Atlas

2005

World Health Organization

Geneva






ental Health
Atlas

2005

vgggka\

@

Mental Health: Evidence and Research

t\‘Y(44/

Department of Mental Health and Substance Abuse
World Health Organization

Geneva



WHO Library Cataloguing-in-Publication Data

World Health Organization.
Mental health atlas : 2005.

1.Mental health services - statistics 2.Mental health services - atlases 3.Health policy - trends
4 Health personnel - statistics 5.World health

[SBN 92 4 156296 X (NLM classification: WM 17)

© World Health Organization 2005

All rights reserved. Publications of the World Health Organization can be obtained from WHO Press,
World Health Organization, 20 Avenue Appia, 1211 Geneva 27, Switzerland (tel: +41 22 791 2476; fax:
+41 22 791 4857; email: bookorders@who.int). Requests for permission to reproduce or translate WHO
publications — whether for sale or for noncommercial distribution - should be addressed to WHO Press,
at the above address (fax: +41 22 791 4806; email: permissions@who.int).

The designations employed and the presentation of the material in this publication do not imply the
expression of any opinion whatsoever on the part of the World Health Organization concerning the legal
status of any country, territory, city or area or of its authorities, or concerning the delimitation of its fron-
tiers or boundaries. Dotted lines on maps represent approximate border lines for which there may not yet
be full agreement.

The mention of specific companies or of certain manufacturers' products does not imply that they are
endorsed or recommended by the World Health Organization in preference to others of a similar nature
that are not mentioned. Errors and omissions excepted, the names of proprietary products are distin-
guished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information
contained in this publication. However, the published material is being distributed without warranty of any
kind, either express or implied. The responsibility for the interpretation and use of the material lies with the
reader. In no event shall the World Health Organization be liable for damages arising from its use.

Designed by Tushita Graphic Vision Sarl, Thonex, Switzerland

Printed in

The information provided in the profiles should be viewed as the best information available with
WHO from all sources combined and not as the official viewpoint of the Member States.

For further information, please contact:

Coordinator

Mental Health: Evidence and Research

Department of Mental Health and Substance Abuse

World Health Organization

Avenue Appia 20, CH-1211 Geneva 27, Switzerland

Tel: +41 22 791 21 11, Fax: +41 22 791 4160, Email: saxenas@who.int

Mental Health_Atlas 2005 - World Health Organization



The Project Teams and Partners..................c.cccccooee. 6
Preface........cooooiiiiiii 7
SECTION ..o 9
Introduction ... 10
Methodology ...........cooiiiiiii 11
Limitations ... 13
Global and Regional Results..................cccoooiinn. 14
Comparison of Data between 2001 and 2004 ........ 44
SECTION I

WHO Member States.............ccccooovviiiiii 48
AFZhanistan ... 50
AIDANIA .o 52
AlZEITA. et 54
ANAOITA ettt 56
ANZONAL .o 58
Antigua and Barbuda............ccociiiiiii, 60
Argentina ... 62
AMMENIA. ... 65
AUSEFAlIA .. 68
AUSEFTA. ... 71
AZEIDAIAN ... 74
Bahamas. ......coouiiiiiiiei i 76
Bahrain .....ooeieiii e 78
Bangladesh ...........ccoooiiiiiiiiiiiii 80
Barbados ........oooiiiiiii e 82
BElarus......coviiiiiiiiee 84
BElGIUM .o 86
BEliZE ..o 920
BeNin ... 92
BRULAN. ... 94
BOIIVIA. ..t 96
Bosnia and HEerzegovina .........cccocvevvivencnienciesceeen 98
Botswana........ccoooiiiii 101
Brazil ......vieiiiii e 103
Brunei Darussalam..........cccccoviiiiiiiiiiieiee e 106
BUIGAITA ... 108

BUPKING FASO ....eiviiiiiiiiiiciie e 111
BUIUNGI...coiiiiiiii e 113
Cambodia......ccviiiiiiii 115
CaAMEIOON ...t 118
CANAAA. .ot 120
CaPE VEIAE ..o 123
Central African Republic.........c.occooiiiiiiiiiiic 125
Chad ..o 127
Chle . 129
ChINA. e 133
COlOMDIA. ..ot 137
COMONOS. ... 140
CONZO i 142
COoOK 1SIaANS ... 144
€St RICA ...t 146
COte d'IVOITE ... 149
Croatia ..eeveeee e 151
CUDA .o 154
CYPIUS e 157
Czech RepUDIC....c.viiieicc e 159
Democratic People's Republic of Korea...........ccccceveeneens 162
Democratic Republic of the Congo...........cccccceoiiiiiiins 164
DENMAIK ...ttt 166
DJIDOUL ..o 168
DOMINICA ..ciiiiiiiiii e 170
Dominican RepUDBIIC.......ccviiiiiiiiiiec e 172
Ecuador ..o 174
By Pt e 176
El SAlvador. ..o 179
Equatorial Guinea............ccociiiiiiiiiici 181
ErErea. ..o 183
ESTONia. . ... 185
Ethiopia .. coeeeeee e 188
i 191
FINANd ..o 194
FranCe ....oooiiii e 197
GaADON L. 199

Mental Health_Atlas 2005 - World Health Organization



GEOMGIA ..o 203
GermMaNY ...oooiiiiiiii 205
GRANGA i 208
GIBECE ...ttt 211
GIeNAAA ..o 213
GUAtEMA@....oiiiieiie 215
GUINA. .ttt 217
GUINEA-BISSAU.......ueiiiiiiiiiii e 219
GUYANA. ... 221
HAIET <o 223
HONAUIAS. ... 225
HUNGAIY ..o 227
[CEIANM. ..o 230
INAIA et 232
INONESIA.....eeeietie e 236
Iran, Islamic Republic of ... 239
IPaQ. e 242
Ireland .....ooveie e 245
[STAEN. ..t 248
TEAIY e 251
JAMAICA. .. 254
Japan ... 257
JOPAAN Lo 260
Kazakhstan ..........c.oooiiiiiiiiie e 263
KENYA .. 265
KIFDALT .. 268
KUWAIL. ..o 270
Kyrgyzstan.........ccccooiiiiiiiii 272
Lao People's Democratic Republic ..............ccoceiiiiinns 274
LatVia .o 277
LEDANON .. 280
LESOLNO .. 283
LIDEIIA ..o 285
Libyan Arab Jamahiriya...........ccoccooiiiiiiiiiii 287
LItU@NTA «oeeeeee e 289

Mental Health_Atlas 2005 - World Health Organization

LUXEMDOUIE ...t 292
MadagasCar..........ccciiiiiiiiiiiiic i 294
IMAIAWI .. 296
MIAYSIA ... 298
MaIAIVES ... 302
AL 304
Malta......coo 306
Marshall 1S1ands .........c.ooieiiiiiii e 308
MaUFEANIA. ... 310
MaAUTTEIUS e 312
IVIEXICO .. 314
Micronesia, Federated States of ..........cccoooviiieieeeiiinene. 318
MORNACO ... 320
MONZOLIA. ...t 322
IMOFOCCO ... 324
MOZambiqUE ..........cocciiiiiiiiii i 326
MYBNMAL ... 328
NAMIDIA ..ot 330
NAUFU ..o 332
NEPAL. . 334
Netherlands..........coovviiiiiii e 337
New Zealand .........ccooiiiiiiiiiice e 340
NICAragUA ......cciiiiiiiiiic i 343
NIEI o 346
NIZEIIA. ..o 348
NTUE < 352
NOTWRY ittt 353
OMAN ..ttt 355
Pakistan ........oooviiiiiiii i 357
PAlaU ..o 361
Panama .....coooiiiiiiiii 363
Papua New GUIN@a.........ccceovveieiiiieiiiie e 365
Paraguay ........ccoooiiiii 368
PerU.. 370
PRIlIPPINES ... 373
POlAN ... 376



QLA e 382
Republic of Korea...........c.ccooiiiiiiiiiiiiiiicce 384
Republic of Moldova ...........cccoiiiiiiiiiiie 386
ROMANIA ...ciiiiiiic 388
Russian Federation ...........cccooeiinieiieiiiieneee e 391
RWANAA ... 395
Saint Kitts and NevVis.........ccccoviiiiiiiiiicee 397
SaINt LUCIA . ..eiiiiiei e 398
Saint Vincent and the Grenadines..............cccocooiiiine 400
SAMOA .. 402
SN MaAINO.....eiiiiiii e 404
Sao Tome and PrinCipe .........ccocvvrvivrieiieie e 406
SaUdi Arabia ......oooviiiiiii 407
SENEZAl.... it 410
Serbia and Montenegro...........ccocovioiiiiiiiiic e 412
SeyChelles ........oooiiiiiiii 415
SIErra LEONE ...cooiiiiiiiieii e 417
SINGAPOTE ..t 419
SIOVAKIA ... 421
SIOVENIA. ..t 424
S0lomMON 1S1ANAS ..o 427
SOMANTA .. 429
SOULh AFFICA ..o 431
SPAIN .o 435
SHLANKA .o 438
SUAAN . 441
SUMNAIME ..ot 443
SWAZIlANG ..o 445
SWEAEN ..o 447
SWItZErland........ooiieiie 449
Syrian Arab Republic .........cccoooviiiiiiiii 451
TAJIKISTAN .vveeireciie et 453
Thailand ..o 455
The former Yugoslav Republic of Macedonia ................ 458
TIMOI-LESEe ..o 460

TOZO e 462
TONG@A ..oeiiiiiiiiii 464
Trinidad and Tobago..........cccciiiiiiiiiiic 466
TUNISIA ¢t 469
TUPKEY e 471
TUrkMENIStAN ... 474
TUVAIU L 476
UZANAA .o 478
UKIFRINE. ..ot 481
United Arab Emirates...........ccocoiiiiiiiiiiiii e, 484
United KiNGdOm ........coooiiiiiiiiiiiiiecec e 486
United Republic of Tanzania........c.ccccoevveiiiiinciccnenn. 489
United States of America...........ccoooveiviieniiiicicee, 491
UTUSUAY e 494
UZbeKiStan..........uveiiiiiiiiie i 496
VanuatU.......ccoiiiii 499
VENEZUEIA ..ottt 501
Viet NaM oo 504
YEMEN ..o 507
ZAMDIA .ot 509
ZIMbabWe ........cooiiii 512

SECTION il

Associate Members, Areas and Territories............. 517
AMENICAN SAMOA ... .eviiiieiiiie e 518
British Virgin Islands .........cccooceoiiiiiiiiiee e 520
French Polynesia..........ccooeiveiiiieiieciec e 522
GUAIM L 523
Hong Kong, Special Administrative Region, China......... 525
Macao, Special Administrative Region, China................ 528
New Caledonia........cccooieiiiiiiiiieieee e 530
Northern Mariana Islands,

Commonwealth of the ...........ccoooiiiii 532
TOKEIAU .. 534
Wallis and FUtUNA........oooviiiiiiiiice 536
West Bank and Gaza Strip .........cccoeiiiiiiiiciic, 537
Atlas ReSOUICES...........cccoooiiiiiiiiic 539

Mental Health_Atlas 2005 - World Health Organization



The Project Team a

Atlas is a project of WHO Headquarters, Geneva, supervised and coordinated by Dr Shekhar Saxena. Dr Benedetto
Saraceno provided vision and guidance to this project. The first set of publications from this project appeared in 2001.
The Mental Health Atlas-2005 represents the project’s updated and revised edition.

Key collaborators from WHO Regional Offices include: Dr Therese Agossou, African Regional Office; Dr Caldas de
Almeida and

Dr Claudio Miranda, Regional Office for the Americas; Dr Ahmad Mohit and Dr R. S. Murthy, Eastern Mediterranean
Regional Office; Dr Matthijs Muijen and Dr Wolfgang Rutz, European Regional Office; Dr Vijay Chandra, South-East
Asia Regional Office; and Dr Xiangdong Wang, Western Pacific Regional Office. They have contributed to planning
the project, obtaining and validating the information from Member States and reviewing the results.

WHO Representatives and Liaison Officers in WHO Country Offices were responsible for collecting and validating the
information received from Governments.

Ministry of Health officials in Member States provided the information and responded to the many requests for clarifi-
cation that arose from the data.

The World Psychiatric Association provided data from some countries through their member associations.

A number of experts in countries assisted the Ministries in obtaining and providing information. They also provided
relevant literature and reports to support the data.

In the course of the project, a number of colleagues at WHO provided advice and guidance. Significant among them
are: Dr Tom Barrett, Dr Myron Belfer, Dr José Bertolote, Dr Dan Chisholm, Dr Michelle Funk, Dr Itzhak Levav, Dr
Vladimir Poznyak, Dr Leonid Prilipko and Dr Mark van Ommeren.

Dr Pratap Sharan was the overall project manager for the Mental Health Atlas-2005. Ms Sogol Noorani assisted with
completing the project beginning in September 2004. Dr Sujatha Chandrasekaran, Dr Emily Daley, Dr David Hong,
Ms Olga Kupcova, Ms Yen-Ying Liu, and Ms Christina Westhoff assisted in updating the database and in its valida-
tion during their internship in the Department. Ms Maria Villenueva and Ms Elmira Adenova assisted with the transla-
tion of material. Ms Grazia Motturi and Ms Rosemary Westermeyer provided administrative support; in addition Ms
Rosemary Westermeyer assisted with proofreading and overall production. The contribution of each of these team
members and partners, along with the input of many other unnamed people, has been vital to the success of this
project.

The graphic design of this volume has been done by Ms Tushita Bosonet.
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We are pleased to present Mental Health Atlas-2005.

The primary responsibility of the World Health Organization is to provide technical assistance to its Member States in
matters related to health. However, this responsibility cannot be fulfilled satisfactorily if the Organization lacks basic
information about the existing infrastructure and resources available for health care within countries. Unfortunately,
until recently, this has been the case with mental health. Although substantial information was available about the
burden that mental and behavioural disorders place on society, very little was known about the resources on hand

in different countries to alleviate these problems. Most of the information available about mental health resources is
related to a few high-income countries. For the vast majority of countries, there was almost no information available.
Furthermore, because available studies had used different units of measurement, the information that was accessible
was not comparable across different countries or over time.

In 2000, the World Health Organization launched Project Atlas to address this gap. The objectives of this project
include the collection, compilation and dissemination of relevant information about mental health resources in differ-
ent countries.

The first set of publications from the project appeared in October 2001 and was titled, Atlas: Mental Health Resources
in the World, 2001 and Atlas: Country Profiles on Mental Health Resources in the World, 2001. The Mental Health
Atlas-2005 is the second edition from the project, and it provides aggregate results as well as country profiles on men-
tal health. Atlas 2005 is the result of complete updating of information from countries, supplemented by a search of
relevant literature and reports of WHO and other international and national organizations. One significant addition is
the inclusion of information on epidemiology of mental disorders for all low and middle income countries; this is likely
to enhance the usefulness of the Mental Health Atlas-2005 as the most comprehensive reference source for global
mental health information.

The country profiles confirm what mental health professionals working in these countries have known for a long time:
that mental health services are grossly inadequate when compared to the needs for mental health care. The value of
the Atlas therefore is that it replaces impressions and opinions with facts and figures. The profiles attempt to give a
clear picture of existing resources and crucial needs in countries around the world. They also provide a baseline for
monitoring changes over time. By using uniform definitions and units of measurement they encourage consistency of
reporting.

A note of caution! Although great care has been taken to ensure the reliability of the data presented in the country
profiles, it is possible that some errors may have crept in. We see Project Atlas as an ongoing activity of WHO, where
more accurate information will become available as the concepts and definitions of resources become more refined
and data sources become more organized and reliable.

Overall, we hope that the Mental Health Atlas-2005 will assist health planners and policy-makers within countries to
identify areas that need urgent attention. The profiles can also help to set realistic targets by enabling comparisons of
strengths and weaknesses across countries. Researchers will find the Atlas 2005 data useful for health service research.
We also hope that mental health professionals and non-governmental organizations will continue to use the Mental
Health Atlas in their efforts to advocate for more and better resources for mental health.

Dr Benedetto Saraceno Dr Shekhar Saxena
Director Co-ordinator
Department of Mental Health and Substance Abuse Mental Health: Evidence and Research

Department of Mental Health and Substance Abuse
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Introduction

Project Atlas was launched by WHO in 2000 in an attempt to map mental health resources in the world. These data are needed at
the country level to assess the current situation and to assist in developing plans and at the regional and global levels to develop
an aggregate picture of the available mental health resources and the overall needs. The project thus responds to WHO's objectives
as set out in the World Health Report 2001 (WHO, 2001) and in recent resolutions from the governing bodies of WHO on mental
health (EB109.R8 on strengthening mental health and its affirmation by WHA55.10).

The analyses of the global and regional data collected in 2001 were compiled and presented in the publication — Atlas: Mental
Health Resources in the World (WHO, 2001b); and individual country profiles and some further analyses were presented in Atlas:
Country Profiles on Mental Health Resources in the World, 2001. Mental Health Atlas-2005 is the second set of publications from
the project, and it presents aggregate results as well as individual country profiles on mental health.

This new edition includes updated and revised information on themes published in Atlas 2001. Atlas 2005 also includes information
on new Member States (Timor-Leste) and more Associate Member States, Areas and Territories (e.g. West Bank and Gaza Strip). The
general information section has been strengthened considerably, particularly through inclusion of a subsection on epidemiology. And
the qualitative information in the country profiles, particularly for low- and middle-income countries is much enriched, as a result of
a systematic search on mental health services. This has also led to highlighting issues particularly relevant to these countries, e.g. the
issue of migration of trained manpower to high-income countries.

Section | of this publication describes the methodology used, as well as the global and regional analyses. It also explains the limita-
tions of the Atlas data. The global and regional analyses are organized into 16 broad themes. Each theme begins with a definition of
the terms used and is followed by a description of the significant findings. The results are presented in tabular form, each followed
by a short explanation. The analyses include data received from all 192 WHO Member States. The main limitations of the data are
listed after the explanation of the methodology. The specific limitations of each variable are discussed at the end of each theme.

Section Il of this publication provides short descriptive profiles for each country. The profiles were generated by computer from the
database. This would explain the language for the profile being repetitive in some areas. The countries are arranged in alphabetical
order. The profiles of the WHO Associate Members, Territories and Areas include only those which had responded to the question-
naire sent to them as a part of the project. The profiles begin with some general information about each country. The statistics relat-
ing to the land areas of each country were obtained from the United Nations (2004) database and other appropriate sources. Only
approximate figures are given, as the intention was to provide an estimate of the size of the country — of relevance to a profile on
mental health resources — and not accurate figures. The figures for population, gender ratio and ratio of children and elderly in the
total population are largely based on United Nations estimates in 2004. The life expectancy, healthy adjusted life expectancy (HALE)
and health budget figures were taken from the World Health Report 2004 (WHO, 2004a). Income groupings of countries are based
on World Bank 2004 data. However, the GNP/capita for the different countries was obtained from a variety of sources, including
the World Bank database. The figures on literacy rate are largely based on UNESCO (2004) data. However, these databases do not
always provide information about each country. In such cases, data from different sources, e.g. other international organizations
and from countries themselves were included. The final subsection of the general information section in profiles of low- and mid-
dle-income countries summarizes epidemiological information available in international databases. The data provided in the general
information section should not be read as the official figures for the country but taken as indicative.

The profiles on mental health cover general country information as well as summary epidemiological data. The subsequent section
on mental health resources includes the broad areas of policy and legislation; finance; mental health facilities, including disability
benefits, primary care and training facilities, and community care facilities; distribution of psychiatric beds and professionals; non-
governmental organizations; information gathering systems; specific programmes for special sectors of the population; therapeutic
drugs and any other information that was made available. Additional sources of information include documents and literature
that provided important details about epidemiology and mental health resources in the country. Some qualitative information was
obtained from those documents. There is some variation in the quantity of information available for each country depending on
the information gathered. Attempts have been made to provide complete references wherever possible, but some citations have
remained incomplete due to lack of information.
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Methodology

Information for this project was collected in a series of stages or steps.

The initial questionnaire was drafted in 2001 through a process that involved consultations with Regional Offices of WHO and
other mental health experts to determine the main subjects about which information was required. Following these consultations,

a questionnaire was drafted at WHO Headquarters. A glossary of the terms used in the questionnaire was also prepared to assist
the respondents. The definitions used in the glossary are simply working definitions for the purpose of this project and are not offi-
cial WHO definitions. The draft questionnaire and glossary were discussed with the Regional Offices of WHO and selected mental
health experts whose suggestions were then incorporated. The questionnaire was then pilot tested in two countries — one devel-
oped, the other developing — and the difficulties presented by both the glossary and questionnaire were once again discussed and
amended appropriately. The final questionnaire covered mental health policies, programmes, legislation, mental health budgets,
disability benefits, facilities for mental health in primary and community care, number of psychiatric beds and mental health profes-
sionals, involvement of non-governmental organizations in mental health, information gathering systems in mental health, special
programmes for sub-populations and therapeutic drugs. The aim was to gather basic information from as many countries as pos-
sible without going into excessive detail. Once the English version of the questionnaire was finalized, it was translated into four
other official languages of WHO: Arabic, French, Russian and Spanish. Responses were obtained through the focal points for mental
health in the Ministries of Health in each WHO Member State, Associate Member and Area through WHO Regional Offices. The
focal points were requested to complete the questionnaire using all possible sources of information and to follow the definitions
provided in the glossary so as to maintain uniformity of the information. They were also requested to provide supporting documents
wherever possible.

