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Guest Editorial: Clinical Social Work Spring 2016

Springtime is the season for the renewal of body, mind and spirit for nature and
more importantly for humanity. But not every human being shares in this rebirth? One
of the reasons for this deficiency is the immorality and injustice in the world economy.
In mid-April 2016 the Pontifical Academy for Social Sciences convened an international
conference at the Vatican marking the 25" anniversary of Pope St. John Paul II’s landmark
social encyclical Centesimus Annus on the 100™anniversary of Pope Leo XIII’s Rerum
Novarum on social matters in the world of 1891.

Vatican Radio reported that “‘Centesimus Annus was written at a moment of massive
change and upheaval in politics and economics in the wake of the collapse of the Soviet
Union, and in the midst of an unprecedented increase in wealth and standards of living
across the globe that were threatened by corrupt and exploitative interests. Its purpose was
to welcome a vision of morally ordered liberty in the service of the human person. Scholars,
policymakers and political leaders from around the world gathered in the Vatican to take
stock of political, economic and cultural changes since the release of Centesimus Annus
, and to offer a critical appraisal of Catholic social doctrine’s engagement with the world
over the same period and into the future”.

Among the speakers was Bernie Sanders candidate the Democratic nomination for
President in the USA. He flew from New York City to the Vatican to give a 10 minute
address entitled The Urgency of a Moral Economy (available on the web). Sanders met the
pontiff briefly and discussed the need to inject morality and justice into the world economy.

Perhaps one vision of the present diminishing economic-social situation in the world
can be viewed through Hegel’s thesis-antithesis-synthesis dialectic. Capitalism (thesis) is
in serious diminishing chaos - maybe its demise. Communism (antithesis) has already risen
and fallen. Distressed human beings all over planet earth in myriad cultures are crying out
in helplessness, hopelessness and powerlessness threating extreme political dictatorship. Is
the new emerging synthesis democratic socialism? Whatever human evolution brings us,
Social Workers are hearing the cries and are at the forefront in their dedication to helping.
Is it through Social Workers that the morality and justice of this democratic socialism
(synthesis) will be birthed?

Jon RG & Troya GN Turner, Co-Founders & Co-Directors
Whole-Self Discovery & Development Institute,

Inc, International Albuquerque, NM USA & Grootebroek,
The Netherlands

Regarding the economic factor in a globalized society James R. Olechna and Dr. Daniel
J. West, Jr. from the University of Scranton in Scranton, Pennsylvania, USA address the
question: Physician migration from developing Central and Eastern Europe to more
developed English speaking Western Nations: what are the factors, causes, and potential
solutions? The answer in most cases to this “brain drain” of essential medical professions to
perceptibly affluent societies - is economic. Here is scientific proof from 2009 data retrieved
from the WHO for the dictum “Follow the money!” Investigating the claim of Slovak



Social Work demise - that it simultaneously disappeared with the fall of Communism in the
Czechoslovak Republic, J. Levicka, K. Levicka reveal the morphing faces of Social Work
and Social Care in their illuminating and even intriguing study: Social Work in Slovakia in
the period after 1945. An often overlooked group of socially challenged are prisoners who
are often participatants in the social environment themselves and their families. That is
why Eva Zacharova’s study The quality of health care from the perspective of the client in
prison is so important for Social Workers to be aware of. Guidelines are irrelevant because
National Laws precisely control how healthcare is provided for the prison population.
Child abuse is a major public health issue worldwide. The next paper takes us to the balmy
Caribbean where Dr. Emmanuel Janagan Johnson and Chrissie Jamie Paula Worme-
Charles expose the tragic failure of Social Services in the health risk yet resilience lived by
a sexually abused girl - a school dropout facing challenges in her life with her own family
in their investigation: Case analysis of child abuse and neglect in Trinidad. An increasing
cultural challenge in Europe is the refugee and immigration some see as a multi-cultural
invasion. As American song writers Richard Rogers and Oscar Hammerstein so powerfully
lyricized “Hatred and Fear must be carefully taught!” Martina Cicha and Andrea Preissova
Krej¢i delve into how multi-cultural attitudes and values shared by teachers and students
are being “carefully taught’ in their eye-opening study: Prevention of marginalized social
problems in Czech schools: a starting point for educational Social Work. Examining
another cultural disaster, 1. BartoSovi¢ sheds light on: Some aspects of the health status of
homeless people. This study reveals that 40% of homeless people report at least one chronic
health problem including nutritional deficiencies, infectious diseases, tuberculosis, trauma,
health care, hospitalization, health status, ageing ending in death. As with hatred and fear
Social Caring with compassion and empathy “must be carefully taught!” Populations
worldwide are aging and with age one of the most impactful patterns the elderly experience
is loneliness. The triumvirate O. Kabatova, S. Putekova and J. Martinkova teamed up
to look at this major challenge to health and wellness: Loneliness as a Risk Factor for
Depression in the Elderly. Social isolation and living alone may lead to cognitive decline;
increased need for help physically and emotionally; use of health services, if available
and affordable - early institutionalization. What is the role of left-handedness in human
evolution? This study of the history of left-handedness by Gabriela Ruc¢kova and Cubica
Vareckova is relevant to recognize the functions and dependence of neurotic behavior
on emotional lability, instability and possible dependency on personality characteristics
and amazing creativity impacting and impacted by specific social dimensions. Love your
left-handed friends! Patients with specific medical pathologies such as multiple sclerosis
(MS) can experience varying qualities of life. Viera Hancinova and Ladislav Simor have
made an Analyses of measuring tools comparing the quality of life in patients with multiple
sclerosis. Readers will gain a comprehensive understanding of MS and the challenges MS
patients must deal with on a daily basis and, may provide Social Workers to assist patients
dealing with the challenges to the quality of life of other diseases as well. Concluding
this Spring Issue of CSW, the quartet of Mroskova, S., Lizakova, L., Masterova, V. and
Curikové, A. bring us an essential study concerning the Social environment and its impact
on selected aspects of children’s health. These include quality of saturation needs of the
child’s families by analyzing the influence of the social environment on child morbidity;
length of breastfeeding; child development; incidence of hospitalization. The role of Social
Workers is alertness for assessment and elimination of risk factors in the family environment



to support children surviving a “socially disadvantaged background” such as poverty;
social exclusion; marginalization; social inequality; social differentiation; stratification of
society; identification of differences in the incidence of hospitalization after Social Worker
intervention in children at risk needing social protection.

And so, all of these topics in this Spring issue of CSW bring us back to one of the biggest
obstacles facing Social Workers in the pursuit of their highest purpose to help humanity.
That obstacle is the money — never enough to solve all the challenges of immorality and
injustice from economic inequality. May each of the following studies bring a lightness of
insight into your Springtime.






Few words from the Edition in Chief

his journal brings authentic experiences of our social workers, doctors and teachers

working for the International Scientific Group of Applied Preventive Medicine I-GAP
Vienna in Austria, where we have been preparing students for the social practise over a
number of years. Our goal is to create an appropriate studying programme for social work-
ers, a programme which would help them to fully develop their knowledge, skills and qual-
ification. The quality level in social work studying programme is increasing along with the
growing demand for social workers.

Students want to grasp both: theoretical knowledge and also the practical models used
in social work. And it is our obligation to present and help students understand the theory
of social work as well as showing them how to use these theoretical findings in evaluating
the current social situation, setting the right goals and planning their projects.

This is a multidimensional process including integration on many levels. Students must
respect client’s individuality, value the social work and ethics. They must be attentive to their
client’s problems and do their best in applying their theoretical knowledge into practice.

It is a challenge to deliver all this to our students. That is also why we have decided to
start publishing our journal. We prefer to use the term ‘clinical social work’ rather than so-
cial work even though the second term mentioned is more common. There is some tension
in the profession of a social worker coming from the incongruity about the aim of the actual
social work practice. The question is whether its mission is a global change of society or
an individual change within families. What we can agree on, is that our commitment is to
help people reducing and solving the problems which result from their unfortunate social
conditions. We believe that it is not only our professional but also ethical responsibility
to provide therapeutic help to individual and families whose lives have been marked with
serious social difficulties.

Finding answers and solutions to these problems should be a part of a free and inde-
pendent discussion forum within this journal. We would like to encourage you — social
workers, students, teachers and all who are interested, to express your opinions and ideas
by publishing in our journal. Also, there is an individual category for students’ projects.

In the past few years there have been a lot of talks about the language suitable for use in
the field of the social work. According to Freud, a client may be understood as a patient and
a therapist is to be seen as a doctor. Terminology used to describe the relationship between
the two also depends on theoretical approach. Different theories use different vocabulary
as you can see also on the pages of our journal.

Specialization of clinical social work programmes provides a wide range of education.
We are determined to pass our knowledge to the students and train their skills so they can
one day become professionals in the field of social work. Lately, we have been witnessing
some crisis in the development of theories and methods used in clinical social work. All the
contributions in this journal are expressing efforts to improve the current state. This issue
of CWS Journal brings articles about social work, psychology and other social sciences.

Michael Olah
Peter G. Fedor-Freybergh
Edition of journal
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Abstract:

As information and economic growth continues to flourish in the developed nations, these de-
veloping nations are beginning to rise to the challenge of globalization. As these nations begin
to develop economies of scale and start competing in the world marketplace, there are both
positive and negative manifestations. While their policy makers and social sectors become
more successful, there is evidence of a “brain-drain” in these developing nations. There are
many suggestions as to why this is occurring, such as, but not limited to: economic; and social
mobility; gender and race/ethnic disparities; culture clashes; academic integrity and advance-
ment; career development. The issue at hand is not whether or not a “brain drain” is  in effect,
but to recognize this problem and offer solutions to address it. The purpose of this paper is to
come up with potential suggestions and solutions, using evidence based research in relation
to the four largest developed English-speaking countries: United Kingdom, Australia, United
States, and Canada.

is even higher in the UK, Canada, and Aus-

Introduction tralia. These numbers may be shocking,

The United States with a population
of approximately 316.6 million people or
roughly 5% of the world’s population em-
ploys 11% of the globe’s Physicians - and
its demand is growing at an unprecedented
rate. Today, 25% of US Physicians are inter-
national medical graduates, and the number

that’s because they are. There are significant
issues that arise when a country relies heav-
ily on professionals from another. Many of
these graduates come from poor countries
with high disease burdens - precisely those
nations that can least afford to lose their
professionals. (Chen, 1850).
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The idea of “brain drain” is not a new is-
sue that has just been unearthed. Brain drain
can be defined as the migration of health
personnel in search of a better standard of
living and quality of life, higher salaries, ac-
cess to advanced technology, and more sta-
ble political conditions in different places
worldwide. This trend has led to concerns
that the outflow of Healthcare Professionals
is adversely affecting the healthcare system
in developing countries. Hence, adversely
affecting the health of the population.

United States Equivalent

The United States has its own national
equivalent to this global idea of brain drain.
Healthcare professionals tend to migrate
from less populated rural areas to more
densely populated urban or metropolitan
areas for various reasons often monetary.
The healthcare systems in these rural are-
as are adversely affected by the migration
of Healthcare Professionals, thus the pop-
ulation of the rural areas are adversely af-
fected.

International migration first emerged as
a major public health concern in the 1940s
when many European professionals emi-
grated to the UK and USA. In the 1970s,
the World Health Organization (WHO)
published a detailed 40-country study on
the magnitude and flow of the Health Pro-
fessionals. According to this report, close to
90% of all migrating Physicians, were mov-
ing to just five countries: Australia, Cana-
da, Germany, UK, and USA (Dodani, 487).”
This is also an issue that does not seem to be
diminishing. The question then is where are
these Health Professionals coming from and
what can be done to reduce the astronomical
statistics.

In 2003, a study by Wendy Hansen from
the Maastricht Economic Research Institute
on Innovation and Technology (MERIT)
found that “the US, Canada and Australia
continue to draw talent from the European

Research Area (ERA) (Grigolo, 118).” This
is not something that the European Union
took lightly and further research was con-
ducted. Upon further investigation it was
concluded that the research may have been
exaggerated and the results were not as
drastic as depicted. This does not mean that
this trend is not occurring but not at the rate
specified.

Methods

It is difficult to quantitatively measure
Physician emigration on a global scale be-
cause there is not a universal protocol in
place. Therefore, a variable must be cho-
sen in order to get a better grasp and un-
derstanding of how these Physicians are
moving throughout developing Central and
Eastern Europe and the aforementioned de-
veloped English speaking Western Nations.
The variable of Physician demographics
seemed a fitting method of measurement.

Results

The following 2009 data was retrieved
from the WHO:

It can be seen that in 2009, four of the
European nations examined have a higher
indication of Physicians per 10,000 popula-
tion, with the exception of Poland.

The following 2011 data was retrieved
from the Organization for Economic Co-op-
eration and Development (OECD):

It can be seen that in 2011, three of the
European nations examined have a higher
indication of Physicians per 10,000 popula-
tion, with the exception of Hungary which
is lagging behind Australia, and Poland.

When compared side by side, the data
shows an intriguing depiction:

It can be seen that when 2009 data is
compared with that of 2011, all of the na-
tions examined, with the exception of the
United States, represent an increase in Phy-
sicians per 10,000 population. There can
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be many explanations as to why the United
States shows a decrease in Physicians per
capita such as medical school graduates or,
the perpetual aging and utilization of health-
care resources by the baby boomer genera-
tion, but that is not within the scope of this
paper.

Upon reviewing the literature, meas-
uring the Physician demographic data for
2009 and 2011, and comparing the results
side by side, there is no significant evi-
dence that suggests there is a mass exodus
of Physicians from Central and Eastern Eu-
rope to English speaking Western Nations.
Although the data does not prove move-
ment within the aforementioned regions,
there may be movement within the Euro-
pean Union. This can be seen as a positive
notion by the EU by virtue that their idea
of open borders is effective. A trend is seen
that Eastern Europeans tend to move into
the expanding EU nations. This may give
an indication that the EU may face similar
problems of brain drain like that of the US
in the future.

The next question to ask is if the inter-
national medical graduates being employed
by the four leading English speaking coun-
tries are not from Central and Eastern Eu-
rope, where are they coming from. Evi-
dence suggests that many Physicians are
mostly migrating from sub-Saharan Afri-
ca, and Southeast Asia. Countries such as
Ghana, Uganda, Sudan, India, Pakistan, and
the Philippines are held victim to the brain
drain trend.

It is a basic human right for individu-
als to move freely as they please and to live
where they choose. Therefore, it is unethical
to force Health Professionals to remain in
their native lands. Because developing na-
tions have a higher demand for these pro-
fessionals, it is unlikely that they will make
it more difficult for them to migrate or ex-
plore efforts to reduce the influx. Hence,
the responsibility lies with the nations that

they are migrating from. “Only when health
staff, whatever their cadre, have the tools
they require to do their job, training oppor-
tunities, a network of supportive colleagues,
and recognition for the difficult job they do,
are they likely to feel motivated to stay put
when opportunity beckons from elsewhere
(Dodani, 490).” The nations held victim
must train, retain, and sustain their profes-
sionals.

There are some limitations to this study.
Firstly, only research in English was ex-
amined. The data presented does not break
down the Physicians into specialty or Board
Certification. Physician demographics,
while an effective variable for this study,
may not be the most ideal variable and an-
other must be created in order to measure
Physician migration. This study also does
not measure movement within the Europe-
an Union.

Conclusion

In conclusion, brain drain is a global
health concern, but there is not enough ev-
idence that suggests a significant migration
of Physicians from developing Central and
Eastern Europe to more developed English
speaking Western Nations. There is signifi-
cant evidence upon reviewing the literature
that suggests brain drain from Africa and
Asia. Source countries must learn to train,
retain, and sustain their health profession-
als. Further research must be conducted
globally and especially in the countries suf-
fering from brain drain.
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Abstract:

This article reflects the development of Slovak Social Work in the context of the political devel-
opment of the country. The Authors searched for answers to the following questions: Was Social
Work really abolished in Slovakia after 19517 Is there evidence casting doubt upon that assertion?
The aim of this article is to contribute to overcoming the claim that after 1951 there was a violent
abolition of Social Work in the former Czechoslovakia and point out the consequences for the
development and current state of Social Work in Slovakia brought on by ignoring events in the

given period.

Introduction

The diversity of problems which Social
Work responds to in the long run raises the
question as to whether it is possible to build
common consensus in defining it (Core
2003; Askeland, Payne 2001; Asquit, Clark,
Waterhouse 2005, etc.). Initially theoretical
discussion was later expanded to include re-
search focused on the issue of Profession-
al Identity (e.g. Dewe, Ferchhoff, Sherr,
Stiwe 1995; Canavan, 2009; Tamm 2010;
Leigh 2013; Lorenzetti 2013). The identity

of the Profession is presented as a baseline
of the nature of the Profession influenced
by several internal and external factors al-
lowing varied understanding. In the Slovak
environment, the situation is complicated
by two factors. The first is that the Profes-
sion has not been developed in a straight
line. The second is that, so far, the histo-
ry of Slovak Social Work has not been ad-
equately compiled. As part of the ongoing
research focused on the identity of Slovak
Social Work, we also focused on revealing
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an historical context for the development
of the Profession in Slovakia because the
identity of the Profession is to a significant
extent affected by its own history and so-
cial status (Emmerson 2010). Knowledge
of the history of one’s own Profession rein-
forces a sense of professional pride which
not only facilitates the creation of a pro-
fessional identity but is also a prerequisite
for personal satisfaction with one’s own
work and chosen career (Remley a Herli-
hy 2007).

Our contribution is a response to the
claim that the Profession of Social Work
was abolished in Czechoslovakia in 1951
(Majchrakové 1990; Rezni¢ek 1995) and its
renewal came only in 1990 (Matousek 2001,
Zilovéa 2000, Striezenec 1996, 1999). Based
on the reading of events in Social Work in
the reporting period (1951 to 1990), we ob-
serve that although the development of the
Profession was slowed down it was not
abolished.

Methods

In creating this study we used the con-
cept of an identity as a product of social
and political action (Brubaker, Cooper
2000). A similar view is shared by Remley
and Herlihy (2007) according to whom un-
derstanding of the current state of Social
Work presupposes a good knowledge of
the historical context of the development
of the Profession. The aim of the study
was to find out how the Slovak Social
Work really was developing in the period
1951 to 1990. In order to meet this goal,
we searched for answers to the following
questions:

What happened with Social Work in Slo-
vakia after 19517

Was at least one area of the Profession
continued?

Was education of Social Workers abol-
ished at all levels?

What was the preparation for the career
of Social Workers?

What were the publication and research
activities about Social Work in that period?

How did the missing information influ-
ence the current state of the Profession?

The historiographical method was the
main research tool used which is based on
concrete and critical reflection of absolute
claims referring to events from a histori-
cal-political perspective (Kocka 1990, Hen-
del 2005). The subjects of the research were
primary and secondary sources dealing with
Social Work, Social Services etc. The ana-
lyzed sources were books, magazines, legis-
lative standards, methodical materials of the
Ministry, etc. Analysis of the practical role
of Social Work in Slovakia would be inter-
esting but would not explain the develop-
ments in Social Work as a Science and Pro-
fession after 1990. For this reason, events
associated with education in Social Work
and its development in the Slovak Academ-
ic environment became the subject of our
analysis.

Findings

In order to be able to analyze what hap-
pened in Social Work in Slovakia after
the year 1945 first, we have to take a brief
glance at the previous era when Social Work
was established as a Profession in the for-
mer Czechoslovakia.

Historical and political background
to the establishment and development
of Social Work in Slovakia

The origins of Social Work in the ter-
ritory of today’s Slovakia are associated
with the Austro-Hungarian Empire of which
Slovakia was a part until 1918. The atten-
tion of the nascent Profession still within
Austria-Hungary was mainly focused on the
problems of poverty, disability, children and
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families at risk of social pathological phe-
nomena, lonely elderly people, the suppres-
sion of socio-pathological phenomena, etc..
In 1918, the common state of Czechs and
Slovaks called the Czechoslovak Republic
was founded but whose co-existence was
interrupted in the period 1939 to 1945. In
1945, after World War 11 the Czechoslovak
Republic was restored. The termination of
the joint State of Czechs and Slovaks came
in 1992. Since 1 January 1993, an indepen-
dent Slovak Republic was founded. Slovak
history of Social Work should therefore be
examined in the context of the three state
units:

The first years of the common state were
marked with enthusiasm because of the ac-
quired freedom and desire to build a mod-
ern democratic state. The overall state
infrastructure was built upon Public Au-
thorities including Ministries, Health, Eco-
nomics, Education, etc.. In this atmosphere
in Czechoslovakia, Social Work also began
to develop. The public sensitively perceived
the gravity of existing problems the solu-
tions of which were sought by the young
Professionals. Therefore, Social Work in
Czechoslovakia commanded respect al-
though the term “Social Work” was rarely
used during that period.

The very experience gained in the com-
mon Austro-Hungarian Empire proved to be
an advantage. We would like to mention just
a few:

* Slovak women studied at the Vi-
ennese Vereinigte Fachkurse fiir
Volkspflege, the first school of So-
cial Work in Austria-Hungary (Mais,
2011; Levicka, J., Levicka, K. 2015);

* Personal contacts with key represen-
tatives of Social Work abroad which
were maintained by e.g. Alice Ma-
sarykova, Marie-KrakeSova Doskova
and others (Levicka J. 1999, Levicka
etal.2015, Kodymova, 2013, Brnula,
Kodymova, Michelova 2014);

* Entrance of personalities including
Juraj von Schulpe, Lew Winter and
others in Social Work (Botek, 2009;
J. Levicka 1999).

