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Background

Geographical situation

The Slovak Republic is situated in the very heart of Europe, covering 49 035 km². It borders with the Czech Republic, Poland, Ukraine, Hungary and Austria. It is mostly mountainous with a mixture of continental and oceanic climates characterized by four distinct seasons. Bratislava is the capital of the Slovak Republic.

Demography

In 2001, the population of Slovakia was 5 395 300 (48.6% male 54% female). The Slovaks accounted for 85.6%, Hungarian 10.6%, gypsies 1.7% Czechs, Moravians and Silesians for 1.6% and others for 0.4%.

The structure of the population according to basic age groups is as follows:

· Pre-productive age 18.6%

· Productive age 63.1%

· Post productive age 18.3%

The shape of the age pyramid shows the demographic transition of the Slovak population. In 1999, the age group below 45 years (except the age group 22-25) were slightly larger, but the age group from 45 years up to 84 years were smaller than in other reference countries1 in general. The Slovak natural growth rate was highest among reference countries in the late 1980’s. However, the rate decreased, first slowly from 6.6 per 1 000 population in 1986 to 3.1 in 1993, and then more rapidly to 1.3 in 1997 and 0.8 in 1999. This was, however, the highest among reference countries along with Poland and near the EU average of 0.9/1 000.

Political background

The so-called velvet revolution in 1989 led to the fall of the communist regime. Political, economic and social reforms towards a democratic market-orientated economy were accompanied by efforts of Slovakia to gain more political and social autonomy. In 1992, the constitution of the Slovak Republic was adopted following by the constitutional division of the Czech and the Slovak Federal Republic into two independent successor countries.

Today, the Slovak Republic is an independent state with parliamentary democracy. The current president was elected in 1998 for a period of five years. 

The country is divided into eight administrative regions, of which the capital is Bratislava. The local authorities are the district bureaux with the power to raise local taxes and responsibility for roads, schools, utilities and public health. Both mayors and municipal councillors are elected.

The Slovak Republic is a member of the UN, the OECD, the Central European Free Trade Area, the Council of Europe, the Central European Initiative for Peace and the NATO Partnership for Peace and Slovakia will be a member state of the European Union in 2004.

Economic and social conditions

The relevance of educational attainment to health is well documented. The literacy among adult population (aged 15 or older) has often been used as an indicator, but the uniformly high literacy in Europe and reference countries limit its value for comparison (over 96% or more). As other reference countries, Slovakia has a participation in primary education that is close to 100%. Comparable data on enrolment ratios in secondary education (middle school, high school, vocational and technical school) show a fall in 1980 and subsequent return to the previous level. The ratios in the mid-1990s were above the average of other accessing countries average.

The Slovak gross domestic product (GDP) adjusted for purchasing power (PPP) was US$ 6 690 in 1991. By 1999, it has increased to US$ 10 591. This was greater than the average of reference countries, but 47% of the EU average. National statistics show that the real wages in Slovakia declined in the 1990s by almost one third, but in 1996 they had reached 82% of the level in 1989.  In the late 1980s, the distribution of earnings in Slovakia was one of the most equal amongst reference countries, but there is no more recent data.  Slovakia has already moved to a post-industrial economy phase. In 1993, 57% of workers were working in services, 31% in industry and 12% in agriculture.

The official unemployment rate in Slovakia increased from 1.5% in 1990 to 14.6% in 1994. After a minor decrease, the rate peaked at 16.2% in 1999. This was the highest rate among the accessing countries, much above the EU average (10.3% in 1999). Unemployment in most countries in central and eastern Europe may even be higher than these official rates.

Inflation has caused severe problems for some countries in central and eastern Europe. In Slovakia, inflation peaked at 61% in 1991, but declined by the following year to 10%. In 1999, Slovakia reported an inflation rate of 10.6% that is lower than in other accessing countries.

