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Summary
Mental health problems affect 10–20% of the pediatric population worldwide, with the same prevalence in both the high-income countries (HICs) and low-and-middle-income countries (LMICs). Hungary has a relatively high prevalence of psychiatric
disorders in children aged 4-17 (15.8%). Psychiatric problems in children are an important public health issue in all countries,
as the early diagnosis is important not only for the current well-being of the child, but also for their social and economic development throughout their entire lifetime. This paper reviews the relevant health policy acts of the Hungarian government that
have been released during the previous 15 years. All governmental programs followed the current WHO (World Health Organization) and European Union guidelines, indicating the growing influence of the international organizations on the domestic
health policy. What is interesting, earlier programs concentrated on local governments and actions, and more recent documents
underline the responsibility and role of the state and central government. When analyzing the health policy documents concerning child and adolescent mental health services, a gap between the growing scientific knowledge and its implementation can
be seen. The situation of the Hungarian psychiatry has been worsening from 2006 in terms of the capacity of both the in- and
outpatient care. Hungary has yet to fulfill the aims of already existing programs in the day-to-day clinical practice.
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Introduction
For the last ten years, multiple policy documents
have been issued in Hungary and High Income Countries (HICs), which indicated the rising awareness of
the public, international organizations, governments,
professional environments and civil organization on the
subject of mental health and psychiatric care of children
and adolescents.
The proportion of children (0-14 years) in world’s general population has been decreasing from 1966 (38%)
and reached 26.11% in 2015 (1, 2). In Hungary, children represented 25% of the population in 1960 and
15% in 2015 (1, 2). Nearly one third (2.2 billion) of the
global population are children and adolescents, but
90% of them live in the low- and middle-income countries (LMICs) (3).
Mental health problems affect 10-20% of children and
adolescents in the world. A systematic review of studies
conducted in LMICs confirmed that the prevalence of
mental health disorders in LMICs is equal to the prevalence in HICs (4). Reliability of the epidemiological data is
of primary importance, as on their basis, policies and de14
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cisions concerning allocating resources are made. However, there is concern that mental disorders might be overdiagnosed in developed countries, resulting in misleading
epidemiological data (5). Estimating the real prevalence
of mental disorders in pediatric population is particularly
challenging because of the different data sources and
surveillance methods of pediatric mental disorders. Additionally, cultural differences could have broad implications on the estimates (6). Neuropsychiatric disorders are
the leading cause of health-related disability during the
first three decades of life, accounting for 15–30% of the
loss of disability-adjusted life-years (DALYs) (7). Recent
data suggest that currently used approaches underestimate the burden of mental illness by more than a third.
Thus, mental illness could be responsible for 32.4% of
years lived with disability (YLDs) and 13.0% of disabilityadjusted life-years (DALYs) globally (8). According to the
Global Burden of Disease Study 2010, mental disorders
and substance abuse disorders are among the leading
causes of morbidity, being responsible for 7.4% of DALYs
and 22.9% of YLDs worldwide, making them the fifth leading cause of DALYs and the leading cause of YLDs (9).
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The Atlas Project of the World Health Organization (WHO) on child and adolescent mental health revealed the real global burden of this medical problem.
Around 20% of children and adolescents suffer from
mental illnesses that end up in disability. Additionally,
50% of all adult mental disorders may be traced back to
the adolescence. There were several shortages identified in services concerning pediatric mental health, especially in LMICs, including lacking human resources,
services, training, as well as inadequate health economy
and policy (10).
