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I. INTRODUCTION
1. The Commissioner for persons with disabilities (hereinafter the “Commissioner”) is a specialised body established by the Slovak Republic in order to fulfil the obligation encompassed within Article 33(2) of the Convention on the Rights of Persons with disabilities (CRPD). The Commissioner was established by the Act No. 176/2015 Coll. on the Commissioner for children and the Commissioner for persons with disabilities and on amendments to certain acts, which entered into force on September 1, 2015. The Commissioner is an independent institution, exercising its powers independently of other state and public authorities, whose role is to protect the human rights of persons with disabilities. Commissioner assesses, based on a complaint or based on her own initiative, compliance with the rights of persons with disabilities, monitors compliance with the human rights of persons with disabilities, conducts research and surveys to monitor the status and development in the field of the rights of persons with disabilities, supports the interests of persons with disabilities and promotes the interests of persons with disabilities in society. 
2. Since May 1, 2023, Commissioner has been also performing the tasks of the National Preventive Mechanism (NPM) under the Optional Protocol to the Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment (OPCAT). Based on the mandate of the NPM, the Commissioner conducts systematic visits to places where persons with disabilities are or may be confined, either by official authority or as a result of their dependence on care provided (primarily psychiatric facilities and social service facilities).
3. This written submission provides an outline of issues of concern with regard to the Slovak Republic’s compliance with the provisions of the International Covenant on Economic, Social and Cultural Rights (hereinafter “the CESCR”), with particular focus on the enjoyment of those rights by persons with disabilities. The purpose of the submission is to assist the UN Committee on Economic, Social and Cultural Rights (hereinafter the “Committee”) with its consideration, at this initial stage, of the compilation of the list of issues prior to reporting.











Contact: Ms. Lenka Bodnárová, Human Rights Lawyer, lenka.bodnarova@komisar.sk

II. SPECIFIC COMMENTS 
Article 9 Right to social security
4. Regarding disability (invalidity) pension, the Commissioner regularly receives submissions from individuals who fail to meet the required insurance period— sometimes by only a few days or weeks. Despite this, they are denied a disability pension. Furthermore, the contributions they have paid in the past are forfeited, as current legislation does not allow granting even a partial disability pension. As a result, these individuals are left solely with the material-need allowance, which is insufficient to meet basic living necessities.
5. Those with full disability who do not meet the insurance requirement and cannot work are particularly at risk. The State does not pay insurance contributions on their behalf, and the material-need allowance is too low to allow them to pay voluntary insurance contributions. As a result, they are trapped in a cycle of long-term poverty and dependency.
6. Individuals who become disabled during their period of dependency (before entering the labour market) are entirely reliant on family support. Following the death of their parents or a deterioration in family circumstances, they often lack sufficient financial resources to secure personal care, housing, or even basic needs. Similarly, the conditions of those who provide daily care for such individuals remain extremely unfavourable. Informal care givers frequently receive inadequate financial compensation, face loss of income and social security entitlements, and are exposed to high levels of stress and burnout.
7. Another significant issue is that the option to retroactively pay pension insurance contributions is accessible only to a very narrowly defined group of individuals. This creates substantial disparities in disability pension levels even among persons disabled since youth.  The Ministry of Labour, Social Affairs and Family has, for several years, referred to an ongoing analysis of this matter, yet no concrete measures or legislative proposals have been introduced. The absence of effective action creates long-term legal uncertainty and exacerbates the social vulnerability of affected persons.
8. Regarding claim for disability pensions, the Commissioner’s office repeatedly draws attention to the inadequate legal framework governing the procedure for asserting entitlement. The Social Insurance Act does not set any deadline within which the Social Insurance Agency must formally register and file a disability pension application after the claimant first asserts their right.
9. Once the application is officially filed, the Social Insurance Agency (hereinafter “the Agency”) must issue a decision within 60 days, or within 120 days in exceptional cases. However, before the application can be filed, the claimant must undergo a medical assessment by the Agency’s medical examiner. In practice, we observe unreasonable delays (up to 18 months) due to long-term shortage of medical examiners. During this time, the administrative procedure has not yet formally begun and no statutory deadlines apply. Claimants have no means to shorten or influence this waiting period. This results in unreasonable delays and significantly restricts timely access to social security benefits, with serious negative consequences for their financial situation and overall standard of living.