Shortly after the establishment of
Czechoslovakia, Schools that educated fu-
ture Social Workers were opened. Already
at the stage the possibility of Pre-graduate
Studies in the University environment be-
gan to be discussed. In the 1930s, the Or-
ganization of Social Workers — an umbrel-
la of Social Workers in Czechoslovakia was
founded.

Situation after 1945

In the following part of this article, first-
ly, we explain the events within the Pro-
fession in the years 1945 to 1990, and then
point out the consequences of ignorance of
the historical context for the development of
Social Work in Slovakia after 1990. In this
analysis, we pay specific attention to how
Social Work Education took place; research
and publication background of the then pe-
riod; or other important events that occurred
for Social Work in the territory of the former
Czechoslovakia in the years 1945 through
1990.

As a result of World War 11, the renewed
Czechoslovak Republic was in the so-called
Soviet Zone which was shortly after 1945
also reflected in the political direction of
the country. Changes being implemented in
the country gradually undermined the dem-
ocratic character of the Republic which fi-
nally in 1948 resulted in an open regime
change. That regime change was natural-
ly carried over into the total life of society,
hence to Social Work. In the area of educa-
tion policy, the impact of the new policy ori-
entations only gradually became apparent.

Immediately after World War 11, part of
the Professional Community became active
and attempted to bring back Education for
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Social Work which at the time was mainly
Sociologically oriented. Based on this ini-
tiative, Decree No. 140/1945 was issued
which established the Prague Universi-
ty of Political and Social Sciences. 1t was
a four-year Non-University curriculum. The
School had a total of three faculties one of
which was Social Science. The School was
established as a theoretical and practical
workplace with the following mission:

1. Freedom of research to study and cul-
tivate Political, Social and Journalis-
tic Sciences.

2. Provide its audience (students) with
thorough theoretical and practi-
cal knowledge and skills in order to
teach them to navigate in society and
to work for society; and thus educate
not only Scientists, but also practical
experts for the above mentioned dis-
ciplines.

3. Submit Certificates to the Govern-
ment and the National Council (in
terms of expert’s opinions) and pro-
posals on Political, Social and Jour-
nalistic matters.

It was assumed that the University
would prepare expert’s opinions for the
Government and National Assembly. Prom-
inent Czechoslovak Sociologists were in-
volved in the teaching staff and Rector of
the School was J.S. Roucek, American So-
ciologist of Czech origin. One part of the
School was Social Science which should
have prepared experts for the Social sphere.
The study included subjects such as Sociol-
ogy; Social Policy; Social Stratification; So-
cial Psychology and Criminology; Sociolo-
gy of Families; Children and Marriage; and
Social Pathology. The second and third year
were focused on Social Work and therefore
there were lecture subjects such as Psycho-
genesis of a Social Case, Methods of Social
Work and Social Policy. In 1949, the name
was changed to the College of Political and

Economic Sciences, and four years later in
1953 it was abolished (Levicka 1999, Ko-
dymova 2013).

The University of Political and So-
cial Sciences had one remote branch in
Brno from which later the College of So-
cial Studies was profiled and established by
Law No. 124/1947 Coll. Unlike the Prague
School, it was focused more on practical
performance. It aimed to train personnel
for National Committees, experts for Social
and Health Administration and Secondary
School Teachers. Rector of the Brno Col-
lege of Social Studies was Arnost Inocent
Blaha and possibly it was his initiative that
the study, in addition to Sociologically ori-
ented subjects, also included Social Pathol-
ogy, Social Policy or Psychology.

In 1949, the Masaryk Medico-Social
State School was abolished. Detailed rea-
sons for its abolition are not known, but it is
thought that its abolition occurred precisely
because of the establishment of Higher Edu-
cation. However, in 1951, it was decided to
abolish Higher Education of Social Work-
ers. Students were allowed to complete their
study, thus the last graduates finished stud-
ies at both colleges in 1953.

After 1953, the training of Social Work-
ers was implemented at a Secondary School
in Prague which had opened in 1948 and op-
erated until 1959 (Socialni Prace 1996). The
original name of the School was the Voca-
tional School of Social and Health Studies.
The name of the School was subject to fre-
quent changes. In 1952, the School received
the name of the Higher School of Social
Studies in Prague, which continued until
the Academic Year 1959/60 when it was re-
organized into a two-year post-secondary
curriculum; the School again changed its
name to Secondary School of Social and
Law Studies. This change came as a result
of the evaluation of four-year Pre-graduate
Study where poorly trained but personally
mature graduates were leaving to practice.
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Although the school year 1959/60 opened
a two-year post-secondary program, stu-
dents who began study at the four-year
school were allowed to complete their
study. The last A-level Exams at that School
took place in 1962. The extension studies
spread to other cities and were basically of
two types — focused on Social, or Social and
Law Studies.

The resumption of University Studies
focused on Social Work came in the years
1987/88, but only as a Specialization in the
Study Programs of Sociology and Andrago-
gy. An independent University Study Pro-
gram was opened only in 1990 (Socialna
praca 1996; Levicka, J. 1999; Kodymova
2015).

If the development of the Profession
on the basis of these facts is evaluated, it
must be recognized that ending the Educa-
tion of Social Workers in Universities has
slowed the development of the theoretical
basis of Social Work. The fact that Social
Work Education in the years 1951 to 1990
in Czechoslovakia was not situated exclu-
sively within Universities does not entitle
anyone to claim that Social Work as a sepa-
rate teaching discipline did not exist at all in
the then circumstances.

The presence of Social Work in Czecho-
slovak Society in the period under review
is shown by the existence of several scien-
tific research units which began to be built
in the First Republic while several were
established as a Ministerial Department.
Their activities continued beyond 1948 al-
beit sometimes in a modified form. Prior
to 1945, there were Research Departments
in Czechoslovakia: Masaryk Academy of
Work (1920); Social Institute of Czecho-
slovakia (1920); Psychotechnical Institute
(1921); Central Counseling on Professions
in Slovakia, 1928); Institute of Human La-
bor (1939) (Kodymova 2015; Krajcovicova
2009; Bystricky, Zemko 2004; Tomes
1996).

After World War 11, the following Re-
search Institutes operated in Czechoslova-
kia:

* Czechoslovak Institute of Labor

* Regional Institute of CSUP for Slova-
kia (1948)

* Research and Training Institute for
Occupational Safety (1954) in 2003
it was incorporated into the new or-
ganization: Center for Study of Work
and Family

o Scientific Research Center in the
State Wage Commission

* Czechoslovak Research Institute of
Labor (1964)

* Research Institute of Living Stan-
dards (1965)

* Research Institute for Social Devel-
opment and Labor

* Czechoslovak Institute of Labor and
Social Affairs (1974)

* Research Institute for Social Devel-
opment and Labor (1984)

*  Research Institute of Labor and So-
cial Affairs established in Bratisla-
va in 1991. In 1992 its name was
changed to the Research Institute of
Labor, Social Affairs and Family

The results of these reorganizations re-
mained unnoticed after 1990 because after
restoring the Pre-graduate Training of So-
cial Workers at the Universities problems on
which they focused did not present as inter-
esting to Educators. Only Striezenec (1999;
2006) and Tomes (1996; 2010) paid atten-
tion to them. Both of these Authors staunch-
ly understood that Social Work was a prac-
tical exercise of Social Policy.

The cause of this factor can be seen par-
ticularly in the strong focus of Czech and
Slovak Social Work on the Therapeutic
or Counseling Paradigm under Navratil's
(2001) curriculum. Only over the last de-
cade have the numbers of Authors who are
more engaged in Social Work in the context
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of this reform paradigm gradually increas-
ing. In the production of British or Ameri-
can Social Work the paradigm is quite often
discussed by Authors including Jane Adams
(1922), R. Bailey, M. Brake (1975), Jan
Fook (2002), Lena Dominelli (1998, 2002),
Neil Thompson (2012) and others. The Ac-
ademic Community of Social Work being
created in the SR did not feel the need for
orientation in the area of any reform para-
digm as the problems the foreign Authors
were coping with were only seen as exam-
ples from history at that time. Moreover,
in the period immediately after November
1989 in the Czech and Slovak Federative
Republic a strong anti-Socialist sentiment
prevailed. It was easier and “Socially safe
to navigate for the Therapeutic and Counsel-
ing Paradigm. Then there only had to come
up arguments that during Socialism Social
Work suffered an extinction and it was not
developed theoretically after 1951; the Au-
thors identified themselves with this claim.
This was the main reason that for a long
time Slovak and Czech Authors did not deal
with the development of Social Work in the
period 1951 to 1990.

Another unaddressed area from which
we could learn more about the development
of Social Work in Slovakia are publications,
including articles in Departmental Journals
such as “Social Security’ — a monthly of
the Ministry of Labor and Social Affairs. In
1968, in the Annex to this magazine, a pa-
per was published entitled ‘Social Worker:
Methodical Annual” which also stated that
“The study “Social Services” of Bohumir

Smyd, published by the Research Institute
of Social Security in 1966 defines Social
Work as a set of activities, the purpose of
which is direct efforts, immediately affect-
ing man or his family, to preserve his rela-
tionship to society, to his nearest environ-
ment, to education, to work, etc. It can be
characterized as Socio-diagnostic, Consul-
tative, and Educational Work and Work
providing Social Services (organized or di-
rectly provided) in particular cases...” (So-
cialny Pracovnik 1968 p. 3). Although it is
subtle material in scope, it is full of surpris-
es in the context of the argument that Social
Work was absolutely stagnant in the period
after 1951. It reads, for example: The So-
cial Worker is intended solely for socio di-
agnostic activities in families. Other tasks
cannot distract him firom his work. Conse-
quently, he does not carry out any Admin-
istrative duties: neither does he have the
power to make decisions, but only to pro-
pose” (Socialny Pracovnik 1968, p. 6).

In addition to the above report by B.
Smid (1966), in this period papers were
published such as Job Content of Region-
al Head Nurse in Social Services (Ma-
jchrakova 1957), Job Content of Nurses
for Social Services in a Medical Institution
for Tuberculosis (Majchrakova, VaseCkova
1958); Social Service (auxiliary textbooks
issued for internal use) Study Purposes of
Nurses for Social Services, ZS, DS, 7S,
Head Nurses and Chief Nurses in Medi-
cal Facilities (Majchrakova 1971 and re-
peatedly until 1987); Forms and Meth-
ods of Social Work (auxiliary textbooks)

* For neutral evaluation of the period 1951-1989 (if possible) socio-political atmosphere was
not appropriate. At a time when society refused everything that was somehow associated with
the previous regime it was literally unwanted to talk about some positives that actually hap-
pened during that period. Therefore, we used the term “Socially safe which indicates that in
some of the teachers there were (though unfounded) fears related to the freedom of speech;
as if they still did not manage to believe that the academic ground is free and open space for
critical discussion. We believe that 25 years is enough of a time gap prerequisite for an objec-

tive assessment of that period.
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(Majchrakova 1981); Tasks of Social Work-
ers in Alcoholism Treatment Centers (text-
books) (Skala, Matova 1973); Methods for
Working with the Elderly by Schimmerlin-
gova (1972)’; a two part work on Educa-
tional Therapy by Krakesova (1973); Prob-
lems of Families and Family Therapies by
Fiso (1980); Methods of Social Work I and
1I by Chravatova and Brabcova which were
published repeatedly (1975, 1985,1991).
The Ministry issued many interesting me-
thodical materials and guides on the tasks of
Social Workers such as Caring for Socially
Inadaptable People. A methodological tool
for the staff of National Committees (1983);
Work with the Gypsy Population (1976);
Care for Citizens with Reduced Capacity
to Work (1987); Proposed Principles for
Completion of a Comprehensive System
of Post-prison Care (1985); etc. In prepar-
ing these materials Authors also included
Anglo-Saxon literature, as our Social Work
maintained links to Social Work implement-
ed mainly in the US and UK. After 1969,
the Socidlna/ Socialni Politika Journal pub-
lished many good articles focusing on cur-
rent issues in Social Work.

The above publications are only exam-
ples, illustrative in nature, in which we want
to substantiate our claim that Social Work
in the Territory of Slovakia, or Bohemia,
also developed in the period 1951 to 1989.
At the same time, it is illustrated by the se-
lected examples that these studies were cre-
ated in each decade of the reporting period.

In practical terms, Social Work devel-
oped most within the Health Service. Ironi-
cally, it is in this field of Social Work where
the roots of the claims about termination of
Social Work after 1951 can be found. Ac-
cording to the claims of one of the most
important representatives of Social Work
in the Health Service, Helena Majchrak-
ovek (1990 p. 7) wrote “Due to this simpli-
fied looking at Environmental and Social
needs of human beings, in 1951 healthcare

abolished: a) the branch of Social Nurs-
es; b) the concept of Social Services; c)
the statistical number of Social Nurse....
Professional literature with Social issues
ceased to be issued”. However, the truth is
that already in 1952 instead of Social Nurs-
es, Nurses for Social Services appeared with
the consent of the Ministry of Health, so
there was only a change in job title. Another
paradox is that shortly after the abolition of
Higher Education for Social Work and Ed-
ucation conducted at Universities, the Min-
istry of Health initiated the establishment of
a post-A-level Curriculum in Health-Social
Work.

The allegation of termination of Social
Work in Czechoslovakia as a consequence
of the onset of Socialism was associated
with the termination of the Ministry of La-
bor and Social Affairs in 1957. The Minis-
try, with a new name Ministry of Labor, So-
cial Affairs and Family, was restored only
in 1968.

It is interesting that after the restoration
of that Ministry in 1968, the activities of
The Society of Social Workers were re-
stored. The revival of the Society was ini-
tiated by its former members who operat-
ed either in direct practice with clients or
at secondary schools specialized in Social
Care. In the same year, the Society began to
develop activities aimed at the resumption
of higher education for Social Workers (So-
cialni Prace, 1996).

Developments in the Field of Education
of Social Workers after 1990

In the Slovak literature on Social Work
there can be found allegations that after So-
cial Work had been abolished in the Czecho-
slovak Socialist state it was rebuilt after
1990. Based on our findings in recent years,
however, we object to this claim and sug-
gest to talk about the reconstruction of the
Social Work Profession after 1990. There
is no doubt about the fact that the abolition
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of Vocational and Higher Schools of Social
Work slowed the development of the Pro-
fession in its Theoretical and Practical Lev-
els, however, did not mean its extinction.

The Education of Social Workers at
Public Universities was reopened in 1990.
During the next five years, the study pro-
grams gradually opened at the Pedagogi-
cal Faculty of the Comenius University in
Bratislava; the Faculty of Arts of Presov
University; the Faculty of Nursing and So-
cial Work, Trnava University (in 1997, they
changed the name of the faculty to Faculty
of Health and Social Care); the Faculty of
Social studies of Constantine the Philoso-
pher University in Nitra; at the Pedagogical
Faculty of Matej Bel University in Banska
Bystrica. Later, these were joined by other
Public (State) Universities, which opened
Study Programs in Social Work.

Increased interest by young people in
this study of Social Work immediately also
stimulated the emergence of some Private
Universities of which the most famous in-
clude the University of St. Elizabeth in
Bratislava and Danubius University in Slad-
kovicovo.

The development of Higher Education
for Social Workers is also linked to the need
for the preparation of University textbooks,
monographs, study texts, which are close-
ly related to research oriented Social Work.
Gradually, there appeared also works as-
sessing the development of the Profession
in the period 1945 to 1990 (Majchrakova
1990; Novotna, Schimmerlingova 1992;
Reznitek 1995 and others); and these pub-
lications allege that after 1951 the extinc-
tion of Social Work in Czechoslovakia

occurred. This claim was subsequently ad-
opted by a variety of Authors (StriezZenec
1996, 1999; J. Levicka 1999, 2002; Ma-
tousek 2001, 2005; Brnula 2012; Navratil
2001; Olah, Schavel, Ondrusova 2008 etc.)
and greatly influenced the development in
the Profession in Slovakia and the Czech
Republic.

Based on the results of content analy-
sis focused on the period after 1990, we
conclude that ignoring the nearly 40 years
of Social Work in Czechoslovakia caused
a weakening of identity and Social status
of Social Work. Social Work even today is
seen by a part of the public as work which
does not need any Professional training.

For the first decade (1990 to 2000)
reconstruction of the Social Work Pro-
fession is characterized by its building
“from the outside” which was the result of
lack of Academics and Researchers in So-
cial Work. Among Teachers who contribut-
ed to Education of Social Workers in Slova-
kia in that period there was not one Teacher
who had studied Social Work. Therefore,
they did not have even necessary theoretical
knowledge in the field of Social Work. The
persistent claim that

anyone can do Social Work was com-

plemented by the argument that Social

Work can be taught by anyone.

An emerging change in this area can be
registered around 2000 when the first grad-
uates of the Study Program in Social Work
were accepted for Doctoral Studies®. These
Doctoral Students were internally strongly
identified with Social Work and eager to de-
velop the theoretical basis of the Profession

5 The first doctoral program for Social Work opened at the Faculty of Nursing and Social Work
(now the Faculty of Health and Social Work) of Trnava University, which also housed the first
Doctoral Committee for the whole Slovakia. Chairman and Members of the Committee were
appointed (or dismissed) by the Minister of Education. Members of the Committee could
have been proposed by individual Departments so as to be represented and participate in the

activities of the Committee.



Original Articles

23

thanks to which new publications focused
on Social Work emerged.

Inadequately nurtured at a local lev-
el seems to be a natural consequence of
the situation. Critically, it must be admitted
that the so-called Post-secondary Schools,
which had implemented Post-A-level Stud-
ies focused in Social Work for years in the
early 90s graduated better prepared Teachers
for Social Work compared to Universities.
However, Teachers from these schools were
not interested to work in a University envi-
ronment, which requires Scientific Studies.
The vast majority of classical, academical-
ly oriented University Professors dedicated
their Scientific attention to areas in which
they worked before 1990, for example Med-
icine, Psychology, Law, Education, Sociol-
ogy and so on. Only some of them decid-
ed to change their Professional orientation,
and therefore, the first years of the building
of Social Work at Slovak Universities were
marked by an intense familiarizing with So-
cial Work. Individual Social Work Depart-
ments gradually recruited Practitioners who
complemented their Education. In the first
decade of renewal of Higher Education in
Slovakia you will hardly find any research
focused on Social Work if qualifying studies
are not taken into account.

In Slovakia, consensus on the theoret-
ical basis of the Profession had been ab-
sent in the long run, which was already
demonstrated in discussions about the con-
tent of the curriculum for future Social
Workers. Study Programs reflected the more
subjective interests of some Teachers than
the real needs of students and the require-
ments of Practice. The absent consensus on
what should constitute a curriculum for So-
cial Work was reflected not only in the lack
of pertinent literature but also in the under-
developed theoretical basis of Social Work.
Joint development of minimum training
standards for the qualifying Social Work-
ers and their acceptance by the Ministry

of Education in 2003 also was positive-
ly reflected in the creation of Profession-
al literature, where a qualitative shift can
be observed in recent years (e.g. Balogova
2011; Brnula 2012; Gabura 2012; Gabu-
ra, Mydlikova 2004; Levicka et al. 2012;
Levicka, J., Levicka, K. 2015; Matulayova,
Musil 2013; Matel 2010; Mydlikova 2013;
Rusnakova, Szaboova 2013; Vaska 2012
and others.).

Conclusion

Between 1950 and 1989, the Social
Work Profession was not abolished, but its
development was strangled. Stopping Uni-
versity Education was reflected in the de-
velopment of theoretical foundations for
Social Work. Paradoxically, although there
was a strong emphasis on labor, labor con-
ditions of workers and the like, research
activities were not stopped in our country.
Research activities showed comparable ac-
tivity with similar Research Institutions
abroad. It is indisputable that during this pe-
riod Social Work continuously developed in
the Health Sector and State Administration.
Also, the requirements for the Education of
Social Workers in connection with this were
changed. Some activities carried out by So-
cial Workers before that period were grad-
ually taken over by other Professions, par-
ticularly Psychologists and Clinical Social
Scientists (Majchrakova 1990; Balogova
2002; Brnula 2012; Levicka 1999, 2002a;
Olah et al. 2008, 2009; Striezenec 1996,
1999; Tokarova et al. 2002; Zilova 2000).

In the recent period, Authors focused
on Social Work have recognized the urgent
need for regular reflection on the impact of
differences between Theory and Practice in
the development of the Profession. In each
area there are natural differences between
Theory and Practice. In the case of Social
Work, however, the differences exceeded
the normal rate. This situation was caused
by the fact that in the Educational Process



24

Clinical social Work and Health Intervention

students were familiarized with the Theo-
ry and Practice implemented in significant-
ly different environments. Educators strove
to transfer the “current state of knowledge in
the world “ which is unquestionably a duty
of University Teachers, but, in many cases,
with the lack of reflection on domestic real-
ity. Students, especially part-time students,
accepted only with difficulty different pic-
tures of Social Work which they were dis-
covering in Theory and in Practice. They
did not understand the too great differenc-
es between “Scientific” and “Practical” So-
cial Work which evoked feelings, on a part
of some students that theoretical knowledge
was unusable in practice. These differenc-
es further blurred the identity of the Social
Work Profession, a situation which persist-
ed for more than ten years before it began to
gradually change.