The failure to address mental health problems of
children and adolescents in most of the countries is an
important public health issue. As a substantial part of
adults’ mental health conditions has its onset in the early
years of life (11), and the early diagnosis is important not
only for the current well-being of the child, but also for
their social and economic development throughout their
entire lifetime (12). Risk factors for mental conditions
can present as early as in the preconceptional period,
and they include family history, unplanned pregnancy,
maternal prenatal and perinatal physical and mental
distress, and adolescent parenting (4). Risk factors
that appear in the pre-school and school age include:
health and nutrition problems, suboptimal psychosocial
and educational environment, being orphaned and/or
raised in child protection facilities, bullying, perceived
obesity, school difficulties, use of tobacco, alcohol, and
drugs (4). Risk factors specific for the adult age include
career difficulties, unemployment, and other socioeconomic factors (4). Systematic reviews have shown that
the prevalence of mental health problems of children in
LMICs resembles the prevalence in HICs (4).
Mental health problems are less visible in the society
than physical illnesses due to their nature. Their prevalence, as well as their importance, is often overlooked.
However, the influence of poor mental health on physical health causes significant costs to the health care.
For this reason, health care providers should raise
awareness on mental health issues by integrating them
into social policies and health programs (13). Primary
care physicians play an important role in diagnosing
and initiating the treatment of mental health problems
in children and adolescents, especially in rural and under-staffed areas, in which the access to psychiatrists
is limited. There is need for more systemized and transparent referral process to other specialists, such as
pediatricians, psychologists, and social workers (14).
Moreover, all the professionals of the mental health
care should also cooperate with employees of other
social systems (educational, social care, and juridical
systems), which should also have a role in promoting
mental health (15).
To establish new programs and develop already existing child and adolescent mental health services, it is
essential to understand the decision-making procedures

of central governments and the intersectoral competition for financial resources (16). Therefore, there is need
to formulate adequate economic arguments to draw the
attention of policy makers that can influence resource
allocation (16). Studies in HICs have clearly indicated
the wide range of long-term consequences of childhood
mental health problems, not only concerning the education process (17), but also adult health and labor market
conditions (18). Strong economic arguments support
the early investment in the mental health of disadvantaged children, for early prevention is often more costeffective than later remediation (19). Early investments
have higher return than those made at a later age (20).
At the beginning of the 2000s, the Atlas of Child
and Adolescent Mental Health Resources suggested
that governmental child and adolescent mental health
policies are rather rare worldwide (21). The United Nations (UN) resolution on a World Fit for Children states
that “every child has the right to develop his or her potential to the maximum extent possible to become physically healthy, mentally alert, socially competent, emotionally sound and ready to learn” (1). Unfortunately,
this declaration was not followed by the development
of specific policies or programs to support the development of pediatric mental health services (22).
The World Report on Violence and Health of the
WHO  (23) indicated that abuse and negligence in the
early life lead to later mental health problems. Following
this report, the UN adopted the Convention on the Rights
of Persons with Disability in 2007 (24). The Convention
included provisions for persons affected with mental illnesses and intended to influence the country-level advocacy for the development of mental health services for
children, as well and for the humane treatment of those
with mental health problems – including children and
adolescents (24).
Although political will is indispensable for the establishment of child and adolescent mental health
policies, the education of the public about the need of
such services is also vital (25). Reputable international
and professional organizations (The World Psychiatric Association Presidential Program on Child Mental
Health – a collaboration between the World Psychiatric
Association, WHO, and the International Association
for Child and Adolescent Psychiatry and Allied Professions) developed an instrument to support the promotion of child and adolescent mental health to develop
advocacy programs which could influence the special
policies (26).
In spite of growing evidence of the importance of
mental health, major international nongovernmental
organizations (NGOs) and agencies (except the WHO)
seem to pay little attention to the child and adolescent
mental health care. The lack of specific interventions
may result in long-term negative effects on educational
attainment, chronic disability and lost productivity. The
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policy development depends not only on the mobilization of financial resources, but also on the mobilization
of potential stakeholders (27).