For Atlas 2005, a comprehensive literature search on mental health services and resources, focussing on low- and middle-income
countries was conducted with the help of a librarian specialized in systematic searches. Subject heading based searches on Medline
(1996 — February 2004) and Embase Psychiatry (1996 — February 2004) were used. The initial search combining terms ‘health serv-
ices’ and ‘'mental health' yielded 13 726 and 12 438 articles in Medline and Embase, respectively. The resulting searches in each
database were then combined with terms for each country in turn. Certain countries were excluded to make the search manageable
and to prioritize low- and middle- income countries. WHO member states which are classified as high-income by the World Bank
and which are also OECD members were excluded from this search, i.e. Australia, Austria, Belgium, Canada, Denmark, Finland,
France, Germany, Greece, Iceland, Ireland, Italy, Japan, Republic of Korea, Luxembourg, Netherlands, New Zealand, Norway,
Portugal, Spain, Sweden, Switzerland, Taiwan, United Kingdom, United States of America. For each country the country name was
used (e.g. China) in addition to a stem derived from the nationality or language, e.g. Chin$.mp. Terms for nationality and language
were obtained from UN Bulletin “Terminology" No.347/Rev.1 and dictionaries. Certain country names were not available as subject
headings in one or both databases so over-inclusive search terms were used e.g. Micronesia to search for articles about Tuvalu. The
mean number of articles initially obtained for each country was 8.5 (range O to 148). Articles were organized using the Windows
Reference Manager 10 programme. The abstracts were reviewed separately by two researchers to eliminate unrelated studies, i.e.
(1) studies on ethnic populations in developed countries, (2) articles on unrelated populations, e.g. American Indians for a search

on India, (3) articles unrelated to services, e.g. efficacy studies on drug, (4) studies examining mental symptoms/disorders as factors
affecting services for physical diseases, and (5) services for physical disorders in mentally ill populations. As many articles as pos-
sible were retrieved electronically using the WHO online library, the Google search engine and freemedicaljournals.com (including
“PubMed"). Additional articles were obtained from the WHO library print holdings. Abstracts of other articles were used.

A comprehensive literature search on epidemiological data of mental health related issues, focussing on low- and middle-income
countries was also conducted. Potential terms related to epidemiology, mental health and country (WHO Member States, except all
high-income countries) were identified and 4 databases — Medline, Embase Psychiatry, Cinahl and Sociofile — were searched using
subject headings (these headings were "exploded” to encompass all subordinate terms) in the first three databases and using key-
words derived from its thesaurus for Sociofile. Specificity and sensitivity of the initial search strategy were addressed using abstracts
for 4 countries, leading to a step-wise refinement of the search strategy. Specificity was examined by comparing the number of rel-
evant articles to the number of irrelevant ones for each search strategy in each database. To confirm sensitivity, articles derived with
the search strategy were compared to the total number of articles for that country. As an additional check on sensitivity, the articles
obtained for one country were cross-checked with a researcher who had worked extensively in that country. Income status of WHO
member states was examined on basis of current World Bank Classification (in effect until 1st July 2003). A set of criteria similar to
the one for mental health services was developed for the elimination of non-mental health/non-epidemiology articles. About two-
fifths of the remaining (more than 25 000 abstracts) on epidemiology of mental health in relation to low- and middle income coun-
ties were reviewed by two researchers to establish reliability in the elimination process.

In addition to these literature searches, information was obtained from documents received from countries, travel reports submitted
by WHO staff, feedback from experts and member associations of the World Psychiatric Association. Additional inputs were also
obtained from country data collected by the WHO Offices of the Eastern Mediterranean Region, European Region and American
Region.
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The updated draft country profiles were then sent to the focal points for mental health in the Ministries of Health in each WHO
Member State, Associate Member and Area. The focal points were requested to verify the profile and update it based on all sources
of information available with them. They were also requested to provide supporting documents wherever possible. Throughout

this process the Project Team was in contact with the Regional Offices and focal points. Clarifications were provided where neces-
sary and regular reminders were sent requesting completion and submission of the verified profiles. The majority of Member States,
Associate Members, Areas and Territories have already verified the information in the country profiles. The verification of country
profiles of the Democratic People's Republic of Korea, Grenada, the Netherlands, Saint Kitts and Nevis and the United Arab Emirates
were still being awaited from the respective Ministries of Health at the time of going to print.

For the purpose of analysis, some continuous variables were grouped into categories based on distribution. Frequency distribution
and measures of central tendency (mean, median and standard deviations) were calculated as appropriate. Countries have been
grouped by WHO Regions and World Bank income categories based on GNP/capita (World Bank, 2004) for analysis.

Mental Health_Atlas 2005 - World Health Organization



The data collected in the course of this project have a number of limitations. These should be kept in mind when viewing the results.

While best attempts have been made to obtain information from countries on all variables, some could not provide specific details
on a few issues. The most common reason for the missing data is that such data simply do not exist within the countries. It is hoped
that these information gaps will be filled in the future. The extent of missing data can be gleaned from the number of countries that
have been able to supply details. Each individual chart contains the number (N) of countries, out of a total of 192, whose data could
be included in the chart.

The project has used working definitions arrived at through consultations with experts. The aim was to strike a balance between the
definitions that are most appropriate and those that the countries currently use. At present, definitions for mental health resources
like policy, primary care facilities, community care facilities, health information systems vary from country to country. As a result,
countries may have had difficulty in interpreting the definitions provided in the glossary and in reporting accurate information.

Some countries may have had difficulty in providing information about the mental health budget because mental health care in
their country is integrated within the primary care system, as recommended by WHO. Most of the questions were framed, so that
countries could respond with 'yes’ or ‘no’. Although this helped in increasing the rate of responses, it failed to take into account
differences in coverage and quality. Thus, information related to implementation of policies, programmes or legislation, type of dis-
ability benefits, distribution of resources among rural and urban settings, quality of services available at primary or community level,
proportion of financing for rural or urban settings, quality of services available for special populations, quality of services provided
by non-governmental organizations and quality of information gathering systems cannot be gauged from this data. Attempts have
been made to incorporate qualitative data from several sources, but this is still limited. The information collected on the number

of psychiatric beds and professionals gives the average figure for the country but does not provide information about distribution
across rural or urban settings or distribution across different regions within the country.

Some of the limitations of the Atlas 2001 data, that were due to the fact that they had been collected primarily from Government
sources, have been partially removed by incorporating other sources of information. Apart from the verification provided by
Governments, the country profiles of the Atlas 2005 are based on information from the literature, epidemiological information,
WHO reports on country projects and travel reports of WHO staff. Another rich source of country information has been the pilot
trial within 10 countries using a newly developed WHO Assessment Instrument for Mental Health Systems (WHO-AIMS). However,
it is still possible that information about the private sector especially that related to availability of psychiatric beds and mental health
professionals may be incomplete and may not be representative of the actual figures for the country. Some details may also be miss-
ing because the respondents did not have access to the information. This is especially true of the sections on mental health financ-
ing and the availability of drugs at primary care level. Some of the data may be old and it is hoped that countries will help WHO to
update the information as new data becomes available. While all possible measures have been taken to compile, code and interpret
the information given by countries using uniform definitions and criteria, it is possible that some errors may have occurred due to
inaccuracies of the data. WHO requests the mental health focal points within the Ministries of Health of Member States to point out
any errors for correction in subsequent publications.

Project Atlas is an ongoing activity of WHO and as more accurate and comprehensive information covering all aspects of mental
health resources become available and the concepts and definitions of resources become more refined, it is hoped that the database
will also become better organized and more reliable.

The information provided in the profiles should be viewed as the best information available with WHO from all sources combined
and not as the official viewpoint of the Member States.
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Global and Regional Resul

The global and regional analyses are organized into 16 broad themes.. These include policies, programmes, legislation, finance,
primary care, psychiatric beds, professionals, special programmes in mental health and information gathering systems. The working
definitions used for key terms in the questionnaire are given at the beginning of each thematic section. The results of the analyses
are presented for the world and for the six WHO Regions. The Member States included in each of the WHO Regions are as follows:

Africa: Algeria, Angola, Benin, Botswana, Burkina Faso, Burundi, Cameroon, Cape Verde, Central African Republic, Chad, Comoros,
Congo, Cote d'lvoire, Democratic Republic of the Congo, Equatorial Guinea, Eritrea, Ethiopia, Gabon, Gambia, Ghana, Guinea,
Guinea-Bissau, Kenya, Lesotho, Liberia, Madagascar, Malawi, Mali, Mauritania, Mauritius, Mozambique, Namibia, Niger, Nigeria,
Rwanda, Sao Tome and Principe, Senegal, Seychelles, Sierra Leone, South Africa, Swaziland, Togo, Uganda, United Republic of
Tanzania, Zambia, Zimbabwe.

Americas: Antigua and Barbuda, Argentina, Bahamas, Barbados, Belize, Bolivia, Brazil, Canada, Chile, Colombia, Costa Rica, Cuba,
Dominica, Dominican Republic, Ecuador, El Salvador, Grenada, Guatemala, Guyana, Haiti, Honduras, Jamaica, Mexico, Nicaragua,
Panama, Paraguay, Peru, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, Suriname, Trinidad and Tobago,
United States of America, Uruguay, Venezuela.

Eastern Mediterranean: Afghanistan, Bahrain, Djibouti, Egypt, Iran (Islamic Republic of), Iraq, Jordan, Kuwait, Lebanon, Libyan Arab
Jamahiriya, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, Sudan, Syrian Arab Republic, Tunisia, United Arab Emirates,
Yemen.

Europe: Albania, Andorra, Armenia, Austria, Azerbaijan, Belarus, Belgium, Bosnia and Herzegovina, Bulgaria, Croatia, Cyprus,
Czech Republic, Denmark, Estonia, Finland, France, Georgia, Germany, Greece, Hungary, Iceland, Ireland, Israel, Italy, Kazakhstan,
Kyrgyztan, Latvia, Lithuania, Luxembourg, Malta, Monaco, Netherlands, Norway, Poland, Portugal, Republic of Moldova, Romania,
Russian Federation, San Marino, Serbia and Montenegro, Slovakia, Slovenia, Spain, Sweden, Switzerland, Tajikistan, The former
Yugoslav Republic of Macedonia, Turkey, Turkmenistan, Ukraine, United Kingdom, Uzbekistan.

South-East Asia: Bangladesh, Bhutan, Democratic People's Republic of Korea, India, Indonesia, Maldives, Myanmar, Nepal, Sri
Lanka, Thailand, Timor-Leste.

Western Pacific: Australia, Brunei Darussalam, Cambodia, China, Cook Islands, Fiji, Japan, Kiribati, Lao People's Democratic
Republic, Malaysia, Marshall Islands, Micronesia (Federated States of), Mongolia, Nauru, New Zealand, Niue, Palau, Papua New
Guinea, Philippines, Republic of Korea, Samoa, Singapore, Solomon Islands, Tonga, Tuvalu, Vanuatu, Viet Nam.

In addition to the Member States, information on mental health is also available from 11 Associate Members, Areas and Territories;
this information is given as profiles in Section Ill, but is not included in the global and regional analyses.

MENTAL HEALTH POLICY

Definitions
e Mental health policy: a specifically written document of the Government or Ministry of Health containing the goals for improv-
ing the mental health situation of the country, the priorities among those goals and the main directions for attaining them.

A Mental health policy may include the following components:

e Advocacy: a combination of individual and social actions designed to raise awareness and to gain political commitment, policy
support, social acceptance and health systems support for mental health goals.

e Promotion: a process of enabling people to increase control over the determinants of their mental well-being and to improve it.

e Prevention: all organized activities in the community to prevent the occurrence as well as the progression of mental disorders,
including the timely application of means to promote the mental well-being of individuals and of the community as a whole,
and the provision of information and education.

e Treatment: relevant clinical and non-clinical care aimed at reducing the impact of mental disorders and improving the quality of
life of patients.

* Rehabilitation: care given to persons with mental disorders in the form of knowledge and skills to help them achieve their opti-
mum level of social and psychological functioning.
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1. Presence of mental health policies in each WHO Region and the world

WHO Regions Countries (%) Population coverage* (%)
Africa 50.0 69.4

Americas 72.7 64.2

Eastern Mediterranean 72.7 93.8

Europe 70.6 89.1

South-East Asia 545 23.6

Western Pacific 48.1 93.8

World 62.1 68.3

N =190 *population according to UNO, 2004.

An analysis of the data gathered by Project Atlas shows that only 62.1% of countries, accounting for 68.3% of the population, have
a mental health policy. In the African Region only 50.0% of countries have a policy. About one third of the population in the African
Region is not covered by a mental health policy. Some countries, however, do have such a policy in draft form, but it has yet to be
approved by the Government.

2. Year of initial formulation of the mental health policy

Years Countries (%)
Up to 1960 6.1
1961 - 1970 0.9
1971 - 1980 7.9
1981 — 1990 22.8
1991 — 2000 53.5
After 2000 8.8
N =114

3. Year of initial formulation of the mental health policy since 1990

Years Countries (%)
1991 - 1992 16.9

1993 - 1994 19.7

1995 - 1996 9.9

1997 — 1998 18.3

1999 - 2000 211

2001 - 2002 5.6

2003 - 2004 8.5

N =71

Some 62.3% of countries have formulated their policies since the 1990s. Of these, about one-tenth have done so since 2001.

Most countries that report having a policy also have all the essential components incorporated into them. Treatment issues are cov-
ered by 98.1% of countries, prevention by 95.3% of countries, rehabilitation by 93.4% of countries, promotion by 91.4% of coun-
tries and advocacy by 80.4% countries. Intersectoral collaboration, collaboration with NGOs, provision of social assistance, human
resource development, improvement of community care facilities especially for the underserved (e.g. Maoris in New Zealand) are
some of the other components also included in the policies of some countries.

There was a significant association between the presence of a mental health policy and that of a number of different variables: sub-
stance abuse policy (x? 41.8, p<0.01), a national mental health programme (x2=31.6, p<0.01), disability benefits (x2=12.1), primary
care training facilities in mental health (x2=22.9, p<0.01), community care facilities in mental health (x2=7.80, p<0.01) and presence
of NGO activities in mental health (x2=11.2, p<0.01).

The data on mental health policies have several limitations. Many countries, e.g. in the European Region, might not have a stated
policy, but may have a well-developed action plan for mental health. These have not been taken into account in the present analy-
sis. Also, data are not available about the degree to which policies or plans have been implemented. So, it may be possible that
although a country reports having a mental health policy, because of incomplete implementation the benefits of the policy may have
failed to reach most of the population. The present data refer only to the year when they were initially formulated.
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NATIONAL MENTAL HEALTH PROGRAMME

Definitions

e National mental health programme: a national plan of action that includes the broad and specific lines of action required in all
sectors involved to give effect to the policy. It describes and organizes actions aimed at the achievement of the objectives. It
indicates what has to be done, who has to do it, during what time frame and with what resources.

e Community-based care: any type of care, supervision and rehabilitation of mental patients outside the hospital by health and

social workers based in the community.

4. Presence of national mental health programmes in each WHO Region and the world

WHO Regions Countries (%) Population covered*(%)
Africa 76.1 829

Americas 76.5 87.9

Eastern Mediterranean 90.9 97.6

Europe 52.9 64.5

South-East Asia 72.7 98.1

Western Pacific 63.0 98.9

World 69.6 90.9

N =191 *population according to UNO, 2004.

In the world 69.6% of countries, accounting for a population of 90.9%, have a national mental health programme.

5. Year of initial formulation of the national mental health programme

Years Countries (%)
Up to 1960 2.4

1961 - 1970 2.4

1971 - 1980 7.9

1981 — 1990 26.0

1991 - 2000 51.2

After 2000 10.2

N =127

6. Year of initial formulation of the national mental health programme since 1990

Years Countries (%)
1991 - 1992 10.3
1993 - 1994 6.4
1995 - 1996 14.1
1997 — 1998 19.2
1999 - 2000 333
2001 - 2002 15.4
2003 - 2004 1.3
N=78

Some 61.4% of the programmes were formulated since the 1990s. Of these, one-sixth were formulated since 2001.

7. Countries in each WHO Region where the national mental health programme was formulated after 1990*

WHO Regions 1991-2004 (%)
Africa (N = 34) 73.6

Americas (N = 24) 58.5

Eastern Mediterranean (N = 20) 30.0

Europe (N = 25) 76.0
South-East Asia (N = 7) 42.9

Western Pacific (N = 17) 64.7

*from all countries with a national mental health programme
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Although in the European Region only 52.9% of countries have a programme, most of these programmes (76.0%) have been for-
mulated since the 1990s. On the other hand, although 90.9% of countries in the Eastern Mediterranean Region have a programme,
70% of those were formulated before 1990.

8. Presence of community care for mental health in each WHO Region and the world

WHO Regions Countries (%)
Africa 56.5
Americas 75.0
Eastern Mediterranean 68.2
Europe 79.2
South-East Asia 50.0
Western Pacific 66.7
World 68.1
N =185

Community care facilities exist in only 68.1% of countries, covering 83.3% of the world's population. In the African, Eastern
Mediterranean and South-East Asia Regions, such facilities are present in about half the countries. The population coverage is not
uniform and is often restricted to a few areas within the country. This is the case in China, India, Paraguay and Zambia.

9. Presence of community care in each income group of countries

Income Group of Countries* Countries (%)

Low 51.7
Lower Middle 51.9
Higher Middle 90.9
High 97.4

N =181 * groups are based on GNP/capita of the countries: low (<$755), lower middle ($756-$2995), higher middle ($2996-$9265), high (>$9266).
Source: World Bank, 2004

Across different income groups, community care facilities in mental health are present in 51.7% of the low income countries and in
97.4% of the high income countries.

There were also significant differences between income group and the presence of community care facilities within countries.

Examples of available community care facilities include day-care centres, therapeutic and supervised residential services, crisis resi-
dential services, sheltered homes, clubhouses, community mental health services for children and adolescents or the elderly, agri-
cultural psychiatric rehabilitation villages, etc. Comprehensive community care facilities, including the majority of those mentioned
above, are found only in the high income countries. The majority of the low income countries and countries belonging to the
African, South-East Asia and Western Pacific Regions have limited resources and can afford only a few of these facilities and then
only in limited areas.

Some of the European countries that have reported not having a national programme, do have well-developed action plans at state
or provincial levels. These are not accounted for in the overall figures. It is possible that some countries that do not appear to have
a national mental health programme may have individual programmes directed at specific areas of need. The data presented here
refer only to the initial formulation of the programme and not to revisions or updates. The information given here pertains only to
the existence of the programmes and not to their implementation. In some countries, community care facilities may only be avail-
able in a few areas. Or, they are available as pilot projects and not throughout the whole country as reported, e.g. in India. Further
information is required about the quality of care provided through community facilities and the type of personnel involved in provid-
ing mental health care at the community level.
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MENTAL HEALTH LEGISLATION

Definitions

e Mental health legislation: legal provisions for the protection of the basic human and civil rights of people with mental disorders
and deals with treatment facilities, personnel, professional training and service structure. Mental health legislation includes provi-
sions concerned with the restraint and protection of individual patients, regulation of compulsory admission, discharge proce-
dures, appeals, protection of property, etc.

e Disability benefits: benefits that are payable, as part of a legal right, from public funds in cases of mental disorders that reduce a

person's capacity to function.

10. Presence of law in the field of mental health in each WHO Region and the world

WHO Regions Countries (%) *Population coverage (%)
Africa 79.5 94.4

Americas 75.0 89.1

Eastern Mediterranean 57.1 70.8

Europe 91.8 90.1

South-East Asia 63.6 95.9

Western Pacific 76.0 13.9

World 78.0 69.1

N =173 *population according to UNO, 2004

In the world, 78.0% of countries accounting for 69.1% of the population have laws in the field of mental health. In the Eastern
Mediterranean Region only 57.1% of countries have laws in the field of mental health compared with 91.8% of countries in the

European Region.

11. Year of initiation of the latest law in the field of mental health

Years Countries (%)
Up to 1960 15.9

1961 - 1970 8.7

1971 - 1980 10.1

1981 — 1990 12.3

1991 - 2000 40.6

After 2000 12.3

N =138

12. Year of initiation of the latest law in the field of mental health since 1990

Years Countries (%)
1991 - 1992 6.8
1993 - 1994 5.5
1995 - 1996 8.2
1997 — 1998 28.8
1999 - 2000 27.4
2001 - 2002 17.8
2003 - 2004 55
N=73
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13. Countries in each WHO Region with initiation of the latest law in the field of mental health after 1990*

WHO Regions 1991 - 2004 (%)
Africa (N = 30) 30.0

Americas (N = 34) 58.4

Eastern Mediterranean (N = 13) 46.2

Europe (N = 47) 76.6

South-East Asia (N = 6) 16.7

Western Pacific (N = 18) 38.9

*from all countries with laws in mental health

More than half of the existing legislation is recent and has been enacted since 1990. Of this, one-fourth were enacted after 2000.
Whereas in the European Region 76.6% of the legislation was enacted since the 1990s, in the South-East Asia Region the figure is
only 16.7%. What is striking is that about 16% of the legislation dates from before 1960, when the majority of the current effective
methods for treating mental disorders were not available.

14. Presence of disability benefits in each WHO Region and the world

WHO Regions Countries (%)
Africa 45.5
Americas 90.9
Eastern Mediterranean 85.7
Europe 100
South-East Asia 81.8
Western Pacific 65.4
World 77.8
N =185

Disability benefits are reported to exist in 77.8% of countries covering a population of 93.0%. They exist in only 45.5% of countries
in the African Region compared with 100% of countries in the European Region.

15. Presence of disability benefits in each income group of countries

Income Group of Countries* Countries (%)

Low 55.2
Lower Middle 88.7
Higher Middle 78.8
High 100

*World Bank, 2004

Only 55.2% of countries in the low income group provide disability benefits for mental health, compared with all countries in the
high income group. There were also significant differences for this comparison.

The data on legislation and disability benefits have certain limitations. Some countries do not have separate mental health legisla-
tion, although some issues may be covered as a part of wider health legislation. Information on the degree of implementation of the
legislation or the extent and effectiveness of it is not available. Some countries have a number of laws on mental health but only
the most recent law and its year of enactment were mentioned. Although many countries report about having disability benefits for
people with mental disorders, information on the exact kind of disability benefits and their coverage is not available from all coun-
tries surveyed. Thus, information about the type of benefits provided or about the sector of the population that benefits is lacking.
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SUBSTANCE ABUSE POLICY

Definition

e Substance abuse policy: a specifically written document of the Government or Ministry of Health containing goals of prevention
and treatment activities related to the use, abuse and dependence of alcohol, prescription and non-prescription including illicit

drugs.