10. The medical assessment process conducted by the Social Insurance Agency is inconsistent, with the quality of evaluations varying significantly among medical examiners and regional offices. In many cases, the determination of the degree and onset of disability is inadequately reasoned and lacks clear medical justification. Some decisions appear to be driven by procedural considerations or formalism, resulting in considerable legal uncertainty for claimants.
11. We have documented cases in which the Agency delayed recognizing disability for conditions that are medically irreversible and unquestionably chronic. For instance, in cases of ALS or complete spinal cord transection, the Agency postponed confirming disability for nearly a year to 'verify the chronic nature' of the condition. Such an approach is both medically unfounded and legally unjustifiable, as these diagnoses result in immediate, permanent, and progressive disability.
12. In families caring for persons with severe disabilities who require long-term mechanical ventilation, the State has so far failed to ensure access to adequate respite care services. The absence of such support—which is essential for preventing caregiver burnout and safeguarding the well-being of both families and persons with disabilities—represents a long-standing and serious deficiency in the social services system.
13. Insufficient state support and persistent financial insecurity have already contributed to several tragic incidents. These events reflect the extreme consequences of a systemic failure that places the burden of long-term, intensive care almost entirely on families, without providing them with adequate financial, psychosocial, or institutional assistance.
14. Slovakia provides financial support and services to persons with disabilities primarily through compensation benefits and social services, which depend on the outcomes of the disability assessment system. To improve access to such support, the State introduced a reform establishing an “integrated assessment system,” scheduled to enter into force in September 2025.
15 During the preparation of this reform, the Commissioner for Persons with Disabilities and several organizations of persons with disabilities, as a member of the consultative working group, repeatedly warned the Ministry of Labour, Social Affairs and Family that the proposed system does not reflect even the case law highlighting that the existing assessment process fails to meet the standards of good public administration required of executive decision-making (administrative courts often overturn the decisions due to their insufficient reasoning and clarity, rendering them unreviewable).
16. Both the current and the revised assessment system rely heavily on subjective and non-transparent evaluations rather than on genuine individualized assessments of the social impact of disability. Despite the involvement of social workers, decisive authority remains with the medical assessor. Consequently, the reform does not represent a shift away from a medical model toward a human-rights-based approach. The outcomes of the assessment process remain unpredictable and non-transparent due to the absence of clear assessment criteria and decision-making parameters, which undermines legal certainty, accessibility, and equal treatment for persons with disabilities.
Proposed questions:
How does the State party justify the absence of any legal deadline for scheduling the mandatory medical assessment that precedes the filing of a disability pension application?
How does the State party ensure consistency, objectivity, and transparency in medical assessments determining disability status and the degree of work capacity reduction?
Does the State party intend to introduce a partial disability pension or other compensatory mechanisms for individuals who narrowly miss the insurance period requirement?
What measures has the State party taken to ensure access to adequate community-based and home-based services for persons dependent on long-term mechanical ventilation?
What measures is the State party taking to ensure that the new “integrated assessment system” moves away from a medical model toward a human-rights-based and individualized assessment in line with the CRPD?
How will the State guarantee transparency, predictability, and accessibility of the assessment outcomes, including the publication of clear and objective assessment criteria?
What steps are being taken to limit the disproportionate decision-making power of medical assessors and strengthen the multidisciplinary nature of assessments?
How does the State plan to reflect relevant domestic and international jurisprudence regarding the requirements of good public administration within the assessment process?
What safeguards will be introduced to ensure meaningful participation of persons with disabilities in the assessment process and effective remedies in cases of disagreement or error?
Article 12 Right to physical and mental health 
17. In January 2025, a new law (Act No. 360/2024 Coll., amending Act No. 495/2022 Coll.) entered into force, slightly changing the regulation for the use of restraints in institutional healthcare facilities. 