Health Indicators

Slovak life expectancy at birth for males was above the average of the reference countries in the mid 1980’s, but has deteriorated in the early 1990s to below the average. After that, the Slovak life expectancy started to increase again, remaining above the average of reference countries, but declined below the average of reference countries until in 1999. The difference between EU countries has increased from 5 years to 7.5 years since the mid-1980s.

A similar pattern was found for females. Life expectancy was the highest among the reference countries in 1987, but it fell in the late 1980s towards the average of reference countries. Life expectancy subsequently increased to 77 years, but has been static since the early 1990s. Female life expectancy in the EU has been more than 4 years longer than in Slovakia in the late 1990s.

However large regional differences in life expectancy at birth are reported: the variation between the areas with longest and shortest life expectancy is approximately 3 years for women but up to 10 years for men. There is a clear connection between life expectancy, education, unemployment, with those districts with high unemployment rates or with high proportions of inhabitants having only elementary education having the lowest life expectancy.

Comparing the death rates from main causes between countries can indicate how far the observed mortality might be reduced. As almost all the causes underlying the deaths attributed to cardiovascular diseases, cancer and accidents are influenced by collective and individual habits and behaviour, a wide variety of health promotion and prevention measures can bring about changes to reduce health risks and thus disease and premature deaths.

Mortality rates are generally low by the standard of the reference countries, but the contribution of excess male mortality due to cancers and cardiovascular disease to the excess compared to the EU is evident. In 2001 the total number of deaths was 17 980 and the death rate represented 0.7 per 1 000 population.  In productive ages there were 5.3 times more male deaths than female deaths. 

The SDR for cardiovascular diseases for males aged 0-64 years in Slovakia increased in the late 1980s, but fell below the average of the reference countries in 1990s. Despite this improving position, the Slovak rate is more than double the EU rate. For females aged 0- 64 years the Slovak rate follows the average of the reference countries. However as for males, the female SDR is still more than double the EU rate. Regional differences in CVD mortality rates are clear. Lifestyle factors seem to be the main contributors to these differences.

The SDR for cancer among the Slovak male population aged 0-64 years, has been one of the highest among the reference countries, and has been static since the mid 1980s. Although the difference between EU average is smaller than for CVD, the Slovak rate has been almost 70% higher than the EU rate in the late 1990s. For women the rate is some 20% higher than the EU average.

In Slovakia, the incidence of AIDS (below 0.1/100 000 population in 1999) has been one of the lowest in the whole of Europe, much lower than in the EU (2.5/100 00). The largest transmission group in Slovakia are homosexual or bisexual contacts (65%), and heterosexual contacts (30%).

The Slovak incidence of TB is one of the lowest among the reference countries, but still above EU average.

The incidence of viral hepatitis has declined and now is near the EU level.

Even though the incidence of syphilis has been one of the lowest among reference countries, the Slovak rate in 1999 was eight times the rate in 1990 and more than five times the EU rate.

The SDR for infectious disease and parasitic diseases has dropped very sharply during the 1970’s in the EU countries and in Slovakia. In contrast, the Slovak SDR for disease of respiratory system has been one of the highest among reference countries however has significantly fallen since 1980s. In 1985, the Slovak rate was double the EU average.

The Slovak SDR for disease of digestive system was higher than the average of the reference countries and the EU mid 1980s. Since 1990 the Slovak rate has decreased, remaining below the average of the reference countries during 1990s. The most recent rate was, however, above the average of the reference countries, and almost 70% higher than the EU rate.

The SDR for external caused injuries and poisoning for men in Slovakia equalled the average of reference countries in the 1980s, declining below in the 1990s. The difference from the EU decreased during the 1990s, when the Slovak rate declined more rapidly than the EU rate. The EU rate was, however, still more than 40% lower than the Slovak rate in the late 1990s.

Women have notably lower SDRs for external causes in general. In 1999 Slovak males had a SDR for external causes, which was more than four (x4) times the female rate. The SDR for Slovak women has also decreased, reaching the EU average, and is now the lowest among the reference countries.

