

The previous articles in this Series on global mental 
health have described the evidence base emphasising the 
public-health importance of mental disorders, complex 
links with physical diseases,1 scarcity of mental health 
resources, inequity in resource distribution, ineffi  ciency 
of use,2 and evidence related to the eff ectiveness of 
interventions for the treatment and prevention of mental 
disorders in low-income and middle-income countries 
(LAMICs).3 More than 85% of the world’s population 
lives in the 153 countries classifi ed as LAMICs, according 
to World Bank criteria. Nine of 11 countries with a 
population of at least 100 million belong to the LAMIC 
categories. 

Health systems are core to the delivery of evidence-based 
mental health care.4 WHO outlined the need and rationale 
for building community-based mental health systems 
and services.5 It identifi ed the following key components 
for improving mental health services: provide treatment 
for mental disorders in primary care; ensure increased 
accessibility to essential psychotropic medication, and 
provide care in the community; educate the public; involve 
communities, families, and consumers; establish national 

policies, programmes, and legislation on mental health; 
develop human resources; link with other sectors; 
monitor community mental health; and support relevant 
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Search strategy and selection criteria 

The UN and WHO databases and reports published on the 
web and in print were searched for country-specifi c data 
relevant to mental health systems. Development data were 
sourced from the UN (eg, population, adult literacy) and the 
World Bank (eg, income categories). Indicators of health 
expenditure and resources were obtained from WHO 
databases. Data for neuropsychiatric burden and suicide were 
extracted from the Global Burden of Disease project of WHO. 
Indicators of mental health (eg, presence of mental health 
policy and legislation, proportion of mental health budget of 
total health budget, density of mental health professionals, 
and density of hospital beds for mental health) were 
extracted from the WHO Mental Health Atlas database.

Key messages 

• Country-level information on mental health systems has 
recently become available, although it still has substantial 
gaps and inconsistencies. Eff orts are needed to obtain 
systematic, reliable, and comparable country-level data

• Mental health resources in countries seem to be as related to 
measures of general health as are economic or 
developmental indicators, arguing for improved 
prioritisation for mental health even in low-resource 
settings. Although retaining integration in the development 
and health framework, the delineation of a ring-fenced 
budget for mental health could help this process

• Availability of estimates of neuropsychiatric burden has 
not had much eff ect on mental health resource 
development. Objective goals are needed in health 
priority settings at the country level

• Many LAMICs do not have stewardship instruments 
(ie, policy, legislation) to direct their mental health 
programmes and services. They should be supported in 
developing policy documents and in their implementation

• Most LAMICs allocate very little fi nancial resources and 
have substantially inadequate manpower and 
infrastructure for mental health. LAMICs should increase 
their budget for health as well as mental health

• Countries have high degree of variability on various 
components of mental health systems, even in the same 
income categories. Some countries seem to have 
progressed well in developing their mental health systems 
despite having low income, and need careful scrutiny to 
derive useful lessons

• Global progress on mental health is only an aggregate of 
country-level progress. Monitoring of the situation in 
countries is necessary to advance global mental health
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research. A mental health system should, thus, include 
all organisations and resources focused on improving 
mental health and cover the following domains: policy 
and legislative framework, community mental health 
services, mental health in primary health care, human 
resources, public education, links with other sectors, and 
monitoring and research.6 Many eff ects inside and outside 
the health sector including geography, demography, 
language, and culture; history, transition, and 
development; politics and civil movement; stigma and 
public awareness; confl ict; burden of disorders; fi nancing 
of mental health services; and the brain drain, among 
others, have been thought to impinge on the development 
of mental health services in LAMICs. A good 
understanding of the current level of mental health 
system in a country is essential for planning and 
strengthening of the system.

In this Series article, we attempt to answer the question: 
where are the countries, at present, in terms of their 
mental health systems? We present country-specifi c data 
on the mental health systems and highlight recent trends. 
Selected mental health resource indicators are examined 
with a few resource indicators on development, economics, 
and health resources. We aim to provide decisionmakers 
and programme planners with a baseline, and a realistic 
view of the challenges and opportunities in the develop-
ment of mental health systems, and in identifying 
country-specifi c, regional, and global targets.

Methods
The statistical test ANOVA was used to compare WHO 
regions and World Bank income categories with respect 
to selected mental health resource indicators. We also 
examined, in an ecological correlational analysis of 
LAMICs, the relation between population data (log 
population), economic indices (gross domestic product 
[GDP] per head), health-resource indicators (health 
budget as % of GDP, health providers per 100 000 people, 
doctors per 1000 people, nurses per 1000 people), health 
condition indicators (neuropsychiatric burden per 
100 000 people, suicides per 100 000 people) and the 
availability of mental health resources (mental health 
beds per 10 000 people, psychiatrists per 100 000 people, 
psychiatric nurses per 100 000 people, and mental health 
budget as percent of health budget). 

As a secondary data source, published mental 
health profi les of individual countries were also 
reviewed for relevant information on mental health 
systems in countries. The PubMed database was 
searched for country profi les. Three journals known to 
have published such profi les were searched by hand, 
which revealed 46 country profi les from Inter-
national Psy chia try, 13 from International Review of 
Psychiatry, and 11 from the British Journal of Psychiatry. 
We extracted data for the 52 countries profi led 
(14 low-income, 14 lower-middle-income, nine upper-
middle-income, and 15 high-income countries). 

To illustrate issues we identifi ed, case studies from 
Brazil, India, and South Africa are presented as examples. 
These cases focus on the following: the historical 
development of mental health policy and programmes, 
the current state of indicators of mental health care, and 
recent changes and factors that served as catalysts. 

