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The global burden of neuropsy-
chiatric disorders is substan-
tial. When measured by years

lived with disability and years lost as a
result of premature death in disabili-
ty-adjusted life years, psychiatric and
neurological conditions accounted for
13% of the global burden of disease
in 2002 (1), because many of these
conditions are chronic, recurring, and
quite disabling. These figures, how-
ever, do not capture other types of
burden associated with mental disor-
ders, including the burden of caregiv-
ing for family members, financial
costs, stigma, and human rights viola-
tions (2–5). There is a large body of
research that shows that there is a
range of effective interventions to
help people with severe mental disor-
ders in both Western (6), and non-
Western countries (7). Cost-effective-
ness research using economic model-
ing has shown that effective treat-
ment of common mental disorders
appears in the same range of cost-ef-
fectiveness as antiretroviral drugs for
HIV-AIDS, secondary prevention of
hypertension, and glycemic control
for diabetes, with a cost that is below
the average per capita income (8).

Despite the huge burden of mental
illness and the availability of effective
interventions, few resources are di-
rected toward mental health care.
Mental health spending in many
countries in the world is less than 1%
of health expenditures (which are al-
ready very low in most middle- and
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Information about mental health systems is essential for mental health
planning to reduce the burden of neuropsychiatric disorders. Unfor-
tunately, many low- and middle-income countries lack systematic in-
formation on their mental health systems. The objectives, scope, struc-
ture, and contents of mental health assessment and monitoring instru-
ments commonly used in high-income countries may not be appropri-
ate for use in middle- and low-income countries. The World Health
Organization (WHO) has recently developed the WHO Assessment In-
strument for Mental Health Systems (WHO-AIMS), a comprehensive
assessment tool for mental health systems designed for middle- and
low-income countries. WHO-AIMS was developed through an iterative
process that included input from in-country and international experts
on the clarity, content, validity, and feasibility of the instrument, as
well as a pilot trial. The resulting instrument, WHO-AIMS 2.2, consists
of six domains: policy and legislative framework, mental health servic-
es, mental health in primary care, human resources, public informa-
tion and links with other sectors, and monitoring and research. These
domains address the ten recommendations of the World Health Report
2001 through 28 facets and 155 items. All six domains need to be as-
sessed to form a basic, yet broad, picture of a mental health system,
with a focus on health sector activities. WHO-AIMS provides essential
information for mental health policy and service delivery. Countries
will be able to develop information-based mental health policy and
plans with clear baseline information and targets. Moreover, they will
be able to monitor progress in implementing reform policies, provid-
ing community services, and involving consumers, families, and other
stakeholders in mental health promotion, prevention, care and reha-
bilitation. This article provides an overview of the rationale, develop-
ment process, and potential uses and benefits of WHO-AIMS. (Psychi-
atric Services 58:816–821, 2007)
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low-income countries), 31% percent
of countries have no separate mental
health budget, and the number of
mental health professionals is grossly
deficient (9,10). Resources for mental
health are particularly sparse in low-
income countries (9–12). For exam-
ple, the median number of psychia-
trists per 100,000 population in low-
income countries is .05 (compared
with 10.5 in high-income countries),
and the number of psychiatric nurses
is .16 (compared with 32.9 in high-in-
come countries) (9). Approximately,
one-third of all countries in the world
have no mental health policy or plan.
Moreover one in three people in the
world live in countries without mental
health legislation and thus without
specific legal protection for people
with mental illness (9). Because of the
low level of resources devoted to
mental health, it is not surprising that
a majority of people with mental ill-
ness in the world go untreated de-
spite the fact that effective treatments
exist. Global estimates of untreated
cases vary from 32.2% for schizophre-
nia (including other nonaffective psy-
chosis) to 56.3% for depression to
78.1% for alcohol and drug use disor-
ders (13). Estimates for untreated se-
rious mental disorders in developing
countries are as high as 85.4% (14)

In order to reduce the burden of
neuropsychiatric disorders, it is im-
portant to obtain valid and reliable in-
formation about a country’s mental
health system (15). Unfortunately, a
number of countries are handicapped
by the lack of information available
on their mental health systems. In-
deed, the World Health Organization
(WHO) Atlas Study (9) reported that
more than 24% of 202 WHO member
states and associated members, terri-
tories, and areas do not have a system
for collecting and reporting even ba-
sic mental health information. Other
countries have information systems,
but these systems are typically nei-
ther comprehensive nor appropriate
for mental health planning. Problems
caused by a lack of information in-
clude a deficient planning process,
impeded accountability, incapacity to
monitor the change promoted by
mental health reforms, and the po-
tential for developing ad hoc solu-
tions before understanding the situa-

tion. In this article we present an in-
strument designed for middle- and
low-income countries that assesses
key components of a mental health
system and thereby generates essen-
tial information that can be used to
strengthen mental health policy and
service delivery.