A substance abuse policy is vital to facilitate the planning and improvement of services for the management of people suffering
from substance use disorders. The existence of a policy helps to prioritize issues related to substance use and provides direction
to governmental or non-governmental organizations to work towards a common goal — the improvement of the services and
resources directed towards helping patients affected by substance use disorders. The policy should be comprehensive enough to
address the existing problems of the country and should cover both alcohol and illicit drugs.

16. Presence of a substance abuse policy in each WHO Region and the world

WHO Regions Countries (%)
Africa 50.0
Americas 72.7
Eastern Mediterranean 77.3
Europe 86.3
South-East Asia 72.7
Western Pacific 53.8
World 68.8
N =189

A substance abuse policy exists in 68.8% of countries of the world, covering a population of 77.1%. However, fewer countries

in the African Region (50.0%) a
Americas do not have a substan
as was found in the GBD, 2000

17. Year of initial formulation o

nd Western Pacific Region (53.8%) have a policy. Almost 30% of countries in the Region of the
ce abuse policy though they have the highest prevalence of both alcohol and drug related disorders,
analysis.

f the substance abuse policy

Years Countries (%)
Up to 1960 1.7

1961 - 1970 4.2

1971 - 1980 6.7

1981 — 1990 24.2

1991 — 2000 59.2

After 2000 4.2

N =120

18. Year of initial formulation o

f the substance abuse policy since 1990

Years Countries (%)
1991 — 1992 53

1993 — 1994 9.2

1995 — 1996 25.0

1997 — 1998 27.6

1999 - 2000 26.3

2001 - 2002 3.9

2003 - 2004 2.6

N=76
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19. Countries in each WHO Region that formulated a substance abuse policy after 1990*

WHO Regions 1991-2004(%)
Africa (N = 21) 715
Americas (N = 21) 66.7
Eastern Mediterranean (N = 16) 37.5
Europe (N = 43) 745
South-East Asia (N = 7) 57.1
Western Pacific (N = 12) 41.6

*from all countries with a substance abuse policy

The years since the 1990s saw the formulation of 63.4% of the policies. Of these, 6.5% were formulated since 2001. In the
European Region, 74.5% of the policies were formulated since the 1990s compared to only 41.6% and 37.5% of the policies in the
Western Pacific and Eastern Mediterranean Regions, respectively.

While some countries may have reported no policy, they may actually have individual plans or programmes for dealing with drug
abuse or dependence. In spite of our efforts, it is possible that some countries may have reported the existence of substance abuse
policies because they have legislation on substance abuse. This could be because a number of countries do have narcotics related
legislation. However, specific details about the substances covered by substance abuse policy, the dates on which the policies were
revised and the extent of their implementation are not available.

THERAPEUTIC DRUGS

Definitions

e Therapeutic drug policy: a written commitment, endorsed by the Minister of Health or the Cabinet, to ensure accessibility and
availability of essential therapeutic drugs. It contains measures for regulating the selection, purchase, procurement, distribution
and use of essential and appropriate drugs, including those for mental and neurological disorders. It can also specify the number
and types of drugs to be made available to health workers at each level of the health service according to the functions of the
workers and the conditions they are required to treat. Under the national policy, drugs may be supplied free of charge to all or
selected groups.

e [Essential list of drugs: the officially approved list of essential drugs that the country has adopted. It is usually adapted from the
WHO Model List of Essential Drugs.

20. Presence of a therapeutic drug policy/essential list of drugs in each WHO Region and the world

WHO Regions Therapeutic Drug Policy/
Essential List of Drugs (%)

Africa 93.5

Americas 90.9

Eastern Mediterranean 95.2

Europe 81.6

South-East Asia 100

Western Pacific 85.2

World 89.3

N =187

Some 89.3% of countries in the world, covering a population of 91.1%, reported the existence of a therapeutic drug policy or
essential list of drugs. In the European Region 81.6% of countries have either one or other of them. All countries in the South-East
Asia Region have either a policy or an essential list of drugs.
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21. Year of initial formulation of the therapeutic drug policy/essential list of drugs

Years Countries (%)
Up to 1960 1.5

1961 — 1970 2.2

1971 - 1980 10.3

1981 - 1990 19.1

1991 - 2000 61.0

After 2000 5.9

N =136

22. Year of initial formulation of the therapeutic drug policy/essential list of drugs since 1990

Years Countries (%)
1991 — 1992 9.9

1993 — 1994 14.3

1995 — 1996 19.8

1997 — 1998 26.4

1999 - 2000 20.9

2001 - 2002 5.5

2003 - 2004 33

N =91

Two-thirds of the policies or essential lists of drugs were formulated since the 1990s. Of these, one-tenth were formulated since
2001.

Information about availability, most common basic strength and cost of a specific list of drugs was sought.

23. Availability of therapeutic psychotropic drugs in primary care

Drug Countries (%)
Carbamazepine (N = 185) 91.4
Ethosuximide (N = 183) 37.2
Phenobarbital (N = 185) 93.0
Phenytoin (N = 183) 77.0
Sodium Valproate (N = 184) 67.4
Amitriptyline (N = 184) 86.4
Chlorpromazine (N = 186) 91.4
Diazepam (N = 186) 96.8
Fluphenazine (N = 183) 705
Haloperidol (N = 184) 91.8
Lithium (N = 185) 65.4
Biperiden (N = 184) 435
Carbidopa (N = 180) 51.1
Levodopa (N = 181) 61.9
N = 180-186.

Among anti-epileptics, phenobarbital is available in 93.0% of countries and phenytoin in 77.0% of countries. Amitriptyline, an
anti-depressant, is available in 86.4% of countries. Among anti-psychotics, chlorpromazine is available in 91.4% of countries but
fluphenazine in only 70.5% of countries. Lithium, a mood stabilizer, is available in 65.4% of countries. Carbamazepine and sodium
valproate which although are anti-epileptics can also act as mood stabilizers and are available in 91.4% and 67.4% of countries,
respectively. Anti-Parkinson drugs are available in a lesser number of countries, with biperiden available in only 43.5% of countries.

Although the availability reported by countries is high, it should be kept in mind that these drugs are neither available in all primary
care centres of a country nor are they easily available at all times. Thus, effectively, the availability of these drugs would be much
lower than that reported.
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24. Availability of three* essential therapeutic psychotropic drugs at primary care level in each WHO Region and the world

WHO Regions Countries (%)
Africa 67.4
Americas 62.9
Eastern Mediterranean 50.0
Europe 62.7
South-East Asia 63.6
Western Pacific 81.5
World 65.1

N =192 *phenytoin, amitriptyline and chlorpromazine

In the world, 65.1% of countries report having each of the three drugs: amitriptyline (an anti-depressant), chlorpromazine (an anti-
psychotic) and phenytoin (an anti-epileptic). In the African Region all three of these drugs are available in 67.4% of countries.

The cost of the aforementioned three drugs varies widely within different WHO Regions and income groups. In order to make a
simple comparison, the cost of drugs for treating mental disorders for one year using an average maintenance dose was calculated
for all countries.

25. Comparison of median per year expenditure for treating depression with amitriptyline (150mg/day) within different WHO

Regions

WHO Regions Median cost (USD)
Africa 34.38

Americas 21.90

Eastern Mediterranean 60.12

Europe 78.40

South-East Asia 36.14

Western Pacific 54.09

26. Comparison of median per year expenditure for treating psychotic disorders with chlorpromazine (400mg/day) within different
WHO Regions

WHO Regions Median cost (USD)
Africa 49.06

Americas 100.30

Eastern Mediterranean 48.98

Europe 100.45

South-East Asia 28.47

Western Pacific 47.23

27. Comparison of median per year expenditure for treating epilepsy with phenytoin (300mg/day) within different WHO Regions

WHO Regions Median cost (USD)
Africa 20.59

Americas 42.38

Eastern Mediterranean 34.11

Europe 33.95

South-East Asia 22.34

Western Pacific 44.13

Across different WHO Regions, the cost of treatment for one year using amitriptyline (150 mg/day) varies from $21.90 in the
Eastern Mediterranean Region to $78.40 in the European Region; for chlorpromazine (400 mg/day), the cost varies from $28.47 in
the South-East Asia Region to $100.45 in the European Region; and for phenytoin (300 mg/day), the cost varies from $20.59 in the
African Region to $44.13 in the Western Pacific Region.
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28. Comparison of median per year expenditure for treating depression with amitriptyline (150mg/day) in different income groups
of countries

Income Group of Countries* Median cost (USD)

Low 50.37
Lower Middle 49.60
Higher Middle 35.48
High 89.13

*World Bank, 2004

29. Comparison of median per year expenditure for treating psychotic disorders with Chlorpromazine (400mg/day) in different
income groups of countries.

Income Group of Countries* Median cost (USD)

Low 47.89
Lower Middle 35.84
Higher Middle 108.62
High 155.20

*World Bank, 2004

30. Comparison of median per year expenditure for treating epilepsy with phenytoin (300mg/day) in different income groups of

countries
Income Group of countries* Median cost (USD)
Low 16.43
Lower Middle 27.65
Higher Middle 35.04
High 44.35

*World Bank, 2004

Across different income groups the median cost for one year of treatment with amitriptyline (150 mg/day) varies from $35.48 in the
higher middle income group to $89.13 in the high income group; for chlorpromazine (400mg/day), the cost varies from $35.84 in
the lower middle income group to $155.20 in the high income group; and for phenytoin (300mg/day), the cost varies from $16.43
in the low income group to $44.35 in the high income group. From the analysis of cost it is apparent that low income countries
which have a GNP/capita that is at least one-twelfth that of high income countries pay only half the cost for treatment of depres-
sion (with amitriptyline) and epilepsy (with phenytoin) and one-fourth of the cost for the treatment of psychosis (with chlorpro-
mazine).

BUDGET FOR MENTAL HEALTH CARE

Definition
e Specified budget for mental health: the regular source of money, available in a country’s budget, allocated for actions directed
towards the achievement of mental health objectives.

31. Presence of a specified budget for mental health care in each WHO Region and the world.

WHO Regions Countries (%)
Africa 62.2
Americas 78.1
Eastern Mediterranean 71.4
Europe 70.0
South-East Asia 90.0
Western Pacific 59.3
World 69.2
N =185
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In spite of the importance of a separate mental health budget within the total health budget, 30.8% of countries reported not hav-
ing a specified budget for mental health care. In the Regions of Africa, Eastern Mediterranean and Western Pacific, such a budget is
present in 62.2%, 71.4% and 59.3% of countries. On the other hand, 78.1% of countries in the Americas Region have a specified
budget for mental health care.

32. Specified budget for mental health as a proportion of total health budget in each WHO Region (N = 101)
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Although only 101 countries have provided information on the actual budget for mental health, this nevertheless covers about 4.8
billion people. Of the 101 countries 20.9%, covering a population of more than 1 billion, spend less than 1% of the total health
budget on mental health. In the Regions of Africa and South-East Asia, 70.0% and 50.0% of countries, respectively, spend less than
1% of their health budget on mental health care. More than 61.5% of countries in the European Region spend more than 5% of
their health budget on mental health care.

33 a. Specified budget for Mental Health as a proportion of total health budget by GDP/capita (I$) (N = 86)
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33 b. Specified budget for Mental Health as a proportion of total health budget by Per Capita Government Expenditure
on Health (I$) (N = 101)
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Among low income countries, 29.2% accounting for a population in excess of 0.5 billion spend less than 1% of their budget on
mental health care. While, among high income countries, only 0.7% accounting for a population of about 5 million people, spend
less than 1% of their health budget on mental health care.

Many European Region countries report that while they do not have a national budget specifically for mental health care, they do
allocate budgets to each province or state under their mental health programmes. In many countries mental health is a part of the
primary health care system making it difficult to ascertain the budget for mental health care.

The number of countries that reported a specified budget for mental health as a proportion of their total health budget is relatively
small. Many countries, especially in the European Region, do not have a separate mental health budget. However, they make finan-
cial allocations for mental health within the overall health budget at federal or state level. Some countries have a federal system
where individual states are responsible for health expenditure. These countries were not able to provide aggregate figures. It is also
possible that some countries have provided the budget allocations for their national mental health programmes. Again, some coun-
tries like Austria were unable to provide specific information about the mental health budget as mental health care is fully integrated
within the primary care system, as advocated by WHO, and no separate budget exists for mental health. Information is also lacking
about budget allocations to Government or non-governmental sectors, for rural or urban sectors and for distribution of budgets for
different services and resources. In view of all these limitations the data on mental health budgets should be viewed as preliminary
and indicative, even at the country level.

METHODS OF FINANCING MENTAL HEATH CARE

Definitions

e Out-of-pocket payment: money spent by the consumer or the consumer’s family as the need arises.

e Tax based funding: money for mental health services raised through taxation: either through general taxation or through taxes
earmarked specifically for mental health services.

e Social insurance: everyone above a certain income level is required to pay a fixed percentage of their income to a government-
administered health insurance fund. In return, the Government pays for part or all of the consumer’s mental health services,
should they be needed.

e Private insurance: the health care consumer voluntarily pays a premium to a private insurance company. In return, the insurance
company pays for part or all of the consumer’s mental health services, should they be needed.

e External grants: money provided to countries by other countries or international organizations.

The most important source of financing mental health has been reported by 180 countries.
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34. Methods of financing* mental health care in each WHO Region and the world

WHO Regions Mode of finance Most common method Second most common
of financing method of financing
Countries (%) a) Countries (%) b)
Africa Out-of-pocket payment 38.6 40.0
Tax Based 54.5 16.0
Social insurance 0 16.0
Private insurance 4.5 16.0
External Grants 23 12.0
Americas Out-of-pocket payment 12.9 25.0
Tax Based 74.2 25.0
Social insurance 6.5 40.0
Private insurance 3.2 10.0
External Grants 3.2 0
Eastern Mediterranean Out-of-pocket payment 15.8 57.1
Tax Based 68.4 21.4
Social insurance 5.3 7.1
Private insurance 0 14.3
External Grants 10.5 0
Europe Out-of-pocket 0 28.9
Tax Based 55.1 23.7
Social insurance 449 26.3
Private insurance 0 211
External Grants 0 0
South-East Asia Out-of-pocket payment 30.0 50.0
Tax Based 70.0 25.0
Social insurance 0 0
Private insurance 0 0
External Grants 0 25.0
Western Pacific Out-of-pocket payment 18.5 37.5
Tax Based 70.4 18.8
Social insurance 3.7 25.0
Private insurance 0 12.5
External Grants 7.4 6.3
World Out-of-pocket payment 17.8 36.4
Tax Based 62.8 21.5
Social insurance 14.4 22.3
Private insurance 1.7 14.9
External Grants 3.3 5.0

a) N =180 b) N = 121 *based on information provided by countries

World-wide, out-of-pocket payment is the most important method for financing mental health care in 17.8% of countries. In
62.8% of countries the most important method is tax based; in 14.4% of countries: social insurance; in 1.7% of countries: private
insurance; and in 3.3% of countries external grants from international organizations and other countries. Across all Regions, tax
based financing is the most important financing method in half to almost three-quarters of the countries. Out-of-pocket payment

is the most important method of financing in 38.6% of countries in the African Region, in 30% of countries in the South-East Asia
Region and in 18.5% of countries in the Western Pacific Region. Out-of-pocket payment is not the primary method of financing
mental health in any country in the European Region. In the European Region social insurance is the primary method of financing in
44.9% of countries and in the Americas Region in 6.5% of countries, compared to none in the African and South-East Asia Regions
and only 3.7% and 5.3% of countries in the Regions of the Western Pacific and Eastern Mediterranean, respectively. Private insur-
ance and external grants are primary sources of financing in very few countries across the world.

Of the 121 countries that provided details on the second most important method of financing mental health care, 36.4% of coun-
tries use out-of-pocket payment, 21.5% tax based, 22.3% social insurance, 14.9% private insurance and 5.0% external grants.
Out-of-pocket payment is the second most used method of financing mental health care in 40.0% of countries in the African
Region, 25.0% of countries in the Region of the Americas, 57.1% of countries in the Eastern Mediterranean Region, 28.9% of
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countries in the European Region, 50.0% of countries in the South-East Asia Region and 37.5% of countries in the Western Pacific
Region. Social insurance, as the second most important method of financing is used by 40.0% of countries in the Region of the
Americas and more than 25.0% of countries in the European and Western Pacific Regions. Importantly, 16.0% of countries in the
African Region report using social insurance as the second most common method of financing mental health. In the South-East Asia
Region, no country uses social insurance to finance mental health care, not even as the second most common method of financing.

The methods of financing across different income groups also vary.

35. Primary method of financing* mental health care in each income group of countries

Income Group Mode of finance Most common method Second most common
of Countries** of financing method of financing
Countries (%) a) Countries (%) b)

Low Out-of-pocket payment 42.9 355

Tax Based 50.0 323

Social insurance 0 16.1

Private insurance 3.6 3.2

External Grants 3.6 12.9
Lower Middle Out-of-pocket payment 16.0 371

Tax Based 72.0 8.6

Social insurance 8.0 31.4

Private insurance 0 171

External Grants 4.0 5.7
Higher Middle Out-of-pocket payment 0 39.1

Tax Based 63.6 26.1

Social insurance 30.3 17.4

Private insurance 0 17.4

External Grants 6.1 0
High Out-of-pocket payment 0 323

Tax Based 64.9 22.6

Social insurance 324 22.6

Private insurance 2.7 22.6

External Grants 0 0

a) N =176 b) N = 120 *based on information provided by countries **World Bank, 2004

Across different income groups, tax based care is the primary method of financing mental health in all countries irrespective of their
income. Out-of-pocket payment is the primary method in 42.9% of low income countries compared to none in the higher middle
income and high income countries. Social insurance is the primary method in 32.4% of high income countries, 30.3% of higher
middle income countries and 8% of lower middle income countries. No low income country uses social insurance as its primary
method of financing mental health care. Private insurance and external grants are used by a limited number of countries.

Across different income groups, out-of-pocket payment is the second most important financing method in 35.5% of low income
countries, 37.1% of lower middle income countries, 39.1% of higher middle income countries and 32.3% of high income countries.
Taxes are an important secondary method of financing in 32.3% of low income countries, 8.6% of lower middle income countries,
26.1% of higher middle income countries and 22.6% of high income countries. Social insurance is an important secondary financ-
ing method in only 16.1% of low income countries. Private insurance is the second most important method in 22.6% of countries
belonging to the high income group and more than 17% of countries belonging to the middle income groups.

The most relevant point to emerge is that although tax based financing is the most important method of financing in the mental
health sector, out-of-pocket payment is also a major method of financing. The latter is considered to be an unsatisfactory method
for financing mental health care. Unfortunately, it is a common method in low income countries and in some of the poorest Regions
of the world — the African, Eastern Mediterranean and South-East Asia Regions. Social insurance and private insurance is more
important in the European Region and high income countries. Insurance plays almost no part in financing mental health care in the
South-East Asia Region and a minimal part in the Regions of Africa and Western-Pacific. In the Region of the Americas, although
tax based financing is the most important, out-of-pocket payment and both social and private insurance are also important methods
of financing mental health care.
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The information on the sources of financing for mental health care as presented here has several limitations and should be consid-
ered both preliminary and indicative. It is derived only from governmental sources, pertains only to the ‘'most important’ method

of financing and is not supported at present by actual numbers. Although working definitions of the terms used were provided, it
is possible that some countries may not have used them accurately when providing information. Since mental health financing is a
relatively new area of investigation most countries do not have the information required to accurately provide data on this. The rat-
ings provided are the estimates of the respondents and are at best approximations. They are not based on available statistics. There
is also a lack of information about the proportion of each category of financing for mental health care. This is because this project
only sought information ranked by order of importance on each source of financing. It is hoped that in future as countries become
more aware of this issue, more accurate and definitive information on mental health financing sources will be available.

MENTAL HEALTH IN PRIMARY CARE AND TRAINING

Definitions

e Mental health in primary care: the provision of basic preventive and curative mental health at the first level of the health care
system. Usually this means that care is provided by a non-specialist who can refer complex cases to a more specialized mental
health professional.

e Training of primary care personnel: the provision of essential knowledge and skills in identification, prevention and care of men-
tal disorders to primary health care personnel.

36. Presence of mental health care facilities and treatment facilities for severe mental disorders in primary care in each WHO
Region and the world

WHO Regions Presence of Mental Health Presence of Treatment
Care in Primary Care (%)* Facilities for Severe Mental
Disorders in Primary Care (%)**

Africa 82.6 60.9
Americas 93.9 625
Eastern Mediterranean 81.8 63.6
Europe 96.1 68.6
South-East Asia 80.0 44.4
Western Pacific 77.8 51.9
World 87.3 61.5

*N =189 **N =187

37. Presence of mental health care facilities and treatment facilities for severe mental disorders in each income group of countries

Income Group of Countries* Presence of Mental Health Presence of Treatment
Care in Primary Care (%)* Facilities for Severe Mental
Disorders in Primary Care (%)**

Low 76.3 55.2
Lower Middle 87.0 444
Higher Middle 100 72.7
High 97.4 86.8

*World Bank, 2004 **N = 185 ***N = 183

Mental health facilities at primary level are reported to be present in 87.3% of countries and to cover 96.5% of the world's popula-
tion. However, in actual fact, the population coverage is lower, as primary care services are not distributed evenly across all coun-
tries. They are available in more than 77% of countries in the Eastern Mediterranean and Western Pacific Regions and in around
95% of countries in the Americas and European Region. Across income groups they are present in 76.3% of low income countries
and 97.4% of high income countries.