18. The law changed the definition of the restraint measure and provided that it can be legally used in any field of medicine (not only psychiatric care) in connection with dangerous behavior of a patient with symptoms of a mental disorder or with a mental disorder.[footnoteRef:1]  [1:  § 2 (40) Act. No. 576/2004 Coll. “A restraint measure is a measure taken in the provision of healthcare, the purpose of which is to prevent dangerous behaviour by a patient with symptoms of a mental disorder or with a mental disorder that poses a direct threat to the life or health of the patient or other individuals by restricting their freedom of movement.”.] 

19. In fact, restraint measures are also used post-surgery (in order to prevent injuries), within internal medicine, at emergency rooms or at intensive care units and in connection with behavior of patients, who do not have any symptoms of mental disorder, but could endanger themselves for example by moving during their sleep.
20. In this area, there is no legal regulation nor methodical ordinances for the use of restraint measures in “somatic medicine”, despite the Ministry of Health's (hereinafter “the MoH“) promise to regulate this domain methodically. There is also no authority or mechanism which would monitor the use of restraint measures in somatic medicine.
21. In practice, we witness overuse of restraints. In one psychiatric facility, the average duration of mechanical restraint during the monitored period (January 2025 - July 2025) was 3 days and 2 hours per patient, with the longest duration being 11 days. 
22. Patients were mechanically restrained continuously, without attempts to unrestrain them or allow them to use the toilet. 
23. The only authority in Slovakia, which performs surveillance over the provision of health care, is the Health Care Surveillance Authority (hereinafter “the HSCA”); however, since restraint measures are not a part of the provision of health care, HSCA is not authorised to review the use of restraint measures. Thus, there is no authority or mechanism which would monitor the use of restraint measures (even in psychiatric hospitals).
24. Effective of January 1, 2025, the use of net beds is prohibited by law. Law stipulates that it is also prohibited to have net beds in hospitals (even if they are not used). However, the state has not introduced any mechanism to monitor whether institutional healthcare facilities respect and comply with this ban. The Commissioner has information that net beds have not been removed from all institutional healthcare facilities.
25. We further found that mechanical straps are most often used as a replacement for net beds. However, some facilities do not use magnetic straps but instead use outdated leather straps, which more often cause patient injuries. There is no regulation requiring institutional healthcare facilities to use magnetic straps. 
26. Restraints are most often used in multi-bed rooms, in front of other patients. Patients who are restrained must perform their physiological needs and consume food in bed (without being unrestrained) in front of other patients. The use of screens to ensure patients´ privacy in psychiatric facilities is rare.
27. When conducting visit, the Commissioner encounters the fact that different rules apply to the exercise of patient rights in each region and even in healthcare facilities of the same type. For example, in one psychiatric facility, patients are allowed to make calls from their own mobile phones. In contrast, in the acute ward, patients are allowed to make calls from their own mobile phones for 1-2 hours per day, whereas in another psychiatric facility, patients are allowed to make calls from their own mobile phones for 5-10 minutes per day, but only in the presence of staff. In this regard, the regulation of patients’ rights is very vague[footnoteRef:2]; there is no minimal standard of rights of patients that have to be upheld within acute wards. [2:  § 11a Act. No. 576/2004 Coll. “When providing institutional care in a healthcare facility specializing in psychiatry and child psychiatry, in addition to the rights under § 11, everyone has the right to: a) receive healthcare in the least restrictive environment possible, b) to wear their own clothes during their stay in the healthcare facility, if their current state of health allows it, c) take care of their personal hygiene and be allowed to perform personal intimate hygiene without the presence of other patients; if, for safety reasons, it is necessary for a healthcare professional to supervise the patient while showering, this person shall be of the same sex, d) have a lockable cabinet for their personal belongings; patients may store valuables in the medical facility's safe, e) receive visitors daily, if their health condition allows it, f) receive and send mail and have the right to privacy when reading and writing letters, g) to make daily telephone calls using their own telephone or a telephone provided by the healthcare facility, if their health condition allows it, h) to take part in daily walks in designated outdoor areas of the healthcare facility, i) information and explanations that are understandable to them concerning the provision of healthcare and related procedures, the administration of medication that they are required to take, their state of health, prognosis, and treatment procedure; the patient must be allowed to inspect his or her medical records and make copies of them, j) to designate persons to whom information about his or her health condition will and will not be provided; k) to be served a modified diet, if this does not conflict with the prescribed individual treatment procedure; a modified diet means a diet that takes into account the patient's personal, cultural, and religious preferences; l) use designated smoking areas, m) file a complaint regarding the provision of healthcare in writing or orally and to be notified of the outcome of the complaint and the reasons for the outcome in a manner that is understandable to him/her.”] 