The WHO-AIMS
The WHO Assessment Instrument
for Mental Health Systems (WHO-
AIMS) (16) differs from other widely
used monitoring and assessment in-
struments—for example, Perfor-
mance Indicators for Mental Health
Trusts, which assesses the perform-
ance of local mental health services in
the United Kingdom (17); the Mental
Health Report Card, which was de-
veloped to monitor mental health
plans in the United States from a
mostly consumer perspective (18);
the mental health indicator scheme of
the European Community Health In-
dicators, covering population-level
measures of negative and positive
mental health (19); and the mental
health indicators included in Healthy
People 2010, the U.S. health targets
to be achieved between 2000 and
2010 (20,21). In contrast to the afore-
mentioned schemes, WHO-AIMS
was specifically designed for the
needs of developing mental health
systems in low- and middle-income
countries. Consequently the scope,
objectives, structure, contents, and
data collection methods of the WHO-
AIMS instrument differ significantly
from existing indicator schemes. For
example, WHO-AIMS was designed
to provide a comprehensive assess-
ment of the mental health system, as
well as services and supports for peo-
ple with mental disorders that are
provided outside the psychiatric serv-
ices sector—for example, mental
health in primary care. In contrast,
most existing monitoring instruments
focus more narrowly on the psychi-
atric services sector.

There are also differences in ob-
jective. Whereas WHO-AIMS was
designed to map all of the essential
existing formal mental health re-
sources in a country, the primary fo-
cus of most other instruments is to
measure the quality or performance
of mental health services or a partic-

ular service facility. There are also
structural differences between
WHO-AIMS and other common in-
dicator schemes. For example, many
indicator schemes contain a large
number of outcome measures, pri-
marily because these instruments are
performance focused. Because many
low- and middle-income countries
lack the basic infrastructure of a
mental health system (for example,
community-based services) or a
functioning information system, out-
come data—essential for assessing
effectiveness—would be extremely
difficult to collect. Thus the WHO-
AIMS instrument primarily consists
of input indicators (resources that
are used to develop or modify system
and services) and process indicators
(assessment of utilization of services,
as well as aspects of quality of servic-
es and programs).

WHO-AIMS also contains a num-
ber of ordinal rating scales, again be-
cause precise data are difficult to col-
lect in some settings. For example,
very few low-income countries record
the number of times that patients are
restrained or secluded in mental hos-
pitals, making it difficult to obtain
precise figures for this important is-
sue. In WHO-AIMS the issue of re-
straint and seclusion of patients has
been addressed through an ordinal
rating scale that asks for estimates on
the percentage of patients who were
restrained or secluded at least once in
the past year. Estimates are based on
a 5-point scale in which A=over 20%,
B=11%–20%, C=6%–10%, D=2%–
5%, and E=0%–1%. Respondents are
instructed to provide precise data if
these are available, and if data are not
available, to provide their best esti-
mate based on other information or a
data source—for example, consulting
key informants in mental hospitals
and reports from nongovernmental
organizations. In addition, in terms of
content, WHO-AIMS contains a
number of items that measure impor-
tant mental health resources in low-
and middle-income countries that
may not be as critical in high-income
countries. For example, there are
items addressing traditional healers
and paraprofessional primary health
care workers. Finally, in terms of data
collection, WHO-AIMS collects in-
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formation from all relevant organiza-
tions at all levels of the health system.
(For details of this process see pages
6–8 of WHO-AIMS 2.2 available at
www.who.int/mentalhealth/evidence/
AIMSWHO22.pdf. This section de-
scribes a process of the systematic
data collection, which is conducted in
consultation with and with regular
support from the WHO-AIMS team
in Geneva. After the data are collect-
ed, they are systematically checked by
the team to identify potential errors.)

Development of WHO-AIMS 2.2
The ten recommendations of the
World Health Report 2001 (6) served
as the foundation of the instrument,
because they represent WHO’s vision
for the improvement of mental health
systems to reduce the burden of men-
tal disorders. These recommenda-
tions are providing treatment in pri-
mary care; making psychotropic
drugs available; providing care in the
community; educating the public; in-
volving communities, families, and
consumers; establishing national poli-
cies, programs, and legislation; devel-
oping human resources; linking with
other sectors; monitoring community
mental health; and supporting more
research. These general recommen-
dations provide a vision for mental
health planning.