In a separate question, respondents were asked about the availability of treatment facilities for severe mental disorders in primary
care settings. These were reported to be available in only 61.5% of countries in the world covering 52.8% of the population. The
actual population coverage is in fact lower since it is not uniform. Such facilities are available in only 44.4% of countries in the
South-East Asia Region. Even in the Regions of Europe and Americas, they are available in only 68.8% and 62.5% of countries.
Across different income groups they are available in 55.2% of low income countries, 44.4% of lower middle income countries and
86.8% of high income countries.
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38. Presence of training facilities for primary care personnel in mental health in each WHO Region and the world

WHO Regions Countries (%)
Africa 58.7
Americas 27.3
Eastern Mediterranean 81.8
Europe 68.8
South-East Asia 90.0
Western Pacific 55.6
World 59.7
N =186

It is not sufficient to have an infrastructure for mental health care at the primary level without having adequately trained staff to
detect mental health problems and manage them effectively. In the world, 59.7% of countries have some training facilities for pri-
mary care personnel in the field of mental health. Whereas 90.0% of countries of the South-East Asia Region have some training
facilities, the same are available in only 27.3% of countries in the Region of the Americas.

39. Presence of training facilities for primary care personnel in mental health in each income group of countries

Income Group of Countries* Countries (%)

Low 60.3
Lower Middle 61.1
Higher Middle 55.9
High 66.7

N = 182 *World Bank, 2004
Training facilities are available in 60.3% of low income countries and 66.7% of high income countries.

A Kruskal-Wallis one way ANOVA revealed that there was a significant relationship between the presence of primary care activi-
ties in mental health and the number of psychiatrists (x>= 22.8, p<0.01) and the number of psychiatric nurses (x>= 19.7, p<0.01).
Primary care treatment facilities for mental disorders also showed a significant relationship with the number health professionals,
psychiatric nurses (x2= 7.3, p<0.05), psychologists (x?= 10.7, p<0.01) and social workers (x2= 4.1, p<0.01). In all cases there were a
greater number of professionals when primary health care and treatment facilities were available.

Although a large number of countries have reported mental health as an integral part of primary care level, the actual implementa-
tion of this at ground level is highly uneven. Often the facilities are restricted to particular areas where specific projects are in place
and do not extend to the whole country. Treatment facilities for severe mental disorders in primary care settings across different
countries also vary greatly. The quality of care provided was not ascertained through this exercise. More information is required
about the different personnel involved in the primary care of psychiatric patients. Whereas in some countries primary care is essen-
tially provided by medical assistants, nurses or other primary care workers, in other countries it is provided by primary care doctors.
Training also varies across countries. While some have regular and more comprehensive programmes for different types of person-
nel, others do not. The data, however, do not reflect these differences in quality and coverage of training activities. Some countries
might not have reported having regular training facilities for primary care workers because the latter may have been trained in men-
tal health before their job placements or there may be local facilities for training.
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PSYCHIATRIC BEDS

Definition
* Psychiatric bed: bed maintained for continuous use by patients with mental disorders. These beds are located in public and pri-
vate psychiatric hospitals, general hospitals and hospitals for the elderly and children.

The mean number of psychiatric beds in the world per 10 000 population is 4.36 (standard deviation (S.D.) 5.47, median 1.6).

40. Median number of psychiatric beds per 10 000 population in each WHO Region and the world

WHO Regions Median per 10 000 population
Africa 0.34

Americas 2.60

Eastern Mediterranean 1.07

Europe 8.00

South-East Asia 0.33

Western Pacific 1.06

World 1.69

N =185

The median figures per 10 000 population vary from 0.33 in the South-East Asia Region to 8.00 in the European Region.

41. Median number of psychiatric beds per 10 000 population in each income group of countries

Income Group of Countries* Median per 10 000 population

Low 0.24
Lower Middle 1.59
Higher Middle 7.70
High 7.50

N =181 *World Bank, 2004

The distribution of psychiatric beds across different income countries also varies. The mean and median figures per 10 000 popula-
tion in low income countries are 0.68 and 0.24, respectively, compared with 8.94 and 7.50, respectively, in high income countries.

There are approximately 1.84 million psychiatric beds in the world and 68.6% of them are in mental hospitals.

42. Approximate proportion of psychiatric beds in different settings in each WHO Region and the world*

WHO Regions Mental Hospitals (%) General Hospitals (%)
Africa 73.0 21.4

Americas 80.6 10.3

Eastern Mediterranean 83.0 8.8

Europe 63.5 21.8

South-East Asia 82.7 11.2

Western Pacific 60.1 345

World 68.6 19.8

* Other beds may be located in private and military hospitals, hospitals for special groups of population, long-term rehabilitation centres, etc.

Across different Regions, South-East Asia has 82.7% of its psychiatric beds in mental hospitals compared with 63.5% in the
European Region. In the Region of the Americas 80.6% of the psychiatric beds are in mental hospitals. The Western Pacific Region
has the highest proportion of psychiatric beds in general hospitals (34.5%), followed by Europe with 21.8% of their total psychiatric
beds in general hospitals. The Americas have 10.3% of their total psychiatric beds in settings other than mental or general hospitals.
These include military hospitals, private set-ups, long-term rehabilitation centres, among others.
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43. Approximate proportion of psychiatric beds in mental hospitals in each income group of countries

Income Group of Countries* Mental Hospitals (%)

Low 74.4
Lower Middle 82.7
Higher Middle 78.8
High 55.0

N = 173 *World Bank, 2004

In low income countries 74.4% of the beds are in mental hospitals. Even, in high income countries the figure is 55.0%.

44. Distribution of psychiatric beds per 10 000 population in each WHO Region and the world.

WHO Regions Psychiatric Beds per 10 000 population in each category — countries % (Population covered %)
0-1 1.01-5 5.01-10 >10

Africa 78.3 (83.0) 17.4 (17.0) 4.3 (0.0 -

Americas 29.0 (22.9) 29.0 (29.8) 16.1 (42.7) 25.8 (3.8)

Eastern Mediterranean 50.0 (58.8) 40.9 (40.0) 9.1(1.2) -

Europe - 255 (25.7) 49.0 (45.0) 255 (29.3)
South-East Asia 75.0 (94.9) 25.0 (5.1) - -

Western Pacific 48.1 (10.8) 37.0 (78.3) 7.4(0.4) 7.4 (10.1)
World 40.5 (44.7) 27.6 (35.8) 19.5 (12.0) 12.4 (7.5)

N =185

In 40.5% of countries covering 44.7% of the population there is less than one psychiatric bed per 10 000 of the population. In the
South-East Asia Region 94.9% of the population has access to less than one bed per 10 000 population. In the Regions of Africa
and the Western Pacific, 83.0% and 10.8% of the population, respectively, have access to less than one bed per 10 000 population.
In the European Region 25.7% of the population has access to less than 5 psychiatric beds per 10 000 population.

45. Distribution of psychiatric beds per 10 000 population in each income group of countries

Income Group of Countries* Psychiatric beds per 10 000 population in each category — countries % (Population covered %)

0-1 1.01-5 5.01-10 >10
Low 84.5 (96.0) 12.1 (3.8) 3.4 (0.5) -
Lower Middle 34.6 (17.3) 44.2 (72.7) 19.2 (4.7) 1.9 (5.5)
Higher middle 12.1 (32.1) 27.3 (28.6) 30.3 (32.1) 30.3 (5.4)
High 2.6 (0) 28.9 (14.0) 36.8 (53.3) 31.6 (33.7)

N = 181 *World Bank, 2004

In 84.5% of low income countries covering a population 96.0%, there is less than one psychiatric bed per 10 000 population. In
high income countries more than 10.0% of the population has access to less than 5 psychiatric beds per 10 000 population.

A Kruskal-Wallis one way ANOVA revealed that there was a significant relationship between income groups and the number of psy-
chiatric beds (x2=79.1, p<0.01). Countries in the high income group also had the highest number of available beds.

There are some limitations in the data for psychiatric beds. The number of beds reported in general hospital settings, private hospital
settings or other settings may be incomplete for some countries due to the absence of definite data. The category of ‘other beds’,
includes beds in private hospitals, military hospitals, hospitals for special populations and long-term rehabilitation centres. No infor-
mation was available on beds in chronic care versus acute care. Some countries may also have reported beds allocated for neurology
within the category of psychiatric beds. Information on the distribution of beds in rural and urban settings or for the number of beds
for adult, geriatric and child psychiatry is also not available.
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PROFESSIONALS

46. Mental health and related professionals per 100 000 population in the world

Professionals Mean Median Standard Deviation (SD)
Psychiatrists 4.15 1.2 6.07

Psychiatric Nurses 12.97 2.0 26.17

Neurologists 2.13 0.3 3.74

Neurosurgeons 0.58 0.2 1.26

Psychologists working in mental health 7.35 0.6 18.1

Social Workers working in mental health 11.58 0.4 44.96

From the table above it is obvious that not only is there a shortage in the number of professionals in the world as a whole, but there
is also a wide variation in the number of professionals among different WHO Regions with the Regions of Africa, South-East Asia
and Eastern Mediterranean, especially, lacking adequate numbers of different mental health professionals.

PSYCHIATRISTS

Definition
e Psychiatrist: a medical doctor who has had at least two years of post-graduate training in psychiatry at a recognized teaching
institution. This period may include training in any sub-speciality of psychiatry.

47. Median number of psychiatrists per 100 000 population in each WHO Region and the world

WHO Regions Median per 100 000 population
Africa 0.04

Americas 2.00

Eastern Mediterranean 0.95

Europe 9.80

South-East Asia 0.20

Western Pacific 0.32

World 1.20

N =187

The median number of psychiatrists per 100 000 population varies from 0.04 in the African Region to 9.80 in the European Region.

48. Median number of psychiatrists per 100 000 population in each income group of countries

Income Group of Countries* Median per 100 000 population

Low 0.05
Lower Middle 1.05
Higher Middle 2.70
High 10.50

N =183 *World Bank 2004

The median figure for low income countries is 0.05 per 100 000 population and that in the high income countries is 10.50 per 100
000 population.

There are approximately 1 800 psychiatrists for 702 million people in the African Region compared to more than 89 000 psychia-
trists for 879 million people in the European Region.
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49. Distribution of psychiatrists per 100 000 population in each WHO Region and the world

WHO Regions Psychiatrists per 100 000 population in each category — countries % (Population covered %)
0-1 1.01-5 5.01-10 >10

Africa 89.1 (83.8) 10.9 (16.2) - -

Americas 28.1 (6.1) 53.1 (47.5) 3.1 (1.5) 15.6 (46.0)

Eastern Mediterranean 54.5 (78.3) 455 (22.9) - -

Europe 2.0(7.9) 23.5(15.1) 31.4 (25.2) 43.1 (561.1)

South-East Asia 100 (100) - - -

Western Pacific 66.7 (12.4) 22.2 (78.5) 7.4 (7.6) 3.7 (1.1)

World 47.6 (46.5) 27.3 (34.0) 10.2 (5.8) 15.0 (13.7)

N =187

In 47.6% of countries covering 46.5% of the world's population there is less than one psychiatrist per 100 000 population. All
countries in the South-East Asia Region and 89.1% of countries (covering 83.8% of the population) in the African region have less

than one psychiatrist per 100 000 population.

50. Distribution of psychiatrists per 100 000 population in each income group of countries

Income Groups

Psychiatrists per 100 000 population in each category — countries % (Population covered %)

0-1 1.01-5 5.01-10 >10
Low 87.9 (96.5) 10.3 (3.3) 1.7 (0.3) -
Lower Middle 50.0 (23.4) 35.2 (66.7) 11.1 (3.3) 3.7 (5.6)
Higher middle 24.2 (10.7) 39.4 (44.6) 15.2 (17.9) 21.2 (26.8)
High - 31.6 (12.1) 18.4 (22.1) 50.0 (65.8)
N =183

In low income countries, 87.9% of the countries covering 96.5% of the population, have less than one psychiatrist per 100 000
population. Even when available, most psychiatrists are based in large cities and large populations living in rural areas have no access

to them.

The data on the number of psychiatrists have certain limitations. Some countries were unable to provide an accurate number of psy-
chiatrists, especially those working in the private sector. Since the source of information in some countries was the national associa-
tion of psychiatrists, it is possible that psychiatrists who are not members of these associations have not been included. The distribu-
tion of psychiatrists within countries is also very uneven with the majority concentrated in urban areas. This distribution creates even
greater disparity in their availability than is apparent from the average figures. There are also regional differences in the availability
of psychiatrists within a country and this is not reflected in the data.

PSYCHIATRIC NURSES

Definition

e Psychiatric nurse: a graduate of a recognized, university-level nursing school with a specialization in mental health. Psychiatric
nurses are registered with the local nursing board (or equivalent) and work in a mental health care setting.

51. Median number of psychiatric nurses per 100 000 population in each WHO Region and the world

WHO Regions Median per 100 000 population
Africa 0.20

Americas 2.60

Eastern Mediterranean 1.25

Europe 24.8

South-East Asia 0.10

Western Pacific 0.50

World 2.00

N =176

The median number of psychiatric nurses per 100 000 population varies from 0.10 in the South-East Asia Region to 24.8 in the

European Region.
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52. Median number of psychiatric nurses per 100 000 population in each income group of countries

Income Group of Countries*

Median per 100 000 population

Low 0.16
Lower Middle 1.05
Higher Middle 5.35
High 32.95

N = 172 *World Bank, 2004

Low income countries have a median of 0.16 per 100 000 population, whereas in high income countries the value is 32.95 per 100
000 population.

The Eastern Mediterranean Region has about 6 500 psychiatric nurses for 527 million people, compared with the European Region
which has approximately 353 000 psychiatric nurses for 879 million people.

53. Distribution of psychiatric nurses per 100 000 population in each WHO Region and the world

WHO Regions Psychiatric nurses per 100 000 population in each category — countries % (Population covered %)
0-1 1.01-10 10.01 - 50 >50

Africa 68.9 (48.7) 31.1 (52.1) - -

Americas 40.7 (29.8) 37.0 (63.8) 18.5 (6.4) 3.7 (0.1)

Eastern Mediterranean 50.0 (71.6) 31.8 (27.3) 18.2 (1.1) -

Europe 6.5 (0.7) 23.9 (23.4) 52.2 (48.2) 17.4 (27.7)
South-East Asia 77.8 (94.8) 222 (5.2) - -

Western Pacific 63.0 (12.1) 18.5 (76.2) 7.4 (3.1) 11.1 (8.6)

World 45.5 (44.0) 27.8 (41.2) 19.9 (8.4) 6.8 (6.4)

N =176

In the South-East Asia and Eastern Mediterranean Regions 77.8% and 50.0% of the population, respectively, have access to less
than one psychiatric nurse per 100 000 population.

54. Distribution of psychiatric nurses per 100 000 population in each income group of countries

Income Group of Countries* Psychiatric nurses per 100 000 population in each category — countries % (Population covered %)

0-1 1.01-10 10.01 - 50 >50
Low 75.9 (85.9) 20.7 (13.9) 3.4 (0.5) -
Lower Middle 50.0 (20.1) 35.4 (71.1) 14.6 (8.8) -
Higher middle 23.3 (51.1) 43.3 (21.3) 30.0 (29.8) 3.3(0.1)
High 5.6 (0.1) 16.7 (37.8) 47.2 (21.2) 30.6 (41.0)

N =172 *World Bank, 2004

In 75.9% of low income countries (covering 85.9% of population) there is less than one psychiatric nurse per 100 000 population.
Almost 25% of the population in high middle income countries has less than 10 psychiatric nurses per 100 000 population.

55. Comparison of mean number of psychiatrists to psychiatric nurses per 100 000 population in each WHO Region and the

world
WHO Regions Mean number Mean number
of Psychiatrists of Psychiatric Nurses
per 100 000 population per 100 000 population
Africa 0.26 1.54
Americas 4.54 9.27
Eastern Mediterranean 1.41 6.22
Europe 10.49 34.49
South-East Asia 0.25 0.71
Western Pacific 1.89 8.65
World 4.15 12.97

The ratio of psychiatrists to psychiatric nurses in the Americas is 1:2, compared with a ratio of 1:5 in the Regions of Africa and
Western Pacific.
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Many of the limitations of the data on psychiatric nurses are similar to those for psychiatrists. However, there are some more specific
limitations for this data. The total number of psychiatric nurses in some countries may actually be less as some countries may have
reported general nurses, who work in psychiatric facilities, as psychiatric nurses, even though they may not have psychiatric nursing
training. Some countries were unable to provide data on psychiatric nurses as they do not have a separate register for different cat-
egories of nurses. To expand the information base on the role of nurses in mental health care, WHO is at present collecting informa-
tion from all countries under a new project- Atlas-Nursing.

NEUROLOGISTS & NEUROSURGEONS

Definitions

e Neurologist: a medical doctor who has at least two years of post-graduate training in neurology at a recognized teaching institu-
tion.

e Neurosurgeon: a medical doctor who has at least two years of post-graduate training in neurosurgery at a recognized teaching
institution.

56. Median number of neurologists and neurosurgeons per 100 000 population in each WHO Region and the world

WHO Regions Median number of Median number of
neurologists* neurosurgeons**
per 100 000 population per 100 000 population

Africa 0.02 0.01
Americas 0.70 0.40
Eastern Mediterranean 0.30 0.20
Europe 4.00 1.00
South-East Asia 0.05 0.03
Western Pacific*** 0.00 0.00
World 0.30 0.20

*N =168 **N = 167 ***the median numbers for the Western Pacific Region are O as a number of the smaller countries do not have these
professionals

In the Western Pacific Region the median number of neurologists or neurosurgeons per 100 000 population are both zero, because
many Pacific islands in this Region do not have any neurologists or neurosurgeons. The mean figures for this Region are 0.67 per
100 000 population (neurologists) and 0.43 per 100 000 population (neurosurgeons). The median figures are also low in the African
Region (0.02 neurologists and 0.01 neurosurgeons per 100 000 population) and in the South-East Asia Region (0.05 neurologists
and 0.3 neurosurgeons per 100 000 population for both groups of professionals). Even in the European Region which has the high-
est number of these professionals, the median figures per 100 000 population for neurologists and neurosurgeons are 4.00 and
1.00, respectively.

57. Median number of neurologists and neurosurgeons per 100 000 population in each income group of countries

Income Group of Countries* Median number of Median number of
neurologists* *per neurosurgeons™***
100 000 population per 100 000 population
Low 0.02 0.01
Lower Middle 0.35 0.25
Higher Middle 0.95 0.60
High 3.00 0.90

*World Bank, 2000 **N = 164 ***N = 163

The median figures per 100 000 population in low income countries are 0.02 (neurologists) and 0.01 (neurosurgeons). The corre-
sponding figures for high income countries are 3.00(neurologists) and 0.90 (neurosurgeons).
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58. Distribution of neurologists per 100 000 population in each WHO Region and the world

WHO Regions Neurologists per 100 000 population in each category — countries % (Population covered %)
0-0.1 0.11 -1 1.01-5 >5

Africa 88.9 (88.3) 1.1 (11.7) - -

Americas 15.8 (2.3) 57.9 (11.4) 21.1 (86.4) 5.3 (0.1)
Eastern Mediterranean 31.6 (26.1) 57.9 (72.7) 10.5 (1.1) -

Europe - 16.3 (20.8) 38.8 (50.0) 44.9 (29.2)
South-East Asia 88.9 (96.4) 11.1 (4.0) - -

Western Pacific 63.0 (3.0) 14.8 (85.8) 18.5 (11.8) 3.7(0.1)
World 44.0 (40.5) 23.8 (37.8) 17.9(17.7) 14.3 (3.9)

N =168

All countries in the African and South-East Asia Regions have less than one neurologist per 100 000 population.

59. Distribution of neurosurgeons per 100 000 population in each WHO Region and the world

WHO Regions Neurosurgeons per 100 000 population in each category — countries % (Population covered %)
0-0.1 0.11-0.5 0.51 -1 >1

Africa 88.9 (88.4) 8.9 (11.6) 2.2 (0.1) -

Americas 14.3 (0.1) 38.1(7.9) 23.8 (3.4) 23.8 (87.6)
Eastern Mediterranean 26.3 (20.5) 52.6 (75.0) 15.8 (4.6) 5.3 (0.1)

Europe 10.9 (0.8) 6.5 (2.5) 47.8 (45.9) 34.8 (50.8)
South-East Asia 77.8 (96.1) 22.2 (3.9) - -

Western Pacific 70.4 (12.3) 11.1 (0.7) 11.1 (76.7) 7.4.0 (10)
World 47.3 (43.3) 18.0 (10.3) 20.4 (29.3) 14.4 (17.1)

N =167

All countries in the Regions of Africa and South-East Asia have less than one neurosurgeon per 100 000 population. More than 90%
of countries in the Western Pacific and Eastern Mediterranean Regions also have less than one neurosurgeon.

Some of the limitations of the data on these professionals are similar to those for other professions as highlighted earlier, especially
those related to urban and rural variations. Information on neurologists and neurosurgeons in the private sector may not have been
reported accurately by some countries. Some countries may have reported information on neurologists and neurosurgeons based
on membership figures from professional associations, thereby excluding some neurologists and neurosurgeons who are not mem-
bers of those associations. More comprehensive data on neurologists and neurosurgeons is available in the WHO Atlas — Country
Resources for Neurological Disorders (WHO, 2004b).

PSYCHOLOGISTS WORKING IN MENTAL HEALTH

Definition
e Psychologist working in mental health: a graduate from a recognized, university-level school of psychology with a specializa-
tion in clinical psychology. These psychologists are registered with the local board of psychologists (or equivalent) and work in a

mental health setting.

60. Median number of psychologists working in mental health per 100 000 population in each WHO Region and the world

WHO Regions Median per 100 000 population
Africa 0.05

Americas 2.80

Eastern Mediterranean 0.60

Europe 3.10

South-East Asia 0.03

Western Pacific 0.03

World 0.60

N =177

The median number of psychologists per 100 000 population varies from 0.03 in the South-East Asia and Western Pacific Region to
3.10 in the European Region and 2.80 in the Region of the Americas.
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61. Median number of psychologists working in mental health per 100 000 population in each income group of countries

Income Group of Countries* Median per 100 000 population

Low 0.04
Lower Middle 0.60
Higher Middle 1.80
High 14.0

N = 173 *World Bank, 2004

The median distribution per 100 000 population in low income countries is 0.04 compared to 14.0 in high income countries.