Despite best efforts it has failed to create
a clear picture of the Profession. The pub-
lic does not know what is under the name
of Social Work and what can realistically
be expected from Social Workers. We con-
firm the validity of the argument that the
characterization of Social Work as a Pro-
fession aims to help a person in a diffi-
cult situation, blurs, rather than clarifies,
the image of the Profession (Gelles, Clark
et al. 2007, Maron 2003). The increase in
field offices preparing future Social Work-
ers contributed to the unclear picture of
Slovak Social Work. This trend peaked
around 2000. The official cited reasons for
their opening was to bring University Ed-
ucation closer to poorer regions in order to
save travel costs for students. These offic-
es were opened by Public and Non-public
Universities and Colleges. Due to the short

period of time during which they were es-
tablished, in several cases, there were no
quality teaching collectives; the learning in
some offices was not always in line with
the latest knowledge in the field of Social
Work. Moreover, these offices only rarely
employed knowledgeable individuals who
would pursue Scientific as well as Educa-
tional Work.

Orientation on the quantity of curricula
for Social Work has resulted in the number
of Graduates who flooded the labor mar-
ket in a short time did not correspond with
the needs of Practice; moreover, a relative-
ly large number of these Graduates received
a diploma without the knowledge corre-
sponding with standard requirements for the
training of Social Workers®. The media have
brought information on the number of stu-
dents who graduate from Universities each
year and the lack of experts in Practice. This
information is often associated with ques-
tioning the legitimacy of the Profession,
claiming that students finishing their stud-
ies are not actually interested to carry on the
Profession and so on.

There has been a lack of reliable infor-
mation on the causes of this situation. The
unilaterally targeted information strength-
en the vague idea of the Profession, tasks,
objectives and responsibilities of its repre-
sentatives.

The status of Social Work in the Slo-
vak public, following the introduction of
Higher Education has paradoxically wors-
ened compared to the period before 1990
which is partly caused by the fact that So-
cial Work is the worst paid Profession with
a University Degree required in the Slovak
Republic.

¢ Developments in Pre-graduate Studies in Social Work after 2000 require quality secondary

analyses in order to draw valid conclusions.

For this reason, and also due to the sensitivity

of the issue, we do not provide specific identifying information through which specific work

places could be identified.
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Abstract:

This study focused on educational social work practice consequences, specifically prevention
of xenophobia and racism in Czech primary and secondary schools. The findings are from
a research conducted among teachers and students of both primary and secondary schools in
Zlin, Olomouc and Moravia-Silesia Regions from September 2014 to June 2015. The aim was
to explore on the attitudes of teachers and young students to the ideas of multiculturalism. The
presented results focus on the way multicultural education is conceived and understood. With
regard to the current migration situation, the approach of both teachers and the young students
to members of ethnic or religious minorities, from which Roma were the most often reflected
by the two groups, seems of key importance as well.

Introduction

This study focused on educational so-
cial work practice consequences, specifi-
cally prevention of xenophobia and racism
in Czech primary and secondary schools.
The basis for this study is the concept of
educational social work by Maria Mach-
alova (2013). Machalova highlights the

intersection of the aspects of social work re-
lated to the pedagogical sciences: social ed-
ucation and social andragogy. The intention
of educational social work is to interlink
the educational process, as well as lifelong
learning, while solving social problems
(Machalova, 2013, p. 21-23). An inspira-
tion may be provided by critical pedagogy
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of Paulo Freire (1986), which has a pro-
found social dimension. In his work Ped-
agogy of the Oppressed, he suggests the
ways in which teachers and social work-
ers can strengthen and liberate the people
oppressed by political, economic, social
or ideological power structures (Janebova,
2014, p. 71). Educational process in rela-
tion to the socially disadvantaged ones, e.g
. Roma children, children of foreigners and
the like, is the most important for this top-
ic. If we want to improve the lives of so-
cially disadvantaged people, it is also sig-
nificant to work with the majority society.
In this direction, developing multicultural
education at Czech schools seems to be ob-
vious. Young students and their teachers
meet in person or through a delegated ex-
perience through their parents or more and
more often through the media with exclud-
ed or otherwise weakened groups — e.g.
refugees, immigrants, ethnic minorities,
drug addicts and so on (Hrda, Sip et al.,
2011, p. 7).

Multiculturalism in school practice

The starting point for social preven-
tion in the context of social work in the
educational process rests in the assump-
tion that social events and social issues
are more visible because of the challeng-
es in the educational process of the client,
therefore social problems are educational-
ly determined (Machalova, 2013, p. 27).
The most important attribute of a multi-
cultural society is difference of individu-
als and groups. These may or may not be
reflected in terms of physical differences,
but always in terms of cultural differences.
Members of different cultures have more
or less different customs and habits, tra-
ditions, symbols, ceremonies and rituals,
religion, as well as different languages,
dialects, different ways of nonverbal com-
munication, a different value system, etc.
They are characterized by specific cultural

patterns, i.e. using learned, more or less
mandatory schemes in the form of specific
customs, morals, laws and taboos for be-
havior in standard situations. Their knowl-
edge, especially knowledge of intercultural
differences in general is important for ped-
agogy. It is therefore possible to argue that
multicultural education involves overcom-
ing ignorance.

Ignorance is considered a factor that
plays an important role in the creation and
formation of prejudice. Measures that are
not based on knowledge of life of those in
concern have only a little chance for suc-
cess (Giddens, 1999, p. 28). In the words of
Geertz (2000, p. 24), ,,to understand the cul-
ture of other people is to reveal their nor-
mality, while keeping in mind their unique-
ness®.

A key issue of the multicultural educa-
tion at Czech schools is use of stereotypes
and prejudices among teachers and their
students. Prejudices and stereotypes are not
a product of direct experience of the indi-
vidual, they are irrational mostly adopted
negative attitudes maintained by tradition
directed toward someone or something. The
subject of prejudice can be anything — a per-
son or group of persons, things or events
(Nakonecny, 1999, p. 223). In our society,
a considerable amount of prejudice is relat-
ed to Roma people.

Attitudes are generally internal dispo-
sitions of individuals to react to certain
objects. By this term we mean sympathy
or antipathy — affection or aversion to-
wards objects, persons, groups and situ-
ations or other identifiable aspects of the
environment, including abstract ideas and
social policy (Atkinsonova, Atkinson et
al.,, 1995, p. 727, Pricha, Walterova and
Mares, 2003, p. 171). Due to attitudes,
we react in certain relatively stable man-
ner. But it is essential that it should be
possible to influence attitudes. The main
and at the same time the most demanding
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educational goals influence values and
attitudes.

The main aim of this investigation was
to determine teachers and students attitudes
towards people of different cultures. This
was attained by examining educational pro-
grams that lead to conflict-free and peaceful
co-existence of various groups with differ-
ent cultures, ethnicity, religious beliefs, and
others. It is however difficult to reveal the
true attitudes of the respondents, especially
when it comes to the attitudes towards peo-
ple of different ethnicity and culture. The
main research question was stated as fol-
lows: What are the attitudes of students and
teachers in primary and secondary schools
in Zlin, Olomouc and Moravia-Silesia Re-
gions towards different ethnics, nationali-
ties or cultural differences?

Methodology

This study used a descriptive survey de-
sign to examine the attitudes of students and
teachers towards people of different eth-
nics, cultures and nationalities in Zlin, Ol-
omouc and Moravia Silesia Regions. Gay
(1981) defines descriptive survey design
as a study where variables that exist have
already occurred with non-intervention of
researcher. Questionnaires were the main
tools used for data collection in this study.
Semi-structured interview guides were used
to collect supplementary qualitative data
from the teachers. A total of 228 and 915
questionnaires were successfully respond-
ed to by the teachers and students respec-
tively. This quantitative data was cleaned
and coded into statistical package for so-
cial sciences (SPSS) for analysis. SPSS was
used to generate descriptive statistics such
as frequencies, mean and standard devia-
tion. Free answers of the respondents pre-
sented an addition to the quantitative re-
search where the ,,hard* data met its limits
considering the fact that the answers to the
questions were not the only information the

interviewer should record (Disman, 2008,
p. 163; Svaiicek, Sed'ova et al., 2014; Skutil
etal., 2011).

The qualitative part of the data collection
involved 30 teachers. Although the topic of
the interviews was given in advance, as the
selected technique of the semi-structured in-
terviews suggests, teachers had the oppor-
tunity to express themselves to address in-
dividual questions. All the interviews were
recorded on a dictaphone and then tran-
scribed into a text document. A subsequent
analysis was carried out in software for pro-
cessing qualitative data Atlas.ti. Here, the
transcribed conversations were subjected
to open coding. Code groupings were then
categorized according to their internal rela-
tionships, similarity or continuity and cre-
ated 10 subcategories, from which 3 main
categories were developed within the pro-
cess. These include the categories of Mul-
ticultural Education, Roma and School and
Influences Outside School.

The results of the qualitative part
of the research

Teachers understand multicultural ed-
ucation primarily as an education to toler-
ance in relation to other cultures. Almost
all teachers considered this topic highly rel-
evant in our society, because, according to
them, we would meet members of various
ethnic groups more and more often in the
Czech Republic. Teacher18 expressed the
opinion as follows: ,,By the way the world
gets smaller, more global and more and
more people emigrate and come into con-
tact with people of different faiths, differ-
ent races*. However, some teachers do not
share this opinion, for example Teacher 29:
1 think it is generally understood as the co-
existence of different nationalities, eventu-
ally races in some countries. This does not
concern us. It concerns our country in lim-
ited extent in comparison with, for example,
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America“. This view, however, occurred
rarely in the interviews. There is a general
consensus among teachers that with the help
of multicultural education, the relations
among various cultures should develop.
Teacher 16: ,,Because 1 think that our
society is extremely xenophobic, not only
to the Roma, but in general to other na-
tionalities, we are bothered by the Vietnam-
ese because they take our jobs, as well as
the blacks with whom we are not satisfied,
etc.”,other respondents view the Czech so-
ciety as intolerant as well. In their opinion,
this situation could change slowly with the
younger generation, which has more oppor-
tunities to meet people from other countries
and cultures than there were before. Some
topics may be seen as controversial because
young students use the opinion background
from their families, which can be signif-
icantly questioned within the discussion.
The Roma issue may serve as a specific ex-
ample. In some of the regions where the in-
terviews were implemented, the young stu-
dents meet members of the Roma ethnic
group more often, they have personal expe-
rience with them, or an intermediated expe-
rience provided by family or friends, which
motivates them discuss this topic with the
teachers more often. On the other hand, the
motivational element is often a source of
problem for many teachers, because they
are not sure how to approach this issue, as
they have learnt it contradicts the opinions
and personal experience of young students.
For example, Teacher 1 analyzes the
young students‘ opinion of the Roma, which
is in his view strongly negative. ,,98% of
their opinions are negative. It can be very
difficult to react to this at the lessons, be-
cause almost all of them have had some neg-
ative experience. When questioned about
how the teacher could respond this situa-
tion, the response sounded like this: ,,Well
look, I come into contact with them here,
let’s say, for two hours a week, and they live

there among the community 24 hours a day,
except for the time they are at school. So it
is very difficult to interpret it.“

Teacher 5 is of opposite opinion, he sees
multicultural education as a tool to combat
stereotypes in the case of young students.
»The young students are aware of living in
a greenhouse constructed by their parents,
in certain stereotypes, and we must always
learn to somehow overcome the stereotypes.
Unfortunately, we are part of a globalized
world, so this is a sort of biggest advantage
of any kind of teaching of multiculturalism
or simply learning discussion on certain is-
sues.” But, like most teachers, he also adds
that the central motif of multicultural edu-
cation at schools should be ,,learning toler-
ance.

Most often, teachers agree that the main
mission of multicultural education should be
to encourage young students to learn about
different cultures, which according to them
have other features than the culture in which
the young students grow up. Firstly to pro-
vide for a shift of their attitudes and values
towards development of their tolerance and
respect when concerned with the phenome-
na of otherness. Physical difference of eth-
nics is considered the most important fea-
ture of otherness by teachers. The accented
groups which must be learned to tolerate are
most often in the views of teachers Roma
and Vietnamese. Other ethnics and nation-
alities are not considered to be as interest-
ing from the teacher’s perspective. They are
represented by the concepts of ,,other cul-
tures®, ,,foreigners” and the like.

Roma as the topic of multicultural educa-
tion were detected in all the interviews, we
can therefore conclude that the understand-
ing of multicultural education by teachers
is closely linked to the topic of inclusion of
young Roma students to schools, and gen-
erally of Roma into society. In this respect,
the issue of the so-called socially excluded
localities and impact on the coexistence of
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majority vs. minority that is perceived as
problematic, due to the different social lev-
els of marginalized population was men-
tioned.

On the other hand, teachers almost did
not mention other ways of otherness with
which students can meet, the diversity of
genders, issues of different sexualities,
physical differences caused by, for exam-
ple, illness, or even the simple differenc-
es between the young students, which may
be caused, for example, by different social
background or other education. These need
to be seen as separate individuals (cf. inter-
cultural approach in Sleeter, Grant, 2009,
p. 33; Banks, Banks, 2009, p. 22-23; Dom-
Nwachukwu, 2010, p. 5).

The results of the quantitative part
of the research

From the theoretical basis of the sug-
gested issue resulted the following research
questions, which should confirm or dis-
prove the following hypotheses:

» Coexistence of the majority with the

Roma minority is problematic.

* Otherness is seen as a source of xen-
ophobia and racism.

* The most common form of otherness
reflected as a negative stigma is the
Roma origin of its bearers.

The research questions were dealing
with the challenges of the demand for a de-
scription of various forms of diversity in our
population, namely foreigners, representa-
tives of religious minorities and ethnic mi-
norities in our country. The previous studies
were implemented primarily by identifying
value orientation and attitudes of young stu-
dents and their teachers.

Values of young students and
teachers in relation to otherness

In one of our closed scale questions,
there was examined the importance of the

submitted values. Our aim was to compare
the result of the value orientation of the re-
spondents with the answers we obtained in
reaction to the issues relating to otherness.

The young students chose Friendship
and fellowship as the most important values
in 71.6% and as rather important in further
19.8%. Furthermore, the respondents chose
the value of Love and partnership as the
most important in 66.6% and rather impor-
tant in 22.2%. Tolerance to different sexual
orientation was mostly categorized as of lit-
tle importance in 10.8% and in 8.2% as the
least important.

Teachers marked mostly Love and part-
nership (63%), Sense of justice (60.8%) and
Friendship and fellowship (55.5%) as the
most important values. The most preferred
values also included the Ability to commu-
nicate (the sum of the answers the most im-
portant and quite important amounted to
95.2%), the Ability to help the ones in need
(92.9%), Tolerance to high age and the el-
derly (91.1%), and Protection of the dis-
advantaged ones (89.8%). The categories
Recognition of the majority (17.9%), Toler-
ance to different sexual orientation (8.9%)
and Tolerance to different appearance (8%)
were marked as of little or the least impor-
tance.

In the case of teachers, as well as in
the case of young students, all the evalu-
ated values relate to personal relationships
among individuals. Less appreciated values
appear to be related to general tolerance to
otherness, unique identity of persons and
their mutual differences, which include dif-
ferent sexual orientation, different appear-
ance and so on.

The relationship of respondents to
otherness

We asked our respondents by the means
of a semi-closed question about their per-
sonal relationship to various ethnic or cul-
tural groups.
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Graph 1: The importance of values in the case of young students

B The most important M Quite important B Important ® Not very important ® The least important

Graph 2: The importance of values in the case of teachers
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Graph 3: The relationship of young students to different ethnic groups
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Graph 4: Relationship of teachers to different ethnic groups
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In the case of young students, it is quite
obvious that the neutral and positive atti-
tude to the relevant ethnic groups prevails
over the negative ones, with one exception,
which is the Roma. Also in the case of Ar-
abs, the ratio of positive responses is one of
the lowest ones.

Teachers evaluated their attitudes to the
majority of the groups in relation to which
they could express their opinions mostly as
neutral and positive ones (although it oc-
curred in a lesser extent than in the case of
young students), which outweighed the neg-
ative ones. They usually justified their atti-
tude by lack of knowledge of the group in
concern or its members as the reason why
they could not opt for one of the more clear-
cut answers.

Our respondents evaluated their person-
al relationship to different ethnic groups in
general in a very similar way. Young stu-
dents chose a neutral standpoint in 46.2%
of cases, the quite positive one in 17.1%
and 13.3% chose the option that they had
no opinion. Teachers marked their relation-
ship with members of other ethnic groups

or cultures as neutral in 60%, positive in
29.3% and negative in 8.8% of cases. The
question was designed as a closed one with
reasoning in the form of verbal commen-
tary. In the respondents‘ answers there oc-
curs a particularly prevalent emphasis on
the willingness of different ethnic groups
to adapt, to behave according to the regula-
tions acknowledged in the Czech Republic
(,,It depends on the behavior, the willing-
ness to adapt). These responses constitute
22.1% in the case of young students. 34.3%
of teachers inclined to the opinion that it
depends on the behavior of individual peo-
ple. Respondents then usually reflected
their personal experience in their decisions,
even if it was absent (21.9% of teachers and
8.1% of young students). Especially young
students frequently expressed their disin-
terest in the issue.

Relationship of adolescents to otherness
is also documented within the statements
of respondents related to what they con-
sider attractive about foreigners and on the
contrary, what bothers them about foreign-
ers. Mainly cultural customs and traditions

Graph 5: What | like about foreigners /what bothers me about them
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(22.1%), language (19.8%) and lifestyle
(12.9%) were evaluated positively.

A similar question was also used to de-
fine the extent to which young students* fear
of foreigners was justified. The opinion that
fear of foreigners is justified prevailed in the
highest frequency here, foreigners seems to
denote certain danger to our society, or the
few is at least understandable to a large ex-
tent.

Teachers were also asked if they con-
sidered foreigners beneficial to our society,
or not. Neutral answers prevailed over the
positive or negative statements in the case
of teachers. Nevertheless, approximately
40% of the respondents consider foreign-
ers beneficial to our society, which is in
correlation with the fact that 44% of teach-
ers do not consider foreigners a risk to our
society.

The respondents® answers absolute-
ly obviously show that neutral and posi-
tive attitude to the relevant ethnic groups
prevails over negative attitudes, even in
case of Arabs, where the ratio of posi-
tive responses is almost the lowest one.

Graph 6: Fear of foreigners
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chosen by more than 50% of respondents.
In the case of personal views on Muslims,
which respondents presented in an open
question, 41.3% corresponded with the
category of ,,/ do not know, I do not have
any opinion on that“. Another 27.1% of re-
spondents expressed a neutral attitude and
24.0% negative or rather negative one.

An exception, in which the evaluation
was not mainly neutral and positive, con-
cerned only one group, the Roma, in the
case of which our respondents chose more
often quite negative, or clearly negative at-
titude.

In 29.9% of cases, they talked about the
behavior of the given group, as was in the
case of a young student: ,,/t depends on who
they are and how they behave®. In other cas-
es, respondents refer directly to the specific

H |t is not understandable, foreigners are just
beneficial to us

M |t is understandable to certain extent, but it
is necessary to fight against it

M It is justified because foreigners represent
certain danger to our society

M It is definitely appropriate because
foreigners endanger us (they live at our

expense)
B Another answer

H | cannot comment on that
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the behavior of the Roma as such, most of-
ten with negative connotations: ,,/ think
they don't have any manners and I don't
like their behavior®. 21.1% of respondents
explained their attitudes by writing that
the given group of people simply bothered
them and in most cases without giving any
reason, as it is evident here: ,,And you ask
why??? Yuck,” wrote a young student.

Conclusion

From the results of our research, it is
apparent that teachers at Czech schools
may not function sufficiently as assistants
and guides to the young students — indi-
viduals or groups, who need social assis-
tance because they belong to a margin-
alized group that is excluded or socially
impaired — on their way to adapt to the
mainstream society of the white majority.
It seems that a space for a social worker
as a social educational advisor (according
Machalova) or social teacher (according
Gulova, Hrda, Sip etc.) is open here. Our
assumptions were confirmed in the case of
a lower degree of tolerance of adolescents
to the Roma minority compared to the oth-
er ethnic or cultural minority groups. The
assumption that teachers and young stu-
dents perceive coexistence of the majori-
ty with Roma minority as problematic has
been confirmed. The research shows that
attitudes declared by both young students
and teachers may to some extent reflect
the inclination of their bearers to xenopho-
bia and racism as the stigmatization of the
Roma in the public space of the Czech Re-
public is widely shared.

Based on our research, we may conclude
that the values and attitudes of adolescents
focused on their perceptions of members
of different cultures and ethnicity is entire-
ly different from the values and attitudes of
their teachers.

Different ethnic groups are generally
perceived as homogeneous entities cul-

turally distinct from the majority and
thus bearing the hallmark of ,,otherness*
closely associated with stereotypical no-
tions about the members of these groups.
Such an approach is problematic because
it goes against the spirit of multicultural
education, which should eliminate stereo-
types.

It is the very misunderstanding and un-
willingness to try to understand the ,,nor-
mality of otherness®, as well as a lack of
effort not to designate otherness as some-
thing special, that significantly are the
source of the ambivalent attitude of our re-
spondents towards the members of minor-
ity groups.
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Abstract

Spectrum of infections and non-infections diseases among refuges from Syria/Iraq to Hungary/
Austria in September 2015 is analyzed. Respiratory isolates from patients with pneumonia were
obtained from respiratory tract secretions and tested for antimicriobial susceptibility. Majority of
ID were upper and lower respiratory tract infections, scabies and other skin and soft tissue infec-
tions. However, infections represented only about one half of cases seeking medical help — the rest
40-60% were hypertension, exhaustion, depression, diabetes, neuropsychiatric disorders.