Indicators related to mental health systems and 
their correlations 
Table 1 shows country-specifi c data for measures of 
human development, health expenditure and resources, 
the burden due to neuropsychiatric conditions, frequency 
of suicide, and indicators related to mental health 
systems.7–12 Tables 2 and 3 summarise the data across 
WHO regions and the World Bank income categories. 

The median estimated neuropsychiatric burden for all 
countries was 2964 disability-adjusted life years (DALY) 
per 100 000 people. Upper middle-income countries 
(classifi ed by the World Bank) had signifi cantly greater 
neuropsychiatric burden than upper middle-income and 
lower middle-income countries, which in turn had a 
greater burden than low-income countries. American 
countries and European countries had a signifi cantly 
greater neuropsychiatric burden than countries in other 
WHO regions. 

The median suicide rate in countries was 6·55 per 
100 000 people. Suicide among men was reported to be 
higher than 35 per 100 000 people in Belarus, Kazakhstan, 
Lithuania, Russia, and Ukraine. European and South 
East Asian regions had a higher rate of suicide than other 
regions.

Mental health stewardship
Nearly 80% of the 191 countries had a mental health 
policy or programme (or both) and about 70% have 
mental health legislation. There was a signifi cant dif-
ference between WHO regions in terms of number of 
countries with mental health legislation (data not shown). 
More countries in the European region (92%) and fewer 
countries in the eastern Mediterranean region (55%) had 
enacted laws on mental health. 11 countries (Andorra, 
Cambodia, Djibouti, Gabon, Guinea-Bissau, Guyana, 
Maldives, Somalia, the former Yugoslav Republic of 
Macedonia, Timor-Leste, and Vanuatu) had neither a 
mental health policy or programme nor legislation, and 
almost all are LAMICs.

Expenditure on health and mental health
World Bank income categories and WHO regions had 
signifi cantly diff erent total expenditure on health as a pro-
portion of GDP. African, Eastern Mediterranean, and 
South East Asian countries spent signifi cantly less of 
their GDP on health than American, European, and the 
Western Pacifi c countries; and low-income countries 
spend signifi cantly less of their GDP on health than 
middle-income countries, which in turn spent signifi   cantly 
less of their GDP on health than high-income countries.
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WHO region

Population (×10³)

World Bank income 
categories

Adult literacy rate (%)

Unemployment (%)

Total expenditure on health 
(% of GDP)

Health providers per 
100 000 people

Rate of DALYs by 
neuropsychiatric conditions 
per 100 000 people

Suicide per 100 000 people*

Presence of mental health 
policy or programme

Presence of mental health 
legislation

Proportion of mental health 
budget (% of total health 
budget)

Total number of mental 
health beds (per 
10 000 population)

Mental health beds outside 
mental hospitals (% of total 
mental health beds)

Psychiatrists per 
100 000 people

Psychiatric nurses per 
100 000 people
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A major aspect of mental health fi nancing, especially 
in countries that do not have a well-articulated 
mental health system, is to ensure that mental health 
fi nancing is an integral component of general health 
fi nancing and that specifi c allocations are made for 
mental health initiatives. A specifi ed budget for mental 
health denotes the regular source of money, available in a 
country’s budget, allocated to achieve mental health 
objectives, such as implementation of mental health 
policies or programmes, or the establishment of care 
facilities for mental health. 31% of countries reported not 
having a specifi ed budget for mental health care, despite 
its importance. Many countries reported that although 
they do not have a national budget specifi cally for 
mental health care, they do allocate budgets to every 
province or state under their mental health programmes. 
In many countries, mental health is a part of the primary 
health-care system, which makes the budget for 
mental health care diffi  cult to ascertain.

Of the countries that reported these data, nearly 70% of 
countries in Africa and 50% in southeast Asia spend less 
than 1% of their health budget on mental health care. By 
contrast, more than 60% of European countries spend 
more than 5% of their health budget on mental health 
care. Three African countries (10%) reported that they 
spend more than 5% of their health budgets on mental 
health, whereas one European country reported that it 
spent less than 1% of its health budget on mental health. 

The expenditure on mental health as a percentage of 
health budget was signifi cantly diff erent between World 
Bank income categories and WHO regions. High-income 
countries spent more of their health budget on mental 
health than upper middle-income countries (median 
3%), which in turn spent more of their health budget on 
mental health than low-income countries (1%) and lower 
middle-income countries (2·1%). European countries 
(6·3%) spent more of their health budget on mental 
health than countries in other WHO regions (0·76% to 
2·9%). 

Mental health beds
Mental health beds are beds maintained for continuous 
use by patients with mental disorders, which include 
those in mental hospitals, general hospitals, and other 
settings—eg, residential homes in the community. 
Community care has a better eff ect than institutional 
treatment on the outcome and quality of life of individuals 
with chronic mental disorders. Shifting patients from 
mental hospitals to care in the community is also cost-
eff ective and respects human rights. Mental health 
services should therefore be provided in the community, 
with the use of all available resources, which can lead to 
early intervention and remove the stigma of patients 
receiving treatment. Large custodial mental hospitals 
need to be replaced by community-care facilities, backed 
by general hospital psychiatric beds and home care 

African region 
(I) 

Region of the 
Americas (II) 

Eastern 
Mediterranean 
region (III) 

European 
region (IV) 

South East 
Asian region 
(V) 

Western 
Pacifi c region 
(VI) 

ANOVA (F, p, df) Post-hoc test (2×2, 
LSD, p<0·05)

Population 9 220 000
(n=46)

6 158 000
(n=35)

10 102 000
(n=21)

6 616 000
(n=52)

27 133 000
(n=11)

848 000
(n=27)

.. ..