62. Distribution of psychologists working in mental health per 100 000 population in each WHO Region and the world

WHO Regions Psychologists working in mental health per 100 000 population in each category —
countries % (Population covered %)
0-1 1.01-10 10.01 - 50 >50
Africa 91.3 (89.7) 8.7 (10.3) - -
Americas 32.1 (3.5) 39.3 (10.6) 25.0 (80.3) 3.6 (5.6)
Eastern Mediterranean 72.7 (80.9) 22.7 (19.1) 4.5 (0.1) -
Europe 26.1 (24.2) 39.1 (56.7) 19.6 (6.2) 15.2 (12.4)
South-East Asia 88.9 (99.9) 11.1 (0.1) - -
Western Pacific 84.6 (63.6) 11.5 (35.2) 3.8 (1.1) -
World 61.6 (66.0) 23.7 (18.4) 10.2 (12.6) 4.5 (3.0)
N =187

In the world there is less than one psychologist per 100 000 population in 61.6% of countries, accounting for 66.0% of the world's
population. Almost the entire population of the South-East Asia Region and 89.7% of the population of the African Region have
access to less than one psychologist per 100 000 population.

63. Distribution of psychologists per 100 000 population in each income group of countries

Income Group of Countries* Psychologists per 100 000 population in each category — countries % (Population covered %)

0-1 1.01-10 10.01 - 50 >50
Low 91.4 (97.5) 8.6 (2.5) - -
Lower Middle 69.4 (58.3) 24.5 (26.5) 6.1 (15.2) -
Higher Middle 44.8 (28.9) 44.8 (44.4) 6.9 (8.9) 3.4(17.8)
High 13.5(6.2) 32.4(41.2) 35.1 (41.8) 18.9 (11.3)

N = 183 *World Bank, 2004

Among low income countries almost all the population has access to less than one psychologist per 100 000. The number of psy-
chologists actually working in the field of mental health may be less than that reported by countries as some may have included in
their figures psychologists working in all health and related sectors.

As with psychiatrists, some of the limitations of the data on psychologists are similar. However, there are some additional limitations.
Although the definition of ‘psychologist’ was provided to countries, some countries may have used a wider definition that includes
all psychologists in the country and not simply those working in mental health settings. Information from some countries could not
be analysed as they were unable to provide the specific number of psychologists working in mental health out of the total number
of psychologists in the country. No information is available on the number of psychologists working in psycho-diagnostics or in
therapeutics or rehabilitation settings.
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SOCIAL WORKERS WORKING IN MENTAL HEALTH

Definition
e Social workers working in mental health: a graduate from a recognized, university-level school of social work, registered with
the local board of social workers (or equivalent) and working in a mental health setting.

64. Median number of social workers working in mental health per 100 000 population in each WHO Region and the world

WHO Regions Median per 100 000 population
Africa 0.05

Americas 1.00

Eastern Mediterranean 0.40

Europe 1.50

South-East Asia 0.04

Western Pacific 0.05

World 0.40

N =161

The median number of social workers working in mental health per 100 000 population varies from 0.04 in the South-East Asian
Region to 1.50 in the European Region.

65. Median number of social workers working in mental health per 100 000 population in each income group of countries

Income Group of Countries* Median per 100 000 population

Low 0.04
Lower Middle 0.28
Higher Middle 1.50
High 15.70

N = 157 *World Bank, 2004

The median figures per 100 000 population are 0.04 in low income countries and 15.70 in high income countries.

66. Distribution of social workers working in mental health per 100 000 population in each WHO Region and the world

WHO Regions Social workers working in mental health per 100 000 population in each category —
countries % (Population covered %)
0-1 1.01-10 10.01 - 50 >50
Africa 82.2 (87.6) 13.3 (6.8) 4.4 (6.6) -
Americas 52.2 (32.6) 30.4 (3.2) 13.0 (63.2) 4.3 (1.0)
Eastern Mediterranean 61.9 (91.0) 33.3(9.0) 4.8 (0.1) -
Europe 45.9 (38.5) 18.9 (33.3) 8.1(0.8) 27.0 (28.2)
South-East Asia 88.9 (86.0) 11.1 (13.6) - -
Western Pacific 61.5 (83.6) 30.8 (4.4) 7.7 (12.0) -
World 64.0 (75.4) 22.4 (10.8) 6.8 (10.5) 6.8 (3.3)
N =168

In about 64.0% of countries, accounting for about 75.4% of the world's population, there is less than one social worker per 100
000 population. In the African and Eastern Mediterranean Regions more than 85% of the population has access to less than one
social worker per 100 000 population, compared to 52.2% of the population in the Americas. Even in Europe, 45.9% of the popula-
tion has less than one social worker per 100 000 population.

67. Distribution of social workers per 100 000 population in each income group of countries

Income Group of Countries* Social workers per 100 000 population in each category — countries % (Population covered %)

0-1 1.01-10 10.01 - 50 >50
Low 92.7 (98.2) 7.3(1.8) - -
Lower Middle 75.0 (78.6) 18.2 (15.8) 6.8 (5.8) -
Higher Middle 44.4 (67.9) 44.4 (18.9) 7.4 (13.2) 3.7 (1.9)
High 9.7 (0.7) 38.7 (20.0) 19.4 (54.8) 32.3 (24.4)

N = 164 *World Bank, 2004
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In low income countries 92.7% of the population has less than one social worker per 100 000 population. In high income countries
38.7% of the population has less than 10 social workers per 100 000.

One of the primary limitations of this data was the interpretation of the definition by different countries. Some countries may have
reported social workers working in any health department, although the glossary definition specified that they should be working in
a mental health setting. This may have led to over-reporting of social workers in the mental health sector. Information from some
countries could not be analysed as they were unable to provide the specific number of social workers working in mental health as a
proportion of the total number of social workers in the country. No information is available on the number of social workers in the
different mental health settings, e.g. inpatient, outpatient and community services or rural-urban settings.

PROGRAMMES FOR SPECIAL POPULATIONS AND NGOS

Definitions

e Programmes for special populations: programmes that address the mental health concerns, including social integration, of the
most vulnerable and disorder-prone groups of population such as refugees, people affected by natural and man-made disasters,
indigenous people and minorities. Special populations also include people who need special care such as the elderly and children.

e Non-governmental organizations (NGOs): voluntary organizations, charitable groups, service-user or advocacy groups, or pro-
fessional associations.

68. Presence of mental health programmes for special populations in the world

Mental Health Programmes Countries (%)
for Special Populations

Minority Groups 16.5
Refugees 26.2
Disaster Affected Populations  37.7
Indigenous People 14.8
Elderly Persons 50.5
Children 62.4
N = 182-186

Programmes for indigenous people are to be found in 14.8% of countries, programmes for minority groups in 16.5%, programmes
for refugees in 26.2%, programmes for disaster-affected populations in 37.7%, programmes for elderly persons in 50.5% and pro-
grammes for children in 62.4% of countries.

69. Regional distribution of mental health programmes for children in comparison to the percentage of child population in each
WHO Region and the world.

WHO Regions Countries* (%) 0-14 years population (%)
Africa 37.0 42.6

Americas 81.3 30.4

Eastern Mediterranean 72.7 34.6

Europe 77.6 19.1

South-East Asia 54.5 32.8

Western Pacific 50.0 329

World 62.4 31.3

*N =186

With 42.6% of its population made up of children below 14 years, the African Region only has programmes for children in 37.0%
countries, compared to the European Region where 77.6% of countries have a programme. In the European Region, children below
the age of 14 years account for 19.1% of the total population. Programmes for children are also limited in the Western Pacific
Region where only 50.0% of countries have such programmes.
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70. Availability of mental health programmes for children in each income group of countries.

Income Group of Countries* Countries (%)

Low 34.5
Lower Middle 73.6
Higher Middle 72.7
High 86.8

N = 182 *World Bank, 2004

Whereas 86.8% of high income countries have a programme, only 34.5% of low income countries have one. Additional informa-
tion on mental health services for children and adolescents will be available in the Atlas-Child and Adolescents being developed by

WHO.

71. Regional distribution of mental health programmes for the elderly in comparison with the percentage of elderly population in
each WHO Region and the world.

WHO Regions Countries* (%) 60+ years population (%)
Africa 15.6 5.0

Americas 77.4 9.0

Eastern Mediterranean 54.5 5.6

Europe 63.3 17.8

South-East Asia 545 7.3

Western Pacific 50.0 8.1

World 50.5 9.8

*N =184

Programmes for the elderly are found in even fewer countries. They range from being present in 15.6% of countries in the African
Region and 50.0% of countries in the Western Pacific Region, to being present in 77.4% of countries in the Region of the Americas.

72. Availability of mental health programmes for the elderly in each income group of countries.

Income Group of Countries* Countries (%)
Low 17.9

Lower Middle 50.9

Higher Middle 66.7

High 89.5

N = 180 *World Bank, 2004

Programmes for the elderly are present in 89.5% of high income countries and in only 17.9% of low income countries.

73. Presence of NGO activity in mental health in each WHO Region and the world

WHO Regions Countries (%)
Africa 89.1

Americas 90.9

Eastern Mediterranean 85.0

Europe 92.0
South-East Asia 90.9

Western Pacific 77.8

World 88.2

N =187

NGOs are involved in the mental health sector in 88.2% of countries across the world. Across the Regions, availability varies from
77.8% in countries in the Western Pacific Region to 92.0% in the European Region.
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74. Presence of NGO activity in mental health in each income group of countries.

Income Group of Countries* Countries (%)

Low 84.7
Lower Middle 87.0
Higher Middle 93.9
High 91.9

N = 183 *World Bank, 2004

Across the different income groups the figure varies from 84.7% in the low-income countries to 93.9% in the high-income coun-
tries.

Among the various activities carried out by NGOs in different countries, advocacy is carried out in 80.5% of countries, promotion in
79.9% of countries, prevention in 74.2% of countries, treatment in 52.2% of countries and rehabilitation in 82.4% of countries.

Although many countries reported the existence of specific programmes, information on the type and quality of the programmes is
not available. Some countries may not have specific programmes, but do have psychiatric facilities catering for special groups. Some
countries may have had problems in interpreting the definition of special programmes for sub-populations as they differed from
those in their own country. Some countries also had difficulty identifying sub-populations present within their country. Information
is also lacking about the degree of implementation of the different programmes when available. Although many countries have
reported NGO activities in mental health, it is not clear to what extent they cover the population. Information on the quality and
coverage of services of NGOs is lacking. Some of the NGOs mentioned are actually international NGOs working in countries and
not necessarily local NGOs.

MENTAL HEALTH INFORMATION GATHERING SYSTEMS

Definitions

e Annual reporting system: the preparation of information covering health and health services functions and the use of allocated
funds for each year by the Government.

e Information/data collection system: an organized information gathering activity for service data. It usually incorporates patient
admission or discharge rates, outpatient contacts, community contacts and patients subject to mental health legislation.

e Epidemiological studies: research studies focusing on extent and nature of mental disorders.

75. Presence of mental health reporting systems in each WHO Region and the world

WHO Regions Countries (%)
Africa 57.8
Americas 75.8
Eastern Mediterranean 70.0
Europe 87.8
South-East Asia 100
Western Pacific 77.8
World 75.7
N =185

Across the world, annual mental health reporting systems exist in 75.7% of countries. In the Regions of South-East Asia and Europe,
100% and 87.8% of countries, respectively have some form of annual mental health reporting system, compared with only 57.8%
of countries in the African Region.

76. Presence of mental health reporting systems in each income group of countries

Income Group of Countries* Countries (%)

Low 62.1
Lower Middle 81.5
Higher Middle 81.8
High 86.1

N = 181 *World Bank, 2004

Across income groups, 62.1% of low income countries have an annual mental health reporting system compared with 86.1% of
high income countries.
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77. Presence of an epidemiological study or data collection system in mental health in each WHO Region and the world

WHO Regions Countries (%)
Africa 46.7
Americas 71.9
Eastern Mediterranean 52.4
Europe 735
South-East Asia 63.6
Western Pacific 51.9
World 60.5
N =185

A data collection system or an epidemiological study exists in only 60.5% of countries world-wide. Across the different Regions,
they are present in 73.5% of the European Region but only in 46.7% of the African Region. All the other Regions have figures
varying between 50-70%.

78. Presence of an epidemiological study or data collection system in mental health in each income group of countries

Income Group of Countries* Countries (%)

Low 48.3
Lower Middle 59.3
Higher Middle 75.0
High 75.7

N = 181 *World Bank, 2004

Across income groups, a data collection system or an epidemiological study is found in 48.3% of low income countries and in
75.7% of high income countries.

More specific information on epidemiology of mental disorders within low and middle income countries can be found within the
individual country profiles of this volume.
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Comparison of data betwe

A comparison of data collected in the year 2001 with that updated in 2004 would seem natural. However, this should be done
only in the light of certain caveats. First, the data collection exercise on many parameters of mental health resources had not been
conducted in many countries before, thus some changes in data occurred because the method of data collection improved and due
to efforts into triangulation of data sources, i.e. these changes would reflect improvement in reliability of data rather than change
in the actual resource base. Second, the denominator for comparisons in the two data sets (years 2001 and 2004) are different as
many countries responded to queries in 2004 that they had been unable to previously and a new member state was added. On the
other hand, some countries withdrew pieces of information that they felt were unreliable.

Overall, there was a slight increase in countries with a mental health policy, with a 15.5% decrease (66.7% in terms of population
covered) noted in the South-East Asia Region (Table 1-3). This counterintuitive finding is related to the fact that India's National
Mental Health Programme serves as a policy document at the level of the Health Ministry. India doesn't have a separate policy doc-
ument with parliamentary approval. The change was due to availability of more reliable information. No major changes were noted
in the figures for national mental health programme (Table 4-7). A heartening feature was that more countries were providing com-
munity mental health services (Table 8 and 9) than before. These changes were most marked in the Eastern Mediterranean Region
(13.7%) and for higher middle-income countries (13.8%).

Similarly, a slight increase was noted in the number of countries with mental health legislation. This trend was more marked in

the African (8.4%) and American (7.1%) Regions (Table 10-13). The figures on population covered (13.9%) in comparison to

the number of countries with mental health legislation (76%) is low in the Western Pacific Region because China does not have a
comprehensive mental health law; instead, laws relating to mental health issues are spread over various other laws. More countries
were providing disability benefits in some form; the changes in this regard were most marked in the Eastern Mediterranean Region
(10.7%) and the lower middle-income (9.5%) countries (Table 14 and 15).

No major changes occurred in the number of countries with a substance abuse policy (Table 16-19). The apparent increase in the
number of countries that initiated their substance abuse policies after the 1990s is due to improvement in reliability of information
due to triangulation of data.

A slight increase in the number of countries with a therapeutic drug policy or an essential drug list pertaining to psychotropics was
noted. Major changes were not expected really due to the ceiling effect. Almost 90% of countries in all subgroups had such lists/
policies (Table 20-22). Paradoxically a slight decrease (up to 3.6%) seemed to have occurred in the number of countries that made
psychotropics available in primary care (Table 23). This was largely due to the fact that some countries had mistakenly mentioned
that these drugs were available in primary care setting in 2001, but later they reported that these psychotropics were available only
in secondary/tertiary care settings. A 15.5% reduction was noted in the number of countries that made the three essential psycho-
tropics (amitryptiline, chlorpromazine and phenytoin) available in primary care (Table 24). This composite index, suffered as a nega-
tive response to any of the three listed drugs, resulted in the overall category being labelled as negative. Some countries, particularly
in the European Region mentioned that they have added newer psychotropics to their essential list of drugs to be made available in
primary care and are no longer emphasizing the older generation psychotropics. However, this trend was not marked in the African
Region. Changes were also noted in the cost of psychotropics (Table 25-30). This was expected because the figure on expenditure
on procuring psychotropics is given in dollars and is thus subject to exchange rate fluctuations.

A slight decrease (2.8%) was noted in terms of the number of countries stating that they had a specific budget line for mental
health in their health budgets (Table 31). This trend was most prominent in the American (14.5%) and Eastern Mediterranean
(8.6%) Regions. On the other hand, 90% (an increase of 23.3%) South-East Asia Region countries reported that they had a specific
budget for mental health. Mild alteration in ordering was observed in terms of methods of financing mental health care (for this
comparison the most common and second most common methods of financing countries were combined) (Table 34 and 35). There
was a decrease (5.4%) in emphasis on out-of-pocket payment and an increase (7.5%) on emphasis on tax based system in the
American Region. A few countries in this region also reported that external grants were important means of financing mental health
care. In the Eastern Mediterranean Region, a decrease (10.8%) in emphasis on out-of-pocket payment and an increase in emphasis
on a tax based system (8.2%) was noted. In the European Region, a slight shift in emphasis from social insurance (5.2%) to pri-
vate insurance (5.3%) occurred, while in the Western Pacific Region there was an increase in emphasis on out-of-pocket payment
(11.2%) and social insurance (5.7%). In terms of income groups of countries, an increase in emphasis on external grants (5.8%)
was noted in low-income countries; a decrease in emphasis on social insurance (8.9%) and an increase in emphasis on private insur-
ance (8.0%) were observed in lower middle-income countries; and a decrease in emphasis on social insurance (8.3%) occurred in
high-income countries.

No major changes were observed in terms of availability of mental health services in primary care in WHO regions, but an increase
(5.7%) was noted in higher middle-income group of countries. More countries (13.6%) in the Eastern Mediterranean Region had
made treatment for severe mental disorders available in their primary care. A similar change was observed for higher middle-income
(6%) countries (Table 36-37). A 14.6% decrease in the number of countries providing regular training in mental health care to
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primary health care workers was noted in the American Region, largely because clarifications revealed that some countries had pro-
vided ad-hoc training in mental health to primary care workers but were not doing so on a regular basis (Table 38-39).

There was a decrease in median number of beds in regions that had high bed-to-population ratios, i.e. American (0.7 per 10 000
population) and European (0.7 per 10 000 population) Regions and an increase in regions with intermediate bed-to-population
ratio, i.e. in the Eastern Mediterranean (0.28 per 10 000 population) and Western Pacific (0.08 per 10 000 population) Regions.

No change was observed in regions with low bed-to-population ratio, i.e. in the African and South-East Asia Regions. In congru-
ence with the above findings, a decrease in number of beds was noted in high-income countries (1.20 per 10 000 population), an
increase in middle-income (both, higher 2.30 per 10 000 population and lower 0.19 per 10 000 population) groups of countries and
no change was observed for low-income countries (Table 42-43). The availability of more reliable figures indicated that the propor-
tion of beds in mental hospital setting had been underestimated in the 2001 data, particularly for American (33 %) and Eastern
Mediterranean (8.3%) Regions and the higher middle-income group of countries (12%). On the other hand, there was a decrease
in proportion of mental health beds in the African (5%), European (7%) and Western Pacific (9.2%) Regions and low-income
(11.7%) countries. Despite, the upward change in figures for mental hospital beds, a general trend towards an increase (3.9%) in
proportion of general hospital beds to total beds was observed; this was relatively more marked for the African (8.6%), European
(11.7%) and Western Pacific (11.8%) Regions. It appears that in reports submitted in 2001, some mental health beds were misclas-
sified in the ‘other’ category; on the other hand, the figures for general hospital beds were more accurate. A comparison of bed-
population ratios at the two time points showed that in general, there was a decrease (3.4%) in the number of countries with more
than 10 beds per 10 000 population and a corresponding increase (2.6%) in the number of countries with 5 to 10 beds per 10 000
population. This largely reflected changes in European (a decrease of 13.3% in the former category and an increase of 10.2% in
the latter category) and high-income (a decrease of 11.3% in the former category and an increase of 8.2% in the latter category)
countries. Many countries in the American Region reported alterations in their bed-to-population ratios as a result of our efforts at
triangulation of data sources. This led to an increase (6.4%) being noted in number of countries with less than one bed per 10 000
population and a corresponding decrease (6.5%) in number of countries with 1-5 beds per 10 000 population. A greater member
of countries in the Western Pacific Region reported that they had 1-5 beds per 10 000 population (an increase of 7.4%). This trend
was also noted for lower middle-income countries (6.5%). Low-income countries reported a decrease in bed-to-population ratios
(the number of countries in the less than one bed per 10 000 population category increased by 6.2%). Higher middle-income coun-
tries reported a decrease (5%) in the number of countries with less than one bed per 10 000 population (Table 44-45).

Overall, there was an increase in the number of mental health professionals in the world (Table 46). The greatest increase was noted
in the number of psychologists (increase in mean: 0.92 per 100 000 population, increase in median: 0.2 per 100 000 population)
(especially in the American and to some extent in the European Regions) and social workers (increase in mean: 2.94 per 100 000
population, increase in median: 0.1 per 100 000 population) (especially in the European Region) engaged in mental health care. But,
a number of countries noted that it was difficult to give accurate figures for these two groups of professionals as many psychologists
and social workers were dealing with mental health issues along with many other responsibilities. Thus, the figures for these groups
of mental health professionals are likely an overestimate. The South-East Asia Region showed a decrease in the number of psychia-
trists (by about 40%) and psychiatric nurses (by about 60%). Availability of more accurate figures as well as migration of profes-
sionals from these to other regions could be reasons for this trend.