In the USA, the child and adolescent mental health
services have been significantly developing in the last
decades, but in spite of this, only 20% of children and
adolescents in need of psychiatric treatment received
help, leaving 80% of children and adolescents with psychiatric illnesses untreated (28). It has been pointed
out that in the future, more emphasis in the child and
adolescent psychiatry should be put on providing services for a larger amount of patients for less money. As
the authors of the study formulate it, “patients should
flow seamlessly from the community into child and adolescent psychiatric services and back, and from one
program to another, with evidence of constant care
coordination and an emphasis on quality. Available resources should follow patient demand so that we can
be responsive to populations and to immediate clinical
need” (28).
Clinical Centers of Excellence support evidencebased care at the national level. They promote mental
health and help establish national health policies to
raise public awareness and foster public advocacy related to the mental health of children, adolescents and
their families (29).
Material and Methods
In order to compare the health policy acts of the Hungarian government with the worldwide trends in child
and adolescent psychiatry, we analyzed the governments’ programs. We analyzed four basic programs of
successive Hungarian governments:
1.	National Program of the Decade of Health (30),
2.	Our Children Our Treasures – National Infant and
Child Health Program (31),
3. Semmelweis’ Plan for Saving the Health System – Revitalization and Treatment (32),
4. Healthy Hungary 2014-2020 (33).
Results
National Program of the Decade of Health (30)
The program was adopted in 2003 by the new Parliament after the general elections in 2002. It was an
improved and updated version of the former Public
Health Program of the previous government. The new
program emphasized the very poor health status of the
Hungarian population, reflected by morbidity and mortality statistics. The description of the program focused
on historic facts of the two decades after the fall of the
Communism (1989-1990), describing the widening
economic gulf of social classes and the wave of unemployment, with male citizens particularly affected. In
order to solve these social problems, the government
decided to start a general socio-economic program
16
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that was supported by all the non-governmental organizations of the Hungarian society. The program also
targeted the mental and physical health of children and
adolescents, emphasizing the role of the prevention of
avoidable mortality and morbidity. Pre-school and elementary school children were concerned a primary
target group of health education and promotion programs.
The prevention of mental health diseases was discussed in a separate chapter. It was aimed to improve
the mental health status of the general population by
improving the quality of life and health awareness. Limited clinical data available indicated the gravity of the
situation. Suicidality was the main concern, as with the
suicide rate of 45.9/100,000 before 1994, Hungary had
the highest suicide rate in the world. Although the rate
has been decreased by one third by 2002, the program
also indicated that the consumption of alcohol and illegal drugs is causing suicides to be the main cause of
death in the 16-24 year-olds.
Based on these facts, seven key objectives were set
for the following 10 years: 1) the reduction of general
prejudices and misconceptions related to mental illnesses and mental health disorders; 2) primary prevention of
mental disorders by health education and promotion;
3) early detection and treatment of psychiatric disorders
by sensitizing primary health care providers; 4) development of mental health programs and improving structures and functions of the psychiatric inpatient care;
5) reduction of the suicide rate of children and adolescents by at least 20%; 6) reduction of the general suicide
rate to the 20/100,00; 7) increasing the number of registered depression patients by at least 30%.
In order to achieve these goals, the following actions
were suggested: 1) primary prevention programs targeting mainly family and school environment; 2) review of
structure and function of mental health facilities; 3) the
introduction of the recommendations of the community
psychiatry model to the inpatient facilities; 4) decentralization of outpatient psychiatric care with the help of financial incentives for local governments and facilities;
5) increasing the number of health professionals by the
training of community psychiatric nurses, social workers
and rehabilitation experts; 6) supporting local governments participating in pilot projects; 7) developing new
outpatient psychiatric units; 8) increasing the number of
children and adolescent outpatient care units in close
collaboration with children’s right societies.
Another chapter was devoted to the prevention of
alcohol and drug abuse. The chapter described the
current situation. Great emphasis was put on the high
alcohol consumption in adolescents, as well as its early
initiation and an increase in illegal drug use among minors. The prevention of early initiation of alcohol consumption and illegal drug use was indicated as one of
the most important objectives of the program.