Adult literacy (%) 66·05%
(n=40)

90·2%
(n=26)

77·15%
(n=16)

98·75%
(n=30)

88·8%
(n=8)

91·7%
(n=14)

24·181*
(5, 128, 133)

I<III<II,VI<IV; I<V<IV

Unemployment (%) 12%
(n=15)

10·4%
(n=29)

11%
(n=11)

8·1%
(n=48)

4·31%
(n=5)

3·95%
(n=14)

3·017†
(5, 116, 121)

I>IV,V,VI

Total expenditure on health (% GDP) 4·7%
(n=46)

6·7%
(n=35)

4·7%
(n=20)

7·5%
(n=52)

3·5%
(n=11)

5·6%
(n=27)

10·156*
(5, 184, 189)

I,III,V<II,IV,VI

Mental health budget (% health budget) 0·76%
(n=20)

2·9%
(n=25)

2%
(n=4)

6·3%
(n=27)

1·15%
(n=8)

2%
(n=17)

5·937*
(5, 95, 100)

I,V<II<IV; VI<IV

Number of mental health beds 
per 10 000 people

0·34
(n=46)

2·6
(n=31)

1
(n=21)

7·9
(n=52)

0·33
(n=8)

1·06
(n=27)

18·140*
(5, 178, 183)

I,V<II<IV; III,VI<II,IV; 
I<VI

Proportion of beds in mental hospitals 
(% of total number of mental health beds)

75%
(n=41)

87·5%
(n=30)

87·3%
(n=19)

79·36%
(n=48)

77·78%
(n=7)

53·94%
(n=22)

3·363‡
(5, 160, 165)

VI<I,II,III,IV; I<II

Health providers per 100 000 people 81·5
(n=46)

325
(n=35)

334
(n=21)

1092·00
(n=52)

187
(n=11)

345
(n=27)

8·946*
(5, 185, 190)

I,II,III,V,VI<IV

Psychiatrists per 100 000 people 0·05
(n=46)

2
(n=32)

0·9
(n=21)

9·4
(n=52)

0·2
(n=9)

0·32
(n=27)

30·890*
(5, 180, 185)

I,III,V,VI<II<IV

Psychiatric nurses per 100 000 people 0·2
(n=45)

2·6
(n=27)

0·5
(n=21)

25·6
(n=47)

0·16
(n=9)

0·5
(n=27)

12·189*
(5, 169, 174)

I,II,III,V,VI<IV

Rate of DALYs by neuropsychiatric 
conditions per 100 000 people

2538·26
(n=46)

3995·86
(n=35)

2730·12
(n=21)

3266·12
(n=52)

2910·39
(n=11)

2696·79
(n=27)

104·738*
(5, 185, 190)

I<VI<IV<II; III,V<IV<II

Suicide per 100 000 people 5·06
(n=46)

5·03
(n=35)

4·90
(n=21)

13·62
(n=52)

11·08
(n=11)

4·23
(n=27)

13·783 *
(5, 186, 191)

IV,V<I,II,III,VI

Data are median values unless stated otherwise. ANOVA=analysis of variance (F, F value; p, probability; df, degrees of freedom). LSD=least square diff erence. *p<0·001. †p<0·05. ‡p<0·01.

Table 2: Summary of human development indices, expenditure on health and mental health, mental health resources, and burden due to mental disorders, by WHO region 



Series

1070 www.thelancet.com   Vol 370   September 22, 2007

support.5 However, not all patients can be given 
community care, and inpatient facilities in hospitals are 
essential to manage acute mental disorders. The avail-
ability and distribution of mental health beds between 
various settings greatly depends on resources allocated 
for mental health and on policies (eg, deinstitutionali-
sation) and is governed in most countries by legislation.

The median number of mental health beds per 
10 000 population in all countries is 1·69. Two-fi fths of 
countries have fewer than one mental health bed 
per 10 000 people. Almost 95% of the southeast Asian 
population and 83% of the African population has access 
to less than one bed per 10 000 people. However, 84% of 
the population in the European region has access to 
fi ve or more mental health beds per 10 000 people. 
Barbados, Belgium, and Japan have access to more than 
20 mental health beds per 10 000 people.

The number of mental health beds diff ered signifi cantly 
between World Bank income categories and WHO regions. 
In terms of density of mental health beds, countries with 
low income (median 0⋅24 beds per 10 000 people), with 
lower middle-income (1⋅59), and in the African (0⋅34) 
and southeast Asian (0⋅33) regions had a lower density 
than upper middle-income (7⋅7), high-income (7⋅5), 
American (2⋅6), and European (7⋅9) countries. 

About 1·84 million mental health beds are available 
worldwide, with nearly 70% in mental hospitals; 20% in 
general hospitals; and about 10% in other locations such 

as military hospitals, hospitals for special populations, 
and long-term rehabilitation centres. 21 countries 
reported that they had no beds in mental hospitals. 
However, 25 countries reported that 95% of their beds 
were in the mental hospital setting. A signifi cant 
diff erence between World Bank income categories and 
WHO regions was seen regarding the percentage of 
mental health beds in stand-alone mental hospitals. 
High-income countries (median 60%) had a smaller 
proportion of stand-alone mental hospital beds than 
middle-income countries (82% vs 87). Western 
Pacifi c (54%) countries had proportionately fewer beds in 
stand-alone mental hospitals than other countries, 
mainly because of the low density of mental health beds 
in stand-alone institutions in Australia, New Zealand, 
and the Republic of Korea, and the absence of such 
institutions in many small Pacifi c Island countries.