When the median number of psychiatrists per 100 000 population was compared it was seen that an increase had occurred on the
European Regions (0.8) and in high-income countries (1.5). Overall, there was a decrease (5.1%) in the number of countries with
less than one psychiatrist per 100 000 population and a corresponding increase (5.9%) in number of countries with 1-5 psychiatrists
per 100 000 population. This was reflected in the situation in the African (where there was a 6.6% decrease in the former category
and a 6.6% increase in the latter category) and American (where there was a 5.2% decrease in the former category and a 6.4%
increase in the latter category) Regions. More European countries reported having 1-5 (5.1%), and more than 10 (6.4%) psychia-
trists per 100 000 population and fewer European countries reported having 5-10 (9.4%) psychiatrists per 100 000 population. Few
changes were noted for low-income countries, but a smaller proportion (12.3%) of lower middle-income countries reported having
less than one psychiatrist per 100 000 population and a greater number (14.4%) reported having 1-5 psychiatrists per 1700 000
population. Similarly, a lower proportion (8.2%) of higher middle-income countries reported that they had less than one psychiatrist
per 100 000 population and a greater number (6.5%) reported that they had more than 10 psychiatrists per 100 000 population.
Among high-income countries, more countries stated that they had 1-5 (5.9%) and fewer stated that they had 5-10 (10.2%) psy-
chiatrists per 100 000 population (Table 47-50).

A comparison of median number of psychiatric nurses per 100 000 population revealed an increase (0.75) in the Eastern
Mediterranean and a decrease in the European (2.7) and Western Pacific (0.6) Regions. A decrease was also noted for high-income
countries (0.55), likely due to more accurate definitions used (Table 51-52). A greater number (13%) of Western Pacific Region
countries reported that they had less than one psychiatric nurse per 100 000 population and a correspondingly fewer (16.1%) coun-
tries reported that they had 1-10 psychiatric nurses per 100 000 population. A greater number of countries in the American (5%),
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Eastern Mediterranean (8%) and European (5.5%) Regions had between | and 10 psychiatric nurses per 100 000 population and
fewer (5.6%) Eastern Mediterranean countries reported that they had 10-50 psychiatric nurses per 100 000 population. In South
East Asia Region, Thailand moved from the category of 1-10 psychiatric nurses per 100 000 population to 10-50 psychiatric nurses
per 100 000 population. More (8.7%) lower middle-income group countries reported that they had 1-10 psychiatric nurses per
100 000 population and fewer (5.4%) reported that they had 10-50 psychiatric nurses per 100 000 population. The opposite trend
was noted for high-income countries, where 6.6% fewer countries reported having 1-10 and 7.2% more countries reported having
10-50 psychiatric nurses per 100 000 population (table 53-54). The ratio of mean number of psychiatric nurses to mean number of
psychiatrists worsened in the South-East Asia Region from 9:1 to 3:1 due to a reduction in the mean number of psychiatric nurses
(Table 55).

There was no major change in the median number of neurologists and neurosurgeons in WHO regions, but an increase was
observed in the higher middle-income group of countries, where the median number of neurologists increased by 0.45 per 100 000
population (Table 56-57). In the Eastern Mediterranean Region, a greater number (7.9%) of countries reported having 0.1-1 neu-
rologist per 100 000 population and a fewer (7.3 %) countries reported having 0-0.1 neurologists per 100 000 population. Fewer
(9.7%) countries in the American Region reported having 1-5 neurologists per 100 000 population and more countries (5.3%) in
this region reported that they had more than 5 neurologists per 100 000 population. On the other hand, a greater number of coun-
tries in the Western Pacific Region reported that they had 1-5 neurologists per 100 000 population (Table 58). More (7.2%) coun-
tries in American Region reported having 0-0.1 neurosurgeon per 100 000 population and fewer (9.6%) countries reported that
they had more than 0.5 neurosurgeon per 100 000 population (Table 59).

A comparison of median number of psychologists per 100 000 population showed an increase in the Eastern Mediterranean Region
(0.4) and in higher middle-income group of countries (1.10) and a decrease in high-income (12.7) countries. The latter result prob-
ably reflects the use of tighter definition (Table 60-61). Overall, there was an increase (5.4%) in the number of countries with 1-10
psychologists per 100 000 population and a decrease (6.7 %) in the number of countries with less than 1 psychologists per 100

000 population. This trend was supported by figures for the American (6% increase in the former category and a 9.6% decrease

in the latter category), European (a 5% increase in the former category and a 5.6% decrease in the latter category) and Eastern
Mediterranean (a 18.2% increase in the former category and a decrease of 18.2% in the latter category) Regions and the figures for
low-income (a 6.9% increase in the former category and a 6.9% decrease in the latter category) and higher middle-income coun-
tries (a 13.8% increase in the former category and a 20.7% decrease in the latter category) and negated to some extent by figures
for the Western Pacific Region (a 6.7% decrease in the former category and a 7.3% increase in the latter category) (Table 62-63).

The median number of social workers had decreased in the American (0.9) and European (0.85) Regions and in high-income (9.8)
countries (Table 64-65). A greater number of countries in the American Region (14.1%) and in the high-income group (5.5%)
reported having 0-1 social workers per 100 000 population and fewer countries in these groups reported that they had 10-50 social
workers per 100 000 population (a 10.8% decrease in the American Region and a 9.8% decrease in the high-income group of
countries). Similarly, more (7 %) countries in the Western Pacific Region reported having 0-1 social workers per 100 000 population
and fewer (5.6%) such countries stated that they had 1-10 social workers per 100 000 population. The opposite trend was seen for
countries in the Eastern Mediterranean Region (a decrease of 9.5% in the former category and a 9.5% increase in the latter cat-
egory). In the European Region, also fewer (5.2%) countries reported that they had 10-50 social workers per 100 000 population.
Finally, more (5.2%) higher middle-income countries reported having 1-10 social workers per 100 000 population (Table 66-67).

There were no major changes in the overall pattern of services for special populations (Table 68), but there was an increase in serv-
ices for children and adolescents in the countries of the American (7.1%) and Western Pacific (7.7%) Regions, while a decrease
(5.5%) was noted in the South-East Asia Region. Similarly, services for children and adolescents increased in the lower middle-
income (13.2%) and higher middle-income (7%) countries (Table 69-70). A similar pattern also emerged for services targeted at
the elderly, where more countries in the American (9.7%) and the Western Pacific (11.5%) Regions reported that they had services
for the elderly population and fewer (5.5%) countries in the South-East Asia Region reported the presence of such services. Also, a
greater number of lower middle-income countries (5.6%) and higher middle-income countries (9.6%) reported the presence of such
services (Table 71-72).

Few changes were also noted in the presence of non-governmental organizations (NGOs) in WHO regions. An increase occurred in
the number of countries reporting the presence of NGOs in the Eastern Mediterranean (5%) and South-East Asia (10.9%) Regions
(Table 73-74).

Regarding mental health reporting systems, a greater number of countries in the African (5.5%), American (8.1%) and South-East
Asia (10%) Regions reported their presence, while fewer Eastern Mediterranean (5%) countries reported that they had such sys-
tems in place. An increase (9.3%) in the number of countries with such systems was noted in lower middle-income countries, but
a decrease (5.1%) occurred in high-income countries (Table 75-76). Similar trends were noted for data collection system/epidemio-
logical studies, where in a greater number of countries in the American (13.8%) and South-East Asia (13.6%) Regions and in the
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low- (5%), lower middle- (9.3%) and the higher middle-income (6.4%) categories reported the presence of data collection system/
epidemiological study (Table 77-78).

In summary:

e Improvements in the availability of mental health resources within different countries are very small, i.e. no substantial changes
can be seen between the data collected in 2001 with that updated in 2004.

e Regional imbalances have also remained largely similar. There are marked differences in the availability of mental health resourc-
es, particularly between high and low income countries.

e A modest increase can be noted with regard to the overall availability of certain mental health resources. There was an increase
in countries with a mental health policy, mental health legislation and a therapeutic drug policy or essential drug list. Also, more
countries are providing community mental health services and disability benefits in some form. Finally, there was an increase
in the number of mental health professional in the world, with the greatest increase noted in the number of psychologists and
social workers.
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Afghanistan

GENERAL INFORMATION

Afghanistan is a country with an approximate area of 652 thousand sq. km. (UNO, 2001). Its population is 24.926 million, and the
sex ratio (men per hundred women) is 107 (UNO, 2004). The proportion of population under the age of 15 years is 43% (UNO,
2004), and the proportion of population above the age of 60 years is 5% (WHO, 2004). The literacy rate is 47 % for men and 15%
for women (UNESCO/MoH, 2004).

The country is a low income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP is 5.2%.
The per capita total expenditure on health is 34 international $, and the per capita government expenditure on health is 18 interna-
tional $§ (WHO, 2004).

The main language(s) used in the country is (are) Pashtu, Dari Persian and Turkic. The largest ethnic group(s) is (are) Pashtun (nearly
half), and the other ethnic group(s) are (is) Tajik, Hazara and Uzbek. The largest religious group(s) is (are) Sunni Muslim (five sixths).
The life expectancy at birth is 41.9 years for males and 43.4 years for females (WHO, 2004). The healthy life expectancy at birth is
35 years for males and 36 years for females (WHO, 2004).

EPIDEMIOLOGY

Some studies on refugees are available. Mukhamadiev (2003) studied the prevalence of depression in 908 Tadjik refugee women

in Afghanistan and found a high prevalence of endogenous depression (28.6%). A 1.5 year follow-up showed good prognosis in
subjects who had subsyndromal depression, but not in those with endogenous depression. Rasekh et al (1999) found that symptoms
that met the diagnostic criteria for anxiety, depression and PTSD were common in 160 Afghan women (including 80 women cur-
rently living in Kabul and 80 Afghan women who had recently migrated to Pakistan) during the Taliban regime. Mghir et al (1995)
used the Structured Clinical Interview for DSM-III-R to detect mental illness among 38 children and young adults and identified
depression and PTSD in more than one-third of the subjects.

MENTAL HEALTH RESOURCES

Mental Health Policy A mental health policy is present. The policy was initially formulated in 1986.

The components of the policy are advocacy, promotion, prevention, treatment and rehabilitation. The new Afghan Government has
identified mental health as one of five health priorities. Since 1986, there has been no new Government policy regarding mental
health and the old mental health policy is still followed. The policy outlines prevention, treatment and rehabilitative facilities for
mentally ill patients.

Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1988. A new policy on Drug
Demand Reduction was formulated in 2002.

National Mental Health Programme A national mental health programme is present. The programme was formulated in 1988.
The national mental health programme has the following objectives: provision of mental health care to all, integration of mental
health with primary care and community care, services for special population, especially the war-affected. It also outlines services,
training, administrative strategies and approaches for promotion of mental health and provision of services for the war-affected. It
advocates the development of a nucleus of trained mental health professionals to act as ‘master trainers’ for primary health care
physicians and health workers in their respective provinces in order to ensure at least a minimum provision of mental health services.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present. It
was formulated in 1996.

Mental Health Legislation There is a mental health legislation.
The latest legislation was enacted in 1997.

Mental Health Financing There are budget allocations for mental health.

Details about expenditure on mental health are not available.

The primary source of mental health financing is out of pocket expenditure by the patient or family.

The country has disability benefits for persons with mental disorders. Disability support services are provided for persons with physi-
cal, psychiatric, intellectual, sensory or age-related disabilities (or a combination of these) which are likely to continue for a minimum
of six months and reduces independent functioning to the extent that ongoing support is required.

Mental Health Facilities Mental health is not a part of primary health care system. Actual treatment of severe mental disorders

is not available at the primary level. Community level workers from the local population (villages) have been involved in providing
integrated health care for the last 8 years.

Regular training of primary care professionals is not carried out in the field of mental health. Two mental health manuals were pre-
pared in Dari for primary health care doctors and other staff in 1998. WHO has organized mental health training for primary health
care physicians. NGOs are running training courses for primary health care doctors, nurses and midwifes, village health volunteers
and traditional birth attendants.
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There are community care facilities for patients with mental disorders. Mental Health is included in Basic Package for Health Services
(BPHS) which covers health service delivery up to district level. New treatment guidelines for common mental health disorder are
being formulated (draft is ready). Four Community Mental Health Centers have been established in the capital, but further expan-
sion is required. There are 2 general psychiatric rehabilitation centres with 160 beds.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 0.055
Psychiatric beds in mental hospitals per 10 000 population ~ 0.031
Psychiatric beds in general hospitals per 10 000 population  0.024

Psychiatric beds in other settings per 10 000 population 0
Number of psychiatrists per 100 000 population 0.036
Number of neurosurgeons per 100 000 population 0.034
Number of psychiatric nurses per 100 000 population 0.07
Number of neurologists per 100 000 population 0.07
Number of psychologists per 100 000 population 0.09
Number of social workers per 100 000 population 0

Currently, there are no social workers, and there are only very few trained psychiatrists. Most doctors working as psychiatrists have
either had in-service training or have attended short courses abroad. A three month diploma course was held in 1996 to train some
doctors in psychiatry. Postgraduate training in psychiatry is not present. Psychologists get their training from Kabul University. Much
of qualified manpower and technical expertise has left the country.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in treatment.
The Afghan Government collaborates with non-governmental organizations to rapidly expand basic (mental) health services to
underserved populations.

Information Gathering System There is no mental health reporting system in the country. Each hospital maintains registry books
on their inpatient and outpatient information. Quarterly reports are submitted by the mental hospital to the Ministry of Public
Health.

The country has no data collection system or epidemiological study on mental health.

Programmes for Special Population The country has specific programmes for mental health for disaster affected population.
There is a regular programme for traumatized children (trauma and grief programme) which is supported by UNICEF.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, phenobarbital, amitriptyline, chlorpromazine, diazepam, haloperidol.

The cost of medicines keeps fluctuating as the local currency is unstable due to the war. Over-the-counter sales of psychotropics
occur.

Other Information There is a shortage of staff due to the war and more international support is needed.

A new Mental Health Unit under Primary Care Directorate was established in 2003 (it is not functional as yet). Since mental health
is a component of the Basic Package for Health Services, guidelines and treatment protocol for common mental disorders in primary
health care have been developed. Treatment guidelines for substance use have also been almost finalized. A strategy for integration
of mental health services into primary care was finalized in 2004.

Additional Sources of Information
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GENERAL INFORMATION

Albania is a country with an approximate area of 29 thousand sq. km. (UNO, 2001). Its population is 3.193 million, and the sex
ratio (men per hundred women) is 104 (UNO, 2004). The proportion of population under the age of 15 years is 27% (UNO, 2004),
and the proportion of population above the age of 60 years is 10% (WHO, 2004). The literacy rate is 99.2% for men and 98.3%
for women (UNESCO/MoH, 2004).

The country is a lower middle income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP
is 3.7%. The per capita total expenditure on health is 150 international $, and the per capita government expenditure on health is
97 international $ (WHO, 2004).

The main language(s) used in the country is (are) Albanian and Greek. The largest ethnic group(s) is (are) Albanian (98.6%), and
the other ethnic group(s) are (is) Greek (1.17%). The largest religious group(s) is (are) Muslim (almost 70%), and the other religious
group(s) are (is) Orthodox Christian and Roman Catholic.

The life expectancy at birth is 67.3 years for males and 74.1 years for females (WHO, 2004). The healthy life expectancy at birth is
60 years for males and 63 years for females (WHO, 2004).

EPIDEMIOLOGY

There is a paucity of epidemiological data on mental illnesses in Albania in internationally accessible literature. Bilanakis et al (2001)
conducted a community survey using Langner and CES-D scales to identify psychiatric morbidity among 217 randomly selected sub-
jects. The results showed that about 26.2% had some psychiatric morbidity and 18.2% had depressive features.

MENTAL HEALTH RESOURCES

Mental Health Policy A mental health policy is present. The policy was initially formulated in 2003.

The focus is given to the following priorities: fighting segregation and social exclusion in the respect of human rights; establishing

a Mental Health Department within the Ministry of Health; ensuring the de-institutionalization process; establishing a non-admis-
sion policy (partial and gradual) for long term purposes; innovative and flexible use of resources; defining and instituting a separate
mental health budget; integrating the mental health services with primary care; providing continuous training and extension of
experiences; reviewing the legal frame; involving as many actors on both national and international level as possible; including of the
Mental Health Policy into the National Health Strategy.

Substance Abuse Policy A substance abuse policy is absent.

National Mental Health Programme A national mental health programme is present. Details about the year of formulation of the
programme are not available.

The national mental health programme in Albania has been actively supported and furthered by the WHO Country Office. WHO sup-
ported the establishment by the Minister of Health of the National Steering Committee for Mental Health (NSC) and provided numerous
inputs regarding mental health policy and planning. The Policy for Mental Health Services Development in Albania was finalized by the
NSC and approved by the Minister of Health in March 2003, and the strategy for its implementation was drafted in September 2004
(awaiting approval). Albanian Mental Health Reform supported by the WHO Country Office in Albania has received the assistance of a
wide net of Collaborative Centers and other partners (Birmingham Northern Trust, University of Central England, UK Health Department,
Verona University, Asturias Mental Health Services) and also other organizations (UNOPS, Geneva Initiative on Psychiatry).

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present. It
was formulated in 1993.
The essential drug list is updated periodically.

Mental Health Legislation During the year 2003-2004 there were efforts, by governmental, intergovernmental and non-govern-
mental partners to review and improve the whole legislative frame with regard to mental health. Laws on social care are also being
reconsidered to provide comprehensive answers to the complex needs of the mentally ill.

The latest legislation was enacted in 1996.

Mental Health Financing There are budget allocations for mental health.

The country spends 6% of the total health budget on mental health.

The primary sources of mental health financing in descending order are tax based, private insurances, out of pocket expenditure by
the patient or family and grants.

Autonomous budget is allocated only to two psychiatric hospitals; the rest of the mental health services of the country (in- and out-
patient units) receive undiscriminated budget within larger health care institutions.

The country has disability benefits for persons with mental disorders. Disability benefits are called invalidity benefits and are based
on certain criteria.

Mental Health Facilities Mental health is not a part of primary health care system. Actual treatment of severe mental disorders is
not available at the primary level.
Regular training of primary care professionals is not carried out in the field of mental health.
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There are community care facilities for patients with mental disorders. Parallel to the elaboration and promotion of the Mental
Health Policy, WHO has supported the Ministry of Health in implementing demonstration good practice mental health services in 4
areas and has promoted the implementation of similar services in 2 other areas by UNOPS/PASARP. The community centres provide
multidisciplinary care, day care, rehabilitation and outreach services, including assertive outreach in a few cases. They vary in func-
tions, roles and service provision types, depending on the specific conditions of each district. The services provided by the public
system through community mental health centres include consultation and treatment, home visits, psychosocial interventions and in
few cases assertive outreach. The services provided by the non-governmental non-profit sector are mainly in the form of day centres
with focus on rehabilitation. In general, the community services cover urban populations, with exception of two Community Mental
Health Centers that do reach rural populations as well, through linkages with respective primary care workers. The catchment areas
of the Community Mental Health Centers tend to be around 100 000 inhabitants, which is in line with the proposed catchment area

of the drafted Strategy for the Implementation of the Mental Health Policy.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 25
Psychiatric beds in mental hospitals per 10 000 population 2
Psychiatric beds in general hospitals per 10 000 population 0.5

Psychiatric beds in other settings per 10 000 population 0
Number of psychiatrists per 100 000 population 2.2
Number of neurosurgeons per 100 000 population

Number of psychiatric nurses per 100 000 population 4.2
Number of neurologists per 100 000 population 1
Number of psychologists per 100 000 population 0.2
Number of social workers per 100 000 population 0.4

There are 96 neuropsychiatrists and psychiatrists, with the latter forming 54 % of the total. The resources for health care in Albania
are low compared to other European countries. The uneven resource distribution leaves entire remote areas out of real health care
coverage. The staff consists of only psychiatrists and nurses. There is no special training for nurses working in mental health. There
are few outpatient units. The first psychologists to graduate out of the university were in 2000. The involvement of psychologists
and social workers in the official mental health structures has started. A curriculum for a 4-year residency training in child and ado-
lescent psychiatry has recently been approved.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in advocacy,
promotion and rehabilitation.

Information Gathering System There is no mental health reporting system in the country. The Information gathering system in the
country in general is composed of fragmented data blocks reported independently on a vertical line from field services to central insti-
tutions. The main institutions that collect data about health care are Ministry of Health and INSTAT. Hospital data are reported as well
as primary care data, but they are not aggregated into a unique mental health database either at the Ministry of Health or at INSTAT.
The country has no data collection system or epidemiological study on mental health.

Albania was one of the countries selected for WHO's Mental Health System and Service Monitoring exercise, which involved sys-
tematic assessment of over 300 indicators related to 10 key components of mental health systems.

Programmes for Special Population The country has specific programmes for mental health for refugees and children.
Programmes for special populations are mainly provided by NGOs.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, phenobarbital, sodium valproate, amitriptyline, chlorpromazine, fluphenazine, haloperidol, lithium.
Other drugs are included in the essential drug list include clozapine, risperidone, cloimipamine and fluoxetine.

Other Information

Additional Sources of Information

Bilanakis, N., Kaci, M., Malamas, M., et al (2001) Psychiatric morbidity in an urban area of Albania. A community survey. European Journal of Psychiatry,
15, 69-81.
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Suli, A., Lazeri, L., Nano, L. (2004) Mental health services in Albania. International Psychiatry, 4, 14-16.
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World Health Organization. (2004) Albania reform. In: Country Projects on Mental Health: Selected Cases. Geneva, World Health Organization, 1-10.
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GENERAL INFORMATION

Algeria is a country with an approximate area of 2382 thousand sq. km. (UNO, 2001). Its population is 32.339 million, and the sex
ratio (men per hundred women) is 102 (UNO, 2004). The proportion of population under the age of 15 years is 32% (UNO, 2004),
and the proportion of population above the age of 60 years is 6% (WHO, 2004). The literacy rate is 78% for men and 59.6% for
women (UNESCO/MoH, 2004).

The country is a lower middle income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP
is 4.1%. The per capita total expenditure on health is 169 international $, and the per capita government expenditure on health is
127 international $ (WHO, 2004).

The main language(s) used in the country is (are) Arabic and French. The largest ethnic group(s) is (are) Arab. The largest religious
group(s) is (are) Muslim.

The life expectancy at birth is 67.5 years for males and 71.2 years for females (WHO, 2004). The healthy life expectancy at birth is
60 years for males and 62 years for females (WHO, 2004).

