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(Rousseau et al, 1997). Despite low rates of help-seeking, 
early intervention and appropriate psychosocial assistance 
have been reported as crucial protective factors (Howard & 
Hodes, 2000; Punamaki et al, 2001). 

Conclusions
Unfortunately, the major risk factor is traumatic war 
exposure, and that cannot be eliminated. Let us remember, 
though, that with knowledge of the factors that are sig-
nificant,  especially those that enhance resilience, we can 
help to minimise the burdensome effects of trauma and give 
strength to this vulnerable and growing population. 
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Estonia is a small country (45 000 km2) with a population 
of 1.3 million people. It has undergone rapid change 

since it gained independence from the Soviet Union in 
1991. It has achieved some economic success, although 
there is a suggestion that this has been at the expense of 
the mental health and general emotional well­being of the 
people. In the Estonian Health Interview Survey, depress ive 
symptoms were observed in 11.1% of respondents and 
their presence was strongly correlated with socio­eco­
nomic status (Aluoja et al, 2004).

Health system
The Estonian health system is funded via a national social 
insurance scheme. The Health Insurance Fund is provided 
from taxes on incomes of the working population, but it also 
covers those who have no income from employment. It is 
a universal scheme, under which medical institutions are re-
imbursed for treatments provided to all patients. 

The first point of contact for the patient is the family 
doctor. Where necessary, the family doctor can refer the 
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patient to a specialist for consultation or can transfer the 
patient to hospital. Emergency medical cover is provided to 
all persons staying in the territory of the Republic of Estonia, 
regardless of nationality, citizenship or possession of a health 
insurance card. Psychiatry belongs to the sphere of specialist 
medical care.

Mental health policy
There is no mental health policy in Estonia, although 
attempts have been made to draft one. The first of these 
was made as early as 2001, when the Ministry of Social 
Affairs ordered the compilation of a source document of 
mental health policy from the Praxis foundation. The project 
was ended in December 2002. The intention had been to 
gather together all the important organisations and differ-
ent interest groups in the mental health area, and to draft 
a well-balanced mental health policy centred on the client’s 
perspective. The policy document was to have included a 
hierarchical listing of the most important mental health 
problems in Estonia, together with their possible solutions. 
Options for the development of mental health services for 
Estonia were described, alongside the existing plans for their 
development. This document was never adopted. There is, 
though, a Mental Health Act that regulates the provision of 
mental health services, and this is described below. 

While no substantive national progress has been made in 
the area of mental health policy, the Estonian government, 
under the supervision of Commission of the European Com-
munities, made a valuable contribution to the European 
Green Paper (2005) entitled Improving the Mental Health 
of the Population. Towards a Strategy on Mental Health for 
the European Union. Furthermore, Estonia has signed the 
Helsinki Declaration of the World Health Organization.

Mental health services
Estonia’s mental health services have improved consider-
ably over the past 10–15 years. The old system had been 
modelled on Soviet psychiatry; services are now more centred 
on the patient and are essentially targeted at improving 
clients’ quality of life. 

The Mental Health Act regulates the organisation of psy-
chiatric care and defines the financial obligations of the state 
and local government in that respect. Under the Act, only 
those healthcare institutions, physicians and other special-
ists with appropriate licences may provide psychiatric care. 
Local governments must guarantee access to social services 
for people with mental disorders. The law also provides that 
in order to get psychiatric care the patient may turn directly 
to a specialist for out-patient consultation, that is, without 
referral from a family doctor.

Mental illness prevention is the responsibility of the 
Ministry of Social Affairs. Other legislation relevant to mental 
health includes the Social Welfare Act.

Psychiatric care is mainly provided on an out-patient basis 
in Estonia. In-patient psychiatric care is mainly used to help 
patients through a short-term crisis or for solving complex 
differential diagnostic and treatment problems. Hospital 
 admission is resorted to only where a period of continuous 

monitoring is necessary for diagnosis, medical treatment or 
rehabilitation, or when patients are deemed to be a danger 
to themselves or others, or are unable to cope without 
assist ance outside hospital. People can be admitted to the 
psychiatric department of a hospital for emergency psychi-
atric care or otherwise treated without their consent (or 
that of their legal representative) only if all of the following 
circumstances exist:
m they have a severe mental disorder which restricts their 

ability to understand or control their behaviour
m without in-patient treatment, they endanger the life, 

health or safety of themselves or others as a result of the 
mental disorder

m other psychiatric care is not sufficient.
Persons in involuntary treatment may not be subject to 
clinical trials, or the testing of new medicinal products or 
treatment methods. The Healthcare Board supervises involun-
tary treatment.