Human resources 
The median number of health and mental health 
professionals (per 100 000 people) in all countries is as 
follows: health providers, 356·5; psychiatrists, 1·2; and 
psychiatric nurses, 2·0. Nearly half of all countries 
reported that they had less than one psychiatrist 
per 100  000 people, which included all southeast Asian 
and nearly 90% of African countries. The median density 
of professionals for low-income countries was 0⋅06 per 
100  000 population and 10⋅5 for high income-countries. 

Low income (I) Lower-middle 
income (II) 

Upper-middle 
income (III) 

High income (IV) World ANOVA 
(F, df, p)

Post-hoc test 
(2×2, LSD, 
p<0·05)

Population 11 658 000
(n=61)

8 653 000
(n=54)

3 232 000
(n=35)

5 340 000
(n=38)

6 803 000
(n=192)

.. ..

Adult literacy (%) 62·5%
(n=50)

90·4%
(n=47)

95·7%
(n=25)

91·75%
(n=12)

87·7%
(n=134)

33·94 
(3, 130, 133)*

I<II,III,IV

Unemployment (%) 5·1%
(n=23)

10·4%
(n=40)

10·4%
(n=25)

5·1%
(n=34)

8·35%
(n=122)

6·38
(3, 118, 121)*

I,IV<II; IV<III

Total expenditure on health (% GDP) 4·8%
(n=60)

5·75%
(n=54)

6·1%
(n=35)

8·25%
(n=38)

5·8%
(n=191)

15·10
(3, 183, 186)*

I<II,III<IV

Mental health budget (% health budget) 1%
(n=28)

2·15%
(n=30)

3%
(n=22)

6·8%
(n=21)

2·5%
(n=101)

11·68
(3, 97, 100)*

I,II<III<IV

Number of mental health beds 
per 10 000 people

0·24
(n=58)

1·59
(n=52)

7·7
(n=33)

7·5
(n=38)

1·69
(n=185)

38·07 
(3, 177, 180)*

I<II<III,IV

Proportion of beds in mental hospitals 
(% of total number of mental health beds)

75%
(n=50)

86·99%
(n=50)

81·89%
(n=33)

60%
(n=33)

79·72%
(n=167)

3·08
(3, 162, 165)†

II, III>IV

Health providers per 100 000 people 82
(n=61)

335·5
(n=54)

467
(n=35)

1102·50
(n=38)

356·5
(n=192)

13·03 
(3, 184, 187)*

I,II,III<IV

Psychiatrists per 100 000 people 0·06
(n=58)

1·05
(n=54)

2·7
(n=33)

10·5
(n=38)

1·2
(n=187)

44·78 
(3, 179, 182)*

I<II<III<IV

Psychiatric nurses per 100 000 people 0·16
(n=58)

1·05
(n=48)

5·35
(n=30)

32·95
(n=36)

2
(n=176)

29·32 
(3, 168, 171)*

I<III<IV; II,III<IV

Rate of DALYs by neuropsychiatric 
conditions per 100 000 people

2643·74
(n=61)

3100·50
(n=54)

3610·65
(n=35)

3237·91
(n=38)

2963·87
(n=192)

16·84 
(3, 184, 187)*

I<II,IV<III

Suicide per 100 000 people 5·86
(n=61)

4·98
(n=54)

6·60
(n=35)

11·33
(n=38)

6·55
(n=192)

NS ..

Data are median values unless stated otherwise. ANOVA=analysis of variance (F, F value; p, probability; df, degrees of freedom). LSD=least square diff erence. *p<0·001. †p<0·05. 

Table 3: Human development indices, expenditure on health and mental health, mental health resources and burden due to mental disorders, by World Bank income categories 
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Nearly fi ve-sixths of low-income countries, four-fi fths of 
the southeast Asian and half of the eastern Mediterranean 
countries had fewer than one psychiatric nurse 
per 100 000 people. However, almost three-quarters of 
high-income countries had ten or more psychiatric 
nurses per 100 000 people.

Countries grouped according to World Bank income 
categories diff ered greatly in terms of human resources: 
health providers (who could also provide mental health 
services in primary care), psychiatrists, and psychiatric 
nurses. The high-income countries had more health 
providers (median 1102·5 per 100 000 people), 
psychiatrists (10·5), and psychiatric nurses (33·0) than 
LAMICs. The upper middle-income countries also had 
more mental health professionals (psychiatrists, 
median 2·7 per 100  000 people; psychiatric nurses, 5·4) 
than low-income countries (0·06 and 0·16, respectively). 

Association between population, economic and health 
indicators, and mental health resource indicators in 
LAMICs
The ecological correlation analyses were based on the 
following assumptions: compared with countries with 
high resources, those with low economic resources (GDP 
per head and health budgets as a percentage of GDP) 
would have fewer mental health resources, countries 
with low health-related human resources (health 
providers per 100 000 people, physicians per 1000 people, 
nurses per 1000 people) would have fewer mental 
health-related human resources (unless specifi cally 
targeted), and those with a high mental health burden 
(neuropsychiatric DALY per 100 000 people, suicides 
per 100 000 people) should have deployed more 
mental health resources. 

An examination of the predictive ability of population, 
economic, health-related resource indicators, and 
neuropsychiatric burden with regard to mental health 
resource indicators in LAMICs showed that these 
indicators explained 62%, 58%, 39%, and 14% of the 
variance, respectively, in availability of mental health beds, 
psychiatrists, psychiatric nurses, and mental health budget 
as a percentage of health budget (table 4). GDP per 
head (40%) and availability of health providers (14%) were 
the strongest predictors of mental health beds in LAMICs. 
The strongest predictors for the availability of psychiatrists 
and psychiatric nurses were the availability of doctors (53%) 
and nurses (29%) in the country, respectively. Availability 
of health providers was the only predictor of mental health 
budget. The ecological correlation analysis for 
mental health budgets should be deemed tentative because 
data were available for only 80 LAMICs.