EPIDEMIOLOGY

An epidemiological study done by the Ministry of Health (2004) showed that chronic mental disorders were diagnosed in 0.7% to
1.9% of subjects of different age groups and epilepsy in 0.2% to 0.8% of subjects in different age groups. Chronic mental disorders
and epilepsy were more common in those below 40 years of age and in women. There was no rural-urban difference in prevalence
of these conditions. The prevalence of posttraumatic stress disorder (PTSD) assessed using the PTSD module of the Composite
International Diagnostic Interview Version 2.1 was found to be 37.4% in a community survey conducted on a sample of 653 sub-
jects (de Jong et al, 2001). Conflict-related trauma after age 12 years, torture, poor quality of camp and daily hassles were associ-
ated with the occurrence of PTSD. Brunetti et al (1982) compared depression between French (n=125) and Algerian (n=45) women.
The one-year prevalence of depressive syndrome (structurally similar in both cultures) for the two samples combined (n=170)

was 15% for the mildly impaired and 3% for the more markedly impaired, but the severity of depression was greater in Algerian
women. Touari et al (1993) reviewed 3984 clinical interviews of criminals over a period of 23 years. In case histories concerning
1007 criminals, who had committed or attempted homicide, psychosis was identified in 19.9%. Psychotic subjects were older, more
likely to have a previous psychiatric history, less likely to come from very large families and less likely to have been raised by both
parents. A prevalence survey on psychotrauma on 12 000 school children between the ages of 12 to18 years conducted in 10
regions showed that 9.2% to 29.2% of children in different regions had mental health problems related to trauma (MoH, 2002).

MENTAL HEALTH RESOURCES

Mental Health Policy A mental health policy is present. Details about the year of formulation are not available.

The components of the policy are promotion, prevention, treatment and rehabilitation. The components of the current mental health
policy were defined more clearly in the 4 axes of the national mental health programme established since 10 October 2001.

Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1990. A National Bureau for
Fighting against Substance Abuse has been set up since 2003.

National Mental Health Programme A national mental health programme is present. The programme was formulated in 2001.
The national mental health programme prioritizes decentralization, primary health care, community approach, availability of psycho-
tropics, adaptation of the mental health legislation, prevention of mental and neurological disorders, psychosocial rehabilitation of
people with psychological problems related to violence, education of the public, formation of community and family associations,
human resource development, and mental health research.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present. It
was formulated in 1997.

A national list (nomenclature) exists, in which psychotropic drugs are included and are defined based on their medical use. Also,

a ministerial circulation letter in 1997 defines the drugs to be distributed at no cost for mentally ill whose care is prioritized in the
national mental health programme.

Mental Health Legislation The mental health law is included in the Law on Health Protection and Promotion of 1985. The Law
no. 98.09 is the most recent legislation related to mental health. Presently, the mental health legislation is being revised.
The latest legislation was enacted in 1998.

Mental Health Financing There are no budget allocations for mental health.

Details about expenditure on mental health are not available.

The primary source of mental health financing is tax based.

The country has disability benefits for persons with mental disorders. The mentally ill are assessed for disability and benefits are pro-
vided accordingly.
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Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is
available at the primary level. There is availability of treatment in primary health care following the integration of mental health care
within primary health care as a part of the national mental health programme. There is an organization of intermediary mental heath
centres in the structures of primary health care.

Regular training of primary care professionals is carried out in the field of mental health. Training in mental health is provided to
doctors and nurses and to the psychologists who provide primary health care.

There are no community care facilities for patients with mental disorders.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 1.4
Psychiatric beds in mental hospitals per 10 000 population ~ 0.86
Psychiatric beds in general hospitals per 10 000 population 0.2

Psychiatric beds in other settings per 10 000 population 0.36
Number of psychiatrists per 100 000 population 1.1
Number of neurosurgeons per 100 000 population 0.32
Number of psychiatric nurses per 100 000 population 1.1
Number of neurologists per 100 000 population 0.42
Number of psychologists per 100 000 population 0.8
Number of social workers per 100 000 population 0

Some beds have been earmarked for mentally challenged individuals and for children.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in promotion.
The APAMM (Association des parents et amis des malades mentaux — Association of parents and friends of the mentally ill) and
the AAMMB (Association d'aide aux malades mentaux de Blida — Relief Association for the mentally ill of Bilda) help in the care of
the mentally ill. Other associations work in the area of research, such as the Algerian Society of Psychiatry, the Algerian Society for
Research in Psychology, the Algerian Society of Psychiatric Epidemiology etc.

Information Gathering System There is mental health reporting system in the country. Presently, several epidemiology studies on
different topics related to mental health, such as the psychological consequences of violence, are under development. Furthermore,
the Algerian Society of Psychiatric Epidemiology works in the area of epidemiology.

The country has no data collection system or epidemiological study on mental health. There are no national level epidemiological
studies, but psychiatric institutions have their own epidemiological data collected through local surveys.

A system exists on mental health data collection since 2002 on various activities such as: care of the victims of violence, mental
health activities (till mental health intermediary centre level), hospitalization, distribution of drugs, establishments meant to provide
intersectoral care to mentally ill persons with social problems.

Programmes for Special Population The country has specific programmes for mental health for disaster affected population, eld-
erly and children.
An information service which deals with psychiatric emergencies has been operating since September 1997.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, ethosuximide, phenobarbital, phenytoin sodium, sodium valproate, amitriptyline, chlorpromazine, diazepam, fluphena-
zine, haloperidol, carbidopa, levodopa.

Other Information

Additional Sources of Information

Brunetti, P. M., Vincent, P, Neves, J., et al (1982) Epidemiological study of psychological discomfort in French and Algerian samples. Encephale, 8, 615-
636.

Chakali, M., Ait, M. A. (1999) A medico-psychological assistance mechanism to adult victims of major traumatism in Blida. Médecine de Catastrophe
Urgences Collectives, 2, 188-191.

de Jong, J. T., Komproe, I. H., Van Ommeren, M., et al (2001) Lifetime events and posttraumatic stress disorder in 4 postconflict settings. JAMA, 286,
555-562.

Desrouelles, M., Bersot, H. (1996) Care of the insane in Algeria since the nineteenth century. History of Psychiatry, 7, 549-561.
Enquéte Algérienne sur la santé de la famille - 2002 — inscrite dans le cadre du projet pan arabe sur la santé de la famille (Rapport principal — juillet 2004).

Ministere de la Santé de la Population et de la Réforme Hospitaliere en Collaboration avec I'UNICEF. Enquéte sur la prévalence du psychotraumatisme chez
I'enfant d'age scolaire, Alger, 2002.

Ministére de la Santé de la Population et de la Réforme Hospitaliere Programme National de Santé Mentale, Alger, Octobre 2001.

Touari, M., Mesbah, M., Dellatolas, G., et al (1993) Association between criminality and psychosis: a retrospective study of 3984 expert psychiatric evalua-
tions. Revue d'Epidémiologie et de Santé Publique, 41, 218-227.
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GENERAL INFORMATION

Andorra is a country with an approximate area of 0.45 thousand sq. km. (UNO, 2001). Its population is 0.067 million, and the sex
ratio (men per hundred women) is 108 (UNO, 2004). The proportion of population under the age of 15 years is 16% (UNO, 2004),
and the proportion of population above the age of 60 years is 22% (WHO, 2004).

The country is a high income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP is 5.7%.
The per capita total expenditure on health is 1821 international $, and the per capita government expenditure on health is 1292
international $ (WHO, 2004).

The main language(s) used in the country is (are) Catalan (official) and Spanish. The largest ethnic group(s) is (are) Spanish and
Andorran, and the other ethnic group(s) are (is) Portuguese, French and others (70% of the population has a migratory back-
ground). The largest religious group(s) is (are) Roman Catholic.

The life expectancy at birth is 76.8 years for males and 83.7 years for females (WHO, 2004). The healthy life expectancy at birth is
70 years for males and 75 years for females (WHO, 2004).

EPIDEMIOLOGY
There is substantial epidemiological data on mental ilinesses in Andorra in internationally accessible literature. No attempt was made
to include this information here.

MENTAL HEALTH RESOURCES
Mental Health Policy A mental health policy is absent.

Substance Abuse Policy A substance abuse policy is absent. A substance abuse policy is under the active consideration of the
Parliament.

National Mental Health Programme A national mental health programme is absent.
So far, Andorra does not have a national mental health plan. However, in 1996, a document from the Regional Office for Europe of
WHO described the relevant needs, services and organizational strategies.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is absent.

Mental Health Legislation There is a Law on Guarantee of Rights of People with Discapacity.
Details about the year of enactment of the mental health legislation are not available.

Mental Health Financing There are budget allocations for mental health.

The country spends 3.9% of the total health budget on mental health.

The primary sources of mental health financing in descending order are social insurance, private insurances, out of pocket expendi-

ture by the patient or family and tax based.

The primary care and social services budget are not included in the total health budget. Most doctors in the country have an agree-
ment with the Government such that the patient pays 25% of the cost of consultation and the rest is covered by the national insur-
ance system. If hospitalization is required, the patient pays only 10%.

The country has disability benefits for persons with mental disorders.

Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is
available at the primary level.

Regular training of primary care professionals is carried out in the field of mental health. In the last two years, about 42 personnel
were provided training.

There are community care facilities for patients with mental disorders. The Mental Health Services that have been developed since
1998 are based on the general principles of ‘community psychiatry’. The services, including child psychiatry and geriatric psychia-
try, are available to everyone covered by the National Insurance System (the great majority of the population). These services are
concentrated in the general hospital, which is located in an area of the main urban zone of the country and has good communica-
tions. The Mental Health Centre offers an outpatient unit with psychiatric and psychological services together with a day care centre
where psycho-social rehabilitation programmes are offered to patients with chronic severe mental disorders. There is a Day-Hospital
for less chronic or severe patients. Two apartments with support have been opened in 2004.
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Psychiatric Beds and Professionals
Total psychiatric beds per 10 000 population 1.6

Psychiatric beds in mental hospitals per 10 000 population 0
Psychiatric beds in general hospitals per 10 000 population 1.6

Psychiatric beds in other settings per 10 000 population 0
Number of psychiatrists per 100 000 population 10
Number of neurosurgeons per 100 000 population 0
Number of psychiatric nurses per 100 000 population 9
Number of neurologists per 100 000 population 3
Number of psychologists per 100 000 population 30
Number of social workers per 100 000 population 26

There are two occupational therapists and one music therapist. The process of deinstitutionalization has not been necessary in
Andorra, since there were no psychiatric institutions till the present time. Several Andorran patients are still resident in private psychi-
atric institutions, either in France or Spain, as this had been the method of management for chronic psychotic disorders in the past.
The mental health team co-operates at different levels with other sectors of health care. It has regular meetings with the Association
of General Practitioners, the Social Work Services and the Nursing Centres Network.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in advocacy
and rehabilitation. An association of families of mental patients has been formed.

Information Gathering System There is mental health reporting system in the country.

The country has data collection system or epidemiological study on mental health. The information gathering system has been
implemented only recently.

There have not been any specific epidemiological studies on mental health, but a National Inquiry on Health has been done.

Programmes for Special Population The country has specific programmes for mental health for elderly and children.
An Addictive Behavior Unit has opened and specific programmes also exist for eating disorders.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, ethosuximide, phenobarbital, phenytoin sodium, sodium valproate, amitriptyline, chlorpromazine, diazepam, fluphena-
zine, haloperidol, lithium, biperiden, carbidopa, levodopa.

Other Information The three greatest matters of concern are: developing the structures and programmes which are still lacking,
e.g. a long-stay centre for highly dependent chronic patients; promoting a sensitivity towards cultural and social factors which are
liable to affect the mental health of the population among mental health professionals and health professionals in general; and
developing a mental health legislation.

Additional Sources of Information
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GENERAL INFORMATION

Angola is a country with an approximate area of 1247 thousand sq. km. (UNO, 2001). Its population is 14.078 million, and the sex
ratio (men per hundred women) is 97 (UNO, 2004). The proportion of population under the age of 15 years is 48% (UNO, 2004),
and the proportion of population above the age of 60 years is 4% (WHO, 2004). The literacy rate is 57% for men and 29% for
women (UNESCO/MoH, 2004).

The country is a low income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP is 4.4%.
The per capita total expenditure on health is 70 international $, and the per capita government expenditure on health is 44 interna-
tional $§ (WHO, 2004).

The main language(s) used in the country is (are) Portuguese, Bantu, Ovimbundu, Kimbundu and Kikongo. The largest ethnic
group(s) is (are) Ovimbundu, and the other ethnic group(s) are (is) Mbundu, Bakongo, Fiote, Nganguela, Kuanhama and Tchokwe.
The largest religious group(s) is (are) Christian (two-thirds of the population).

The life expectancy at birth is 37.9 years for males and 42 years for females (WHO, 2004). The healthy life expectancy at birth is 32
years for males and 35 years for females (WHO, 2004).

EPIDEMIOLOGY
There is a paucity of epidemiological data on mental illnesses in Angola in internationally accessible literature.

MENTAL HEALTH RESOURCES
Mental Health Policy A mental health policy is absent.

Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1989.
National Mental Health Programme A national mental health programme is present. The programme was formulated in 1989.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present.
Details about the year of formulation are not available.

Mental Health Legislation Details about the mental health legislation are not available.

Mental Health Financing There are no budget allocations for mental health.

Details about expenditure on mental health are not available.

The primary source of mental health financing is out of pocket expenditure by the patient or family.
The country has disability benefits for persons with mental disorders.

Mental Health Facilities Mental health is not a part of primary health care system. Actual treatment of severe mental disorders is
not available at the primary level. There is no facility in the primary level due to the lack of a mental health policy.

Regular training of primary care professionals is not carried out in the field of mental health.

There are no community care facilities for patients with mental disorders. This inadequacy of community facility is due to lack of
training of personnel.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 0.13
Psychiatric beds in mental hospitals per 10 000 population ~ 0.07
Psychiatric beds in general hospitals per 10 000 population  0.06
Psychiatric beds in other settings per 10 000 population

Number of psychiatrists per 100 000 population 0
Number of neurosurgeons per 100 000 population 0.032
Number of psychiatric nurses per 100 000 population 0
Number of neurologists per 100 000 population 0.032
Number of psychologists per 100 000 population 0
Number of social workers per 100 000 population 0

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in advocacy
and rehabilitation.

Information Gathering System There is no mental health reporting system in the country.
The country has data collection system or epidemiological study on mental health. Data from the psychiatric hospital in Luanda is
collected.

Programmes for Special Population The country has specific programmes for mental health for disaster affected population and
children. There are some NGOs who work for people displaced by war, street children and victims of violence.
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Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, phenobarbital, phenytoin sodium, amitriptyline, chlorpromazine, diazepam, fluphenazine, haloperidol, lithium.
Prices keep on fluctuating depending on the availability of drugs.

Other Information

Additional Sources of Information
Ministerio da Saude (1989). Programa Nacional de Saude Mental.
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GENERAL INFORMATION

Antigua and Barbuda is a country with an approximate area of 0.44 thousand sq. km. (UNO, 2001). Its population is 0.077 million,
and the sex ratio (men per hundred women) is 92 (UNO, 2004). The proportion of population under the age of 15 years is 28%
(UNO, 2004), and the proportion of population above the age of 60 years is 10% (WHO, 2004). The literacy rate is 90% for men
and 88% for women (UNESCO/MoH, 2004).

The country is a higher middle income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP
is 5.6%. The per capita total expenditure on health is 614 international $, and the per capita government expenditure on health is
374 international $ (WHO, 2004).

The main language(s) used in the country is (are) English. The largest ethnic group(s) is (are) African, and the other ethnic group(s)
are (is) British, Portuguese, Lebanese and Syrian. The largest religious group(s) is (are) Anglican, and the other religious group(s) are
(is) Roman Catholic.

The life expectancy at birth is 69 years for males and 73.9 years for females (WHO, 2004). The healthy life expectancy at birth is 60
years for males and 64 years for females (WHO, 2004).

EPIDEMIOLOGY
There is a paucity of epidemiological data on mental illnesses in Antigua and Barbuda in internationally accessible literature.

MENTAL HEALTH RESOURCES
Mental Health Policy A mental health policy is absent.

Substance Abuse Policy A substance abuse policy is absent.
National Mental Health Programme A national mental health programme is present. The programme was formulated in 1978.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present. It
was formulated in 2003.

Mental Health Legislation The latest legislation was enacted in 1951.

Mental Health Financing There are budget allocations for mental health.

The country spends 3% of the total health budget on mental health.

The primary sources of mental health financing in descending order are tax based and social insurance.
The Medical Benefit Scheme for chronic mental illness is the source of financing for medication.

The country does not have disability benefits for persons with mental disorders.

Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is
available at the primary level. Treatment is administered by the 6 mental health clinics in the country.

Regular training of primary care professionals is not carried out in the field of mental health.

There are community care facilities for patients with mental disorders. Community care is also administered from the 6 clinics.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 17.9
Psychiatric beds in mental hospitals per 10 000 population 17
Psychiatric beds in general hospitals per 10 000 population 0.7

Psychiatric beds in other settings per 10 000 population 0.2
Number of psychiatrists per 100 000 population 2
Number of neurosurgeons per 100 000 population 0
Number of psychiatric nurses per 100 000 population 45
Number of neurologists per 100 000 population 0
Number of psychologists per 100 000 population 3

Number of social workers per 100 000 population

There are 5 social workers, but none work in mental health. Antigua and Barbuda provided long-term care services for Leeward
Island for a long time in exchange for a nominal fee. There is an old style mental hospital with psychiatric care at the general hospi-
tal.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in advocacy,
promotion and rehabilitation.

Information Gathering System There is no mental health reporting system in the country.
The country has no data collection system or epidemiological study on mental health.
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Programmes for Special Population The country has specific programmes for mental health for children. The child and fam-
ily guidance centre at the general hospital is run by an NGO (Collaborative Committee for the Promotion of Emotional Health in
Children).

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, ethosuximide, phenobarbital, phenytoin sodium, sodium valproate, amitriptyline, chlorpromazine, diazepam, fluphena-
zine, haloperidol, lithium, carbidopa, levodopa.

Benztropine is available.

Other Information

Additional Sources of Information
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GENERAL INFORMATION

Argentina is a country with an approximate area of 2780 thousand sq. km. (UNO, 2001). Its population is 38.871 million, and the
sex ratio (men per hundred women) is 96 (UNO, 2004). The proportion of population under the age of 15 years is 27% (UNO,
2004), and the proportion of population above the age of 60 years is 14% (WHO, 2004). The literacy rate is 97 % for men and
97% for women (UNESCO/MoH, 2004).

The country is a higher middle income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP
is 9.5%. The per capita total expenditure on health is 1130 international $, and the per capita government expenditure on health is
604 international $ (WHO, 2004).

The main language(s) used in the country is (are) Spanish. The largest ethnic group(s) is (are) European. The largest religious
group(s) is (are) Roman Catholic.

The life expectancy at birth is 70.8 years for males and 78.1 years for females (WHO, 2004). The healthy life expectancy at birth is
62 years for males and 68 years for females (WHO, 2004).

EPIDEMIOLOGY

Di Marco (1982) carried out a representative general population survey (n=3411) in the Greater Buenos Aires area using the Present
State Examination (PSE) and found a prevalence of mental disorders to be 26% (30.8% in females and 20.3% in males). About
13% of the population had neurotic disorders, especially of depressive type, 6% had affective psychosis, 4% schizophrenic psycho-
sis and 1.3% paranoid states. The prevalence rate of psychiatric disorder was associated with gender and socioeconomic level. The
National Study on Consumption of Addictive Substances showed that almost 91.4% of the adult population reported a lifetime use
of alcohol and 66.2% reported using it in the last thirty days. Almost 6.6% of the subjects (11.9% men and 1.6% women), mostly
young people from low socioeconomic background had consumed alcohol in large amounts in the previous month (>70 grams/
day) and 4.3% (6.7% men and 1.7% women) were dependent on it. The prevalence of lifetime use of any illegal substance, was
10.09% (SEDRONAR, 1999). However, alcohol consumption represented the main cause for diagnosis of mental disorders (Ministry
of Health, 2004a). In a household survey in a middle- and lower-class section of Greater Buenos Aires, Tarnopolsky et al (1975)
reported that disorders related to alcohol use were present in one-sixth of adults. They were present almost exclusively among males
and were more prevalent among those with lower levels of education, occupation and residential status and among migrants. A
survey of three Buenos Aires hospitals revealed that 5% of all the cases attended during a single week were related to the consump-
tion of alcohol and drugs. Lack of formal education, unemployment and marital separation were associated with substance abuse by
males (especially in the case of alcohol abuse among older men and the abuse of psychoactive and illegal drugs among the young),
while women tended to take overdoses of psychoactive drugs in times of personal crisis (Miguez & Grimson, 1989). In a study con-
ducted on more than 1200 school going adolescents of both sexes and 51 male adolescents in a drug treatment programme, Moss
et al (1998) found that older age, deviant behaviour, deviant peer behaviour, school related problems and familial drug abuse were
associated with drug abuse in study subjects. Alvarez (1996) showed a strong association between drug use and drug consump-
tion by friends or sibs and consumption of tobacco or alcohol. Serfaty et al (1991) found severe depression in 4.5% of the sample
of adolescents (n=553) who had applied for military service. Sadness in childhood, drug abuse by sibs, family conflict and suicidal
ideations were associated with the occurrence of depression. Chemerinski et al (1998) assessed a consecutive series of 398 patients
with probable Alzheimer's Disease (AD) for the presence of generalized anxiety disorder (GAD) using a standardized neuropsychiat-
ric evaluation. 5% of patients showed GAD during the 4 weeks preceding the psychiatric evaluation. Vasquez et al (2000) studied
149 hospital patients for delirium and found that 20.5% suffered from delirium with severity of illness, chronicity and fever being
the main factors associated with it. Official mortality statistics showed that crude rate of suicides increased from 6.3 per 100 000 in
1997 to 8.4 per 100 000 in 2002. Suicides were more common in those in the age range of 15 to 24 years and to a smaller degree
in the age range of 50 to 54 and 65 to 69 years (Ministry of Health, 2004b). Rizzi et al (1998) reviewed reports of autopsies of all
violent deaths in women aged 12-44 years over a 5-year period (n=272) and found that suicide accounted for 17.6% of all violent
deaths.