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Our Children Our Treasures – National Infant and
Child Health Program (31)
The program was created in 2005 by the government
in close collaboration with national health institutes,
universities, and non-governmental organizations. The
WHO slogan “children are our investment in tomorrow’s
society” was quoted in the preamble as the motto of
the program. In the United Nations’ Convention on the
Rights of the Child, children were defined as persons
under 18 years of age, including infants and adolescents (1).
In 2003, child and adolescent health and health promotion was given the highest priority on the 53th session of the WHO Regional Committee for Europe, and
in September 2005, the WHO European strategy for
child and adolescent health and development was created (34). The Hungarian program was based mainly
on these recommendations. The basis of the long-term
program was the belief that the first 18 years of life determined later physical and mental capacities, as well as
morbidity. Maternal and child health care service was
given particular importance in the Hungarian system,
employing specialized, licensed nurses.
The program was supported with detailed statistical
analysis, it must be however underlined that the reliability of the data provided by the National Statistical Data
Collection Program was questionable.
Epidemiological studies conducted at that time underlined that 2 out of 10 children suffered from emotional or behavioral problems (31). Moreover, psychosomatic signs (most frequently headaches and abdominal
pain) and signs of tiredness and anxiety were frequently
observed. 18-28% of children were diagnosed with aggressive behavior, and 16% - with deviant behavioral
disorders (23). Concern was expressed about the increasing use of personal electronic devices, such as
mobile phones, as they decreased physical activity and
induced mental and psychosomatic changes (31).
In the chapter devoted to lifestyle risk factors in adolescents, data concerning smoking, alcohol consumption, drug abuse and early sexual initiation were presented. The most striking data concerned early initiation
of smoking (< 10 years of age). The life prevalence of
illegal drug use had doubled during the second half of
the 1990s. What is more, drug-addicted patients that
were less than 16 years of age were not provided with
adequate care due to the low number of specialized pediatric mental health care facilities.
The authors of the program stated that the available
network of mental health facilities and educational facilities was unable to manage the most severe cases of
mental health problems. It also confused the competencies of educational counseling services and of crime prevention organizations. 15.8% (n = 347,000) of children
and adolescents required psychiatric care in Hungary,
but only 10% of them received psychiatric help. Moreo-

ver, help in the regional centers was provided mainly to
the 16-18-year-olds, and there was little services available for illegal drug users under 16 years of age.
The seventh chapter of the document concerned the
main objectives for child and adolescent psychiatry:
1) first, pediatric psychiatry wards and outpatient care
units were to be established in Hungary’s four biggest
cities; 2) subsequently, the minimal ratio of 6 beds /
100,000 inhabitants had to be achieved and guidelines
for psychiatric emergency care should be developed
by health specialist of different groups; 3) rehabilitation
services should be available for patients with behavioral
disorders; 4) professional supervision in each of the
Hungary’s seven regions was required; 5) special trainings for general practitioners and other professionals
working with minors concerning the early identification
of drug abuse should be available.
Semmelweis’ Plan for Saving the Health System
– Revitalization and Treatment (32)
This strategic document was issued by the health
secretary of the Ministry of the National Resources in
2011 after consultations with 114 national institutions,
as well as professional and social organizations (32).
Moreover, the chapter on public health had also been
consulted with WHO experts. The pediatric health care
was described as a complex subsystem of health care
that should concur with educational, athletic, and social
programs.
Earlier in the history, Hungary met the highest international standards in psychiatry (32), but in the modern
times, it is faced with the world’s highest incidence of
mental illnesses and alcoholism. Due to financial cuts in
the 2000s, psychiatric inpatient capacities decreased by
24%, becoming the smallest in the European Union (EU).
The Semmelweis Plan put a lot of emphasis on the child
and adolescent psychiatry, as it had been demonstrated
that 15.8% of Hungarian children aged 4-17 years old
had been suffering from a mental condition (32). There
were few mental health care professionals and little institutional infrastructure, which resulted in the vast majority
of patients being underserved in terms of diagnosis and
therapy alike.