Biological treatment methods predominate in comparison 
with psychotherapy. Indeed, the availability of psychotherapy 
and counselling or emergency help services – for example 
emergency counselling for family crisis or school violence – is 
limited. Emergency help on the basis of in-patient hospital-
is ation is guaranteed. There was little in the way of 
community-based services during the Soviet period, but these 
have been expanded year on year. As this process is ongoing, 
it is difficult to give actual figures. 

The provision of rehabilitation services is ensured by the 
Social Insurance Board.

Training and numbers  
of specialists
Psychiatric training is available to graduates of Tartu Univer-
sity’s Faculty of Medicine who have spent 1 year in training 
as a general doctor and who have passed an examination to 
become a specialist trainee. Training starts at Tartu University 
Psychiatric Clinic. After 4 years of ‘common trunk’ training 
and a final examination in psychiatry, doctors will have the 
specialty of psychiatry accredited to them by the Healthcare 
Board. A psychiatrist can apply for the sub-specialty status of 
child and adolescent psychiatrist or psychotherapist from the 
Estonian Psychiatric Association. 

As of 1 January 2002, the structure and quality of the 
healthcare professions have been governed by specialty and 
professional associations, such as the Estonian Nurses’ Union. 
For example, these bodies carry out periodic assessment of 
the competency of their members, although these assess-
ments are voluntary for the professionals. The certification 
system of the Estonian Psychiatric Association was estab-
lished in 2004.

Based on workload standards and training requirements, 
the Ministry of Social Affairs has suggested that the optimal 
number of psychiatrists in 2015 will be 260. The model takes 
into account working hours, training sessions, vacations, 
the numbers of patients and the numbers of episodes of 
illness, as well as the age and potential migration of doctors 
currently working in the system. Based on this estimate, the 
Ministry has submitted a government order for employment 
contracts for at least eight additional psychiatry residents 
(including one resident in children’s psychiatry) each year. 
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The Estonian Psychiatric Association broadly concurs with 
these Ministry estimates, on the basis of the numbers shown 
in Table 1. 

Professional association
The Estonian Psychiatric Association was established in 1989. 
It has three specialist sections – child and adolescent psy-
chiatry, biological psychiatry and eating disorders – and a 
section for young psychiatrists and trainees. 

In recent years the members of the Association have been 
increasingly active. Some important campaigns have related to: 
m price rises in connection with mental health services
m the need for a mental health policy
m the need to re-establish child and adolescent psychiatry as 

a specialty, and in particular the need for more child and 
adolescent psychiatry centres.

Research
The main areas of research in Estonian psychiatry are the 
epidemiology of depression and biological markers of anxiety 
disorders. In recent years there has been increasing interest 
in research on the part of psychiatric trainees and young 
doctors. One obstacle is a national lack of research supervi-
sors, but consequently there has been a trend to work with 
foreign colleagues.

Stigma and human rights 
A pre-conference meeting on mental health at the World 
Health Organization’s European Ministerial Conference took 
place in Estonia in October 2004. The matters raised included 
mental health issues in the workplace, especially stigma and 
the need of those with a mental disability to find appropriate 
employment. Stigma was also discussed in the document on 
mental health policy (see above). 

Institutions which mainly deal with human rights in 
relation to mental health include the Estonian Chamber 
of Disabled People, the Estonian Mentally Disabled People 
Support Organisation, the Estonian Patients’ Advocacy Asso-
ciation, the Estonian Psychosocial Rehabilitation Association 
and the Estonian Psychiatric Association. 
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Table 1 Estonia’s national requirements for psychiatrists

Area of work Basis for estimate Numbers required

Out­patient psychiatrists 1 psychiatrist per 10 000 inhabitants 130
Child psychiatrists 1 child psychiatrist per 40 000 inhabitants 30+
In­patient psychiatrists Dependent on the number of beds and shifts 90–100
Other fields – education and research, forensic 
psychiatry, prison psychiatry

5–10 total
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The following view was espoused in a 1903 Lancet edi­
torial describing psychiatric services in the East: ‘The 

treatment of lunatics in the East has not yet fully emerged 
from the clouds of ignorance and barbarism which have 
surrounded it for ages.’ One of the first reformers was ‘Mr. 
Theophilus Waldmeier, a gentleman resident in Syria, who 
commenced in the spring of 1896 the work of helping and 

providing for the numerous sufferers from mental disease in 
Syria and Palestine.’ He attempted to introduce the methods 
of humanity and science in this field. In 1939 Bernstein 
described his visit to the Maristan Arghoum, a psychiatric 
hospital, in the city of Aleppo. He observed the complete 
lack of medical supervision, ‘bad’ patients being chained 
and the despotic rule of the ‘keeper’ of the hospital. 
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