MENTAL HEALTH RESOURCES

Mental Health Policy A mental health policy is present. The policy was initially formulated in 1957.

The components of the policy are advocacy, promotion, prevention, treatment and rehabilitation. It was revised in 2001 through a
process that involved multiple stakeholders (politicians, mental health professionals, NGOs and public servants). Regular funds for its
implementation were allocated.

Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1987. The substance abuse
policies are established by the National Secretariat of Prevention and Action against Narcotraffic that reports to the President. It has
a specific budget for its implementation and is supported by a legislation on substance abuse that was formulated in 1990.

National Mental Health Programme A national mental health programme is present. The programme was formulated in 1998.
Its main focus is on strategy for services reform, promotion and prevention, integration of mental health services with primary care
and consolidation of specialized services. As Argentina is a federal country, different regional mental health programmes are cur-
rently in place in different provinces. Consultations for updating the national mental health programme have been initiated in 2004.
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National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is absent.

Mental Health Legislation The most recent legislation in this area is one on mental health in primary care. It also covers promo-
tion/prevention, users’ rights and advocacy and it conforms to International Human Rights Laws. However, it does not contain
regulations on involuntary treatment, mental health services, admission and discharge procedures and housing/employment facilities
for the patients. A specific budget has not been assigned to it. Data on percentage of involuntary admissions is not available. The
National Law regarding admissions (Law 229/4) was passed in 1982.

The latest legislation was enacted in 2001.

Mental Health Financing There are budget allocations for mental health.
Details about expenditure on mental health are not available.
The primary sources of mental health financing in descending order are tax based, social insurance, private insurances and out of

pocket expenditure by the patient or family.

At national level, the budget for a health area (e.g. mental health) depends on the ministerial office to which it belongs. Various
regions make their own budget allocations for mental health; for example Buenos Aires assigns 2% of health budget to men-
tal health. At the national level, approximately 10% of mental health expenses are allocated to public psychiatric hospitals. Data
regarding other expenses such as public and private general hospitals, ambulatory clinics, community care, etc. are not available.
The country has disability benefits for persons with mental disorders.

Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is
available at the primary level. Facilities are not uniform across the country (less than 25 % of the population is covered by mental
health services through primary care. Usually patients reach the specialist system directly or through referral from other sources.
Regular training of primary care professionals is not carried out in the field of mental health.

There are community care facilities for patients with mental disorders. Facilities are not uniform across the country. A budget for
community services is available in some provinces.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 6
Psychiatric beds in mental hospitals per 10 000 population 5.4
Psychiatric beds in general hospitals per 10 000 population 0
Psychiatric beds in other settings per 10 000 population

Number of psychiatrists per 100 000 population 13.25
Number of neurosurgeons per 100 000 population 1.1
Number of psychiatric nurses per 100 000 population

Number of neurologists per 100 000 population 1.6
Number of psychologists per 100 000 population 106
Number of social workers per 100 000 population 1

The number of psychiatric nurses, occupational therapists is not known. There are 43 000 psychologists but the specific number
working for mental health is not available. There are 225 facilities in Argentina with psychiatric beds. Psychiatric beds are almost
equally divided between public and private psychiatric institutions. 80% of these beds are occupied by long stay patients (>1 year);
15.0% medium stay (3 months to 1 year) and 5.0% short stay (<3 months). There are no psychiatric beds in prison for offenders
with mental disorders. Hospitals for forensic purposes and general hospitals receive patients sent by the judge. Private hospitals also
assist forensic services if the patient can afford the expenses. Mental health professionals are concentrated in the urban centres.

Non-Governmental Organizations NGOs are involved with mental health in the country. These organizations participate in men-
tal health issues related to women, children, domestic violence and consumers. NGOs are often registered with the ministry.

Information Gathering System There is no mental health reporting system in the country.
The country has no data collection system or epidemiological study on mental health. There are no general studies, only isolated
ones like the one for Buenos Aires.

Programmes for Special Population The country has specific programmes for mental health for minorities, disaster affected pop-
ulation, indigenous population, elderly and children.

Some special programmes carried out in collaboration with national and international organizations. The Forensic Psychiatric System
involves civil and penal areas, each with its own legislation. The Constitution of Argentina provides the ethical and juridical frame-
work for the purpose and operation of prisons and other safety psychiatric institutes from the penitentiary services. Unimputability
and the implementation of safety measures according to danger are ruled by the Penal Code from 1921 (last modified in 1997). In
the civil area, the Civil Code (1997) in force at the national level looks into the issue of involuntary care. The objective of care of
forensic patients is to avoid prolonged hospital stay and to integrate the patient into the community through a self-managed sys-
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tem. While admitted, some forensic patients are allowed to attend day care centres for occupational therapy. After discharge from
the hospital, supervision is maintained for 4 years. Though a number of programmes cover forensic psychiatry, a specific course
leading to recognition as a forensic psychiatrist has not been organized.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, phenobarbital, sodium valproate, amitriptyline, chlorpromazine, diazepam, haloperidol, lithium.

Other Information Methods to assess quality of care at primary care level are unavailable, however, tools for quality assurance are
available at secondary and tertiary levels.

Additional Sources of Information
Alvarez, A. (1996) Risk factors for the consumption of illegal drugs. Study in 1904 18-year-old boys in the city of Buenos Aires Medicina., 56, 23-28.
Chemerinski, E., Petracca, G., Manes, F., et al (1998) Prevalence and correlates of anxiety in Alzheimer's disease. Depression & Anxiety, 7,166-170.

Di Marco, G. (1982) Prevalence of mental disorders in the metropolitan area of the Republic of Argentina (Prevalencia de desordenes mentales en el area
metropolitana de la Republica Argentina). Acta Psiquiatrica y Psicologica de America Latina, 28, 93-102.

Folino, J. O., Vasquez, J. M., Sarmiento, D. (2000) Forensic psychiatry in the province of Buenos Aires. International Journal of Law and Psychiatry, 23,
567-577.

Miguez, H. A., Grimson, R. W. (1989) Emergency consultations for abuse of psychoactive substances in Buenos Aires hospitals. Boletin de la Oficina
Sanitaria Panamericana, 107, 296-306.

Ministry of Health (2004a).
Ministry of Health (2004b) Mortality Statistics of the National Programme of Statistics of Health (PNES).

Moss, H. B., Bonicatto, S., Kirisci, L., et al (1998) Substance abuse and associated psychosocial problems among Argentina adolescents: sex heterogeneity
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GENERAL INFORMATION

Armenia is a country with an approximate area of 30 thousand sq. km. (UNO, 2001). Its population is 3.052 million, and the sex
ratio (men per hundred women) is 94 (UNO, 2004). The proportion of population under the age of 15 years is 19% (UNO, 2004),
and the proportion of population above the age of 60 years is 13% (WHO, 2004). The literacy rate is 99.7% for men and 99.2%
for women (UNESCO/MoH, 2004).

The country is a lower middle income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP
is 7.8%. The per capita total expenditure on health is 273 international $, and the per capita government expenditure on health is
112 international $ (WHO, 2004).

The main language(s) used in the country is (are) Armenian and Russian. The largest ethnic group(s) is (are) Armenian. The largest
religious group(s) is (are) Armenian Apostolic Christian.

The life expectancy at birth is 67 years for males and 73 years for females (WHO, 2004). The healthy life expectancy at birth is 59
years for males and 63 years for females (WHO, 2004).

EPIDEMIOLOGY

Recent data (2000-2002) obtained on a representative sample (n=395) by means of a specially elaborated unified questionnaire
and properly adapted and standardized Symptom Checklist (SCL-90R), Beck Depression Inventory (BDI) and Hospital Anxiety and
Depression Scale (HADS) suggested high levels of emotional disorders in comparison to that reported in Western Europe and Russia.
Anxiety and depression were significantly higher in those areas reporting an inability to access medical aid due to financial reasons.
Surprisingly, no substantial differences were seen in the level of anxiety and depression as well as on the majority of SCL-90R scores
between respondents from disaster and non-disaster areas (Khachaturyan, 2002; Khachaturyan & Nersesyan, 2004). Armenian et al
(2000) interviewed 1785 adult victims, identified through stratified population sampling 2 years after the 1988 earthquake, with the
National Institute of Mental Health (NIMH) Disaster Interview Schedule/Disaster Supplement. A comparison of pure PTSD (without
comorbidity, n=154 cases) and controls (without psychiatric diagnoses, n=583) showed that PTSD was positively associated with
geographic location (level of destruction) and loss to the family, and negatively associated with level of education, being accompa-
nied at the moment of the earthquake and making new friends after the earthquake. Armenian et al (2002) also reported a rate of
52% for depression. A comparison of cases of pure depression (no comorbidity) with controls revealed that depression was posi-
tively associated with female gender, geographic location (level of destruction) and loss to the family, and negatively associated with
receiving disaster related assistance and social support after the earthquake and alcohol use. Goenjian et al (1994a) evaluated 179
adults 1 1/2 years after the 1988 earthquake with the Posttraumatic Stress Disorder (PTSD) Reaction Index. PTSD reaction index
score was associated with nearness to the epicentre (higher exposure) and loss of family members. Although there was no difference
in total mean score on the PTSD Reaction Index, the elderly had higher scores on arousal symptoms and lower scores on intrusive
symptoms in comparison to young adults. In another study, Goenjian et al (1994b) assessed 202 adults exposed in 1988 to politi-
cal violence in Azerbaijan and/or the earthquake in Armenia. High rates of severe posttraumatic stress reactions were found among
the most highly exposed individuals, irrespective of the type of trauma. The same group of workers (Goenjian et al, 2000) evalu-
ated 78 non-treatment-seeking subjects with self-report instruments approximately 1.5 and 4.5 years after the 1988 earthquake in
Armenia and the 1988 pogroms against Armenians in Azerbaijan. No significant differences in PTSD severity, profile or course were
seen between the two groups. Those exposed to severe trauma (earthquake or violence) had high initial and follow-up PTSD scores
that did not remit over the 3-year interval, though the depressive symptoms subsided. Posttraumatic stress, anxiety and depressive
reactions were highly intercorrelated within and across both time intervals. Goenjian (1993) found high rates of psychiatric morbid-
ity (post-traumatic stress disorder: 74%, major depressive disorder: 22%) in a sample of 582 school children. In a sample of 231
children, Pynoos et al (1993) found that the Children's Post-traumatic Stress Disorder Reaction Index (CPTSD-RI) score was strongly
correlated with a clinical diagnosis of PTSD and that there was a strong positive correlation between proximity to the epicentre and
overall severity of post-traumatic stress reaction. Analyses controlling for exposure revealed that girls reported more persistent fears
than boys. Goenjian et al (1995) evaluated 218 school-age children using the Child Posttraumatic Stress Disorder Reaction Index,
the Depression Self-Rating Scale and the section on separation anxiety disorder from the Diagnostic Interview for Children and
Adolescents. They found high rates of current PTSD, depressive disorder (and the co-occurrence of PTSD and depression) among
victims residing in the two heavily impacted cities. Separation anxiety disorder was comparatively less frequent, Severity of post-
traumatic stress and depressive reactions were highly correlated and each with the extent of loss of family members. Najarian (1996)
found that two groups of children with high exposure to the earthquake (those remaining in the earthquake city and those relocated
to another place) demonstrated significantly higher rates of PTSD, depression and behavioural difficulties in comparison to a control
group. There were no differences between the relocated children and those who remained in the earthquake zone. An article com-
paring suicide patterns across different countries that were a part of the erstwhile USSR reports that during 1984-1990 the rate of
suicide was 3.5 cases per 100 000 inhabitants in the Caucasus (Georgia, Azerbaijan and Armenia) (Wasserman et al, 1998).

MENTAL HEALTH RESOURCES
Mental Health Policy A mental health policy is present. The policy was initially formulated in 1994.
The components of the policy are advocacy, promotion and prevention.
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Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1992.
National Mental Health Programme A national mental health programme is absent.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present.
Details about the year of formulation are not available.

Mental Health Legislation The law regulates the rights of mentally disturbed individuals (excluding any discrimination for psychi-
atric patients), provision of professional medical aid and social insurance, as well as issues of compulsory and non-compulsory treat-
ment.

The latest legislation was enacted in 2004.

Mental Health Financing There are budget allocations for mental health.

The country spends 4.5% of the total health budget on mental health.

The primary source of mental health financing is tax based.

The treatment of psychiatric patients is financed by the state. However, in the situation of slender budgets for public health care, the
funding of the psychiatric service is obviously inadequate.

The country has disability benefits for persons with mental disorders. Chronically mentally ill patients receive monthly payments.

Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is not
available at the primary level. Treatment of severe mental disorders is carried out by specialized centres and psychiatric dispensaries
(specialized outpatient departments).

Regular training of primary care professionals is carried out in the field of mental health. In the last two years, about 175 personnel
were provided training. Treatment of patients is organized in close cooperation with the local primary care service. Regulations for
continuous training of family doctors in the field of mental health are in the stage of development. Since 1999, mental health issues
are considered in postgraduate training and respecialization (concerning experienced general practice physicians) programmes for
family doctors. Special emphasis is placed on identification and management of neurotic and somatoform disorders, affective (espe-
cially mild and masked depressive) disorders, drug use disorders, behavioural syndromes connected with physiological disturbances
and other physical factors, personality disorders and developmental disorders. Approximately 250 family doctors have been trained
in the field of mental health since 1999.

There are community care facilities for patients with mental disorders. Each community and locality has its mental health providers.

Psychiatric Beds and Professionals

Total psychiatric beds per 10 000 population 4.8
Psychiatric beds in mental hospitals per 10 000 population  4.78
Psychiatric beds in general hospitals per 10 000 population ~ 0.02

Psychiatric beds in other settings per 10 000 population 0
Number of psychiatrists per 100 000 population 4
Number of neurosurgeons per 100 000 population 1.2
Number of psychiatric nurses per 100 000 population 0
Number of neurologists per 100 000 population 9.8
Number of psychologists per 100 000 population 0.4
Number of social workers per 100 000 population 0.08

Psychiatric provision in Armenia is carried out by two kinds of medical service: outpatient and inpatient. It is represented through the
network of dispensaries, hospitals and health centres within the various communities. In recent years, the policy of reducing hospital
beds has been implemented and new day hospitals have been opened; the development of night hostels is proposed. The psychiat-
ric hospitals have been broken up into smaller units; whereas they formerly had 500-1000 beds, at present the greatest number of
beds in any one is 400.

Non-Governmental Organizations NGOs are involved with mental health in the country. They are mainly involved in advocacy
and promotion. In 1999, with the assistance of the international organization Médecins Sans Frontiéres, it became possible to open
a rehabilitation workshop at one of the biggest psychiatric hospitals.

Information Gathering System There is mental health reporting system in the country.
The country has data collection system or epidemiological study on mental health.

Programmes for Special Population The country has specific programmes for mental health for refugees, disaster affected popu-
lation and children.

In 2000, the Association of Child Psychiatrists and Psychologists (ACPP) and the Geneva Initiative on Psychiatry (GIP) success-

fully implemented a project entitled ‘Public Education and Training of Professionals Working with Children in Primary Health Care
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System of Armenia.” One of the outcomes of this project was the creation of the Child and Adolescent Mental Health Care Project
(CAMHCP). This programme attempts to respond to the mental health needs of children and adolescents in Armenia by a quick
response to requests and referrals, involving parents and teachers in the early detection of behavioural problems in a multidiscipli-
nary, supportive and therapeutic environment.

Therapeutic Drugs The following therapeutic drugs are generally available at the primary health care level of the country: car-
bamazepine, ethosuximide, phenobarbital, phenytoin sodium, sodium valproate, amitriptyline, chlorpromazine, diazepam, fluphena-
zine, haloperidol, lithium, levodopa.

Other Information

Additional Sources of Information
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GENERAL INFORMATION

Australia is a country with an approximate area of 7741 thousand sq. km. (UNO, 2001). Its population is 19.913 million, and the
sex ratio (men per hundred women) is 99 (UNO, 2004). The proportion of population under the age of 15 years is 20% (UNO,
2004), and the proportion of population above the age of 60 years is 17% (WHO, 2004). The literacy rate is 99% for men and
99% for women (UNESCO/MoH, 2004).

The country is a high income group country (based on World Bank 2004 criteria). The proportion of health budget to GDP is 9.2%.
The per capita total expenditure on health is 2532 international $, and the per capita government expenditure on health is 1718
international $ (WHO, 2004).

The main language(s) used in the country is (are) English. The largest ethnic group(s) is (are) Caucasian, and the other ethnic
group(s) are (is) Asian and indigenous groups. The largest religious group(s) is (are) Anglican, and the other religious group(s) are (is)
Roman Catholic.

The life expectancy at birth is 77.9 years for males and 83 years for females (WHO, 2004). The healthy life expectancy at birth is 71
years for males and 74 years for females (WHO, 2004).

EPIDEMIOLOGY
There is substantial epidemiological data on mental ilinesses in Australia in internationally accessible literature. No attempt was made
to include this information here.

MENTAL HEALTH RESOURCES

Mental Health Policy A mental health policy is present. The policy was initially formulated in 1992.

The components of the policy are advocacy, promotion, prevention, treatment and rehabilitation. The national mental health policy
together with the Statement of Rights and Responsibilities and the three consecutive National Mental Health Plans is a foundation
document of the National Mental Health Strategy, the umbrella for mental health reform in Australia. The aims of the policy are to:
promote the mental health of the Australian community and, where possible, prevent the development of mental health problems;
reduce the impact of mental disorders on individuals, families and the community; and assure the rights of people with mental dis-
orders. The national mental health policy discusses twelve key policy areas including: consumer rights; promotion and prevention;
service mix; mainstreaming of mental health services; mental health workforce; legislation; research and evaluation; and monitoring
and accountability. The Policy is implemented through the National Mental Health Strategy and the 5-year National Mental Health
Plans (1992-1997; 1998-2003; 2003-2008).

Substance Abuse Policy A substance abuse policy is present. The policy was initially formulated in 1985. The National Drug
Strategy 2004-2009 provides a framework for a coordinated, integrated approach to drug issues in the Australian community. It is a
national policy framework that is complemented, supported and integrated with a range of national, state, territory, governmental
and non-governmental strategies, plans and initiatives. It builds upon the experience and achievements of its policy predecessor, the
National Drug Strategic Framework 1998-99 to 2003-04, and is overseen and guided by key advisory and decision making bod-
ies. Its mission is to improve health, social and economic outcomes by preventing the uptake of harmful drug use and reducing the
harmful effects of licit and illicit drugs in Australian society.

National Mental Health Programme A national mental health programme is present. The programme was formulated in 1992.
The programme progressed through the first and second National Mental Health Plans. Under the National Mental Health Strategy,
the Australian Government and all State and Territory Governments are working to achieve reform of mental health care in
Australia. The private sector is also engaged in reform activity. The current National Mental Health Plan 2003-2008 has four priority
themes: mental health promotion and prevention of mental illness; increasing service responsiveness; strengthening quality; and fos-
tering research, innovation and sustainability. The Plan aims to continue the reform processes previously begun and to engage with
other sectors such as housing, education, welfare, justice and employment. Under the Plan there is also an increased focus on issues
of recovery and rehabilitation and the need for a broad Government and community response.

National Therapeutic Drug Policy/Essential List of Drugs A national therapeutic drug policy/essential list of drugs is present. It
was formulated in 1991.

Mental Health Legislation Mental health legislation in Australia is the responsibility of each of the eight State and Territory
Governments. In 1996, under the National Mental Health Strategy, a Rights Analysis Instrument was developed by the Federal
Attorney-General's Department for assessing compliance of state and territory legislation with national and international standards.
All jurisdictions have undertaken such assessment and suitable amendments to legislation have been incorporated based on assess-
ment findings. The assessments looked for conformity with the United Nations Principles for the Protection of Persons with Mental
lliness and for the Improvement of Mental Health Care and the National Mental Health Statement of Rights and Responsibilities.
Details about the year of enactment of the mental health legislation are not available.

Mental Health Financing There are budget allocations for mental health.
The country spends 9.6% of the total health budget on mental health.
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The primary sources of mental health financing in descending order are tax based, private insurances and out of pocket expenditure
by the patient or family.

The figure 6.4% refers to the proportion of the total health budget spent on specialized mental health services (excluding alcohol
and drug services). When all health services are taken into account, an estimated 9.6% of total recurrent health expenditure is spent
on mental disorders. The Federal Government share is about one-third and the remaining is provided by the State and Territory
Government with some contribution from the private sector. Between 1993 and 2002, federal spending grew by 128% and state
and territory funding by about 40%. In this period, the state and territory spending on community care increased by 145%; NGOs
increased their share of the mental health budget from 2% to 5%. In 2000, only 20% of mental health resources were accounted
for by stand-alone psychiatric institutions, down from 49% in 1993. Financing arrangements differ across states and territories. State
funded specialized mental health services are largely funded through block grants. Victoria funds specialized mental health services

on the basis of unit costs — number of beds available and staff employed. Some other states use a case-mix system for their acute
hospitals where providers are funded according to the number and type of patients treated (the classification system used for this is
the Australian National Diagnosis Related Groups). In cases where the case-mix system is restricted to acute care, community care is
funded on block grants. Under the Australian system all citizens are eligible to free medical care in the public sector and the national
health insurance system covers some portion of the expenses incurred under the private sector. Private mental health care is also
funded by private insurance (almost one-third of the population has private health insurance) and workers’ compensation insurance.
The country has disability benefits for persons with mental disorders.

Mental Health Facilities Mental health is a part of primary health care system. Actual treatment of severe mental disorders is avail-
able at the primary level. Primary care is now acknowledged as part of the mental health workforce. The majority of Divisions of
General Practice have developed and implemented mental health projects that focus on partnership development. In 2001-2002, the
‘Better Outcomes in Mental Health Care’ initiative was launched to advance primary mental hea