The SDR for homicide and purposeful injuries has remained below the average of the reference countries. There had been a clear increase in the 1980’s, with a fall in the 1990s. According to the latest figures, the Slovak rate was one of the lowest among the reference countries, but still more than double the EU rate.

The SDR for motor vehicle traffic accident in Slovakia was below the EU rate in late 1980s, but it increased above the EU rate since then, especially among men. After a couple of years with decreasing death rates, the SDR started to increase again. 

There were 466 cases of suicide in 2001 - males (376 cases) and females (90 cases). This represented 14.3 males and 3.2 females per 100 000.

Suicides are reported by the Institute of Health Statistics by using a specific questionnaire. These questionnaires are probably not filled in regularly by pathologists, therefore substantial information might be missing. Suicides announced by the Slovak Statistics Institute are higher and these are done by Reports of Deaths, 692 suicides in total (580 males and 112 females).There were 903 cases of self- inflicted injuries notified in 2001 (435 males and 468 female). That is more by 174 cases in comparison with 2000. 

The SDR for suicide and self-inflicted injury for men equalled the average of the reference countries in the mid- 1980s. This rate has descended since then, and the decrease has been one of the largest among the reference countries. The Slovak rate however is still above the EU average.  In general women have lower suicide rates than men, and this is also the case in Slovakia. Since the mid-1980s, the Slovak suicide rate for women has almost halved which has been one of the largest decreases among the reference countries. The rate for women in 1999 was significantly below the EU.
The daily alcohol consumption in Slovakia equalled the EU average in 1980s. Consumption has since fallen in both Slovakia and the EU, but this decrease has been more visible in Slovakia. This could be due to the changes in the control of alcohol production, in the 1980’s the control became very strict and illegal production was badly sentenced. Nowadays there is no evidence of the black market which is probably extremely high, therefore the consumption is probably far higher then the official figures. The positive trend ceased in Slovakia in the mid-1990s, but Slovak consumption was still below the EU average. However data collection on alcohol is difficult due to variable data quality across Europe.

In Slovakia the use of cannabis is increasing. The number of heroin users was estimated to be 7 000-10 000 in the 1990s. Use of heroin as the first illegal drug has increased from 526 to 691 between 1994 and 1995, mainly reflecting increased use by teenage boys. According to a school survey among 15 to 16 year old, 12% of boys and 6% of girls had used cannabis at least once. In the 1999 survey, the total percentage of respondents had increased to 19%. Both proportions were among the highest in the reference countries.

Health care system

There were 11 619 establishments in health services of Slovak Republic up to 31 December 2001, including 10 166 of outpatient health care departments, 183 establishments of institutional health care, 1 174 establishments of physicians care, 39 public health institutes and 57 other establishments and organizations.

Total number of physicians posts was 18 982.02. One practitioner for adults took care of 1 729 inhabitants over 19, one paediatric practitioner for 1 150 children and adolescents aged 0 to 18. 

There were 92 hospitals in the Slovak Republic (7 faculty hospitals, 79 hospitals with polyclinics, 6 psychiatric hospitals). The number of public (state) hospitals with policlinics was 89 and 3 hospitals were non-public. 

The organizational structure of the health care system has radically changed. The provision of health care has been fragmented based on separated health care providers working alone. The organization of the current health care system is a mixture of decentralized and centralized structures. 

The Ministry of Health is the main state executive body responsible for health care and health protection. It proposes the principal directions and priorities of the state health policy, and prepares and submits the appropriate draft legislation to the government.

The Ministry of Health (MoH) is responsible for:

-
regulation of health care providers in order to ensure equitable access for everybody to health care services 

· control of health insurance companies

· education of health personnel

· developing and implementing measures and activities to control food safety, communicable diseases, safe and healthy work environment and other public health functions.