Abstract

40% of homeless people report at least
one chronic health problem. Some medical
problems are particularly prevalent such as
chronic obstructive pulmonary diseases, ar-
thritis and musculoskeletal disorders. Trau-
ma is a significant cause of disability and
death. Homeless people are predisposed to
infections because of their poor physical
state and lack of hygiene; hence outbreaks
of contagious diseases are more prevalent
in the homeless. Tuberculosis is an im-
portant health problem among the home-
less. Homeless people are at high risk of

bloodborne infections and disproportionate-
ly suffer from mental illness and substance
use disorders. Homelessness negatively im-
pacts child health and development. There
are a number of internal and external bar-
riers to providing health care for homeless
persons. Hospitalizations are more frequent
and they take a longer time. The homeless
are not registered with their Doctor and try
to get health assistance by using emergen-
cy services. They have problems with health
system or social insurance. The health sta-
tus is substantially worse than in other pop-
ulation. Homeless people have a greatly
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increased risk of death. Problems of pro-
viding health care to the homeless depend
in every country on the existing health pol-
icy and the economy. Insufficient care for
homeless people means not only aggrava-
tion of their health state but it could have
negative impacts on the health of the broad-
er group of people.

Background

Definitions of homelessness vary across
countries (1). In line with its simplified defi-
nition homeless people are the human be-
ings living on the street with no roof above
their heads and no place to stay even for
a short time (2). In 2005, a typology named
ETHOS (European Typology of Homeless-
ness and Housing Exclusion) worked to
serve the needs of the European Union. This
typology was elaborated by another nation-
al organization called FEANTSA (Fédéra-
tion Européenne d Associations Nation-
ales Travaillant avec les Sans-Abris) (3).
ETHOS classifies people according to their
living situation:

» rooflessness (without a shelter of any

kind, sleeping rough),

* houselessness (with a place to sleep
but temporary in institutions or shel-
ter),

e living in insecure accomodation
(threatened with severe exclusion due

to insecure tenancies, eviction, domes-
tic violence),

* living in inadequate housing (cara-
vans, unfit housing, extreme over-
crowding) (4).

The exact number of homeless pople is
unknown. In the whole of the European Un-
ion an estimated 4.1 million people have
a homeless episode in a year (5). Czech
Republic estimates to have about 100,000
homeless people; a census of homeless peo-
ple in Prague identified 3,096 people in this
category (6). Slovakia accounts for about

30,000 homeless people living mostly in
Bratislava (approximately 3,000 people —
data from 2006) (7, 3).

Reasons leading to homelessness are
Objective and Subjective.

Objective (structural) factors including
the general social situation, e.g. employ-
ment policy;

housing policy; relationship of society
to these marginal groups.

Subjective (individual) factors are rep-
resented by material factors (e.g. loss of
home, loss of

job, insufficient incomes, loss of a prop-
erty, etc.);

Relationship factors (e.g. family or mar-
ital problems, divorce, split up of a family,
violence

in a family, loneliness);

Personal factors (e.g. mental or somatic
disease, disability, alcoholism and other ad-
dictions); Institutional factors (release from
hospital or prison, departure from chil-
dren’s home) (6).

To conclude: negative personal rela-
tions; work or housing problems; financial
problems; administrative-legal problems;
health problems belong to the most serious
problems facing homeless people (6, 8).

Chronic Diseases and Nutrition

40% of homeless persons report at least
one chronic health problem. These chron-
ic illnesses may be silent until late in their
courses and, because of limited medical at-
tention, often go under recognized and un-
treated. Even if the condition is detected
and treated, lack of compliance with con-
sistent follow-up often results in disease
progression, disability, morbidity and pre-
mature death (9). A Slovak study made in
a homeless shelter demonstrated that 42.5%
of homeless people suffered from infectious
diseases (mostly respiratory and urinary
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infections), while 57.4% of homeless peo-
ple suffered from non-infectious diseases;
the most frequent being ischemic heart dis-
ease and hypertension (10). Epilepsy belongs
to the frequent diseases, as well. Prevalence
of active epilepsy (8.1%) in a French study
is markedly higher than that estimated in the
general population (< 1%). When alcohol-re-
lated seizures (ARS) are included, 14.5% of
a study population had a history of seizures
(11). Some medical problems are particular-
ly prevalent with homeless persons; chronic
obstructive pulmonary diseases, arthritis and
musculoskeletal disorders. Hypertension, di-
abetes and anemia are often insufficiently
controlled and may be unrecognizable for
a long period of time. Hygiene and tooth care
are at a low level (12).

The way of life of homeless people re-
sults in problems respecting the so-called
healthy lifestyle regimen. We can hardly
speak of a healthy way of living in a situ-
ation when people are able to satisfy their
biological needs just occasionally and/or in
a substitute way (13). Homeless persons de-
pend substantially on food from municipal
and charitable shelters, fast-food restaru-
rants, delicatesssens and garbage bins (14).
Most studies report a high prevalence of in-
adequate or imbalanced nutritiment, vita-
min and mineral intake placing the home-
less at risk for nutrion-related disorders and
contributing to the increased prevalence of
poorly controlled diabetes, hypertension
and cholesterol; all risk factors for cardio-
vascular diseases (15). Diets of homeless
people are often high in saturated fats and
cholesterol and inadequate in essential nu-
trients contributing to adverse lipid profiles

(15).

Trauma

Trauma is a significant cause of disa-
bility and death. The homeless are particu-
larly at risk because life in the city streets
is unsafe and they may choose hazardous

sleeping accommodations and suffer from
burns caused by fires used for warmth (16).
In a study of 581 homeless female veterans
99% of participants endorsed at least one
trauma item; the homeless women report-
ed being exposed to a mean of 7.40 differ-
ent types of trauma and a median of 31 to-
tal events (17). The rate of traumatic brain
injury varied across studies, ranging from
8%-53%. Homeless men are more likely
to have traumatic brain injury than home-
less women (1, 18). Hwang and colleagues
found a high prevalence of traumatic brain
injuries that are 5 or more times great-
er than the lifetime prevalence rate of the
general population in the United States.
The history of traumatic brain injuries was
strongly associated with seizures, men-
tal health problems, drug problems, and
poorer physical and mental health states

(19).

Infectious diseases

Homeless people are predisposed to in-
fections because of their poor physical state
and lack

of hygiene; hence outbreaks of conta-
gious diseases are more prevalent in the
homeless (20). Skin problems are the main
reason why the homeless seek medical at-
tention, and these commonly include sca-
bies, pediculosis, tinea infections and im-
petigo (20). The louse transmitted bacteria
Bartonella giuntana has been found to
cause clinical conditions in the homeless
such as urban trench fever, bacillary an-
gionmatosis, endocarditis, and chronic afe-
brile bacteriaemia (20). Foot problems are
a major cause of illness and may represent
up to 20% of the medical complaints of
homeless people. The main cause of foot le-
sions is minor repetitive trauma because the
homeless often walk in inappropriate shoes.
Other factors are venous stasis and leg ede-
ma; cold (frost bite) and moisture (immer-
sion foot); peripheral neuropathy; high
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prevalence of hypertension; heavy tobacco
use; lack of hygiene.

The combination of trauma, stasis and
ischemia in the feet promotes infections
which may result in osteomyelitis, cellulitis
and gangrene and necessitate amputation of
the limb (20).

Respiratory diseases are very frequent.
Common viral respiratory diseases are
easily transmitted from person to person.
Crowded shelters and food lines provide
the ideal circumstances for the spread of
respiratory infections (16). Minor upper
respiratory infections have been found to
be twice as common in homeless children
and represent 40% of the acute medical
complaints of the homeless (20). Homeless
persons are at high risk of serious pneu-
mococcal infections. In Toronto, the inci-
dence of invasive pneumococcal disease
in homeless adults was 273 infections per
100,000 persons per year compared to 9
per 100,000 persons in the general adult
population. Homeless persons with inva-
sive pneumococcal disease were younger
than other adults, more likely to be smok-
ers, to abuse alcohol and to use intravenous
drugs. The proportion of patients with re-
current disease was five times higher in
case of the homeless than with other adults
(12% vs. 2.5%) (21).

Tuberculosis

Tuberculosis is an important health
problem among the homeless. Persons liv-
ing in shelters are at high risk of tuberculo-
sis and also pose a potential public health
problem (16). In systematic review and me-
ta-analysis (43 eligible surveys with a total
population of 59,736 homeless individuals)
authors reported that estimates of tubercu-
losis prevalence range from 0.2% to 7.7%
(22). Tuberculosis in Prague increased
from 2.1% in 1999 to 15.1% in 2008 (23).
In 2002-2006, the homeless suffered from
tuberculosis on average 10 times more

often than the other population (24). Tuber-
culosis in the homeless has some specific
features:

* mainly men are affected;

 ill people in a productive age of 40-
60 years significantly prevail;

* tuberculosis is found in its sympto-
matic state only, active search is ap-
plied just with difficulties;

* a high percentage of tbc is found in
moribund state or with dead home-
less persons;

» multi-resistent forms of tuberculosis
also appear among the homeless (23).

Bloodborne Infections

Homeless people are at high risk for
bloodborne infections. HIV infection, viral
hepatitis B, viral hepatitis C occur more of-
ten than in other populations due to more
frequent prostitution to earn money to sur-
vive and/or get a daily drug dose. Home-
lessness is also an important risk factor
for acquiring HIV infection. Data from the
USA showed that higher intravenous drug
use, prostitution or “survival sex* and mul-
tiple sexual partners contribute to increased
HIV prevalence (20). AIDS and homeless-
ness co-occur at very high rates: AIDS is
nine times more prevalent among the home-
less in Philadelphia than in the general pop-
ulation, and homelessness is three times
more prevalent among people with AIDS
than in the general population. Among the
homeless, being male, having a substance
abuse problem and having a severe mental
disorder were all significant risk factors for
AIDS (25). In the above- mentioned review
the prevalence of hepatitis C virus infection
ranged from 3.9% to 36.2% (22). The prev-
alence of hepatitis B and hepatitis C are sig-
nificantly higher among street youth than
among non-street persons of similar age.
A study of the prevalence of hepatitis B in-
fection in street youth in Montreal found
that 9.2% of the participants had markers
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of the infection. Risk factors such as older
age (> 18 years); injection drug use; sexu-
al partners with history of unspecified hep-
atitis, > 1 tattoo and body piercing were the
factors associated with HBV infection (26).
In the survey of hepatitis B and C preva-
lence amongst ninety-eight individuals of
the Prague homeless community, the au-
thors found that prevalence of both VHB
and VHC achieved 26.5%. Risk factors
were current or past intravenous drug users,
higher age (21 years and older) and sharing
paraphernalia (equipment used in the prepa-
ration of drugs for injection, e.g. spoons, fil-
ters and foil) (27).

Mental Disorders and Addictions

Homelessness can be both a cause and
a consequence of mental illness (31). The
homeless disproportionately suffer from
mental illness and substance use disorders.
In one survey, 81% of patients had a major
mental illness; 69% had a substance-use
disorder. Over 50% had co-occuring ma-
jor mental ilness and substance-use dis-
order. (28). In systematic review and me-
ta-analysis of 29 eligible surveys with
5,684 homeless individuals from seven
countries, authors reported that prevalence
estimates of psychotic illness range from
2.8% to 42.3%; major depression from
0.0% to 40.9%; personality disorder from
2.2% to 71%; alcohol dependence from
8.5% to 58.1% and drug dependence from
4.7% to 54.2%. The most common mental
disorders appeared to be alcohol and drug
dependence with random effects pooled
prevalence estimates of 37.9% and 24.4%
respectively (29). From a sample of 266
hostel dwellers in Glasgow, 82% had cog-
nitive impairment and 78% were drinking
hazardously. The prevalence of alcohol-re-
lated brain damage (spectrum of amnesic
disorders including Wernicke’s Encefalop-
athy and Korsakoff’s Psychosis) was 21%
(30).

Smoking

Tobacco use is common in homeless
populations: approximately three quarters
of homeless adults are cigarette smokers —
a prevalence 4 times that in the U.S. adult
population and 2.5 times that among im-
poverished Americans in general (32, 1).
Results from the Prague homeless popu-
lation are very similar. The authors found
the prevalence of smoking to be signifi-
cantly higher among homeless men (93%)
and women (83%) compared to the gener-
al Czech population, men 38% and wom-
en 35% (33). A Slovak study implemented
in an asylum home showed that 89.4% of
226 homeless people were smokers while
60.6% of them consumed too much alco-
hol (34).

Homeless Children and Youth

Homelessness negatively impacts child
health and development in many ways (35).
Children have shown higher rates of acute
and chronic health problems (36). Homeless
children were 2.5 times as likely to have
health problems and 3 times as likely to
have severe health problems as housed chil-
dren (37). Children without a stable home
have increased rates of multiple infections,
respiratory, gastrointestinal and dermato-
logic diseases. The prevalence and severi-
ty of asthma are increased; they suffer from
higher rate of accidents and injuries. Home-
less children are at increased risk of abuse;
exposure to violence; suffer from higher
rates of malnutrition, stunting and obesi-
ty (36). Street youth (teenagers and young
people below the age of 20-25 years) are
exposed to a number of factors that affect
their health. Risk of hepatitis B, hepatitis C
and HIV infections are higher among street
youth than among non-streeet youth. The
prevalence of mental health problem, preg-
nancy and high levels of violence is greater
among homeless youth (38).



44

Clinical social Work and Health Intervention

Access to Health Care

There are a number of /nternal and Ex-
ternal barriers to provide health care for
homeless persons. Internal barriers in-
clude the denial of health problems by
many homeless persons and the pressure to
fulfill competing non-financial needs such
as for food, clothing and shelter. External
barriers include unavailable, fragmented
and costly health care services; prejudices
and frustrations on the part of Health Profe-
sionals who care for homeless persons (9).
Despite a system of Universal Health Insur-
ance, health care access can remain a prob-
lem for homeless people. There are finan-
cial and non-financial barriers to obtain
health care. Non-financial barriers may in-
clude general mistrust of health care pro-
viders and lack of access to a primary care
provider (39). Homeless individuals have
high rates of acute health-care use, includ-
ing Emergency Department visits and In-
patient Admission to hospital (1). 44.91%
of homeless Veterans Affairs (VA) service
users were emergency department users,
which is nearly three times the rate of dom-
iciled VA Services users (40). In Slova-
kia, we have similar experience. Hospital-
izations of the homeless are more frequent
and they last a longer time. The homeless
are not registered with their Doctor and try
to get health assistance by using emergen-
cy services. They have problems with any
health system or social insurance (3). The
most frequent problems of the health care
for homeless are:

* unclear relations between the home-
less person, health insurance compa-
ny and health care providers,

* missing continuity of the health care,

» consequent treatment following hos-
pitalisation,

* chronically ill homeless persons with
demanding treatment,

* higher homeless morbidity of some
diseases (3).

Older Homeless and Geriatric
Syndromes

In the USA, the authors call the phe-
nomena “aging of the homeless popula-
tion”. The median age of the homeless in
San Francisco increased by an average nine
years over the 14-year period 1990-2003:
this aging rate far exceeds that of the gener-
al population. The median total time home-
less increased from 12 to 39.5 months. This
trend may reflect provider changes or shifts
in service utilization (41). The trend in ag-
ing of the homeless population will lead
to higher need and consumption of health
care for the homeless. The American sur-
vey compares two groups: younger home-
less persons (18 to 49 years old) and older
homeless persons (50 years and older). Old-
er homeless persons were 3.6 times more
likely to report a chronic medical condition;
2.8 times more likely to not have health in-
surance. Among medical conditions re-
ported, older homeless respondents were
significantly more likely to report having
hypertension and arthritis or other muscu-
loskeletal disorders, but comparable rates
of chronic respiratory conditions, including
asthma and chronic obstructive pulmonary
disease (42). At the same time, geriatric
syndromes among younger homeless ap-
pear more frequently. In a recent study, the
authors compared a group of 247 homeless
adults (mean age 56.0 years with 765 com-
munity adults (mean age 78.1 years) in three
population-based cohorts. 30.1% of home-
less people reported difficulty performing
at least one activity of daily living; 53.2%
fell in the prior year. Cognitive impairment
defined as Mini Mental State Examination
score < 24 was present in 24.3% of par-
ticipants, impaired executive function was
present in 28.3% of participants. Self-re-
ported hearing and visual impairment was
present among 29.7% and 30.0%, respec-
tively. Urinary incontinence was reported
by 49.8% of subjects. The study shows that
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older homeless adults have higher rates of
most geriatric syndromes compared to the
general population (43).

Mortality

The health status of homeless persons
is substantially worse than in other popu-
lations. Homeless people have a greatly in-
creased risk of death (12). Among men us-
ing shelters for the homeless in Toronto,
mortality rates are 8.3 times higher than the
mean for 18-24 year olds; 3.7 times high-
er than the mean for 25-44 years olds; 2.3
times higher than the mean for 45-64 years
old (44). In another study the average age at
death was 47 years (median, 44 years (range
18 to 86 years). The acquired immunodefi-
ciency syndrome (AIDS) was the leading
cause of death among persons 25 to 44 years
of age; homicide a leading cause in persons
18 to 24 years of age; heart disease a ma-
jor cause of death in homeless persons 45-
64 years of age. For men 25 to 44 years of
age the rate of death from heart disesase was
more than threefold higher than in the gen-
eral population (45). Increased cardiovascu-
lar mortality rates in the homeless are attrib-
utable to a complex interplay between risk
factors. These risks include psycho-social
stressors of the daily battle for the neces-
sities of life including food, shelter; safety
which along with a decrease in diagnostic,
preventative and remedial care results in
an increased prevalence and poorer control
of risk factors and the co-morbidities (15).
Mortality of street youth is about 11 times
the expected rate based on age and sex and
is mainly caused by suicide and drug over-
dose (38).

Conclusions

Problems of providing health care to the
homeless depend in every country on the
existing health policy and economy (13).
Given the raising number of homeless peo-
ple, our Physicians will more often also

have to deal with problems pertaining to di-
agnostics, treatment and prevention of dis-
eases among the homeless. All of us should
be aware that insufficient care for the home-
less people means not only aggravation of
their health state but it could have negative
impacts on health for a much broader group
of people passing by with no concern (13).
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Abstract:

The aim of the study was to determine the impact of loneliness on the emergence of depression
in the elderly. The sample consisted of 168 elderly living in their natural social environment.
The depressive symptomatology was examined by the Geriatric Depression Scale (GDS). The
impact of loneliness on depression development has been assessed by the non-parametric Kru-
skal Wallis and Chi-square Tests. The study found that up to 60.7% of seniors suffer from some
degree of depression: 32.1% reporting mild; 28.6% manifesting full depression. We also have
found a relationship between loneliness and depression development of the elderly.

Introduction

The current demographic trends show in-
creases in aging population within all coun-
tries. Statistics clearly show that the number
of people in senior age is continuously in-
creasing and our population is getting old-
er. Rabusic (2002) states that in 2030 the
number is expected to increase from 23%
to 25% and in 2050 seniors will represent
33% of our population. Depression is the
most common affective disorder in old age.
It affects 7%-15% of the population over
65 living in the community. The prevalence
of hospitalized seniors and seniors in long-
term Nursing care tends to be higher in 20%
to 30% (Topinkova 2010). Weber (2000)

states that every sixth senior who comes to
a Physician is diagnosed with varying de-
grees of depression. Because of the difficul-
ty of depression determination in old age
and the presence of severe somatic diseas-
es, a significant number of depressives in
old age remains undiagnosed. Loneliness is
common among older people. It is related to
several characteristics that impair the qual-
ity of life of older people: like depressive
symptoms and decreased subjective health
(Tilvis et al. 2000; Victor et al. 2000; Cohen
Mansfield, Parpura-Gill 2007). Loneliness
may lead to cognitive decline, increased
need of help and use of health services, as
well as early institutionalization (Geller et
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al. 1999; Tilvis et al. 2000). Loneliness is
a multi-faceted concept. In the Nursing lit-
erature, the terms loneliness, feeling lonely
or alone often have been used interchange-
ably (Karnick 2005). In addition, the con-
cepts of social isolation and living alone
have been equated with loneliness (Victor et
al. 2000).

Patients and Methods

The aim of this study was to verify
whether loneliness affects the development
of depression of the elderly. In this case, we
defined loneliness as marital status in which
senior lives alone. The overall research
sample consisted of 168 seniors. The sam-
ple selection was purposive and the inclu-
sion criteria for selection were as follows:
age 65 and over; willingness to cooperate;
none of the respondents has been diagnosed
with depression and treated by antidepres-
sants at the time of research. For data col-
lection we used a standardized Question-
naire GDS — short form. The short form of
the GDS Questionnaire contained 15 ques-
tions. The evaluation of answers was done
in the following way: an examined individ-
ual received 1 point for a so-called depres-
sive answer, which means “yes” for Ques-
tions Number 2, 3, 4, 6, 8,9, 10, 12, 14 and
15, and 1 point for “no” for the remaining
Questions 1, 5, 7, 11 and 13 (Weber ef al.
2000 p. 131). The GDS is a simple Ques-
tionnaire which is easy to use in practice.
There are only two options (Yes/No) which
are associated with receiving 1 point for

each answer depending on the Question. It
is capable of evaluating the current state of
an elderly person and differentiating three
groups of people:

without depression, with minor symp-
toms, and those in need of a psychiatric in-
tervention.