In order to operationalize the rec-
ommendations (each recommenda-
tion was considered a domain of in-
terest), a large number of items were
generated and grouped together into
a number of facets (subdomains).
For example, for the World Health
Report recommendation to “estab-
lish national policies, programmers,
and legislation,” a large number of
items were developed pertaining to
the policy and legislative framework.
These items were then grouped into
subdomains, including mental health
policy, mental health plan, mental
health legislation, monitoring of hu-
man rights, and financing of mental
health services. Experts and key focal
points from resource-poor countries
provided input through two consul-
tations to ensure the clarity, content
validity, and feasibility of the gener-
ated items. On the basis of this feed-
back, a pilot version of the instru-
ment was released and tested in 12

low- and middle-income countries—
Albania (22), Barbados, Ecuador, In-
dia, Kenya, Latvia, Moldova, Pak-
istan, Senegal, Sri Lanka, Tunisia,
and Viet Nam. These countries were
selected on the basis of regional di-
versity and size. The aim of the pilot
study was to assess both the clarity
and feasibility of the WHO-AIMS
items and the meaningfulness and
usefulness of the information collect-
ed. The results suggested that the set
of indicators was useful to assess the
mental health services and system in
a comprehensive manner. However,
the number of items needed to be re-
duced to improve the feasibility of
the instrument.

The instrument was substantially
revised and shortened on the basis of
data from the pilot study, including
information on the number of coun-
tries that were able to collect data for
each item, information on which
items showed too little variability
across countries, and the number of
countries reporting the presence of
some mental health activity for each
item. Items were dropped that were
problematic—for example, items that
had a very low response rate. For the
remaining items, 12 WHO technical
staff members ranked all items in
terms of their importance for plan-
ning public mental health action in
low- and middle-income countries.
Finally, five WHO staff members rat-
ed each item on a 3-point scale (low,
medium, and high) on the extent to
which it was perceived to be mean-
ingful, feasible, and actionable. The
research literature on mental health
indicators suggests that good indica-
tors possess these attributes (23,24).
Other considerations included to
what extent each item added value
over other items, how sensitive each
item was to change, and whether the
items together were comprehensive
enough to cover the whole mental
health system.

All of the information obtained
through the procedures described
above was utilized in producing a re-
vised version of the instrument. The
instrument was subsequently re-
viewed by 14 representatives of low-
and middle-income countries. A re-
vised and edited version, WHO-
AIMS 2.2, was published in 2005.

WHO-AIMS 2.2 consists of six do-
mains: policy and legislative frame-
work, mental health services, mental
health in primary care, human re-
sources, public information and links
with other sectors, and monitoring
and research. These domains address
the ten recommendations of the
World Health Report 2001 (6)
through 28 facets and 155 items. An
overview of the domains and facets of
WHO-AIMS 2.2, along with sample
items, is provided in Table 1. All six
domains need to be assessed to form a
basic, yet broad, picture of a mental
health system, with a focus on health
sector activities. The current version
of the instrument includes supporting
documentation (answers to frequently
asked questions, guidance on data col-
lection in WHO-AIMS, and defini-
tions of frequently used terms), a data
entry program, and a template for
writing country reports. In addition,
WHO-AIMS 2.2 contains a list of
items that comprise a brief version of
the instrument (WHO-AIMS-Brief),
which may be used for a rapid assess-
ment of mental health systems. How-
ever, the use of the full instrument is
strongly recommended for obtaining a
comprehensive picture for planning
relevant mental health action.

WHO-AIMS is primarily intended
for assessing mental health systems in
low- and middle-income countries. It
can be used for an entire country or
for a region, state, or province within
a large country, such as India, Brazil,
or China. In addition, most items on
the instrument are relevant and appli-
cable to resource-poor settings within
high-income countries. The instru-
ment may also be useful for high-in-
come countries where there is a de-
sire to achieve a comprehensive pic-
ture of the mental health system out-
side of psychiatric services. Although
duration of data collection will vary
from country to country, the data for
WHO-AIMS can be collected in most
countries in two to three months.