Finally the MoH

· owns, runs and controls almost all inpatient health care facilities

· owns health institutions such as research institutes, National Centre for Health Promotion, etc.

In 1991, the functions of the sub-district and district state physicians were introduced to strengthen the control and planning functions of the MoH.

Sub-district physicians were responsible physicians and responsible for the professional skills of health workers of health workers and organization of health care in their territories. 

District state physicians also submitted proposals for permits for private outpatient facilities in their district to the MoH.

In 1996, due to radical changes in the administrative and territorial division of Slovakia, sub-district and district physicians were replaced by regional state physicians. The tasks of the former were enlarged by providing them with the power to issue the licenses for outpatient non- state health care providers. In addition, the regional offices became the owners of the state independent policlinics and health centres. The regional district state physicians now control the operation of the non-state health care providers. Recently, they were also asked to analyse the network of health care providers in their regions. 

There is a mixture of state and non-state providers. Almost all primary health care providers have become private, usually operating alone.

Most inpatient health care facilities are still under state ownership, the director is appointed by the MoH. 

The introduction of a new system of health care financing based on health insurance led to the establishment of a number of new organizations - health insurance companies. They are responsible for collecting health insurance contributions and for reimbursing health care services according to the Act on Therapeutical Order. They administer the compulsory health insurance scheme and are not allowed to carry out other activities. Their number reached twelve in 1996 but declined to five health insurance companies in 1999. The operations of two of them are guaranteed by the state. 

The system of financing health care based on general taxation and implemented through the annual budget has been replaced by compulsory health insurance system. Contributions are collected and administered by health insurance companies, contributions differ by law and are related to income. Self-employed persons have to pay 13.7% of their assessment basis, employees 3.7% of the assessment basis and their employers cover 10% of the sum of all employees’ assessment basis. There are complementary sources of finance of the health care system from the state for economically inactive persons.

According to health legislation, patients have to pay for drugs if they prefer a second category from the one prescribed from the practitioner or for certain medical aids, prostheses and some dental products. 

Voluntary health insurance is offered as contractual insurance for persons excluded from the compulsory Health Insurance Plan, for instance persons without residence in Slovakia, as well as persons with permanent residency in Slovakia but insurance abroad. However this is a very small proportion.

There has been some external funding mainly for research and the renewal of medical equipment. 

Mental health care

There is no official mental health policy but a programme on psychiatric care exists which was formulated in 1997. It is based on the work of a large group of psychiatrists at the beginning of the 1990s: the Reform of the Psychiatric Care, which included recommendations for the needed services. It was accepted by the government but lacked a time frame. The reform was based on the regional (or catchment area) principle, with units of 100 000 to 150 000 inhabitants, in which all required services should function. The emphasis was placed on the balance of inpatient and outpatient care including restructuring the profile of beds (closing beds in mental hospitals and opening new wards in general hospitals). The development of new outpatient services and forms of care such as day centres, rehabilitation facilities, sheltered workshops, and sheltered housing were also included. Non-regional facilities were to be used for special forms of treatment (addiction, children and adolescents, forensic services and psycho geriatric care). A substance abuse policy was formulated in 1995.

There is no single law dealing with mental health. However, mental health is included in laws concerning not only health care but also social care and others. The general laws on health care have a specific section that deals with involuntary admissions in psychiatric care. The courts decide on individual cases. The latest legislation was enacted in 1994. 

The country spends 2% of the total health budget on mental health. The primary sources of mental health financing in descending order are health insurance, social insurance and out of pocket expenditure by the patient or family. Efforts to transform the health care system began with the change in the political system. The governmental budget system was replaced by an insurance system requiring compulsory payment for both employees and employers. The government only paid insurance for those unemployed. Primary care was privatized as general practitioners had contracts with insurance companies.  There is a disability benefit for persons with mental disorders.

Mental health is a part of the primary health care system. Although treatment for severe mental disorders is available at the primary level, there is no regular training programme in the field of mental health for primary care professionals.