Questions are designed to focus on
symptoms of depression typical for the el-
derly (Sheikh, Yesavage 1986). The GDS is
a useful screening tool used in clinical prac-
tice in order to simplify the diagnosis of de-
pression among the elderly. More than 5
points obtained in the GDS should be a rea-
son for psychological examination of that
particular individual.

Results and Discussion

The prevalence of depression among the
elderly is high. The present study found that
in a sample of 168 elderly people, as many
as 60.7% of them suffered from some de-
gree of depression; of those 32.1 % suffered
from only a mild type; 28.6 % suffered from
severe depression (Table 1).

Due to the low number of the compared
groups, the difference in scores of depres-
sion related to family status we verified by
the non-parametric Kruskal- Wallis test. Re-
sults are listed in Table 2. It can be seen that
the difference in depression among patients
single, married, and widowers is statistical-
ly significant (p <0.01) where comparing
to the average the highest depression score
demonstrated widowed, and the lowest

Tab. 1The prevalence of depression among the elderly

Form of depression Relativ.e Absol.ute
frequencies frequencies (%)
Normal affect without depression 66 39.3
Mild depression 54 32.1
Severe depression 48 28.6
Total 168 100
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Tab. 2 Marital status and the occurrence of depression - Kruskal Wallis test

Marital status N Average order

Depression Single 12 61.00
Married 14 31.86
Widowed 142 92.26
Total 168

Chi-square 11,494

df 2

Sig. .003

married seniors. The assumption has been
accepted. Marital status is associated with
depression in the elderly.

We verified an assumption of significant
differences within the occurrence of depres-
sion among the categories of single, married
and widowed seniors by the Chi-square Test.
Table 3 shows p<0.05, which indicates that
the differences are statistically significant in
relation to the anticipated frequencies. We
can state that widowed seniors equally rep-
resent the incidence of depression in cate-
gories — no depression: 32.4%; mild de-
pression: 35.2%; severe depression: 32.4%.
In the category of married seniors there is
markedly higher number of respondents
without depression — almost three quarters;
the rest demonstrate only mild depression.
In the group of elderly singles n= 6, the to-
tal of 5 respondents did not demonstrate de-
pression (83.3%).

Aging is a specific long-encrypted bio-
logical process of functional changes that
occur in an adult based on advancing age
(Otomar 2011). The onset of the changes oc-
curring in the ontogenesis of an individual at
different times and progress. The progress of
aging of an individual is genetically coded; at
the same time is influenced by environmen-
tal factors and life-style (Weber et al. 2000).
Good condition in old age is a state of good
physical and mental condition and related
ability to lead a full independent and quality

life. On the other hand, it must be accepted
that old age is a period when some of the dis-
eases and disorders occur more often (Holm-
erova et al. 2007). Depressive symptoms are
not an attribute of physiological old age, yet
depressive conditions are often attached to
aging by elderly themselves, their surround-
ings, even by their physicians (Drastova,
2006). Depression is one of the so-called
“geriatric” which can be understood as a ger-
iatric key concept and a priority of Geriat-
ric Medicine that significantly affect the di-
agnosis and treatment of standard diseases
(Kalvach et al. 2008).

Depression is a pathological condition
with the predominance of sad mood act-
ing on perception, cognition and emotion-
al experience (Topinkova 2010). It is a mor-
bid mood change: a long-term sadness; bad
mood of which reasons are often not known.
Sadness and low mood persists long term and
are accompanied by feelings of hopelessness,
abandonment, meaninglessness (Holmerova
et al. 2007). One of the most characteristic
risk factors for the development of depres-
sion is loneliness. It quite often leads to seri-
ous health problems. Green et al. (1992) state
that loneliness is the third most important
risk factor for development of depression,
and also is a significant cause of suicides
and attempted suicides. A study conduct-
ed by Hansson et al. (1987) found out that
loneliness is related to a poor mental state of
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Tab. 3 Marital status and the occurrence of depression - Chi-square

Depression-category
No Mild Severe Total
depression | depression | depression
Marital | Single Freq. 10 0 2 12
status Expected
freq. 4.8 3.8 24 12.0
% 83.3% 0.0% 16.7% 100%
Married Freq. 10 4 0 14
Expected | 5 ¢ 4.6 4.0 14.0
freq.
% 71.4% 28.6% 0.0% 100%
Widowed |Freq. 46 50 46 142
Expected | 55 ¢ 45,6 40,6 142,0
freq.
% 32,4% 35,2% 32,4% 100%
Total Freq. 66 54 48 168
Expected | ¢¢ 54,0 48,0 168%
freq.
% 39.3% 32.1% 28.6% 100%
df Sig.
Chi 10488 4 033
square

a person; unhappiness within the family; bad
social relationships. Another cause of loneli-
ness at the older age is widowhood. A study
carried out by Holmer et al. (2006) found
a significantly higher occurrence of depres-
sion among the elderly without children or
those without a spouse. In this case, it is im-
portant to distinguish loneliness from liv-
ing alone. A study conducted by Prince ef al.
(1997) found that elderly who live alone but
have neighbors and friends have a lower risk
of developing depression than those without
relationships. According to Gres$ Haldsz &
Tkacova (2015), Advanced

Nursing Practice could bring positive
and accurate outcomes in assessment and
care of clients suffering from loneliness.
Because of this finding, the marital status
was added to the set of factors analyzed in
the present study. The results show that the

marital status is associated with the devel-
opment of depression since the widowed
individuals tend to suffer from depression
more frequently than the others. By con-
trast, the elderly living with their spouses
demonstrated the lowest incidence of de-
pression. The results confirm that widow-
hood belongs to the significant risk factors
for development of depression in the elder-

ly.

Conclusion

The study found that 60.7% of the elder-
ly have some degree of depression, of which
32.1% showed mild and 28.6% showed se-
vere depression requiring examination and
treatment. Normal affect without depression
was found in 39.3% of respondents. Results
also confirmed our assumption that senior’s
marital status has an impact on the incidence
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of depression. The higher incidence of de-
pression was found in widowed — in our un-
derstanding of seniors living alone. Based
on these results we suggest mapping depres-
sion risk factors of the elderly, and in pri-
mary prevention focusing particularly on
seniors living alone. Further studies could
specifically focus on the role of Nurses in
the community that could bring quality care
in terms of prevention as well as treatment
of loneliness of elderly.

References

COHEN-MANSFIELD J, PARPURA-GILL
A. Loneliness in older persons: a theoretical
model and empirical findings. Int Psychogeriatr
2007; 19: 279-94.

DRASTOVA, H. Depression in old age. In
Medicine for practice, 2006. 5:241 — 243.

GREEN BH, COPELAND JR, DEWEY
ME, SHAMRA V, SAUNDERS PA, DAVID-
SON IA, SULLIVAN C, MC WILLIAM C. Risk
factors for depression in elderly people: A pro-
spective study. Acta Psychiatrica Scandinavi-
ca.1992;86(3):213-217.

GRESS HALASZ, B., TKACOVA, Ad-
vanced practice nurses. In Road to modern nurs-
ing XVII. - Reviewed proceedings of the expert
conference with international participation [CD-
ROM]. Prague: University Hospital in Motol,
2015, p. 19- 25. ISBN: 978- 80- 87347- 20-1.

GELLER J, JANSON P, MCGOVERN E,
VALDINI A. Loneliness as a predictor of hospi-
tal emergency department use. ] Fam Pract 1999;
48: 801-4.

HANSSON RO, JONES WH, CARPENTER
BN, REMONDET JH. Loneliness and adjust-
ment to old age. International Journal of Human
Development.1987;27(1):41-53.

HOLMEROVA 1, VANKOVA H, DRAG-
OMIRECKA E, JANECKOVA H, VELETA
P. Depressive syndrome in the elderly, an impor-
tant and hitherto unrecognized problem. Psychia-
try to practice. 2006;7(4):175-177.

HOLMEROVA, 1. et al. Selected Chapters
from Gerontology. Prague: Gerontologic center,

2007. 145 pp. ISBN 978-80-254-0179-8.

KALVACH, Z. et al. Geriatric syndromes and
geriatric patient. Prague: Grada, 2008. 336 pp.
ISBN 8024724904.

KARNICK PM. Feeling lonely: theoretical
perspectives. Nurs Sci Q 2005;18:7-12; discus-
sion 6.

OTOMAR, K. et al. Medical physiology.
Prague: Grada, 2011. 800 pp. ISBN 978-80-247-
3068-4.

PRINCE MJ, HARWOOD RH, BLIZARD
RA, THOMAS A, MANN AH. Social support
deficits, loneliness and life events as risk factors
for depression in old age. The Gospel Oak Project
VI. Psychological Medicine. 1997;27(2): 323-
332.

RABUSIC, L. Aging population as a disaster
or as a social challenge? [online]. Available on
the Internet: http://www.vupsv.cz/Starnuti_popu-
lace.pdf. [cited 2011-02-12].

TILVIS RS, PITKALA KH, JOLKKONEN J,
STRANDBERG TE. Social networks and demen-
tia. Lancet 2000; 356: 77-8.

SHEIKH JI, YESAVAGE JA. Geriatric De-
pression Scale (GDS). Recent evidence and devel-
opment of a shorter version. Clinical Gerontolo-
gist: A Guide to Assessment and Intervention. NY:
The Haworth Press, Inc.1986;5(1/2):165-173.

TOPINKOVA, T. Geriatrics. Prague: Socie-
ty of General Medicine CLS JEB, 2010. 24 pp.
ISBN 978-80-8698-37-4.

VICTOR C, SCAMBLER S, BOND 1],
BOWLING A. Being alone in later life: loneli-
ness, social isolation and living alone. Rev Clin
Gerontol 2000; 10, 407-17.

WEBER, P. et al. Minimum of clinical geron-
tology. IPVZ Brmo, 2000. 151 pp. ISBN 80-7013-
314-7.

Corresponding author

Or'ga Kabatova, Dr., Ph. D.

Trnava University in Trnava

Faculty of Health Sciences and Social Work
Univerzitné nam. 1

918 43 Trnava, Slovak Republic

E-mail : olga.kabatova@truni.sk



Original Articles

53

Left-handedness preferences, functions and dependence
on neurotic behavior limited by specific social dimensions

0. Ruckova, L. Vareckova

Submitted: 12.11.2015 Revised: 7.3.2016

Reviewers:
M. Bartkoviak

Accepted: 2.5.2016

St. Francis D’ Assisi Hospital St. Elisabeth Univ. PhD and MPH Tropical Program,

Marial Lou South Sudan
G. Benca

Slovak Tropical Institute, St. Elizabeth University Bratislava, Slovakia

Key words:

social dimension, laterality, lateral preference, emotive lability, neuroticism, school age

Abstract

Studies show that 10 to 12 percent of the population in every culture worldwide is left-handed.
Our main motivation was to seek general and specific knowledge of this lateral phenomena,
left-handedness, mainly in terms of Psychology and Neuropsychology. We concentrated on
lateral preference, function relations and investigation; their dependence on emotional labili-
ty, that is instability and possible dependency on personality characteristics. Chosen methods
were strictly divided into two independent areas: lateral preferences and social characteristics
of personality. For detection of lateral and preferential conditions the Test for Measuring Lat-
eral Preferences and the Questionnaire of Social Perspectives were used. Neurotic symptoms
were examined through Eysenck’s Questionnaire B-JEPI, and for the more complex view and
incidence of neuroticism the computerized form of Bourdon’s Test was used, applied in the
distraction conditions aimed at confirming, respectively the act of a disproving personality and

social variables.

Introduction

The majority population of the planet is
right-handed, which is commonly known
as a right-oriented society. The existence
of left-handedness dates back in the histo-
ry. During the Stone Age people executed
their tools both for the right as well as the
left hand. Since the Bronze Age specifically
differentiated tools have been found.

The above mentioned phenomenon
can be the most markedly seen during the

process found in grapho-motoric habits or
writing. Considering the fact that genotypic
left-handed dispositions are not in accord-
ance with right-sided tendencies of signif-
icant numbers of people, but the form of
left-hand preference may be of pathologi-
cal character as well. The first years of left-
hand mentoring are probably becoming the
most prominent ones, and in disorders such
as dysgraphia, dyslexia, dyscalculia, they
have wide etiology or cause of inception or
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beginning to happen. It is known that the
influence of non-crystallized left-hand lat-
eral preference is not insignificant. Several
empirical studies suggest have proven that
left-handed children being strongly forced
to a right-sided behavior and/or environ-
ment encounter higher incidences of neu-
rotic symptoms.

Which hand is or will be used for writ-
ing? This problem of left-handed prefer-
ence with an enhancing solution cannot be
completed just by answering this question
because the problem is considerably deep-
er; not just remaining within the preference
of the upper limb arms and hands, but in-
volving the entire body — respectively the
twin body parts. The term pair functions
can be understood as functions occurring
in the body in pairs, and having the same
functional focusing, generating quantita-
tively and with subtle differences qualita-
tively different activities. Mental functions
arising under such pair-mating activities
are therefore, in their core, having base-pair
characteristics (I. Papousek, G. Schulter
2006). Lateral preference can be included
among pair-based features. The uneven-
ness of pair functions can be seen in Phys-
iological and Psychological context (Smith
2007) which is expressed by relatively bet-
ter performance of one of the paired organs
in neuro-psychical regulation of behavior.
It depends on which function is the leading
one and which is the cooperative one (ocu-
lar dominance, footedness, handedness...).
Every single individual has a part of the
paired organ developed differently; i.e.
a visual analyzer tends to be greater in its
dimensionality than the other side: further
one upper limb tends to be stronger; blood
vessels in one hand are more branched than
in the second hand; similarly, we can talk
about facial mimic muscles.

During 1960s and 1970s there was sig-
nificantly increased work done on laterali-
ty. One of the most important monographs

in Czechoslovakia was M. Sovak’s research
entitled Laterality As A Pedagogical Prob-
lem (1962) with summarized findings of
earlier perception of laterality derived from
observations in Psychology, Anthropology,
Science and Medicine and further compared
with classical concepts of left-handedness.
According to M. Sovék, the 1960s, 15%
of non-practiced genotypic left-handers
and 85% of phenotypic right-handers were
found; 50% were inborn and 35% were
left-handers but genotypically practiced as
righties.

Various recent global statistics record
the left-handed population at about 10%.
In 2007, Scientists identified LRRTMI;
a gene whose occurrence increases likeli-
hood of left-handedness; however, inher-
itance of lateral preference remains ques-
tionable. S. Ekaldi (1999) points out that if
both parents are with left hand dominance,
they give their child a chance also to be
left-handed (about 26%). Concerning that,
it should be pointed out that the right-hand-
ed environment is appropriate for any level
of right-handedness. Inborn right-handed-
ness is supported from early childhood by
education and personal development. On
the contrary, we distinguish between nat-
ural (or genetic) left-handers and taught
left-handers, identified by Giannini (1984)
on the basis of right hemisphere prefer-
ence related to speech and language. The
trained left-handers usually write with their
left hand (usually poorly) and have dual
hemispheric activation with tasks aimed at
speaking verbal processes.

Research, Methods, Results

Professor D. Kovac, from the Institute
of Experimental Psychology of the Slovak
Academy of Sciences, created a team of
Slovak Experimental Researchers G. Hork-
ovi¢, I. Ruisel, K. Jariabkova, L. Arbeit J.
Stempelova, 1. Brezina etc., and Czech col-
laborators — experts, headed by A. Kucera
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and M. Sovak, who devoted more than ten
years of research to left-handed preference.
However, this lateral preference is not well
understood in society due to social and other
problems. That is the reason we want to fol-
low the experiments launched by D. Kovac
and G. Horkovi¢ where their starting point
was a construction of a Questionnaire based
on their evident experience and furthermore
individual awareness of several lateral-pref-
erence issues where individuals know about
them and are able to talk about them. There
is no doubt that lateral preferences are man-
ifested not only in real life performance, but
also in the experiential realm, and therefore
can be further explored based on own per-
sonal statements about it.

We collected and processed data using
a combination of M.B. Denckla’s (1998)
Neuro-motor Test for Children (6-15 years)
and D. Kovac and G. Horkovic’s (1969) Test
on Orientation of Individual and Overall
Lateral Preference. Next the revised version
of the B-JEPI Personality Questionnaire of
the Eysenck Questionnaire E.P.Q Junior (HJ
Eysenck, Eysenck JGB, arr. J. Senka 1994)
and the Bourdon BOPR Test computer pro-
gram made on the basis of the original Test
were used. During the BHD testing respond-
ents had to record two different sounds (250
Hz and 650Hz) randomly applied from the
speakers. The two mentioned Tests gave us
data on possible neurotic behavior which re-
cently can be recognized as a major conflict
factor and can be applied on a reactive ba-
sis with various disposals and higher nerve
activity.

The experimental sample was limited to
the school-age period. Conflicts and aris-
ing neuroticism have more reasons to occur
during this developmental period; mainly
grouped in the school environment as a pri-
mary problem of this age. Part of the con-
flicts arise primarily between an Educator
and a child especially if at least one of them
is a less adaptable person. Quite often we

also encounter conflicts between a Teacher
and a child that arise through a parent. An-
other conflict occurs through a reduced in-
tellectual capacity level bound with school
demands and a child’s ability. The impact of
a team, where a child directly belongs or is
forced to go, plays an important role in con-
flict and subsequent neuroticism. Important
dispositions for creating conflicts that lead
to neurotic symptoms and to neurosis are
bound with inappropriate education; general
fatigue; behavioral dispositions (partial psy-
chic infantilism); encephalopathy (especial-
ly perinatal) which are important and not to
be forgotten. In response to these mentioned
conflicts some neurotic symptoms occur:
children process problems in different ways
depending on the dimension of the conflict
and the overall mental development of each
individual (Ruckova 2013)

If it was possible to see noticeable per-
sonal qualities of a child before, then they
are strongly emphasized under the loading
influence. Loading compensation in school
age is bound with the so-called level of im-
agination and at the same time directly re-
lated to reality. M. Vagnerova (2000) says
that with more complex cases under long-
term stressful situations in the school envi-
ronment come character deformations.

Our research cohort consisted of 578 re-
spondents; 291 boys and 287 girls aged 10
to 15.5 years. Included were pupils of basic
schools from 5th to 9th grade. The respond-
ents were examined in twenty-five groups;
each group keeping order for maintaining
the tests and their administration (Ruckova,
2013).

Measurement of Lateral
Preferences - Side Preference
Questionnaire (DSP)

Results from the DSP (the Question-
naire which is aimed at finding a general
lateral preference, subjectively evaluated
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by the individual) verify the general later-
al preferential conditions of an individual in
his or her organism, we decided to divide
the Questionnaire score into three equal in-
tervals, which gave us the following later-
al-preferential groupings:

1st Group — group with the most signif-
icant lateral-preferential relations (VL-PV)

2nd Group — group with moderately sig-
nificant lateral-preferential relations (SVL-
PV)

3rd Group — group with the least-signifi-
cant lateral-preferential relations (NVL-PV)

Lateral-preferential conditions are spe-
cifically manifested with boys and girls. It
would be ineffective to analyze individual
lateral-preference groups, regardless of sex.
Therefore, we divided each group into sub-
groups of boys and girls. (Table No.1)

The incidence of respondents after their
division into different lateral-preference
groups was:

Finally, we formed a separate group
of lefthanders consisting of 34 students —
5.88 % of the total respondents.

Totally, we can say that our experimental
groups can be characterized by lateral-pref-
erence ratios, whilst the sub-groups will be
characterized by sex and age.

The relationship of DSP Lateral refer-
ence Questionnaire to sex and age (age =
grade) is in Graph No.l. The independent
variable in this case is age from the fifth to
the ninth grade of Elementary School (10 to
15.5 years). The dependent variables are the
scores achieved in these grades. The achieved
scores and appropriate deviations of the DSP
Questionnaire are mentioned in Table No. 2.

As itis visible from Graph No.1, the clear-
cut lateral-preference cases of boys and girls
has an analogous development. The girl’s
curve has a higher overall score of the gener-
al lateral preference which indicates a higher
degree of lateral-preference.

Table No.1
1st Group VL-PV 2nd Group SVL-PV 3rd Group NVL-PV
Bovs 138-47.42% 119-4.89% 15-5.15%
Y Of total amount of boys | Of total amount of boys | Of total amount of boys
Girls 129-44.95% 126-43.90% 16-5.57%
Of total amount of girls | Of total amount of girls | Of total amount of girls
267-46.19% 245-42.39% 32-5.53%
Total | Of total amount Of total amount Of total amount
of respondents of respondents of respondents
Table No.2
V Grade VI Grade | VII Grade | VIII Grade | IX Grade
AM 81.41 73.26 75.28 75.62 73.59
Boys
0 13.5 14.79 9.75 9.77 9.21
AM 86.9 83.21 85.57 85.43 82.7
Girls
no 11.83 15.18 15.88 15.29 13.87
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Graph No. 1 The general lateral preference (DSP), depending on age and sex

Presented results come from the occurrence of DSP score in each of the lateral-prefer-
ence groups. The average score of general lateral preference (measured by DSP Question-
naire) are based on subsets of boys and girls selection given in picture No.1.

Picture No. 1 DSP-Average value score in the individual lateral-preference groups

Picture No.1
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The cross-sex differences which are vis-
ible in the Graph strongly retain their size
with each grade (only mitigating differenc-
es are in the fifth grade). Both with girls and
with boys it is seen in a down-warding of
the clear-cut of lateral preference. This find-
ing must be taken from the aspect of gen-
eral lateral-preference relations, because the
DSP-Questionnaire has a more or less gen-
eral lateral preference aim.