Countries with high economic resources or with a high 
burden of mental disorders and suicide could provide 
more resources for mental health, irrespective of their 
health-related human resources. To control for the 
density of health professionals, the eff ects of economic 
indicators (GDP per head, health budget as a percentage 

of GDP) and disease burden (neuropsychiatric DALY 
per 100 000 people, suicides per 100 000 people) on 
mental health resources were estimated separately in 
subgroups of countries formed on the basis of health 
provider tertiles (eg, top third of LAMICs with regard to 
physicians or middle third LAMICs with regard to 
nurses). GDP per head explained an appreciable amount 
of variance (20–40%) in the density of psychiatrists in 
countries with less (lower two tertiles) health-related 
human resources and some variance (10–20%) in the 
density of psychiatric nurses in countries with more 
(upper two tertiles) health-related human resources. 
Health budget as a proportion of GDP did not explain 
much variance in mental health resources. These 
fi ndings are understandable in view of the fact that 
health-related human resources correlate only moderately 
with GDP per head (r=0·4–0·5) and have a very low 
correlation with health budget as a percentage of 
GDP (r=0·06–0·12). Neuropsychiatric burden explained 
only a small amount of variance (10–20%) in mental health 
beds and human resources, mostly in countries with 
higher density (upper two tertiles) of health providers, 
whereas the incidence of suicides explained similar 
amounts of variance only in the countries with the 
highest density of health-related manpower (data not 
shown in tables).

 Standardised 
coeffi  cients (β)

F, df, p Adjusted 
R² (%)

Variance 
explained (%)

Mental health beds per 10 000 people

Constant .. 46·526* 0·618 ..

GDP per head (US$, 2004) 0·339 (5, 136, 141) .. 40·0

Health providers per 100 000 people 0·307 .. .. 14·1

Rate of DALYs by neuropsychiatric 
conditions per 100 000 people

0·217 .. .. 3·4

Log population –0·217 .. .. 3·0

Suicide per 100 000 people 0·15 .. .. 1·3

Psychiatrists per 100 000 people

Constant .. 50·782* 0·582 ..

Physicians per 1000 people 0·549 (4, 139, 143) .. 53·0

Suicide per 100 000 people 0·207 .. .. 2·6

Rate of DALYs by neuropsychiatric 
conditions per 100 000 people

0·131 .. .. 1·6

Total expenditure on health (% GDP) 0·117 .. .. 1·0

Psychiatric nurses per 100 000 people

Constant .. 29·179* 0·387 ..

Nurses per 1000 people 0·29 (3, 131, 134) .. 29·1

GDP per head (US$, 2004) 0·28 .. .. 5·1

Suicide per 100 000 people 0·252 .. .. 4·5

Proportion of mental health budget (% of total health budget)

Constant .. 14·171* 0·143 ..

Health providers per 100 000 people 0·392 (1, 78, 79) .. 14·3

 F=F value. df=degrees of freedom. p=probability. *p<0·001. 

Table 4: Prediction of mental health resource indicators by selected population, development, and 
health indicators in LAMICs
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Data for mental health systems extracted from 
published country profi les
Extracted data (webtables 1 and 2)13–73 were classifi ed 
under the following themes: mental health in primary 
care; community mental health services, public education 
and links with other sectors; and monitoring and 
research.

Primary-care data suggested that 61% of counties had 
reported that they had incorporated teaching of psychiatry 
and behavioural sciences in their undergraduate 
curriculum. A fi fth of countries reported the integration of 
assessment and treatment protocols for mental disorders 
in primary health care, and 17% described interactions 
between primary health care and mental health services. 
27% of countries reported refresher mental health training 
for primary health-care physicians, whereas 13% had 
refresher programmes for primary health-care nurses. 
Information about mental health refresher training of 
non-physicians as well as a system of interaction between 
physicians, non-physician primary health-care staff , and 
traditional healers was available in fewer than 10% of the 
profi les studied.

With respect to community mental health services, 
public education, and links with other sectors, 22 (59%) 
of 37 LAMICs profi led reported public education eff orts. 
46% of the countries reported the presence of user, 
consumer, and family associations. However, whether 
these organisations were fi rmly rooted or whether the 
coverage was country-wide is unclear. Public education 
and awareness campaigns on mental health were reported 
by a third of countries. A quarter of countries reported 
refresher training of mental health staff  on child and ado-
lescent mental health. A smaller proportion of coun tries 
reported having school health programmes (15%), pro-
vision of social welfare benefi ts for people with mental 
disorders (12%) and mental health care of prisoners (17%). 
Only two countries reported educational activities with 
police offi  cers, judges, and lawyers and a similar number 
also mentioned provision of employment for people with 
severe mental disorders.

27 (73%) of 37 countries profi led mentioned the conduct 
of health services research and the monitoring of 
mental health service data. However, details of the 
magnitude and type of research and the number of 
mental health research professionals participating were 
scarce. Additionally, many countries without mental 
health research might not have published mental health 
country profi les.