There are some community care facilities for patients with mental disorders. Most patients admitted in the ward are referred by outpatient psychiatrists. If the patient does not need inpatient treatment, he/she can be admitted to a day centre, but most patients in the day centre come though the inpatient department.

The consumption of psychotropic drugs in Slovakia is monitored by the Ministry of Health Department of Drug Economy. The consumption of psycho-pharmaceutical products has increased threefold in the past six years. The increase is significant in the groups of anxiolytics, antidepressants, psycho-stimulants and particularly in the group of atypical antipsychotics.

NGO’s are involved with mental health in the country. They are mainly involved in advocacy and treatment.

There is a mental health reporting system in the country. A annual health report is not published but a statistical report of general health including information on psychiatry is published.

The country has a data collection system or epidemiological study on mental health. A statistical booklet with the number and types of services for treatment and demographic data on suicide and drug users is compiled.

Total Psychiatric beds for 10 000 population
 9

Psychiatric beds in mental hospitals per 10 000 population
 6

Psychiatric beds in general hospitals per 10 000 population
 3

Psychiatric beds in other settings
 0

Number of psychiatrists per 10 000 population
10

Number of neurosurgeons per 10 000 population
 1

Number of psychiatric nurses per 10 000 population
32

Number of neurologists per 10 000 population
 9

Number of psychologist per 10 000 population
 3

There were 692 cases of suicide in the year 2001 represented by 14.3 males per 100 000 and 3.2 females per 100 000

2 559 patients were treated for substance abuse in 2001, 78.3% males and 21.7% females. In these cases the predominant substance of abuse was heroin.

38 861 psychiatric patients were hospitalized in 2001, the majority, 11 926 were treated for substance abuse, 8 252 were hospitalized for psychosis, and 6 223 for organic mental disorders. The trend is towards an increase the number of psychiatric departments in general hospitals. Six psychiatric hospitals with 2 300 beds and 115 medical officers provide acute care facilities in the Regions. The average patient length of stay in the general hospital is 21 days and in the psychiatric hospital it is 47 days.

Six psychiatric institutions have 990 beds and 34 medical officers, two of which are specialized for child and adolescent psychiatry and for substance abuse; four are for longer term patient care that are to be designated for social care clients under a government regulation of the year 2000. The average length of stay in these is 80 days.

At present there are 15 day hospitals to which are allocated 11.7 medical staff, 10.2 psychologists, 3 pedagogues. Two of these facilities are allocated for children and adolescents. These provide 220 daily places for adults and 48 places for children. The prospect for the development of day care as a component of community-based comprehensive psychiatric care is impeded at present by the absence of a link between health and social welfare, employment, housing and retraining prospects for disabled patients.

Outpatient psychiatric care operates outside the hospital system of care. There are 254.2 medical officers employed in the outpatient, policlinic departments of psychiatry, 185 of these positions have been privatized and the trend is likely to be towards a total privatization of outpatient practice. The average number of consultations per month in these departments is 474 representing 337 patients. The medical officer is supported by one nurse but has no access to social workers or other mental health professionals to fulfil the multi-disciplinary team needed in such facilities. Further problems are emerging in the current outpatient practice of psychiatry, for example, the uneven distribution throughout the country of adequate public access to consultation facilities and the imbalance in costs caused by the more expensive atypical drugs for the treatment of psychosis and depression and the restrictions being applied by the health insurance companies.

Child and adolescent psychiatry was first established in Slovakia when a children’s unit was opened in Pezinok Hospital in 1941. In 1989 a clinic for child psychiatry was opened in the Children’s Faculty Hospital. A section for child psychiatry was established in the Slovak Psychiatric Society in 1971 and at present has 90 medical staff. There are presently available 2.3 beds per 10 000 children  in psychiatric facilities in the country. There operate also a limited number (41 with 33,3 full time places) of outpatient clinics for children but they are not widely available throughout the country.