28. There is a nationwide shortage of child psychiatrists, child psychologists, child psychiatric beds, preventive programs and non-existent community-based child psychiatric care in Slovakia, resulting in the unavailability of child psychiatric care. In Slovakia, only 49 doctors specialize in child psychiatry and there is only one child’s psychiatric hospital with aftercare beds. The lack of specialists means that they can primarily only deal with acute conditions, such as children with suicidal tendencies. The average waiting time for a child psychiatrist is between three and six weeks; however, for an initial examination, it is significantly longer. There is no community-based child psychiatric care, and if there is, it is only for eating disorders. The specialists in this field are not interested in creating community-based child psychiatric care, according to them, the only solution for this situation is more child psychiatric beds, especially those intended for aftercare.
29. Slovakia also faces the unavailability of places for court-ordered protective treatment, the absence of specialized departments in psychiatric hospitals for protective treatment and the attitude of the courts when changing the institutional form of protective treatment to an outpatient form, which lies in the necessity of limiting the patient's capacity to perform legal acts (without this, the court will not change the form of protective treatment). Making the change conditional on limiting legal capacity prolonges the procedure of change due to court proceedings and blocks institutional beds for other patients. Limited legal capacity allows a guardian to make decisions regarding treatment, placement, and other legal matters without the person´s consent. It also places the burden on the guardian to find a suitable social services facility for outpatient protective treatment, while specialized facilities for individuals with behavioural disorders or aggression are generally unavailable. Limiting legal capacity should not be used to enforce treatment, as guardians are not responsible for fulfilling the purposes of protective treatment. 
30. Moreover in 2024 the General Prosecutor’s Office of the Slovak Republic assessed the legality of facilities where protective treatment and detention are carried out[footnoteRef:3]. The identified systemic shortcomings were discussed by the Committee of the National Council of the Slovak Republic for Human Rights and National Minorities; however, the resolution acknowledging the findings and assigning the Ministry of Justice of the Slovak Republic with the task of proposing legislative solutions to the situation was not approved by the committee members. [3:  https://www.genpro.gov.sk/dokumenty/ine-dokumenty/detail/zhodnotenie-generalnej-prokuratury-slovenskej-republiky-o-stave-zakonnosti-v-zariadeniach-urcenych-na-vykon-ochranneho-liecenia-a-detencie/ ] 

31. In psychiatric care, we also face situations where, during the preparatory phase of criminal proceedings, prosecutors can issue preliminary orders to place an accused person in a healthcare facility - psychiatric department, if they pose a risk to themselves or others. While these orders aim to eliminate potential danger, they often result in blocked hospital beds and delayed access for other patients. Healthcare facilities frequently cannot fully guarantee the rights of accused persons or adequately protect other patients and staff. Beds also remain occupied by accused who no longer require psychiatric care because prosecutors do not order their realise until the court decides on protective treatment or a forensic psychiatric assessment has been completed.  
32. These shortcomings are caused by heavy underfunding of the mental health care services, resulting in inadequate material conditions for patients, which, in combination with regime measures (rules for the implementation of patients' rights), can lead to ill-treatment. The MoH has failed to take any relevant steps to improve the situation of material conditions in psychiatric hospitals.
33. Despite the Government’s public declarations on strengthening mental health support, statements made by several high-level officials have contributed to the stigmatization of people with mental health conditions. Such rhetoric undermines efforts to promote mental well-being and contradicts the State’s obligations to combat discrimination and ensure respect for the dignity of all persons.