Considering that “n” respondents in the
individual subgroups are not mentioned in
the pictures we comment them in the text.
In the first group, and with the most prom-
inent lateral-preference relations, are 143
boys and 135 girls. In the second group
with moderately well-defined lateral-pref-
erence relations are 24 boys and 131 girls.
In the third group with the least-significant
lateral preference relations are 15 boys and
17 girls.

1L group

L-O

Achieved scores as well as the standard
deviations of DSP Questionnaire and the
subgroups of boys and girls in each later-
al-preference groups are mentioned in

It is not important to state much to the
scores distribution of DSP-Questionnaire
in each lateral-preference groups because
it is artificially constructed. The average
incidence of DSP- Questionnaire score is
slightly higher in the subgroup of girls than
in the boys subgroups. The exception cre-
ates the group with moderately significant
lateral-preference relations. The cross-sex
differences cannot be mentioned at all (Ta-
ble No. 4). Highly distinctive differences
are seen in the inter-group relations. It is not
important to add any comment to

this data as we mentioned earlier that the
lateral-preference groups were built precise-
ly according to the traced reference score of
DSP Questionnaire.

Table No.3
Left-oriented
I Group II Group | III Group AM B
AM 82.68 69.52 42.01
Boys g 4.87 572 8.29
—[AM | 831 68.46 4503 | /3| 1765
Girls g 4.68 6.64 6.63
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B I Group |B IT Group |B III Group | G I Group |G IT Group |GIH Group
B I Group —~ 19.375%%% 33 .023%%* (513 - -
B II Group | -19.375%** - 20.084*** - 0.859 -
B III Group | -33.023%**  .2(0.084%%** - - 0.467
G 1 Group -0.513 - - 22.54p%%* 29.269%**
G 1II Group - -0.859 22.524%** - 16.458%%*
G III Group - - -0.467 -29.269%**  _]16.458%*** -

Neurotic Symptoms Measurement
B-JEPI

As was already mentioned, the lateral
preference conditions affect the personal
characteristics of an individual. We would
like to deal in the following pages with the
results of neuroticism, as one of the person-
al characteristics, its curves and dependence
on age and relationship of neuroticism to
the lateral-preference ratio.

Relevant neuroticism score and its stand-
ard deviation can be seen in Table No.5.

Graph No.2 shows neuroticism depend-
ence by sex and age of examined samples.

This graph visualizes the extensive sex
differences. Development of the neurotic
average score, connected with age has the
so called scissor character that means that
the average incidence of neurotic score with
girls increases significantly with age, on the
contrary with boys it decreases. This find-
ing could be possibly justified by the state-
ment that the requirements and demands on
the child are generally increasing with age.
Boys are more adjustable; the loading does

V grade VI grade VII grade VIII grade IX grade
AM 13.70 11.70 13.10 10.80 11.90
Boys
b 4.02 4.03 3.92 3.83 4.16
AM 12.90 12.90 13.80 13.80 15.40
Girls
b 3.82 3.96 3.96 3.90 3.48
Graph No.2 shows neuroticism dependence by sex and age of examined samples.
. 6.00 Graph No. 2
5,00 / /
14,00 ——
13,00 \ - boys
: / \ =
12,00 N \ /
11,00 ~—
10,00 . .
V. grade VL grade VIL grade VIIL grade X grade
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not play such a role as for girls who are able
to cope with the requirements, but the out-
come can be marked by neuroticism.

Remarkable results were gained in the
analysis of neurotic symptoms and their oc-
currence in each lateral-preference groups.

Picture No. 2 shows the average neu-
rotic scores of age subsets of boys and girls
from the examined sample. Relevant neu-
roticism score of a particular group of boys
or girls is shown in the picture as well as in
Table No. 6.

and disadvantaged, and even in that case,
when they are not adapting they remain the
extreme cases for the rest of population.
Further as it is seen from the picture, dif-
ferences between subgroups of boys and
girls in individual lateral-preference groups
are important (Matrix t-distribution neurot-
icism Table No.7). Less important (at the
border with meaning importance) are only
differences in less-defined lateral-prefer-
ence cases (Third Group). Regarding the

Picture No. 2 Neuroticism - average score in individual lateral preference groups

s | 1800 7 S Picturs No.2
e | 1800 ||
o 14,00 _—
T az00 =
# | 1000 I | ® boys
800 1+— | ® girls
5,00 4— || O left-orientated
400 +— =
2,00 4—1 |
0,00
Lgroup I.group M1 group L-O
Table No. 6
I I - Left-oriented
. group . group . group AM B
b AM 11,84 12,84 12,00
RO 425 437 4,64 700 2us
i1 AM 13,17 14,58 14,94 ’ ’
B g 489 4,12 4,16

The picture shows, that the group with
the highest well-defined lateral-preference
relations (Group 1) scores with low levels
of neuroticism.

Left-oriented respondents, as an inde-
pendent group gain the highest average
scores for neuroticism. This fact is proba-
bly bound with the influence of the right-
hand oriented environment that handicaps
left-oriented individuals to such an extent
that they are marked by neurotic symptoms.
Considering the fact that they are forced to
adapt it is assumed that they are frustrated

cross-group differences, important is the oc-
currence between groups with high and me-
dium significantly prominent lateral-prefer-
ential relations.

The left-oriented group have not under-
gone the t-test because it is a less numer-
ous group and it is rather than orientation
in comparison with the other lateral-pref-
erence groups. Distinctions of left-oriented
compared with the other groups is expected
from Picture No 2 which expresses the oc-
currence of neuroticism in the groups who
achieved high scores and with relatively
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Table No.7
B I Group |B IT Group | B IIT Group | G I Group | G II Group | G T Group

B I Group - 2,070%* 0,268 2,738%* - -

B II Group -2,070* - 0,914 - 2,953%* -

B 1II Group -0,268 -0,914 — - — 2,101*
G I Group -2,738%** - - - 2,191* 1,363
GII Group — -2,953%* — -2,191%* — 0,420

G III Group — — -2,101* -1,363 -0,420 —

low standard deviations. (Table No 6).

Based on further results during the corre-
lation matrixes analysis we present boys and
girls subgroups with the highest well-defined
lateral-preference relations in the group with
moderately well-defined lateral-preference
relations and the important positive correla-
tion between neuroticism and the load toler-
ance. Furthermore, also was found (p 0.05)
a positive correlation between neuroticism
and anxiety which is on the border of impor-
tance. The group with the least-significant
lateral preference relations (III group) stands
independently. The boys from this group
gain important positive correlation of neurot-
icism with anxiety (p 0.05). In the subgroup
of girls there is not an important correlation
relation with anxiety while there is positive
correlation only with the grade.

BDN - Bourdon test

We involved the second diagnostic sensi-
tive test forneuroticism—Bourdon Test—into
our experiment for concentration and bur-
den. We do not state our assumption that the
test will be diagnostically sensitive to neu-
roticism to such an extent that it will become
its specific indicator. The differences be-
tween the Test and re-Test will try to the find
out more about the loading tolerance as one
of the primary forms of neurotic symptoms.
The Graph No. 3 shows dependence of the
Bourdon Test Score (loading tolerance) by
age and sex of the selected sample. The
score of independent variables gained in
this test are given in Table No.8 together
with the respective standard deviations.

As it is seen from the graph both boys
and girls have generally increasing score

Graph No. 3 Tolerance to burden dependet in sex and age
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Table No. 8
V Grade VI Grade VII Grade VIII Grade IX Grade
AM 2.83 5.53 6.61 6.54 10.62
Boys
b 1.32 2.36 2.64 2.52 3.47
Girl AM 3.11 6.41 6.00 6.91 10.17
g 1.08 321 271 273 4.11
Table No.9
Left-oriented
I Group II Group III Group AM b
AM 22.61 22.47 21.24
Boys 0 8.63 8.49 7.61
AM 22.60 24.47 24.82 28.08 10.75
Girls
0 8.48 8.71 8.40

characteristics of load tolerance. Both sex-
es score in this test without major cross-sex
differences and almost with the same trend.
Some cross-sex differences occur between
the sixth and seventh grades when the girls
score decreases so that in the seventh grade
it is slightly lower than with boys scores.
From the seventh to eighth grade the score
falls just with boys while the girls” score
rises until the ninth grade. After the eighth
grade the boys load tolerance continue with
rising characteristic which was kept up till
the seventh grade.

It is visible that the girls have an analo-
gous course of load tolerance changing with
age development of neuroticism level. With
boys the load tolerance decreases with the
stage of lateral-preference groups. From the
findings we can assume that the sensitivity
of this test to neurotic symptoms is greater
with girls.

It should be also noted that important
cross-sex and cross-group differences are
not present in the whole sample (matrix
t-distribution of the load tolerance, Table
No.10).

Similarly as with neuroticism the most
important load tolerance score is gained by

left-oriented individuals. Connected with
them, it is important to mention relatively
high standard deviations, however these oc-
cur at the examined personality traits with
the other groups, too.

Furthermore, in the experiment we
evaluated the correlation matrices of indi-
vidual lateral-preference groups. We pro-
vide the results as illustration. In the first
group (with significant lateral-preference
relations) with subset girls as well as with
subset boys we report expected positive
correlations to the load tolerance and also
positively important correlations with neu-
roticism and anxiety (p 0.01). In the boys
subgroup with moderately-defined later-
al-preference relations the load tolerance
gains positively important correlations
with neuroticism and anxiety. In this group
it is also important to mention a significant-
ly negative relationship with extraversion
(p 0.05). In the second lateral-preference
subset girls the load tolerance correlates
positively with neuroticism and the grade
as the age representative (p 0,01). In the
third group (the least-defined lateral-pref-
erence relations) were not found any im-
portant correlation.
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Picture No. 3 is the average score load tolerance measured by the Bourdon Test with the
subsets of boys and girls of the examined sample. Individual Test Scores are together with
the standard deviations mentioned in Table No.9.

Picture No. 3 Load tolerance average score in individual lateral preference groups
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Table No. 10
BI1Group |BIIGroup |BIII Group |GIGroup |GII Group |G I Group
B I Group - 0.095 0.653 0.270 - -
B 1I Group -0.095 - 0.730 - 1.734 -
B III Group -0.53 -0.730 - - — 1.443
G I Group -0.270 - - - 1.607 0.923
G II Group - -1.734 - -1.607 - 0.152
G III Group - - -1.443 -0.923 -0.152 —
Conclusion These conditions should be related not only

One of the main assumptions which was
verified by our work was that the right-ori-
ented civilization condition the neurotic
symptoms with generally left-oriented in-
dividuals and it becomes sub-optimal for
them. Based on contemporary knowledge
of genetics there are more individuals of
this type than in the phenotypic manifes-
tation. D. Kovaé, G. Horkovi¢ (1967) as
well as Bishop (1990) state that the prev-
alence of genotypic left-handedness was
very slowly created during the development
of mankind, while the right-sided civiliza-
tion developed rapidly and almost exclu-
sively. The following results can deduced
from our social inquiry: Allow optimal con-
ditions for development of left-handed in-
dividuals and lateral-preference orientation.

to school education (acquiring writing hab-
its) but also in daily activities of the chil-
dren. Here appeals can be made to Indus-
trial and Engineering Psychologists to take
the lateral-preference of the clear-cut staff
into account. As we found out, these re-
sults cannot just be applied to 5-12% of
left-handed population, but, they also con-
cern other common people in many varying
degrees with not clear lateral-preference.
We can say, these not clear individuals with
certain personality characteristics are more
disadvantaged than left-oriented individu-
als. In our opinion this reality comes from
the fact that these people have no clear lat-
eral-preference neither expressly left-ori-
ented nor optimally right-oriented, which
means that they have no sufficiently strong
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personality profile of their lateral prefer-
ence which is obviously necessary for over-
bridging disadvantageous positions. These
facts suggest that it is necessary to pay as
much attention to the individuals with weak
lateral-preferences as to the left-oriented al-
though it can be expected that their number
may decrease with age. Lateral issue relates
to a broader range of Professionals, espe-
cially Psychologists, Psychiatrists, Neu-
rologists and Defectologists. It is a mul-
ti-disciplined problem so insisting on one
apparent scientific approach to the problem
can lead to failure and error. The results of
our work are therefore only a small contri-
bution to examination and detection of op-
timal lateral-preference relations of an indi-
vidual in society.

References

1. BISHOP, D (1990) Handedness and De-
velopmental Disorder. London,. MacKeith
Press.

2. DENCKLA, M. B (2008) Development of
Motor Co-ordination in Normal Children.
Developmental Medicine & Child Neurol-
ogy, New York 16/6, 729-741.

3. ELKADI S, Nicholls ME, Clode D (1999)
Handedness in opposite and same-sex dizy-
gotic twins: testing the testosterone hypoth-
esis. NeuroReport. 10 (2) 333-336.

4. GIANNINI, M.E., Barringer, M.C., Gi-
annini, R.H (1984) Lack of relationship
between handedness and intuitive and intel-
lectual (retionalistic) modes of information
processing. Journal of General Psychology
111:31-37.

5. KOVAC, D (1977) Lateral Preference: Five
years of concentrated study in the Insti-
tute of Experimental Psychology. Prague,
Czechoslovakia Psychology.

6. KOVAC, D (2007) Psychology Towards
Meatanoia. Bratislava Veda ISBN 978-80-
224-0965-0.

7. KOVAC, D (1967) Horkovi¢, G Lateral
preference, presence and perspectives. Bra-
tislava Studia Psychologica.

8. PAPOUSEK, I., Schulter, G (2006) Individ-
ual differences in functional asymetries of
the cortical hemispheres .Revital of lateral-
ity research in emotion and psychopathol-
ogy. Cognition, Brain, Behavior, Graz 2/X,
269-298, ISSN: 1224-8398.

9. RUCKOVA, G (2013) Parameters of la-
teral and preference functions with their
dependence on neurotic behavior with-
in the limited developmental stage
QUAERE Vol. 1III Hradec Kralové,
ISBN 978-80-905243-7-8. - S. 2133-2143
[CD-ROM].

10. VAGNEROVA, M (2000) Development
Psychology. Prague Portal. ISBN 80-7178-
308-0.

Corresponding author

PhDr. Gabriela Ruc¢kova, PhD.

University of Ss. Cyril and Methodius in Trnava
J. Herdu 2, 917 00 Trnava, Slovakia,

Email: gabriela.ruckova@ucm.sk

PaedDr. Cubica Vareckova

University of Ss. Cyril and Methodius in Trnava
J. Herdu 2, 917 00 Trnava, Slovakia,

Email: lubica.vareckova@ucm.sk



64 Clinical social Work and Health Intervention

Analyses of measuring tools comparing the quality of life
in patients with multiple sclerosis

\/. Hancinova', L. Simor?

' Department of Neurology, Faculty of Medicine, Slovak Medical
University and University Hospital in Bratislava, Bratislava,
Slovak Republic

2 Department of Revision Medicine and Dentistry, Faculty of Medicine,
Slovak Medical University, Bratislava, Slovak Republic

Submitted: 1.2.2016 Revised: 14.3.2016 Accepted: 5.5.2016

Reviewers:

G. Herdics

Slovak Tropic Institute, St Elizabeth Univ — Emergency Refugees Health Post Roszke,
Véamosszabadi, Hegyeshalom, Hungary

Y. Trilisinskaya
St. D. Comboni Project, Dental OPD Wau, South Sudan

Key words:
multiple sclerosis, quality of life, MSQLI, MSQOL, FAMS

Abstract

Multiple sclerosis (MS) is an autoimmune disease affecting the central nervous system (CNS).
It is characterized by degeneration of axons and axal demyelination. Prevalence of multiple
sclerosis is 30 per 100 000 people in the world. In this article we aim to analyze and com-
pare the selected measuring tools evaluating the quality of life in patients affected by MS.
The studied measuring tools are: the Multiple Sclerosis Quality of Life Inventory (MSQLI),
the Health-Related Quality of Life Questionnaire for Multiple Sclerosis (HRQOL-MS), the
Multiple Sclerosis Quality of Life (MSQOL), the Functional Assessment of Multiple Sclerosis
(FAMS), the Multiple Sclerosis Impact Scale (MSIS), the Multiple Sclerosis Functional Com-
posite (MSFC), the Multiple Sclerosis International Quality of Life (MUSIQOL). Based on the
selected studies we aim to compare the quality of life in MS patients. This article is directed
towards the patients affected by MS and the specialist public. It aims to facilatate the navigation
between the measuring tools evaluating the quality of life with multiple sclerosis.

Introduction

Multiple sclerosis (MS) is an autoim-
mune disease affecting the Central Nerv-
ous System (CNS). It is characterized by
degeneration of axons and axal demyelina-
tion (22). The charecteristic features of MS

are multiple inflammatory infiltrates located
in the CNS particularly within white mat-
ter. These inflammatory infiltrates contain
activated T-lymphocytes, macrophages and
to a lesser extent B-lymphocytes. Addition-
ally, the defects of the hematoencephalitic
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barrier are found in the acute focuses in
CNS. As the MS is a multi-factorial disease,
hence the exact determination of causing
factor/s is difficult. With stroke occupying
first place, Multiple sclerosis is positioned
in second place (together with Parkinson’s
Disease) on the list of most debilitating
diseases. Even though the main charac-
teristic of MS 1is the lesion located in the
white matter, in recent years with the de-
velopment of new ways of screening tech-
niques and specialized histopathological
studies, research has been focusing more on
the degeneration and lesions of grey mat-
ter. In particular, some research has shown
that the grey matter lesions may lead to ex-
tended progression of physical disability;
cognitive deficit; exhaustion; even epilep-
tic seizures (4, 9). The MS treatment and
symptom management is predominantly
based on treatments of attacks through im-
muno-modulation (prophylactic) treatment
to influence the natural progression of the
disease and its rehabilitation (11). The lat-
est clinical trials which showed positive ef-
fects of marijuana in MS treatment are not
yet clear (21). In recent years, the treatment
of MS has markedly progressed accentuat-
ing the necessity of early diagnosis, early
subsequent treatment using new MS medi-
cation allowing for the natural progression
of disease (12).

The prevalence of multiple sclerosis is
30 per 100 000 people in the world (Slovak
Republic 128 per 100 000), predominantly
young individuals between 20 — 40 years of
age, with women being twice as often afflict-
ed as men (14). In recent years, the incidence
of MS has grown mainly in the countries of
the northern and middle geographical areas.
The least affected people with MS are in the
area of the Equator with the prevalence of 2
-15 per 100 000 people (19).

Quality of life is an important considera-
tion for patients with a chronic disease such
as multiple sclerosis. In the latter period, the

focus of many medical disciplines evolve
around the term quality of health care (23)
and quality of life. Quality of life within the
medical field contains aspects of physical
and psychological health of an MS patient
mainly related to the term “health related
quality of life”. However, quality of life has
a multi-dimensional character and is affect-
ed by many factors e.g. nutrition (20); phys-
ical; emotional; sexual; racial; economic;
work; family; cultural; social. In general, in
understanding of the quality of life, no less
important is subjective valuation of quality
of life by MS patients themselves. This sub-
jective valuation stems from the unique and
personal cognitive make up of each patient
with the importance being given to patient’s
adaptability to life events and the support of
their close ones.

In this article, we analyzed and com-
pared the selected measuring tools evalu-
ating the quality of life in patients affected
by MS. The studied measuring tools are: the
Multiple Sclerosis Quality of Life Inven-
tory (MSQLI); the Health-Related Quality
of Life Questionnaire for Multiple Sclero-
sis (HRQOL-MS); the Multiple Sclerosis
Quality of Life (MSQOL); the Functional
Assessment of Multiple Sclerosis (FAMS);
the Multiple Sclerosis Impact Scale (MSIS);
the Multiple Sclerosis Functional Compos-
ite (MSFC); the Multiple Sclerosis Interna-
tional Quality of Life (MUSIQOL).

The measuring tools evaluating
quality of life in patients with MS

Tests used to evaluate clinical symp-
toms of MS fall into two categories: those
that measure impairments of body function
and body structures; those that measure ac-
tivity limitations and restrictions. Among
the tests in the first category are e.g. the Ex-
panded Disability Status Scale and the Mul-
tiple Sclerosis Functional Composite. Ex-
amples of tests in the second category are
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the MSQOL, the Multiple Sclerosis Quality
of Life Inventory.

The Multiple Sclerosis Quality of Life
Inventory MSQLI is a battery consisting
of 10 individual scales providing a quali-
ty of life measure that is both generic and
MS-specific. The MSQLI was developed
by the Consortium of Multiple Sclero-
sis Centers (CMSC) Health Services Re-
search Subcommittee. It was designed to
supplement but not replace traditional MS
outcome measures. The MSQLI includes
the medical outcome study short form-36
(SF-36) and 9 symptom-specific scales.
The first 7 scales of the symptom-specif-
ic scales that complete the MSQLI address
fatigue; pain; sexual satisfaction; bladder
control; bowel control; visual impairment;
perceived cognitive deficits. For these 7
scales higher scores indicate more severe
problems in each of these areas. For the last
2 scales, which assess mental health status
and perceived social support, higher scores
are indicative of better mental health sta-
tus and a stronger social support system re-
spectively. If the standard longer forms are
used the MSQLI takes approximately 45
minutes to administer. Using all 5 of the
short forms the time can be reduced to ap-
proximately 30 minutes (6). The MSQLI is
a commonly used HRQOL Instrument in
MS studies.