Around 15% of residents in psychiatric beds in Slovakia are above 65 years of age.  290 beds only are designated for psycho-geriatric patients.  Similarly only 4 outpatient stations are assigned for psycho-geriatric consultation.

Clinical psychology in Slovakia started in the 1950s. Currently there are 450 registered clinical psychologists working with the health insurance companies.  The main areas of work are prevention, diagnostics, therapies, counselling, research and education.

Psychological Counselling Services for individuals, couples and families (PCC) is an organization funded by the Ministry of Employment, Social Affairs and Family. The organization has 46 regional and 16 detached offices in all major towns. PCC provides free of charge psychological counselling to individuals, families and to some institutions.

The Slovak Psychotherapeutic Society was established in 1990 and has 600 members at present. The Society still wishes the to regularize the profession of psychotherapy in the country by promoting a parliamentary bill to define and regulate the profession in the country, thereby ensuring its contribution to the mental health field and establishing the reimbursement process by health insurance companies.

The user movement in Slovakia was established in 1997 and consists at present of 10 user, consumer organizations located in the western region (4), mid region (4) and the eastern region (2).  The organizations are federated within the National Organization of Consumers, “Premeny” since 2000. The NGO “ODOS” is specifically focussed in Slovakia on overcoming stigma and discrimination due to schizophrenia and other mental disorders.

“ODYSEUS” is an NGO established in 1997 to help drug users and sex workers to regain dignity and to support their social inclusion as equal members of society.

Postgraduate Psychiatric Education in Slovakia is offered by three Medical Schools.   EUMS Standards are being developed currently.   Undergraduate training in psychiatry is a pre- requisite of the medical curriculum and follows the curriculum proposals of the World Psychiatric Association.

Following the plan in 1991 for reform of psychiatry in Slovakia, a pilot study has been established for the period 2003-2005. This initiative, jointly with assistance from the Netherlands, aims to introduce a standard model for mental health care in the districts of Michalovce and Sobrance. The aim is to establish a model of an integrated service of mental health care in which the objective is a comprehensive community-based psychiatric service is available for the whole population of a designated catchment population. Under the auspices of an International Advisory Committee, a National Planning Committee and a Local Coordinating Committee, the integration of psychiatric hospital and community support services will link health care, both primary and specialized, with social and welfare services in the community. Seven working groups have been established to cover the following areas: housing, rehabilitation, employment, case management, the psychiatric hospital, economy and evaluation.  The longer term outcome is expected to be the decentralization and coordination of health and social systems of care for people with mental health problems in order to achieve a higher motivation of service providers for users and providers, to create adequate number of services in the community and to achieve a more efficient use of resources.

The assessment

Assets

1. Existence of mental health department within the Ministry of Health.

2. Existence of user and family organizations and NGOs (including initiatives such as Integra and the League for Mental Health) opens possibities. 

3. Professionals are highly qualified and very devoted, this can be considered a key strength of the services.

4. Possibilities for interministerial collaboration with ministries of education, social affairs and labour and justice for holistic mental health care planning.

5. Psychotropic drug use is well documented, prescription corresponds to international standards.

6. There is a policy to match EU standards in undergraduate and postgraduate medical training.

7. The Transformation Project in the Michalovce region is a project of community-based mental health care, and it represents a first step towards initiatives of deinstitutionalization by developing community-based services.

8. There are psychiatric day hospitals providing an excellent service to patients.

9. There is extensive outpatient care provided but limited by absence of multidisciplinary support to the single-handed psychiatrist, free access to psychiatrists without recommendations by GPs

10. Availability of basic data on morbidity and care provision

Challenges:

1. Expenditures are only 2% of health budget, which is low in European comparison.

2. In outpatient care a large proportion of the funding goes into psychotropic drug prescription.

3. Funding in inpatient care is not adequate to cover adequate prescription of generic and psychotropic drugs (substantial proportion of psychotropic drugs given free by industry)

4. Lack of substantial communication, cooperation and cofunding from health and social services at ministerial, regional and local levels.