Goals for child and adolescent psychiatry were set:
1) increasing the number of psychiatry specialists,
clinical psychologists, specialized licensed nurses,
educational advisors, and behavioral experts; 2) establishing a national network of school psychologists;
3) increasing the capacity of inpatient psychiatric facilities with high security wards; 4) establishing pediatric
mental health centers in the seven regions of the country with specialized, multi-disciplinary teams (child psychiatrists, psychologists, special educational advisors,
speech therapists, social workers, children’s rights employees, family therapists, and psychotherapists; 5) establishing emergency units for patients after suicide
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attempts and in crisis situations; 6) increasing the number of rehabilitation beds for patients suffering from
schizophrenia, autism, eating disorders, etc.; 7) developing outpatient care and rehabilitaion network, that
would also take care of pediatric drug abuse patients
staying in the facilities of the National Children and Adolescents Protection Agency.
Healthy Hungary 2014-2020 (33)
The newest act was issued in 2014, resulting from
the cooperation of the Government and the Ministry of
Human Resources (responsible for the health services).
The strategy was based on the Semmelweis’ plan 2011,
updating its priorities and objectives.
The following goals were listed for the years 20142020: 1) improvement by at least 10% of the general
mental health of the population; 2) reduction of the
general suicide rate by at least 10%; 3) reduction of
in-school and domestic violence; 4) improvement in
the preconceptional care available and increase in the
number of planned pregnancies; 5) development of the
rehabilitation services available for pediatric psychiatric
patients.
To achieve the goals, the following health policy priorities have been established: 1) widely available preventive psychological care and psychotherapy; 2) improvement of the community psychiatry for patients
with depression and anxiety disorders; 3) development
of the outpatient psychiatric care with the cooperation
with social care facilities; 4) development of a network of
mental health coordinators responsible for children and
adolescents discharges from psychiatric wards.
The need for the development and modernization of
pediatric health care facilities, as well as for the creation
of new pediatric health care centers with active psychiatric and addiction treatment departments and integrated
outpatient units has been underlined, so as to enable
early intervention.
Discussion
Psychiatric care for children and adolescents is the
domain of both pediatrics and psychiatry, therefore, all
the developments in any of these fields affect it.
When analyzing health policies that had been issued,
the excerpts concerning pediatric populations had to be
taken into account. The policies should respect the results of the current international and domestic studies
and the principles of the evidence-based medicine.
All the programs discussed above followed the WHO
and EU policies, indicating the growing impact of international documents on local health policies. Initially, the
impact was most prominently visible in the main goals of
the program, as in the program “Our Children our Treasures”, but in the newest program, “Healthy Hungary
2014-2020”, many parts of the WHO policies (34) were
simply adjusted to the domestic circumstances.
18
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The continuity between the Hungarian policies remains clear in spite of the changes in governments
who varied in ideology, and who sometimes struggled
to reject all the health policies created by their predecessors. From the professional point of view, the continuity is of primary importance not only for the pediatric
patients and their parents, but also for the health care
professionals and entire health care facilities, as radical
changes in the system every four years are difficult to
implement and they hinder the quality of the services
provided. Moreover, a system as big as health system or
educational system is slow to change, thus, they may be
improved only with consistent, gradual changes.
The issues concerning mental health, especially pediatric mental health, were approached differently in all
the documents analyzed. The importance of the prevention in school health services and in the shape of pediatric mental health care network varies between the policies. From the professional perspective, “Our Children
Our Treasures” and “National Program of Mental Health
2014-2020” seem to be the most important documents
for child and adolescent psychiatry. The medical and
social basis of all the policies varies.
In the period that we reviewed (1990-2015), fundamental changes in the Hungarian society have been
observed, concerning, among others, unemployment,
common values, etc. It is interesting to note that the earlier programs put a greater emphasis on local governments, while the recent policies seem to underline the
role of the central government.