Use and benefits of WHO-AIMS
WHO-AIMS provides essential infor-
mation for mental health policy and
service delivery. Countries will be
able to develop information-based
mental health policy and plans with
clear baseline information and tar-
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TTaabbllee  11

Overview of domains, facets, and examples of items on the World Health Organization Assessment Instrument for Mental
Health Systems 

Domain and facet Example

Domain 1: policy and legislative framework
1.1: Mental health policy 1.1.3: Psychotropic medicines on the essential medicine list
1.2: Mental health plan 1.2.2: Contents of the mental health plans: access to mental health care, including 

access to the least restrictive care; rights of mental health service consumers, 
family members and other caregivers; competency, capacity, and guardianship 
issues for people with mental illness; voluntary and involuntary treatment; 
accreditation of professionals and facilities; law enforcement and other judicial 
system issues for people with mental illness; mechanisms to oversee involuntary 
admission and treatment practices; and mechanisms to implement the provision 
of mental health legislation

1.3: Mental health legislation
1.4: Monitoring human rights 1.4.2: Inspecting human rights in mental hospitals

implementation
1.5: Financing of mental health service

Domain 2: mental health services
2.1: Organizational integration of 2.1.1: Existence and functions of a national or regional mental health authority

services
2.2: Mental health outpatient facilities 2.2.1: Availability of mental health outpatient facilities
2.3: Day treatment facilities 2.3.2: Users treated in day treatment facilities
2.4: Community-based psychiatric 2.4.2: Time spent in community-based psychiatric inpatient units

inpatient units
2.5: Community residential facilities
2.6: Mental hospitals 2.6.10: Long-stay patients in mental hospitals
2.7: Forensic inpatient units
2.8: Other residential facilities
2.9: Availability of psychosocial 2.9.3: Availability of psychosocial interventions at mental health outpatient facilities

treatment in mental health facilities 
2.10: Availability of psychotropic 2.10.1: Availability of medicines in mental hospitals

medicines 
2.11: Equity of access to mental

health services
Domain 3: mental health in primary
health care

3.1: Physician-based primary health 3.1.2: Refresher training programs for primary health care doctors
care

3.2: Nonphysician-based primary 3.2.4: Refresher training programs for nondoctor and nonnurse primary health
health care workers

3.3: Interaction with complementary, 3.3.3: Interaction of mental health facilities with complementary, alternative, or
alternative, or traditional practitioners traditional practitioners

Domain 4: human resources
4.1: Number of human resources 4.1.1: Human resources in mental health facilities per capita: psychiatrists, other

medical doctors not specialized in psychiatry, nurses, psychologists, social
workers, occupational therapists, and other health or mental health workers

4.2: Training professionals in mental 4.2.2: Refresher training for mental health staff on the rational use of psychotropic 
health drugs 

4.3: Consumer associations and
family associations

4.4: Activities of user and consumer 4.4.4: User and consumer associations’ involvement in mental health policies, plans,
associations and family associations or legislation
and other nongovernmental organ-
izations involved in mental health

Domain 5: public education and links with 
other sectors

5.1: Public education and awareness 5.1.4: Professional groups targeted by specific education and awareness campaigns 
campaigns on mental health on mental health

5.2: Formal links with other sectors 
5.3: Links with other sectors: activities 5.3.1: Provision of employment for people with serious mental illness

5.3.2: Primary and secondary schools with mental health professionals
Domain 6: monitoring and research

6.1: Monitoring and mental health 6.1.6: Report on mental health services by the government health department
services

6.2: Mental health research 6.2.2: Proportion of health research that is on mental health
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gets. Moreover, they will be able to
monitor progress in implementing re-
form policies, providing community
services, and involving consumers,
families, and other stakeholders in
mental health promotion, prevention,
care and rehabilitation.

Through WHO-AIMS, countries
will have a fairly comprehensive pic-
ture of the main weaknesses in their
mental health system, and this
knowledge should facilitate im-
provements over time. Moreover, it
is hoped that the process of data col-
lection will stimulate system-level
thinking by governments and man-
agers of health systems and prompt
them to build a data infrastructure,
implement data system improve-
ments, and build a network for men-
tal health action. In addition, WHO-
AIMS also provides a template for
assessment and action by agencies
other than WHO. For example, the
Department of Health of a low-in-
come country using the WHO-AIMS
instruments finds that psychotropic
drugs are available in only 50% of
the primary health clinics. Policy
makers and health managers decide
that they need to improve access to
psychiatric medications in primary
care, and they agree on two goals for
the next five years: increasing by
10% every year the percentage of
clinics in which the drugs are avail-
able and training primary care staff
on psychotropic drugs in the clinics
in which the psychotropic drugs be-
come available. The Department of
Health can carry out an analysis of
the needed resources, mobilize
funds in partnership with a non-
governmental organization, and use
the relevant WHO-AIMS items to
follow the improvement and provide
quick feedback.