The Health-Related Quality of Life
Questionnaire for Multiple Sclerosis is
a multi-dimensional construct that includes
aspects of life quality or function affected
by health status such as physical health and
symptoms; psychosocial factors; and psy-
chiatric conditions (7). This construct pro-
vides a broader measure of disease bur-
den than physical impairment or disability
level approximating the World Health Or-
ganization’s definition of health as includ-
ing physical; mental; and social well-being
and not just the absence of disease or infir-
mity. Chronic illnesses such as MS have

multi-dimensional impacts affecting physi-
cal and social functions as well as emotion-
al well-being. Measures of HRQOL record
patient’s perceptions of their overall health
and how their health affects their daily lives.
A study of QOL measures in MS research
found that the use of QOL Questionnaires
provided a more comprehensive measure
of the impact of MS than relying solely on
assessments of physical impairment or dis-
ease activity and its effects. People with MS
tend to rate aspects of their HRQOL low-
er than do people in the general population
and even those with other chronic condi-
tions (10, 3).

Multiple Sclerosis Quality of Life is
amulti-dimensional health-related quality of
life measure that combines both generic and
MS-specific items into a single instrument.
This 54-item instrument generates 12 sub-
scales along with two summary scores, and
two additional single-item measures (Table
1). The subscales are: physical function; role
limitations-physical; role limitations-emo-
tional; pain; emotional well-being; energy;
health perceptions; social function; cogni-
tive function; health distress; overall qual-
ity of life; sexual function. The summary
scores are the Physical Health Composite
Summary and the Mental Health Composite
Summary. The MSQOL-54 is a structured,
self-report questionnaire that the patient
can generally complete with little or no as-
sistance. It may also be administered by an
interviewer. However, patients with visual
or upper extremity impairments may need
to have the MSQOL-54 administered as an
interview. Interviewers should be trained in
basic interviewing skills and in the use of
this instrument. There is no single overall
score for the MSQOL-54. Two summary
scores — Physical Health and Mental Health
— can be derived from a weighted combina-
tion of scale scores. In addition, there are
12 subscales: physical function; role limi-
tations-physical; role limitations-emotional;
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pain; emotional well-being; energy; health
perceptions; social function; cognitive func-
tion; health distress; overall quality of life;
sexual function. There are also two sin-
gle-item measures: satisfaction with sexual
function and change in health (16).

The Functional Assessment of Multi-
ple Sclerosis is one of the disease-specific
quality of life instruments available. It has
been described as the best instrument for as-
sessing quality of life of patients with MS
as it covers many of the quality of life do-
mains relevant to patients with MS and has
shown good convergent validity. The FAMS
Instrument was developed in Chicago to be
included in clinical trials and clinical pro-
cesses. FAMS relates to six domains: mo-
bility; symptoms; emotional wellbeing (de-
pression); general contentment; thinking/
fatigue; family/ social wellbeing. The fi-
nal version comprises 59 statements where
the respondents are asked to indicate how
true each statement has been for them dur-
ing the past 7 days using the following 5
categories: not at all; a little bit; and some-
what; quite a bit; very much. The scoring
algorithm for the FAMS assigns a value
between 0 and 4 to each response catego-
ry. The scores of negatively worded state-
ments are reversed so, a high score consist-
ently reflects good functional status/quality
of life. The scores are added within each of
the six subscales and then aggregated into
a total FAMS score. One subscale (thinking/
fatigue) has a range of 0 — 36, while the oth-
ers have a range of 0 — 28. The total FAMS
score ranges between 0 and 176. In the case
of missing response items a subscale score
is derived based on the valid responses and
adjusted so that the score maintains its full
range (15, 24).

The Multiple Sclerosis Impact Scale
is a disease-specific health-related quali-
ty of life instrument developed using the
patient’s perspective on disease impact.
It consists of two subscales assessing the

physical (MSIS-29-PHYS) and psycholog-
ical (MSIS-29-PSYCH) impact of MS. Al-
though previous studies have found sup-
port for the psychometric properties of
the MSIS-29 using traditional methods
of scale evaluation. The Multiple Sclero-
sis Impact Scale is a new measure of the
physical and psychological impact of MS
from the patient’s perspective. It was de-
veloped using the standard psychometric
approach of reducing an item pool gen-
erated de novo from people with multiple
sclerosis (MS). Psychometric evaluation
of the scale was conducted in two large in-
dependent postal surveys of randomly se-
lected, geographically stratified members
of the Multiple Sclerosis Society. In those
samples, the MSIS-29 satisfied all recom-
mended psychometric criteria for rigorous
measurement. However, the psychometric
properties of health measurement instru-
ments are sample dependent and cannot be
established in a single study (18).

Another important instrument is the
Multiple Sclerosis Functional Composite
which was developed by the MS Society’s
Clinical Assessment Task Force as an addi-
tional clinical measure of MS disability pro-
gression. The MSFC comprises quantitative
functional measures of three key clinical
dimensions of MS: leg function/ambula-
tion; arm/hand function; cognitive function.
Scores on component measures are con-
verted to standard scores (z-scores), which
are averaged to form a single MSFC score.
Preliminary analyses confirm that the three
clinical dimensions of the MSFC are rela-
tively independent the MSFC is sensitive
to clinical changes over 1- and 2-year inter-
vals and the MSFC has acceptable criterion
validity (i.e., predicts both concurrent and
subsequent EDSS change). The advantag-
es and potential limitations of incorporating
quantitative functional outcome measures
such as the MSFC into collaborative data-
bases are discussed.
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The Multiple Sclerosis Internation-
al Quality of Life provides a global index
score which is calculated as the mean of
the individual dimension scores. The MU-
SIQOL Questionnaire comprises 31 ques-
tions in 9 dimensions (subscales): activities
of daily living; psychological well-being;
symptoms; relationships with friends; rela-
tionships with family; sentimental and sex-
ual life; coping; rejection; relationships with

the healthcare system (Table 2). The index
score is computed as the mean of these sub-
scale scores. All 9 dimensions and the index
score are linearly transformed and standard-
ized on a 0 to 100 scale where 0 indicates
the worst possible level of quality of life
(QOL) and 100 indicates the best level. Dif-
ferential item functioning analysis were per-
formed in the initial validation study show-
ing satisfactory results across countries (2).

Table 1. Validated health-related quality-of-life Instruments (1)

Multiple sclerosis — specific instrument
2 S 4 | =
o =4 2 =]
& 2] > =
= =
%) 5 3 1%}
= 2 o < o o 3 % >
= = %ﬁ ) té) a < A S
Sexual function X X X X
Cognition X X X X
Communication
Emotional well — being X X X X X
Fertility
Global QOL or VAS X X
Health perception or distreee X X X
Mental health X X X X X
Mobility X X X X
Overal functioning X X
Pain X X
Physical function X X X X X X
Psychological function X X X X X X
QALY
Self-care X X
Sensations
Sleep
Social function X X X X X X
Spasticity X
Symptoms X X X
Visual function X X
Vital or energy X X X X X
Instrumen length?
short X X X
moderate X X X
long X X X
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Abbreviations: FAMS — Functional Assessment of Multiple Sclerosis, HRQOL-MS —
Health Related Quality of Life in Multiple Sclerosis, LMSQOL — Leeds Multiple Sclerosis
Quality of Life, MSIS-29 — Multiple Sclerosis Impact Scale, MSQLI — Multiple Sclerosis
Quality of Life Inventory, MSQOL-54 — Multiple Sclerosis Quality of Life-54, MUSIQOL
— Multiple Sclerosis International Quality of Life, PS — Performance Scales, QOL — quality

of life, RAYS — RAYS scale
2 Short, <10 minutes; moderate, 10—44 minutes; long, > 45 minutes.

Table 2. Description of MS-specific instruments used in the assessment of health-related quality

of life (1)
Instrument MSQOL-57 MSQLI MUSIQOL
Description 5 unchanged dimensions SF-36 and disease specific |9 disease specific measures

from the SF-36, 3 altered
SF-36 dimensions,

and 4 new MS-specific
dimensions

measures

Emotional well-being
Health perceptions
Physical function

Role limitations —
emotional

Role limitations — physical

Number of items 54 138 31
Approximate time |11-18 45 10-11
to complete (min)

Dimensions SF-36 SF-36 -

Modified/altered SF-36
Energy/fatigue

Pain

Social function

Disease-specific measures
Blader Control Scale
Bowel Control Scale
Impact of Visual
Functioning Scale
Mental Health Inventory
Modified Fatige Impact
Scale

MOS Modified Social
Support Scale

MOS Pain Effects Scale
Perceived Deficits
Questionnaire

Sexual Satisfaction Scale

Disease — specific
measures

Activity of daily living
Copins

Psychological well — being
Relationship, health- care
system

Relationship, family
Relationship, friends
Rejection

Sentimental and sexual life
Symptoms

New

Cognitive function

Health distress

Overall quality of life

Sexual function

Abbreviations: MOS — Medical Outcomes Study; SF-36 — Medical Outcomes Study

36-item Short Form Health Status Survey
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Comparing several selected studies eval-
uating the quality of life in patients with M'S
(MSQOL); the differences in overall quality
of life were found to be minimal. The over-
all quality of life in patients was evaluated
as 50.50 (5), 59.39 (8), 58.20 (13) (Table 3).

Conclusion

In this article we have compared and
analyzed several measuring tools evaluat-
ing the quality of life in patients with MS.
Two principal and one complex measur-
ing tools within a multi-dimensional con-
struct evaluating the quality of life are: the

MSQOL, the HRQOL and the MUSIQOL
respectively. The MSQOL is a multi-dimen-
sional health-related quality of life measure
that combines both generic and MS-spe-
cific items into a single instrument. The
HRQOL is a multi-dimensional construct
that includes aspects of life quality or func-
tion affected by health status such as physi-
cal health and symptoms; psychosocial fac-
tors; psychiatric conditions. The MUSIQOL
evaluates the quality of life in 9 dimensions
(subscales): activities of daily living; psy-
chological well-being; symptoms; rela-
tionships with friends; relationships with

Table 3. Comparing several selected studies, evaluating the quality of life in patients with MS

Casetta et al.
2009 (5)

Tripoliti et

Indicator al. 2007 (25)

Forbes et al.
2006 (7)

Miller et al.
2005 (13)

Fiivesi et al.
2008 (8)

Patti et al.
2007 (17)

FAMS

Mobility 26.16

Symptoms 71.07

Emotional well

being 61.86

Contentment 51.52

Thinking and

fatigue 49.51

Family well being 73.57

Total 55.61

MSQOL

Overall Quality 50.50

59.39 58.20

Cognitive Function 78.75

75.88 73.30

Health Distress 65.00

52.94 58.50

Sexual Function 89.25

73.36 72.90

Sexual Function 75.00

59.16 62.20

MSIS

Physical impact

57.20

Psychological
impact

46.20

QoL SF-36

Physical
functioning

49.00

Role physical

46.00

Role emotional

58.00

Social functioning

67.00

Bodily pain

69.00

Mental health

60.00

Vitality

48.00

General health

46.00




Original Articles

71

family; sentimental and sexual life; coping;
rejection; relationships with a healthcare
system.
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Abstract:

The aim of the study was to map the range of the most frequent nursing diagnoses in migrants
migrating through Slovenia to Austria and Germany. Data collection took place in the refugee
camp in Dobova (Slovenia). We found out that the largest number of migrants suffered from
acute pain, fatigue, hyperthermia, diarrhoea, impaired skin integrity, lack of sleep, impaired
gait and reduced volume of body fluids. Frequent nursing diagnoses related to psychological
problems were hopelessness and helplessness, resulting from difficult life situations.

Introduction

Nursing is not only an extremely de-
manding work, but also a stimulating and
joyful mission, which combines profes-
sional performance with a willingness to
help people and work towards their benefit.
Linking knowledge and practical skills with
deep altruism inherent in the loving care is
a typical feature of contemporary nursing.
Nursing is science and art at the same time.
A good nurse is a gift of God; fulfils sever-
al functions and missions (Novotny, 20006).
A nurse must be prepared to perform tasks
professionally, theoretically and practical-
ly in favour of a recovery and health pro-
motion. A nurse is able to find new creative
approaches in the provision of nursing care

and to gain new experience within the pro-
fession (Wiczmandyova & Tkacova, 2010).
From 25th to 27th, December, 2015 our
main mission was to provide care for people
with difficult destiny — migrants from both
somatic and psychological aspects.

Patients and Methods

The main objective of the study was to
map the most common nursing diagnosis
for migrants migrating through Slovenia to
Austria and Germany. Migrants coming to
our refugee camp in the village of Dobova
in Slovenia from Syria, Afghanistan and
Iraq. Daily 3000 - 5000 migrants regis-
ter in Dobova, which is the main crossing
point on the Slovenian-Croatian border,
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from where most of them are transported
to the village of Sentilj in northeast Slo-
venia by train- near this village is a major
railway border crossing to Austria. After
registering, humanitarian aid workers pro-
vide food, clothing and medical care. Data
collection took place from 25th to 27th,
December, 2015, during which in two 12-
hour night shifts we treated about 250 peo-
ple aged from 2 days to 67 years. Nurs-
ing diagnoses were specified on the basis
of taxonomy NANDA International 2012-
2014.

Results and Discussion

Help and assistance to migrants in the
camp Dobova was provided by organiza-
tions such as the UNHCR which provides le-
gal security and counselling, the Red Cross
which provides social welfare, and civil pro-
tection unit, which provides functioning of
the camp (electricity, benches, tents, tables).
Medical assistance is provided by St. Eliz-
abeth College of Health and Social Work's
Tropic Team and its volunteers as doctors,
nurses and medical students. Volunteering
and nursing are linked since ancient times.
The emergence of volunteering in Slovakia
historically falls into the Middle Ages and
was formed in first orphanages, hospices
and shelters. Even then, the selflessly devot-
ed religious helped the abandoned, the sick
and dying (Dudekova, 1998). This period is
defined as a charity nursing. Today’s pro-
fessional nursing broaden and improve the
nursing process, which is the base of a de-
tailed assessment of the patient and determi-
nation of the appropriate current or potential
nursing diagnoses. Assessment of the pa-
tient is the cornerstone of nursing, of which
the aim is to lead a systematic and integrat-
ed review (Martinkova, 2015). Nurses who
apply their knowledge and advanced experi-
ence as well as they cooperate with multidis-
ciplinary and transdisciplinary teams, play

a very important role in accurate assessment
outcomes (Gres§ Halasz & Wiczmandyo-
va, 2015). Table 1 shows the range of the
most common nursing diagnoses occurring
at the time of our operation in the refugee
camp. In connection with the diagnosis of
acute pain, the most frequent problem was
headache, neck, abdomen and lower limb
pain. The diagnosis impaired verbal com-
munication mainly meant the language bar-
rier. Within nursing assessment, we meas-
ured basic vital signs (blood pressure, pulse,
body temperature, O2 saturation), blood
glucose, treated wounds, focused on hydra-
tion of the patient, administered drugs oral-
ly, into ears, eyes, administered subcutane-
ous (insulin) and intramuscular injections or
provided infusion therapy. Individual nurs-
ing interventions were carried out either on
the basis of indications or in collaboration
with a doctor.

Tab.1 The range of the most common nursing
diagnoses in migrants

Nursing diagnoses (NANDA)
Inefficient care for own health (00078)
The risk of unstable glucose levels (00179)
Reduced volume of body fluids (00027)
Constipation (00011)

Diarrhoea (00013)

Lack of sleep (00098)

Impaired gait (00088)

Fatigue (00093)

Impaired verbal communication (00051)
Hopelessness (00124)

Powerlessness (00125)

Fear (00148)

The risk of infection (00004)

Impaired integrity of the skin (00046)
Impaired integrity of tissues (00042)
Hyperthermia (00007)

Acute pain (00123)

Nausea (00134)
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According to a study Kréméry et al
(2015), the most common medical diagnoses
in migrants are infectious- origin inflamma-
tions of the upper respiratory tract, pneumo-
nia, skin and soft tissues damages including
wounds and insect bites, scabies; MRSA as
a cause was found only in one case. Non-in-
fectious diseases included hypertension, in-
somnia, diabetes, total exhaustion of the
body, depression and neuropsychiatric disor-
ders related to long-term stress.

Conclusion

The issue of refugees is a new social
phenomenon which will require increased
attention of social and health workers.
Nurses play an important contributing role
of a multidisciplinary team that appreciates
patient with his religious beliefs, life values,
customs, and aims to create conditions that
meet individual’s needs within care they
provide. Therefore, in the context of migra-
tion and volunteering, multicultural nursing
care is increasingly gaining prominence.
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Abstract:

Aim.Child Health is greatly determined by the social environment (quality of saturation
needs of the child families). The aim was to analyze the influence of social environment on
child morbidity, length of breastfeeding, child development, incidence of hospitalization. De-
sign. Retrospective analysis of medical and social documentation in the years 2011-2013 in
J.A.Reimana Hospital in PreSov. Methodics. Children (n-450) were classified in two categories:
children at risk of social environment (RSE children, 65.6%) children without endangering
social environment (without RSE children, 34.4%). At the same time we assessed children‘s
morbidity, length of lactation, incidence of hospitalization of children. Results. Children RSE
you found a significantly higher likelihood of gastrointestinal disorders (OR: 4.694, p = 0.000),
respiratory tract (OR: 5.21, p =0.000), skin disorders (OR: 7.154, p = 0.000), delays in Psycho-
motorics (OR: 3.184, p = 0.000), and neglecting the child (OR: 14.687, p = 0.000) in compar-
ation with children without RSE. Children without RSE were breastfed longer (M — 3.64, SD
—3.32) than children RSE (M — 1.94, SD — 3.23) (p = 0.000). We found that the child admitted
to the hospital after the intervention of social workers occurred in 12.4% of children without
RSE and in 87.6% of children RSE (p = 0.000). Conclusion. Social environment can negative-
ly affect the health of the child. The role of social workers is the assessment and elimination of
risk factors, family environment.

Introduction

The major determinant affecting the
health of the child is sufficiently stimulat-

and 50% -Tachov lifestyle (Kozierova et al.
1995), which is initially formed family, the
family and social environment surrounding

ing social environment. Taking into account
the fact that human health is at 20% -Tachov
participates environment (including social)

the child plays an important role in health
promotion and disease prevention of the
child. The family has a role in enhancing
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the childs® growth, development, health of
the child and satisfying their needs of vital
importance (Fischer, Skoda 2009). The de-
pendence of the child‘s family is quantita-
tively greater than in adults. Without the co-
operation of the family it is not possible to
promote the health of the child (Dunovsky
1999).

In the literature we meet various al-
ternatives term ,socially disadvantaged
background® such as poverty, social ex-
clusion, marginalization, children at risk
of social protection, social inequality, so-
cial differentiation, stratification of society
(Kovalcikova, Dzuka 2014). In hospital
practice, children from such environments
are known as ,casus social“. Law no.
245/2008 Coll. in Slovak republic on ed-
ucation defines socially disadvantaged en-
vironment as an environment where social,
family, economic and cultural conditions
insufficiently encourage development of
mental, emotional and volitional qualities
of man. Such an environment does not sup-
port the socialization of the child and does
not provide sufficient incentives for opti-
mal development (Rosinsky, Klein 2008).
Since there is no uniformity in the defini-
tion of the term ,socially disadvantaged
background” likewise, there is no uni-
formity in the criteria that should be tak-
en into account in its analysis. The com-
mon criteria are zaradzované: families who
do not fulfill their basic functions, poverty
and material deprivation, lack of education
for the child‘s parents, poor living and san-
itary conditions, the language other than
the language which the child at home say,
segregated Roma families, social exclu-
sion community (Machalkova 2007; Ros-
insky, Klein 2008).

Dluholucky and Sva¢ (1988) created
a “scoring system of social traits“, which
integrates the 12 monitored criteria (tab. 1).
This system should be preferred over the
traditional concept of ,,casus social®. The

common denominator criteria included in
the scoring system is to interact at the same
time contribute to the quantity and quali-
ty of meeting all the needs of the child‘s
family, health promotion and disease pre-
vention.

Objectives

- To assess the influence of social envi-
ronment on child morbidity, length of
breastfeeding, child development, in-
cidence of hospitalization and place-
ment of the child after discharge from
hospital.

- Identify differences in the incidence
of hospitalization after the interven-
tion of social workers in social envi-
ronment of the child.

Methodology

Design.

The research was conducted through
retrospective analysis of health and social
documentation. Family data for hospital-
ized child were profiled so that the children
could be classified into two categories:

- children at risk of social environment

(children RSE),

- children who are not at risk of social
environment (children without RSE).

The categorization were prepared based
on “scoring system of social traits* (SSST)
(Dluholucky, Svaé 1988), which is a meth-
od of at-risk children. SSST can be used by
pediatricians, nurses and social workers.
The system integrates the 12 regions (Table
1), the scoring is based on a binary response
(symbol present / absent). The presence of >
3 points is a clear risk.