34. There is a persistent shortage of medical specialists, which directly affects the availability and quality of healthcare services. A long-term failure to replenish the workforce, the ageing of health professionals, and limited training capacities have resulted in many regions remaining severely understaffed.
35. These challenges are closely linked to significant regional disparities in access to healthcare. Rural and socially disadvantaged areas have limited access to both basic and specialised services, which results in longer waiting times, increased travel burdens for patients, and poorer health outcomes. The uneven distribution of healthcare providers further deepens inequalities between regions.
36. A serious concern is the unregulated collection of fees by public healthcare providers. Although essential healthcare should be accessible without direct payments, many facilities charge fees for various administrative or supplementary services. In some cases, these payments are processed through external online portals, reducing transparency and creating a risk of undue financial burden on patients. The absence of unified regulation and oversight results in non-transparent practices, inconsistent conditions across regions, and a potential breach of the principle of non-discriminatory access to healthcare.
37. We observe numerous situations in which necessary healthcare is effectively inaccessible. The State should, for example in the case of children with disabilities, though not limited to this group, ensure the provision of support capable of securing the highest attainable standard of physical and mental health for every child. However, this obligation is often not fulfilled in practice. 
38. Insufficient provision of assistance and support to parents caring for children with disabilities forces many families to seek services from private providers, frequently at the cost of significant financial hardship or even indebtedness. As a consequence, families are at times compelled to seek help through public fundraising campaigns, which undermines their right to privacy and reflects systemic shortcomings in the availability of appropriate public services.
39. We also identify post-acute and long-term healthcare, including palliative care, as areas of significant concern. Despite repeated governmental commitments to increase service capacities, we observe a reduction of available capacities in practice. This discrepancy between policy commitments and actual implementation undermines the continuity of care and limits access to essential services for individuals requiring long-term or end-of-life support.
Proposed questions: 
What plans does the Government have in regard of the use of restraint measures in somatic medicine and related control mechanism?
How is the control mechanism for the use of restraint measures in psychiatric facilities currently ensured?
How is the state ensuring that patients' right to privacy is respected when using restraint measures in psychiatric facilities, since seclusion rooms will not be built everywhere?
How is the state ensuring that patient’s rights in inpatient psychiatric facilities enjoy rights in the same way within all psychiatric facilities? Does the MoH plan to prepare methodical ordinance on the minimal standard of patient´s rights which has to be upheld in acute wards, since practice shows that different rules apply to the exercise of patient rights in each region and even in healthcare facilities of the same type? 
What plans does the Government have in order to ensure accessible and modern care for child psychiatric patients, i.e. to ensure enough psychiatrist, beds, preventive programs and community-based child psychiatric care? 
What plans does the Government have in order to improve material conditions in psychiatric hospitals?
Please provide information on existing mechanisms to monitor, address, and remedy discriminatory speech by public officials, including any disciplinary or corrective actions taken.
Please explain the measures adopted to reduce regional disparities in access to both basic and specialized healthcare, particularly in rural and disadvantaged areas, and to guarantee equality of access for all residents.
Please provide information on measures taken to ensure that children with disabilities have access to all required healthcare and support services without financial hardship, including support for parents and caregivers.
What steps will the Govrnment take to establish specialized community-based services or facilities that could support individuals undergoing outpatient protective treatment? 
How does the Gorvernment ensure that preliminary orders placing accused persons in psychiatric facilities do not result in prolonged deprivation of liberty due to delays in procecutors decisions?
Please describe the concrete steps taken to expand capacities in post-acute, long-term, and palliative care, and explain the reasons behind the observed reduction in capacities despite policy commitments to increase them.
Article 10 and 12 Institutionalization of persons with disabilities
40. In the area of social services, it is necessary to draw attention to the continued failure of the Slovak Republic to fulfil its obligations in the field of deinstitutionalization. Despite long-standing commitments arising from Article 19 of the CRPD, the country continues to rely predominantly on institutional forms of care for persons with disabilities.