The greatest merit of the National Program of Decade
of Health was that it was the first program aiming to reduce the prejudice related to psychiatric conditions. It
also introduced the primary prevention of mental health
disorders with community psychiatry models. Thanks
to the program, the 20% reduction of the suicide rate
was observed. Traditional psychiatric facilities were
transformed into institutions in line with the community
psychiatry model. Local governments were supported
in their rearrangement of the primary health care and
given financial incentives for these actions. The funding
of mental health education and prevention was modified. The role of child and adolescent psychiatry was
underlined.
“Our Children Our Treasures” program, issued in the
2000s, emphasized the need for creating new beds on
pediatric psychiatric wards, extended the competences
of the outpatient care units and psychiatric emergency
units for underage population and supported school
health services.
The Semmelweis’ Plan for Saving the Health System
underlined the threat of mental health disorders epidemics, indicated by the high prevalence of psychiatric
conditions in 4-17-year-olds. At the same time, it was
acknowledged that Hungary was lacking human and
financial resources to provide adequate mental health
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care to all the patients needing it, resulting in an impaired availability and social inequity. The Plan aimed
to increase the number of the specialists, enforce the
network of school psychologists, increase the number
of beds, and extend the competencies of the outpatient
care facilities, enabling them to manage minor patients
suffering from drug addiction.
The current policy, based on the Healthy Hungary
2014-2020 program, underlines the role of family physicians in the diagnostic process and basic treatment of
mental health disorders.

When analyzing the health policy documents concerning child and adolescent mental health services,
a gap between the growing scientific knowledge and

its implementation can be seen. Hungary’s problems,
dominated by the shortages in human and financial
resources, are the problems of the middle-income
countries, as it was clearly stated in the audit report
by the State Audit Office of Hungary (35). However,
it must be underlined that this report concerned only
the use of financial resources, without the analysis of
the theoretical or practical aspects of psychiatry. The
report stated that the psychiatric health care, including child and adolescent psychiatry, had significantly
worsened from 2006, as the capacities in the in- and
outpatient care had decreased, in some cases (especially concerning long-term care) putting the services
at risk of failing to operate. Hungary still has a lot to do
to fulfill the goals of already existing programs in the
clinical practice.

References
1. UN: Convention on the Rights of the Child. Adopted and opened for
signature, ratification and accession by General Assembly resolution
44/25 of 20 November 1989 entry into force 2 September 1990, in
accordance with article http://www.ohchr.org/Documents/ProfessionalInterest/crc.pdf
2. The World Bank: Data, Population ages 0-14 (% of total) - 2015,
http://data.worldbank.org/indicator/SP.POP.0014.TO.ZS?end=201
5&start=2015&view=bar
3. UNICEF: Progress for Children. A report card on adolescents United
Nations Children’s Fund (UNICEF) Number 10, April 2012, ISBN:
978-92-806-4629-0 eISBN: 978-92-806-4634-4.
4. Kieling C, Baker-Henningham H, Belfer M et al.: Child and adolescent mental health worldwide: evidence for action. Lancet 2011;
378: 1515-1525.
5. Merten EC, Cwik JC, Margraf J et al.: Overdiagnosis of mental disorders in children and adolescents (in developed countries). Child
Adolesc Psychiatry Ment Health 2017; 11: 5.
6. Holbrook JR, Bitsko RH, Danielson ML et al.: Interpreting the Prevalence of Mental Disorders in Children: Tribulation and Triangulation.
Health Promot Pract 2017; 18: 5-7.
7. Lopez AD: Disease Control Priorities Project. Oxford University
Press New York, NY and Washington, DC, World Bank, Global
burden of disease and risk factors, 2006.
8. Vigo D, Thornicroft G, Atun R: Estimating the true global burden of
mental illness. Lancet Psychiatry 2016; 3: 171-178.
9. Whiteford HA, Degenhardt L, Rehm J et al.: The Global Burden
of Mental and Substance Use Disorders, 2010. Lancet 2013; 382:
1575-1586.