Case studies from Brazil, India, and South Africa 
Panels 1–3 highlight the many diverse aspects needed 
for the delivery of mental health services. They focus on 
the historical development of mental health policy and 
programmes, the current state of indicators of 
mental health care, recent changes, and factors that have 
been catalysts in these diff erent contexts. The Brazilian 
case study discusses the decentralisation of mental health 

Panel 1: Brazil—from mental hospitals to community care

Until the 1980s, mental hospitals and asylums formed the core of care for people with 
severe mental disorders in Brazil, which included large state-owned hospitals and 
private institutions, fi nanced and regulated by the government.74 The quality and 
environment of these settings was poor and most patients were given substandard 
treatment and care.

In 1990, under the auspices of the Pan American Health Organization, Brazil adopted 
the Caracas Declaration that promoted psychiatric reform and incorporation of 
mental health programmes in primary care.75 The Declaration was crystallised into 
operational edicts from the Ministry of Health, with the objective of advancing 
alternative community-based programmes.76 Mental health professionals who had 
earlier fought against the military dictatorship pushed for psychiatric reform.77

The two main features of the reform programme were the Community Mental Health 
Services, which were set up to care for people with severe psychiatric disorders, and the 
Return Home Programme, which provided fi nancial support for families who welcomed 
relatives who had spent a long time in the mental hospitals and asylums back to their 
homes or to community therapeutic units.

5259 psychiatrists (about 3·0 per 100 000 people), 12 377 psychologists (about ten), 
1985 social workers (about one), 3119 psychiatric nurses (1·7) and 2661 occupational 
therapists (about two) are working for the Unifi ed Health System (SUS).78

Total number of beds in psychiatric hospitals in Brazil is 50 045 (0·27 beds per 
1000 inhabitants), with 1086 outpatient mental health facilities (66 for children and 
adolescents and 109 for alcohol and drugs). The new Psychosocial Community Centres 
(CAPS) are specialised mental health services to provide outpatient care or partial hospital 
care as day or night treatment.79

In 1995–2005, the number of psychiatric beds in mental hospitals fell by 41% (5·4–3·2 per 
10 000 inhabitants), whereas community services increased nine-fold (0·004–0·037).79 In 
the same period, alternative beds, mainly those located in general hospitals, increased 
from 1% to 6% of the total number of psychiatric beds.80

Although the proportion of mental health expenditure in relation to the total health 
expenses fell from 5·8% in 1995 to 2·3% in 2005, a substantial reduction was seen 
in the allocation to mental hospitals (95·5% to 49·3% of the mental health budget) 
as well as a concomitant increase in the budget for community services (from 0·8% 
to 15%).79

Nine postgraduate programmes are dedicated to psychiatry, neuropsychiatry, 
psychobiology, and mental health with support from the Ministry of Education,81 
resulting in a steady increase in international publications and journals with 
high impact factors.82–84 The official journal of the Brazilian Psychiatric Association has 
also recently been indexed in the Thomson International Scientific Indicators 
database.85 

The change in policy and the strengthening of manpower has resulted in a major 
reform of the mental health system, changes in the delivery of care, widened 
accessibility to essential psychotropic medication, provision for care in the 
community, and provision of universal coverage and free access to a network of 
services. Political reforms in the country and commitment of the health professionals 
to provide care in the primary health-care system were the main facilitators for its 
success. 

Nevertheless, many hurdles need to be overcome. Unequal distribution and coverage of 
community services across regions and the government’s failure to increase resources for 
mental health care remain major challenges. The eff ect of changes in policy on mental 
health-care delivery across Brazil need to be regularly assessed to improve and fi ne-tune 
the system. 



Series

www.thelancet.com   Vol 370   September 22, 2007 1073

services, the closure of mental hospitals, the reduction 
in mental hospital beds and budgets, and the increase 
and integration of mental health services into primary 
care and the community. The case study from India 
highlights the role played by judicial activism in 
increasing the emphasis on mental health and 
kickstarting the reform of mental health service delivery. 
The report from South Africa draws attention to the 
problems in the delivery of mental health care and 
argues for the need for a comprehensive mental health 
policy in addition to progressive mental health legislation 
for the delivery of mental health care in the community. 
The case study also highlights the need for community 
mental health services to be in place before closure or 
downsizing of mental hospitals. These narratives 
emphasise the complexity of providing mental health 
services in LAMICs.

Discussion
We have reviewed the current status of mental health 
systems in countries, by use of data compiled by 
international organisations and from published country 
profi les. Although the data might not be fully accurate, 
they are the best estimates available. The limitations of 
UN and WHO databases include incomplete data on 
various indicators, diff erences in interpreting defi nitions 
provided in the glossary, lack of aggregated data (eg, 
national vs regional mental health budget) or 
disaggregated data (eg, contribution of mental health 
budget to total health budget) in some countries, 
inadequate portrayal of the diff erences in coverage and 
quality of services by averaged indicators, and incomplete 
coverage of the non-governmental sector. Similarly, 
comparison of DALYs and suicide across nations is also 
challenging, and a large proportion of the country 
profi les did not mention many aspects of their 
mental health systems and care. Nevertheless, this 
Series article attempts to examine the diff erent issues 
related to mental health systems. Although our 
conclusions are tentative, they still provide direction for 
further analysis. The data also provide a baseline to set 
targets and goals to assess progress in mental health-care 
delivery.