Discussion and conclusions
Although WHO-AIMS provides a
useful planning tool for low- and mid-
dle-income countries, limitations ex-
ist. One of the most notable limita-
tions involves the lack of psychomet-
ric approaches employed during the
development process. Although the
development of the instrument was
systematic and involved mechanisms
to assess face and content validity, it
was not possible to conduct tradition-

al quantitative psychometric analyses
(for example, item analysis and factor
analysis) to establish other types of
validity and reliability of the instru-
ment because of the small sample in
the pilot study. The difficulty of ob-
taining a sample large enough to con-
duct traditional psychometric analy-
ses is not unusual in the program
evaluation field, where the unit of as-
sessment is programs rather than in-
dividuals. Consequently, the estab-
lishment of content and face validity
through expert rankings on a number
of dimensions is a common and ac-
cepted practice in the field (25–27).
In addition to the measures taken to
establish content and face validity for
the instrument, a systematic evalua-
tion of the domain, facet, and item
structure will be undertaken on new-
ly collected data. The feasibility and
usefulness will also be evaluated at
this time.

In addition, there are certain mod-
els of care implicit in WHO-AIMS—
for example, ICD mental and behav-
ioral disorders, psychiatric and psy-
chosocial services, and policies on the
need to reduce the burden of disease.
This is consistent with the World
Health Report 2001 (6), the model of
care that is used by almost all Min-
istries of Health in the world. Howev-
er, alternative models of care exist
outside the formal health sector. This
instrument does not assess these alter-
native models of mental health care.

Other weaknesses of the instru-
ment include the difficulty of opera-
tionalizing some key constructs. For
example, the issue of equity of access
to mental health services for minority
groups is a significant one in most
countries of the world, because most
mental health resources in countries
are used by the urban, affluent mem-
bers of the ethnic (or religious) ma-
jority population (28–30). Measuring
the extent of this inequity is impor-
tant in promoting more equitable ac-
cess to mental health care. However,
it is very difficult to operationalize
quantitative items that assess this is-
sue. Consequently, many of the items
in WHO-AIMS that address issues of
equity employ ordinal rating scales.
Although it would be preferable to in-
clude only items that utilize objective
data from reliable sources, these data

are often not available. Potential use
of surveys (complementary to use of
WHO-AIMS 2.2) may help improve
assessment of complex issues, such as
measuring equity in access to care
and within-country differences.

A related issue concerns constructs
that are important to include but
were not able to be operationalized
even in a qualitative fashion. For ex-
ample, we were interested in whether
any restrictions are placed on the cov-
erage of mental health treatments by
social insurance schemes. However, it
was difficult to create an item to
measure this issue, because there are
many different ways in which restric-
tions could be imposed—for exam-
ple, only hospital services are provid-
ed, only hospital services plus a few
ambulatory interventions are provid-
ed, or restrictions are placed on the
length of treatment. Consequently,
this issue is not covered in WHO-
AIMS 2.2. However, this item and
others like it are on a “developmental
list” for possible inclusion in a future
edition. WHO-AIMS is also limited
in assessing mental health promotion
activities, including the measurement
of community supports for those in
distress. Finally, despite the compre-
hensiveness of WHO-AIMS in de-
scribing mental health systems to as-
sist people with mental disorders, it
does not assess the quality or per-
formance of mental health services or
a particular service facility.

To our knowledge, WHO-AIMS is
the first comprehensive mental
health system assessment designed
for low- and middle-income coun-
tries, giving an overview of the nature
and extent of mental health services
in a country. More specifically, it is
unique in that both the conceptual
foundation for the instrument (the
World Health Report 2001) as well as
the development process took into
account knowledge of unique mental
health system needs of low-income
countries. For example, the instru-
ment does not rely on sophisticated
technologies for the data collection.
More important, in-country experts
from low- and middle-income coun-
tries were collaborators in the instru-
ment’s development by piloting the
instrument and providing feedback.
Their input was sought at every stage
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of the instrument’s development, and
we believe that the active involve-
ment of in-country collaborators
helped to raise the relevance, feasibil-
ity, and usefulness of the instrument
to low-resource settings.

The instrument will continue to be
developed and refined. Particular at-
tention will need to be given to as-
sessing and improving response bias,
interrater reliability, and other threats
to the validity of the collected infor-
mation. For example, Delphi meth-
ods may potentially be used to obtain
consensus estimates of data that are
particularly difficult to collect. Future
revisions based on ongoing data col-
lection should serve to strengthen the
instrument. As most items in WHO-
AIMS describe aggregate informa-
tion (usually at the country level), fur-
ther development of WHO-AIMS
may involve linking collected data
with geographical information sys-
tems to map within-country differ-
ences. This process should not only
improve the instrument but also pro-
vide the necessary information to im-
prove policy and service delivery for
people with mental disorders around
the world.
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