10. Belfer ML: Child and adolescent mental disorders: the magnitude
of the problem across the globe. J Child Psychol Psychiatry 2008;
49: 226-236.
11. Kessler RC, Angermeyer M, Anthony J C et al.: Lifetime prevalence
and age-of-onset distributions of mental disorders in the World
Health Organization’s World Mental Health Survey Initiative. World
Psychiatry 2007; 6: 168-176.
12. Sachs JD, McArthur JW: The Millennium Project: a plan for meeting
the Millennium Development Goals. Lancet 2005; 365: 347-353.
13. Prince M, Patel V, Saxena S et al.: No health without mental health.
Lancet 2007; 370: 859-877.
14. Zayed R, Davidson B, Nadeau L et al.: Canadian rural/remote
primary care physicians perspectives on child/adolescent mental
health care service delivery. J Can Acad Child Adolesc Psychiatry.
2016; 25: 24-34.

15. Goodman R: Child mental health: who is responsible? BMJ 1997;
314: 813-814.
16. Harper G, Cetin FC: Child and adolescent mental health policy:
promise to provision. Int Rev Psychiatry 2008; 20: 217-224.
17. Currie J, Stabile M: Mental health in childhood and human
capital. In: Gruber J, ed. The problems of disadvantaged youth:
an economic perspective. The University of Chicago Press,
Chicago, 2009.
18. Conti G, Heckmann JJ, Urzua S: The educational-health gradient.
Am Econ Rev 2010; 100: 234-238.
19. Carneiro P, Heckman J: Human capital policy. Nber Working Paper
Series, Working Paper 9495,National Bureau of Economic Research,
Cambridge MA, 2003. http://www.nber.org/papers/w9495
20. Doyle O, Harmon CP, Heckman JJ, Tremblay RE: Investing in early
human development: timing and economic efficiency. Econ Hum
Biol 2009; 7: 1-6.
21. Shatkin J, Belfer M: The global absence of child and adolescent
mental health policy. Child Adolesc Ment Health 2004; 9: 104-108.
22. Belfer ML, Saxena S: WHO Child Atlas project. Lancet 2006; 367:
551-552.
23. Krug EG, Dahlberg LL, Mercy JA et al.: World report on violence and
health. World Health Organization, Geneva, 2002. http://www.who.
int/violence_injury_prevention/violence/world_report/en/
24. United Nations: Convention on the rights of persons with disability, 2007. http://www.un.org/disabilities/documents/convention/
convoptprot-e.pdf
25. Richmond J, Kotelchuk M: Political influences: re-thinking national
health policy. Preventing reading difficulties in young children. National Academy Press, Washington DC, 1983.
26. Hoven CW, Doan T, Musa GJ et al.: Worldwide child and adolescent
mental health begins with awareness: a preliminary assessment in
nine countries. Int Rev Psychiatry, 2008; 20: 261-270.
27. Funk M, Minoletti A, Drew N et al.: Advocacy for mental health: roles
for consumer and family organizations and governments. Health
Promot Int, 2006; 21: 70-75.
28. Houston JM, Martini DR: The Delivery of Mental Health Care: Where
Are We and Where Are We Going? Journal of the American Academy of Child & Adolescent Psychiatry. 2013; 52: 1128-1130.
29. Tamminen T: Child and adolescent psychiatry in Europe. Eur Child
Adolesc Psychiatry. 2011; 20: 495-496.
30. Hungarian Parliament: National Program of the “Decade of Health”.
Parliamentary decision No. 46/2003. (April 16, 2003.) http://mkogy.
jogtar.hu/?page=show&docid=a03h0046.OGY

Conclusions

New Medicine
1/2017

19

Gábor Kapócs, Péter Balázs
31. Hungarian Ministry of Health: “Our Children Our Treasures”
– National Infant and Child Health Program („Közös kincsünk
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