5. The primary (GP) and secondary mental health care interface is not well developed.

6. There is an absence of community-based mental health care.

7. Mental health care delivery is heavily influenced by health insurance companies, and this imposes limitations on multi-disciplinary working and on ensuring best practice.

8. This reflects the absence of a policy-driven mental health care system.

9. There is no adequate implementation of the biopsychosocial approach in medical training programmes.

10. There is no credible professional psychiatric nurse training.

11. There is a severe lack of nursing staff in inpatient mental health care. 
12. Day hospital functioning is limited by system restraints and shortage of funding.

13. There is a system of inpatient care graded by length of stay (about 21 days in general hospital units, 35 days in psychiatric hospitals, and 55 days in the third category (liecebna)), reimbursement is equally determined by length of stay, and this creates inequity of care for severely ill patients.

14. Cage beds are still used in many psychiatric services.

15. No outreach service and no emergency outreach service is provided outside hospital.

Recommendations

1. There is a compelling need for a National Mental Health Programme to include planning of mental health care delivery, and promotion and prevention strategies. This programme should be formulated in collaboration with representatives of mental health professionals (psychiatrists, nurses, psychologists, psychotherapists, social workers ), user and family representatives and other relevant NGOs. Also, the formulation of the National Programme will require interministerial, interdepartmental and intergovernmental (national-regional-local) participation.  The National Mental Health Programme should be offered for adoption by the Government of Slovakia and should include a clear description of tasks to be undertaken by involving ministries and local governments. It will include also a programmed timetable of actions for implementation and a statement on resources required for programme implementation. The WHO Regional Office for Europe can assist the planning authority for the National Mental Health Programme.
2. In the preparation of the National Mental Health Programme, special attention should be given to the needs of children and adolescents and of the elderly with mental disorders. Crisis intervention centres and early intervention strategies should be given attention. A strategy on suicide prevention should be integrated.  Existing psychological and counselling services provide an excellent start point for the necessary development of early intervention and crisis intervention activities.
3. The existing resources in psychiatric care should be adapted to the needs (11% of the patients in contrast to 2% of the budget, 15% of disease burden according to World Health Report). A strategy should be developed to increase financial resources in mental health care and reconsider their allocation to strengthen quality and effectiveness of care. It is important in fulfilment of the comprehensive community based approach to mental health that budgetary contributions are made not only by health but by social welfare and other governmental departments.
4. The overall direction is community-based mental health care utilizing elements of the reform strategy formulated in 1991. In community-based mental health care outpatient departments represent one element, but multidisciplinary care, case management, supported employment and non-hospital residential services are also core elements of the care system.

5. Comprehensive training programmes and capacity-building both within and outside the mental health care system (nursing staff, primary care, social sector) need to be developed to support community mental health care.

6. Working towards the National Mental Health Programme could raise awareness, strengthen tolerance, pluralism and equity for people with mental illness, and this could contribute to social inclusion and civil society.

Resources

Reports prepared and presented by psychiatrists and representatives of NGOs to the WHO European Task Force on Mental Health Assessments at a meeting in Bratislava on Saturday June 21 2003

World Health Organization Regional Office for Europe. Country Profile Slovakia. 2001.

World Health Organization. European Observatory on Health Care Systems; Health Care Systems in Transition: Slovakia, 2000

World Health Organization Geneva. Atlas: Country Profiles on Mental Health Resources 2001. 2001.

UZIS. Health Statistics Yearbook of the Slovak Republic 2001. Bratislava 2002.

1 The reference countries are the following countries (EU assessing countries): Bulgaria, Czech Republic, Estonia, Hungary, Latvia, Lithuania, Poland, Romania, Slovakia and Slovenia.
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