The present state of development of mental health 
infrastructure in LAMICs can be shown in relatively low 
scores on many indicators of human development (eg, 
adult literacy and unemployment) and health systems. 
However, the fact that mental health receives a very small 
proportion of the total health budget in many LAMICs 
suggests that it should be given a higher priority within 
health resources. This supposition is supported by 
multivariate analysis, which demonstrates that although 
mental health resources need to be viewed in the wider 
context of the economies of countries, they are related to 
a great extent to the general health-care resources of 
countries. Much can therefore be achieved even in 
LAMICs that direct their resources to the solution of 

Panel 2: India—mental health care and judicial intervention

India accepted the need for community care for people with mental disorders,86 set up 
and assessed model programmes,87–90 and proposed an ambitious National Mental Health 
Program in the 1980s.91 India also passed new mental health legislation.92,93

Despite these plans, the situation on the ground did not change over the next two decades 
and the programme failed to deliver.92,94,95 Many states of the country also did not 
implement the legislation even a decade later. The many reasons95–97 suggested for the lack 
of success include the complete lack of estimates of cost and the absence of provision of 
budgetary support. Unrealistic minimum standards for mental hospitals; restrictive 
licensing requirements; complete exclusion of government institutions and the traditional 
health sector from its ambit; and divergent perspectives among psychiatrists, government, 
and the legal point of view were reasons for the failure to implement the new legislation.

Over the past decade, the Supreme Court of India intervened with two landmark judgments. 
The fi rst intervention was when the Court ordered a detailed enquiry98,99 into the conditions 
of specifi c government mental hospitals. The shocking conditions, lack of basic facilities, 
archaic structures and practices, poor staffi  ng and treatment facilities, inadequate budgetary 
support, and poor human rights record that were prevalent were exposed. The second 
judicial intervention was after an accidental fi re in August, 2001, which killed 25 people with 
mental disorders in a religious institution.100 The Court recommended the framing of policy 
and the initiation of steps to establish mental hospitals101 and entrusted the National Human 
Rights Commission with monitoring quality in mental hospitals.102 

The interventions also started processes to ensure the implementation of the Mental 
Health Act, its regulations, admission, and discharge procedures for psychiatric 
institutions. The national programme was also restructured in 2003 and the previous 
approach was replaced by a more comprehensive strategy involving a redesigned district 
programme, strengthening psychiatric education in medical schools, streamlining of 
mental hospitals, and empowering mental health authorities and research eff orts to 
increase the evidence base with clearly specifi ed budgetary allocations.103

Funding increased from 280 million rupees (US$6·2 million) during the Ninth Five Year Plan 
(1997–2002) to 1900 million rupees ($42·2 million) for the Tenth Plan (2003–07), and a 
further prioritisation of mental health in funding is proposed with 9460 million rupees 
($210·2 million) allocated in the Eleventh 5-year plan (2008–12).10,103–105 

Mental health is now mentioned in the approach paper of the 11th Planning 
Commission’s discussion on India’s development.106 The government recently reviewed 
the evidence base related to mental disorders, the implementation of current 
mental health programmes, and has identifi ed barriers to provision of care.105 

All the districts in the country are to be covered. Specifi c allocation in funding is planned 
for supporting the following: research, education, training of psychiatrists and medical 
offi  cers in mental health, implementation of the Mental Health Act, school mental health 
programmes, and non-governmental organisations. A new position of programme offi  cer 
(psychiatrist or medical offi  cers with 6 months of specifi c training), psychologists, social 
workers, nurses, and support staff  are to be employed at the district level. Funding is also 
increased for psychotropic medication and facilities for mental health in district general 
hospitals.104,105

The new plans and programme include a revitalised national programme; rejuvenated 
district mental health programme; increased accessibility to essential psychotropic 
medication; and provision for public education, relevant research and for increasing 
mental health resources. The plans have resulted in increased budgetary allocation of 
resources and improved monitoring of psychiatric institutions. Judicial interventions 
focused governmental eff orts to increase the priority and funding for mental health.

Nevertheless, the implementation of proposed plans will need to be assessed to see 
whether the new programmes are satisfactorily put into practice across the country. 
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general health and mental health problems. Many factors 
combined to produce the achievements of programmes 
in countries such as Brazil. The Brazilian case study 
clearly suggests that mental health reform is possible 
with substantial commitment from mental health 
professionals, even with scarce initial fi nancial 
commitment from governments.

Although the neuropsychiatric burden of LAMICs was 
lower than that of high-income countries, many LAMICs 
have substantial burdens due to mental disorders, as 
assessed with DALYs. The eff ect and burden of mental 
disorders (eg, depression, anxiety, alcohol and substance 
use, dementia) in LAMICs has also been highlighted.1,12 
Investigations into suicide have also reported marked 
increases in suicide rates over specifi c periods in many 
LAMICs, including China, Mexico, and Brazil.5 Studies 
from India using verbal autopsies have reported much 
higher suicide rates114–117 than national statistics using 
information from police records. The fact that 
neuropsychiatric burden was a weak predictor of 
mental health resources in LAMICs in multivariate 
analysis is a cause of genuine concern. Prioritisation of 
resource allocation is a complex issue and factors such 
as the low human development indices and the high 
burden of infectious diseases could constrain resource 
allocation to mental health. Since neuropsychiatric 
burden is an objective indicator, policymakers, 
programme planners, and other stakeholders need to be 
convinced of its use in priority settings, which would call 
for better communication with all stakeholders and for 
advocacy.

A large proportion (20–30%) of LAMICs do not have 
mental health policies, programmes, and legislation, 
despite the fact that these declarations of intent are not 
very resource-intensive. Moreover, the scale, com-
prehensiveness, coverage, and reach of such policy 
directions are restricted in many nations. The Indian 
case study records how the national programme was 
implemented only in small pockets, for nearly two 
decades after its acceptance, because it had no budgetary 
allocation for its use on a national scale. The South 
African case suggests that mental health policy and 
legislation does not automatically translate into adequate 
delivery of mental health services if not spelt out clearly 
by a comprehensive national programme. These fi ndings 
indicate the need for inculcation of a systems perspective 
for service development, since piecemeal eff orts are 
probably neither eff ective nor effi  cient.