41. The long-awaited reform of social services financing was expected to address the persistent problem of large-capacity residential institutions. However, in the final stages of the reform process, several members of the working group expressed support for removing existing legal limits on the capacity of selected types of social service facilities. The proposal to abolish the maximum capacity of more than 40 persons—although never included in the officially adopted Concept for Reforming the Financing of Social Services—has re-emerged in legislative discussions.
42. Such a development runs counter to the very purpose of the deinstitutionalization process, formally set out in the 2011 Strategy for the Deinstitutionalization of the Social Services and Substitute Care System in the Slovak Republic. This strategy was conceived as a response to previous attempts to humanize social services and to ensure the transition from institutional to community-based support. Increasing the number of places in residential social service facilities not only contradicts contemporary evidence-based trends in social service provision, but is also inconsistent with international and national strategic documents that promote ageing in place and community-based support for persons with disabilities and older persons.
43. The removal of capacity limits constitutes a regressive measure in the field of human rights. According to the jurisprudence of the CESCR, any deliberate reduction in the existing level of protection must be considered exceptional and subject to the most careful scrutiny. Legislative changes that would eliminate capacity ceilings and enable the establishment of large-scale residential institutions would represent such a regressive step under Article 19 of the CRPD. They would directly undermine progress towards independent living and social inclusion.
44. Moreover, legislation framed in this way would fail to encourage persons receiving social services to return to their natural family or community environment and would instead reinforce institutional dependency. The proposal to abolish capacity limits is expected to be the subject of extensive public and expert debate in the coming year.
Proposed questions:
What specific measures has the the Government taken to prevent regression in the deinstitutionalization process, given its obligations under Article 19 of the CRPD to ensure a transition from institutional care to community-based support, particularly in light of proposals that would allow the establishment of facilities with more than 40 residents?
How does the the Government ensure meaningful participation of persons with disabilities and their representative organizations in all decision-making processes related to the reform of social services, including changes affecting facility capacity limits?
Can the the Government provide updated timelines and budget allocations for the implementation of the Strategy for Deinstitutionalization, and explain how these will be safeguarded against policy changes that may lead to re-institutionalization?
What mechanisms does the the Government use to assess the compatibility of new legislative proposals with the CRPD, and was a human-rights-based impact assessment conducted regarding the proposed removal of capacity caps?
How will the the Government ensure that persons with disabilities have access to individualized, community-based services and supports, rather than being directed to large-capacity residential institutions?
How does the the Government plan to guarantee that any future reform of social services financing strengthens, rather than undermines, the process of deinstitutionalization and the right to independent living?
[bookmark: _Hlk215135167]Article 10 and 12 Institutionalization of children with disabilities
45. Serious and longstanding human rights concerns persist within Slovakia’s system of residential “re-education” institutions for children. Children with intellectual and psychosocial disabilities are disproportionately placed in these facilities, indicating gaps in community-based support and inappropriate institutional responses to disability-related needs. The Public Defender of Rights (2014)[footnoteRef:4] and the General Prosecutor’s Office (2023)[footnoteRef:5] both documented grave violations, demonstrating a decade-long failure of the State to introduce effective systemic remedies. [4:  https://vop.gov.sk/wp-content/uploads/2024/01/Suhrnna-sprava-RC.pdf ]  [5:  https://www.genpro.gov.sk/dokumenty/ine-dokumenty/detail/zhodnotenie-generalnej-prokuratury-slovenskej-republiky-o-stave-zakonnosti-v-reedukacnych-centrach/ ] 

46. These institutions do not ensure basic guarantees of dignity, privacy, protection from violence, or access to quality education. Although the Ministry of Education initiated a comprehensive reform of these facilities in 2025, acknowledging that most children placed there are children with disabilities for whom adequate support cannot be provided, the adopted legislative changes do not fully meet international human rights standards.
47. Human rights institutions have raised concerns that the reform does not introduce a shift toward a rights-based, inclusive model of care. Instead, it risks legitimizing restrictive and punitive practices as “educational methods,” contrary to the CRPD, the Convention against Torture, and other international obligations. This approach fails to uphold the principles of necessity, proportionality, meaningful participation, and the best interests of the child, and does not replace punitive measures with supportive and protective interventions.