We also highlight the scarcity of psychiatrists and 
psychiatric nurses, which compounds the problems of 
mental health-care delivery in most LAMICs. Capacity 
development in LAMICs is urgently needed since these 
professionals have many roles and also become advocates 
for mental health. With the absence of aggregated data, 
defi nitive conclusions are diffi  cult to make on the extent 
to which internal migration (eg, from rural to urban 
areas, or from the public to the for-profi t private sector) 
and external migration (transnational) complicates the 
capacity problem in LAMICs, but the working experience 
in LAMICs as well as high-income countries suggests 
that depletion of human resources through migration 
needs to be addressed urgently.118,119

In view of the major resource limitations of most 
LAMICs, the treatment gap between individuals who 

Panel 3: South Africa—progressive legislation without an eff ective national programme 

Neuropsychiatric disorders account for a large proportion of years of life lost to disability 
(YLDs) for South Africans, second only in contribution to YLDs after HIV/AIDS.107,108

South Africa accepted the need for more progressive legislation after a resolution 
adopted by WHO at an African Region meeting in 1999 to prioritise mental health and 
review existing legislation.

The new Mental Health Care Act 17 of 2002 was agreed on by Parliament in October, 
2002, and promulgated on Dec 15, 2004.109 The legislation has provided the impetus to 
develop community and home-based care that focus on rehabilitation,110 which is backed 
by comprehensive protocols at all levels of care (eg, early detection, social mapping of 
available supports). 

Many projects (alcohol and drug abuse prevention, violence against women and children, 
victim empowerment, trauma management, training of police offi  cers in the use of the 
Act, partnerships between non-profi t organisations with Mental Health Review Boards) 
were initiated in specifi c regions.

Nevertheless, no special programmes have as yet been initiated at national level to assist 
in putting the Act into operation and making necessary fi scal, staffi  ng, and structural 
changes to mental health services, as set out in the legislation. Defi ciencies in 
implementation include: the slow creation of Mental Health Review Boards, with some 
provinces lacking resources to support and sustain such structures; many district and 
regional hospitals lacking the necessary infrastructure, staffi  ng, and beds to operate acute 
assessment units and not having trained health manpower; existing models of 
mental health service planning, use, and resource distribution continue to be 
geographically inequitable, with resources in relatively rural and less economically 
developed provinces largely inadequate;111 only a quarter of psychiatric public-sector staff  
employed in community mental health settings,112 with the remainder located at 
hospitals in predominantly urban areas; many, if not all, of the nine provinces lacking 
capacity in the face of increasing patient numbers, bed shortages (especially paediatric 
and geriatric beds), severe budgetary constraints and low staff  morale to provide 
comprehensive mental health services at the primary level; budgets for psychiatric 
hospitals and primary-care services being managed separately, which complicates the 
channelling of monies saved through dehospitalisation into primary care; the limited 
availability of psychotropic medication in primary care impedes continuity of care 
between hospital and community;113 and the lack of programmes aimed at changing 
public attitudes and stigma related to mental disorders. 

The lack of a national mental health programme, of resources at the provincial level, and of 
sensitisation of national and provincial decisionmakers about mental health burden have 
resulted in suboptimum implementation of the legislation. The post of National Director 
for Mental Health and Substance Abuse in the country had also been vacant for 3 years, 
although recently fi lled, resulting in a lack of direction and leadership at national level. 

The achievements of the legislative reform include a comprehensive and humanistic new 
law. The new democracy that replaced the apartheid regime facilitated this major change. 
However, narrowing the divide between legislation and practice will need increased 
investment in terms of mental health policy, planning, fi nance, restructuring, and training 
on the ground.
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need mental health care and those who actually receive 
it is larger than high-income countries.2,120,121 Further-
more, the proportion of people in these countries who 
receive evidence-based and humane treatment is even 
smaller.2,3

Comprehensive community mental health services, 
mental health services in primary care, public education 
programmes, and links with other sectors are scarce in 
most LAMICs. Substantial professional commitment to 
provide basic mental health care for the population is 
needed to reallocate resources in the mental health 
system with an increased emphasis on community and 
primary health care over stand-alone mental hospitals. 
The rudimentary level of mental health-service research 
programmes in many nations also contributes to poor 
delivery of mental health care.122 

Conclusion
The limited resources available for mental health in 
LAMICs has led to poor delivery of services, and to 
suff ering and disability in people with mental disorders. 
The diff erent goals (eg, improvement of mental health, 
enhanced responsiveness of the health system, fair 
governmental and private contribution for services)4 need 
to be addressed in a systematic manner. Although many 
countries have signed up to many of these goals through 
their national policies and plans, their implementation 
on the ground leaves much to be desired. Political, 
administrative, and fi nancial commitment is needed 
from the many stakeholders if these aspirations are to be 
put into practice.

This Series article describes the current status of 
mental health systems in diff erent countries, to serve as 
a baseline for planning. Although similarities and 
diff erences will be seen in contexts, available resources, 
needs, and priorities in the diverse mental health systems 
of the developing world, every factor needs detailed 
analysis and specifi c solutions, while increasing the 
emphasis and priority for mental health in general. 
Governments, mental health professionals, and other 
stakeholders in mental health need to work cohesively to 
propagate mental health reform in their countries. Many 
recent reports5 and resolutions123,124 on mental health have 
emphasised the importance and eff ect of mental disorder. 
However, the pace of reform has not been galvanised in 
most LAMICs. Innovative approaches are needed to 
promote the reality of mental disorders and effi  ciently 
use available resources to ensure that basic mental health 
care reaches all individuals.
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