Proposed questions:
What measures is the State party taking to address the disproportionate institutionalization of children with intellectual and psychosocial disabilities in “re-education” facilities?
How does the State party ensure the abolition of restrictive and punitive practices in these facilities and their replacement with rights-based, non-coercive methods?
What concrete steps has the State party taken in response to the findings of the Public Defender of Rights (2014) and the General Prosecutor’s Office (2023), and how is accountability ensured for documented violations?
What measures are in place to guarantee that children with disabilities receive adequate support within the community and are not placed in institutional settings due to a lack of accessible services?
How does the ongoing reform ensure full compliance with CRPD principles, including dignity, participation, protection from violence, and access to inclusive education?
What independent monitoring mechanisms exist to oversee these facilities, and how are effective remedies ensured for children whose rights have been violated?
Article 13 Inclusive education of children with disabilities 
48. In recent years, the Government of the Slovak Republic has undertaken gradual amendments to education legislation, in particular Act No. 245/2008 Coll. on Upbringing and Education (the School Act), which formally aim to strengthen inclusive education at the primary and secondary levels. However, the Commissioner for Persons with Disabilities continues to receive numerous complaints indicating persistent and serious shortcomings in access to education for children and young people with disabilities, which often result in situations where these children may reasonably feel discriminated against.
49. A key instrument of inclusive education is the system of so-called support measures under Section 145a of the School Act, intended to enable schools to provide reasonable accommodations for learners with special educational needs and to ensure their education on an equal basis with others, in line with Article 24 of the CRPD. Many schools, however, repeatedly report that funding for these measures is not systematically secured, resulting in their practical non-implementation. As a consequence, cases have been documented in which a learner with a disability is:
- compelled to transition to home-based education,
- labelled as a “safety risk” to other students,
- excluded from further study after completing compulsory schooling.
Such practices constitute a violation of the State’s obligation to ensure reasonable accommodation and to prevent segregation.

50. The Commissioner has also identified discriminatory practices in admission procedures to secondary schools, particularly vocational schools. Admission criteria frequently include requirements for the absence of various types of disability, without any objective or reasonable justification linking the disability to the relevant field of study. As a result, learners with learning disabilities, mental health conditions, sensory or physical disabilities are systematically excluded from secondary education; in some cases, schools even refuse to admit learners with so-called “flat feet”. These practices amount to direct discrimination and contravene the State’s obligation to ensure an inclusive education system at all levels.
Proposed questions:
How does the Government ensure that the system of support measures under Section 145a of the School Act is adequately funded, systematically implemented and available to all learners with disabilities across the country, in line with the obligation to provide reasonable accommodation under Article 24 of the CRPD?
What steps is the Government taking to address reports that insufficient funding for support measures leads to the de facto exclusion of learners with disabilities, including placement in home-based education, refusal of enrolment or continuation of studies, and cases where children are labelled as “safety risks”?
What tools does the State use to monitor how many children with disabilities are formally enrolled in mainstream education but do not attend in-person schooling to an extent comparable to their peers?
What mechanisms exist to monitor and prevent discriminatory practices in admission procedures to secondary and vocational schools, including criteria that explicitly or implicitly exclude learners on the basis of disability (such as learning disabilities, mental health conditions, sensory or physical impairments, or irrelevant conditions such as “flat feet”)?
How does the Government ensure that all admission requirements for secondary and vocational education comply with the principles of non-discrimination and inclusivity, and that any functional requirements for specific fields of study are objectively justified, proportionate and individually assessed?
What measures does the Government take to guarantee that learners with disabilities are not denied access to mainstream education after completing compulsory schooling, and that they can access further education on an equal basis with others?
Can the Government provide data on complaints, appeals, or monitoring results concerning discrimination in access to education for learners with disabilities, and explain how these findings inform policy and legislative reforms?
How does the Government ensure the meaningful participation of persons with disabilities, their families, and representative organisations in the design, monitoring and evaluation of inclusive education policies, including reforms to the School Act?
What specific training, guidance, and resources does the Government provide to teachers, school administrators and counselling centres to prevent discriminatory labelling of learners with disabilities and to promote a rights-based approach to inclusive education?
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