Documentation for the selection criteria
were established:

- Including — health for the child (0-19
years) hospitalized at the Department
of Pediatrics or neonatal of the hospi-
tal J.A.Reimana in Presov.
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Table 1 Areas ,scoring system of social traits”

SSST area

scoring

alcoholism in the family

1 = present one character = one alcoholic parent
2 = present characters both parents are alcoholics

housing conditions

present sign = poor housing conditions

Roma families

present character = family of Roma origin

many children

present sign = fourth child and more

death of children in the family

present sign = exit child in the family

intelligence mother

present sign of low intelligence = mother

marital status of mother

present sign = living alone (single, divorced)

punish parents

present sign = punishing parent

children in institutional care

present the = child in institutional care

maternal age

present sing = less than 18 years

interest of the child

present sing = lack of interest hospitalized child

,,other

present sing = other relevant factors included in other areas
(in the case of research, we present as a feature included neglect

of a child)

- in the years 2011-2013, and health
and social status of the child require
the intervention of a social worker in
hospital,

- Negative — not including medical re-
cords documenting the social worker.

Sample

In the years 2011-2013 was at the De-
partment of Pediatrics at the University
Hospital JAReimana 11,413 hospitalized
children, and assessment of social workers
subject to 455 children (3.98%). The analy-
sis was scrapped five dossiers. The research
sample consisted of 450 respondents — par-
ents and their children.

The average age of mothers of hospital-
ized children was 32.75 years (SD — 9.83,
range: 14-60). 30.2% of mothers are unem-
ployed, 43.2% in receipt of parental allow-
ance, 19.5% of employment and 3.6% of
mothers are schoolgirls.

The average age of fathers of children
bolt 35.8 years (SD — 9.63, range: 18-59).
59.3% of fathers are unemployed and 20.9%
of the employed.

Parents have averaged 4:52 of children

(SD — 2.96, range: 1-16). The average age
of children was 13.4 years (SD — 5:00,
range: newborns up to 18 years). 204 chil-
dren (45.3%) were female and 246 (54.7%)
males.

Data collection

The research was conducted during the
period February 2014 to June 2014. Docu-
mentation processing was carried out with
the approval of the Ethics Committee Hos-
pital JAReimana PreSov.

Data analysis

For statistical data processing SPSS 17.0
software was predominantly used. In assess-
ing the odds ratio (OR) occurrence of the
same phenomenon we chose logistic regres-
sion with 95% confidence intervals (CI).

For statistical comparison of average
values was used Mann-Whitney test. Rela-
tionships between variables were tested by
Spearman correlation coefficient. For the
identification of occurrence of the phenom-
enon between two categorical variables, we
chose Chi-Quadrat test. The level of signifi-
cance was p <0:05.
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Table 2 Areas ,scoring system of social traits in the research sample

SSS region in the research sample

n (%)

one alcoholic parent
both parents are alcoholics

123 (27.3%)
47 (10.4%)

bad housing conditions

183 (41.7%)

family of Roma origin

332 (73.8%)

> four children in the family

241 (53.6%)

death of children in the family

34 (8.6%)

low intelligence, including mother‘s mental illness mother

112 (25.0%)

mother living alone in households (= single, widow, divorced)

62 (13.9%)

punishment / parents 9 (2.0%)
children in institutional care 40 (8.9%)
maternal age less than 18 years 18 (4.0%)

hospitalization of a child without parents
interest of the child: regular visits
interest of the child: an occasional visits
interest of the child: No visit

448 (99.6%)
123 (27.3%)
123 (27.3%)
202 (44.9%)

neglect of a child found in the day hospital

189 (42.0%)

Results

Using SSST we found that 295 (65.6%)
children are at risk of social environment
and 155 children (34.4%) without endan-
gering social environment.

Data analysis showed significantly more
likely to develop gastrointestinal disorders
(OR: 4.694), respiratory tract (OR: 5.21),
skin disorders (OR: 7.154), delays in psy-
chomotorics (OR: 3.184), and neglecting
the child (OR: 14.687) in RSE group of
children in comparation with children with-
out RSE (tab 3).

The average length of breast-fed in-
fants was 2:52 months (SD — 3:36, range:
0-12 months). 48.4% of children were not
breastfed at all < breastfeeding for six
months, we have identified in 41.1% of
children and breast-feeding 7-12 months in
10.5% of children. Children without RSE
were breastfed on average 3.64 months
(SD — 3.32), while children RSE 1.94
months (SD — 03.23). Observed differenc-
es are statistically significant (p = 0.000).
Children without RSE in the current year
(ie. 2011, 2012, 2013) 1:35 hospitalized

times (SD — 0.96), while children RSE
2:43 times (SD — 2.28) (p = 0.000). We fur-
ther found that children were without RSE
during their lifetime hospitalized an aver-
age of 2.28-fold (SD — 3.27) and children
RSE 3.84 times (SD — 4.48), the differenc-
es are analyzed significantly (p = 0.000).
The correlation between the risk of endan-
gering the child‘s social environment and
the length of suckling pointed out that with
increasing degree of endangering a child
decreases the length of breastfeeding (r:
-0,419). Also rising risk to the child‘s so-
cial environment leads to an increase in
frequency of hospitalization of a child in
a given year (r: 0.380) and increases the to-
tal number of hospitalizations child during
their lifetime (r: 0.322). The correlations
are statistically significant (tab.4). We can
say that an increasing number of negative
elements in the social environment of the
child reduces the length of breastfeeding
of children and increases the frequency of
hospitalization in a hospital.

Most children (n — 449, 99.7%) be-
fore hospitalization lives with his biolog-
ical parents respectively. relatives. This
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Table 3 Analysis of morbidity, lagging behind in development and neglect of children
due to social environment

OR (95% CI) sig.
GIT disease
children without RSE 1
children RSE 4.694 (2.780 —7.925) <0.000
diseases of the respiratory character
children without RSE 1
children RSE 5.212 (2.685 - 10.116) <0.000
disease VVCH
children without RSE 1
children RSE 1.194 (0.659 —2.162) 0.559
skin disorders
children without RSE 1
children RSE 7.154 (4.005 — 12.778) <0.000
diseases of the blood
children without RSE 1
children RSE 2.524 (0.714 —8.921) 0.151
CNS disease
children without RSE 1
children RSE 1.159 (0.552 — 2.434) 0.696
intoxication
children without RSE 1
children RSE 0.736 (0.390 — 1.388) 0.343
accident in the home
children without RSE 1
children RSE 0.918 (0.264 — 3.184) 0,892
delays in psychomotorics
children without RSE 1
children RSE 3.184 (1.873 — 5.411) <0.000
child neglect
children without RSE 1
children RSE 14.687 (8.090 — 26.664) <0.000

Note. reference group — children free of that disease, trauma, lagging in development,
neglect

Note. RSE without children — children without endangering social environment; RSE
children — children at risk of social environment

effect is predominantly observed after hos- in 13.8% of children without RSE and in
pital discharge (n — 357, 80.5%). 87 chil- 86.2% of children RSE (p = 0.000). Af-
dren (19.6%) had a change of placement ter the intervention of a social worker re-
of the child after discharge from hospital admissions child was present in 97 cases
and in terms of the child‘s removal from (21.6%). Rehospitalization child after the
the original family (parents, relatives) to intervention of social workers was identi-
inpatient / emergency care (n— 86, 19.4%). fied in 12.4% of children without RSE and
The change of location of the child af- in 87.6% of children RSE (p = 0.000).

ter discharge from hospital, we identified
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Table 4 Correlation between the risk of endangering the child's social environment

and the descriptive variables

length frequency of hospitalization the total number
breast-feeding of a child in a given year of hospitalizations child
risk to the child 0.419%* 0.380%* 0.322%*
social environment

Note ** Correlation is significant at the 0.01 level.
Note 2. Risk to the child‘s social environment was expressed by the number of characters

present in 12 areas SSST

Discussion

Social workers work with hospitalized
child focuses on the social causes and con-
sequences of child illness (Navratil, Musil
2000). Social worker at the hospital uses
a wide range of interventions conducted di-
rectly with the child and his family. In the
survey sample, we have seen many negative
phenomena in child‘s family environment,
which can be determined by his health. Al-
though the mean age of mothers was almost
33 years, 4.0% of mothers were juveniles.
Without partner was 13.9% of mothers of
children. Substandard housing conditions
were identified in up to 36.9% of families at
what can be clearly involved a high propor-
tion of parents who are unemployed (30.2%
of mothers and 59.3% of fathers) or just re-
ceive different allowances from the state.

The vast majority of families were Roma
ethnic group (73.8%). According to the In-
fostat (2002), the proportion of Roma in the
Slovak population will increase from 7.2%
(2002) to 9.6% (2025). Population density
Slovak Republic, the Roma population is not
homogeneous, the highest number of Roma
population is in eastern Slovakia (Slovak
Statistical Office, 2001). The PreSov region
in the years 1997-2011 slightly increased
birth rate of Romani children (from 2,632
to 2,908 children), while the Slovak ethnic
birth rate has fallen more strongly. Despite
the same time, higher infant mortality Roma
ethnic group (Koval, Mroskova Schlosse-
rova, 2012a), roma families have a higher

number of children, which is confirmed by
our research data. The Roma families had
four children > 60.5% of households, while
non-Roma families have a higher number
of children identified in 33.9% of families.
The Roma population is both younger chil-
dren component is strongly represented in it
(Vano 2004). The Roma population is spe-
cific accumulation of many negative crite-
ria such as low education, high share of un-
employment, poor housing conditions, low
hygiene standards, a greater share of abuse
(Infostat 2002). From the above it can be
assumed that Romani children, where there
is no change and the ability to access their
parents in meeting their needs, they will be
in a hospital environment represent a sig-
nificant proportion of hospitalized children
and will require the intervention of a social
worker.

It is necessary to differentiate whether
the parents can, are unable or whether they
want their children to take care (Machalkova
2007). The inability to take care of children
may be involved in the intelligence condi-
tion of the mother as the primary carer of
the child. Simplex state was found in nearly
Y4 of mothers (23.9%). If childcare in terms
of financial resp. psycho-social one parent
(eg. in the exercise of parental punishment —
in the sample was a 2.0% mom living with-
out a partner / husband — 13.9%) can lead to
the fact that the parents can not or can not
adequately take care of the children. The re-
sult of these phenomena is usually that some
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children are placed in institutional care (in
the study was a 8.9% of children), there is
the child‘s death (8.6%), or parent does not
seem adequate interest of the child during
his hospital stay (almost half of the parents
even once not visited their child in a hos-
pital environment). Data on the interest of
the parents of the child are social workers
important, but it is necessary to consider the
objectivity of reasons for the under inter-
est of the child in hospital by their parents
(eg. Poor financial situation, which may be
a problem with commuting to the hospital
every day, a greater number of children in
particular, young age, serious health prob-
lems parents intentional lack of interest of
the child and his health).

The frequency of hospitalization of chil-
dren is significantly determined by the so-
cial environment and to the detriment of
children RSE, which was higher frequency
of hospitalization (p = 0.000). At the same
time, we found that with the deteriorating
social environment (ie. On a greater number
of positive elements in SSOD) increases the
number of hospitalizations. These results
suggest that inappropriate social environ-
ment increases the risk of various diseases
requiring hospitalization.

The probability of digestive diseases, re-
spiratory tract and skin was higher in chil-
dren RSE in comparation with children
without RSE. Respiratory diseases include
nationwide for the most common diseases
in childhood (110,038 cases in 2012), fol-
lowed by skin diseases (37,556 cases) and
gastrointestinal system (27351) (National
Health Information Center 2013), as well as
the dominant reasons for hospitalization of
children for pediatrics clinic at the Univer-
sity Hospital JAReimana in Presov (Koval,
Pochové, Cutikova 2010). On the high in-
cidence of respiratory disease contributes
mode of transmission (droplet infection)
of many diseases of the respiratory system,
underdeveloped immunity at an earlier age,

children RSE come into consideration oth-
er factors: inadequate housing conditions,
cold, malnutrition, a higher number of peo-
ple living in one room. Diseases of the di-
gestive system may be associated with poor
nutrition (§a§inka, Sagét, Kovacz 2007),
with the absence of drinking water and san-
itation, and particularly in segregated Roma
groups (Matysak 2015). Koval'etal. (2012b)
indicate qualitative differences in diet com-
position of Roma children (low share of
fruits, vegetables, dairy products, high pro-
portion of sweets, meat, meat products, the
low number of meals during the day). Skin
disorders, specifically dermatitis, psoriasis,
intertrigo, louse hair, insect bites, festering
wounds of the skin, are related primarily to
very low hygiene standards in families, the
high number of people living in a small liv-
ing space, which creates conditions for their
rapid and repeated dissemination. The dom-
inant negative determinant of health of the
Roma is the low level of education triggers
an insufficient level of health awareness (=
health awareness), followed by low person-
al and communal hygiene, low standard of
living and unhealthy eating habits (Hanobik
2014).

Social environment has no impact on the
incidence of central nervous system disor-
ders, congenital developmental defects, dis-
eases of the blood. Although in children RSE
is likely to develop these diseases slightly
higher in comparation with children without
RSE did not show statistically significant
differences. The etiology of these disorders
is multifactorial and has no clear and exact
correlation with the social environment of
the child. Terms of factors such as heredi-
ty, diet pregnant women, the quality of nu-
trition of the child (Sasinka, Saga Sagit,
Kovacz 2007), which can occur in fami-
lies of different social nature. The smallest
differences were identified intoxication. In
children, the likelihood of intoxication RSE
somewhat lower than those without RSE (p
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= 0.343). The intensive care unit Pediatrics
Clinic Hospital JAReimana in PreSov in the
years 2003-2007 was hospitalized for se-
vere alcohol intoxication 129 children (2-18
years). By ethnicity they were more often
intoxicated ,,non-Roma* children (91%) as
Roma children (9%) (Koval et al. 2007). Al-
cohol intoxication is becoming increasingly
frequent problem but does not specifically
connected with the social environment. In-
toxication is for larger children and adoles-
cents importance influence of friends, par-
ties, breakup with a boyfriend / girlfriend
(Vagnerova 2004).

Passive form of child abuse is its neglect
(Vagnerova 2008). Neglect is usually based
on ignorance of parents about what is appro-
priate care for the child, or inability Plan-
ning (Kohut 2008). In the research we have
a group of neglected children on admission
to the department included only neglect ,,
physical“ for example, children dirty, with
insufficient ensure hygiene, inappropriate
clothing malnourished. We found almost 15
times more likely (OR: 14.687) (p = 0.000)
neglecting the child from RES in compara-
tion with children without RSE

Growth and development of children
are important indicators of child health
(Sasinka, Sagat, Kovécs et al., 2007). For
healthy development is an important right
for the stimulation of the child (Vagnerova
2008), the functioning of the nervous sys-
tem, supply nutrients and oxygen to the
brain, the quality of nutrition (Nevoral et
al. 2003). Probability lagging behind in
development, according to data from the
study three times higher in children RSE in
comparation with children without RSE (p
=0.000). Also in this case it can be expect-
ed that a higher incidence of falling behind
in development among children RSE is
mainly related to insufficiently stimulating
environment from parents. In clinical prac-
tice remains a problem even parents who
do not respond to warning doctors about

the child‘s retardation attending a medical
examination which it is possible to change
this situation (Vagnerova 2004).

An integral part of a healthy growth and
development of the child is breastfeed-
ing. The average length of breastfeeding in
children was two and a half months (M —
2.52,SD—3.36) and almost half of children
(48.4%) was not breastfed at all, which we
assess as a negative approach to maternal
health of their child. Breastfeeding is seen
as the most ideal way of nutrition during
the first months and is an effective form of
protection against many diseases of civ-
ilization (Agostoni et al. 2009), especial-
ly diseases of the respiratory and digestive
systems (Duijts et al. 2010; Story Parish
2008). Research has shown that children
be breastfed RSE almost one and a half
months shorter than in children without
RSE while a deteriorating social environ-
ment decreases the length of breastfeeding.
And it is children from unsuitable environ-
ments, as already mentioned, had a sta-
tistically higher chance of suffering from
respiratory and digestive system. Shorter
duration of breastfeeding (p = 0.004) and
a higher incidence of respiratory diseas-
es (p = 0.000) showed a Mroskova al. et
(2012) in a group of children environmen-
tal hazards. However, it should be point-
ed out that as children RSE perceived by
children of Roma origin, has therefore ap-
plied a different methodology in the cate-
gorization of children. Details of the length
of breastfeeding in disadvantage of Roma
children do not correspond to results of
research conducted on 657 Roma fami-
lies (even distribution in Slovakia), where
Roma children were breast-fed at a high-
er rate than the total population of children
(Popper, Szeghy Sarkézy in 2009).

At the same time, we analyzed the in-
cidence of re-hospitalization of a child af-
ter the intervention of social workers. After
the intervention of social workers did not
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need to re-hospitalization, 78.4% of chil-
dren. For nearly % of children (21.6%) af-
ter the intervention of repeated hospitaliza-
tion, and the children were dominant RSE
(87.6% versus 12.4% in the group of chil-
dren without RSE). The data obtained on
the one hand, the importance of the work
of a social worker in a hospital environ-
ment, since most of the children after the
intervention or re-hospitalized. However,
for children from disadvantaged social en-
vironments we have seen, in spite of the so-
cial worker, a statistically higher incidence
of rehospitalization child. It can be assumed
that the problems in the families of these
children have complex character and unless
dealt with community social workers, fam-
ily environment will continue to negative-
ly affect the child‘s health and will interact
on his re-hospitalization. For increasing the
efficiency of social workers by the social
field their scope should include not only the
hospital and the community environment
(Levicka 2005), with the necessity of their
mutual overlapping.

The most important task in assessing the
situation of the family is deciding whether
a child is at risk (Levicka 2004). One of the
most extreme measures is Social and child
protection in terms of its placement in fos-
ter care (Machalkova 2007). To 99.7% of
children were placed in front of the hos-
pital with their biological parents / rela-
tives. However, during hospitalization in
19.6% of children were found significant
problems in the family environment, which
at the end of hospital care threatened the
health of the child, so these children were
chosen for alternative forms of care (this
was a dominant inpatient care). Chang-
ing the placement of the child at the end
of their stay in the hospital was predomi-
nantly carried out on the basis of recom-
mendations of the social worker in children
RSE compared to children without RSE
(p = 0.000).

Conclusion

Based on the results of the research sum-
mary, we can conclude that inappropriate
social environment has a negative effect on
the health of the child and that the interven-
tion of a social worker in a hospital environ-
ment can prevent re-hospitalization of chil-
dren, ie. his work in the hospital is justified.
At the same research results (in)directly)
point to the importance of the work of com-
munity social workers and the importance
of establishing secondary and tertiary pre-
vention. Social workers work with families
creates space for change of terminology the
term ,,disadvantaged social environment* to
“unfavorable social environment.“ While
the former term refers to the steady state,
the second emphasizes that social environ-
ment may not have ireparibilny character
(Koval¢ikova, Dzuka 2014), and it is possi-
ble to influence the work of social workers
to change. The findings of the study seem to
suggest proper intervention of community
social workers would minimize chances of
re-hopitalization through improved social
environment at places of residence and/ or
at the household. This is a more cost effec-
tive response than dittaching the child from
parental care to institutionalized centres,
hence the need to target ‘unfavourable so-
cial environment*.
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Abstract

Child abuse is a major public health problem. This article exposes the health risk faced by
a sexually abused child who was a school dropout facing challenges in her life with her own fami-
ly. This case study critically analyzed the struggle of a female child, whose unfortunate experience
was compounded by many gaps within the country’s social support systems. On the other hand,
the case explored her resilience and will to be successful against all odds. The authors identified
a resilient approach which examines and guides the review of the risk; protective factors and re-
silience in the client’s life; the impact of Cognitive Behavioral Therapy that helps her to identify

her distorted thinking were discussed.

Introduction

Whether child abuse is defined socially,
legally or clinically reflects poor parenting
skills on the part of the parent/caregiver to
protect the child. For the purpose of this pa-
per a child is defined as “any person under
the age of 18”. Child sexual abuse “is a form
of child abuse in which immature children
are exploited through non-violent or violent
molestation, pornography, prostitution and/
or incest. Non-violent molestation involves
adult non-violent sexual contact with a child

and may include kissing or touching, voyeur-
ism, exhibitionism, genital fondling and uro-
genital contact. Violent molestation includes
rape, which is defined as attempted or suc-
cessful penetration of the vagina or labia
with the use of force or threat or force. Oral
and anal intercourse or vaginal abuse may be
violent or non-violent. The use of children
as pornographic photography and/or pros-
titution also constitutes child sexual abuse”
(Ellerstein 1981 as cited by Ministry of So-
cial Development and Family Services, 132).
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Indicators and Impacts of Child Abuse
on Health

Child abuse can lead to negative exter-
nalizing and/or internalizing behavior on
the child’s health. The impacts of which,
if not dealt with appropriately, can lead to
maladaptive behaviors (Gelles 1976, Sharpe
2012, UNICEF 2006 and Bell 2005). There
are many indicators of child maltreatment
some include, regressive communication
patterns (e.g. speaking childishly); hostili-
ty toward authority figures; lack of trust in
others amongst others; can lead to insom-
nia, depression, fear; will affect the growth
of the child.

Interaction of Risk Factors Protective
Factors and Resiliency in Qutcomes

Current literature underscores the inter-
play of risk factors, protective factors and
resiliency with the characteristics of the
child, parents and contexts, as major influ-
ences in the outcome for child maltreatment
and neglect (Stagner and Lansing 2009, and
Durlak 1998). Some examples of risk factors
are but not limited to frustration tolerance;
trauma; difficulty learning and understand-
ing; poor ability to problem solve; family
violence; high family conflict; low family
bonding. Protective factors act as buffers
to the effects of risk factors some exam-
ples are hopefulness; physical health; high
monitoring and supervision; stable housing;
positive role models; parental involvement
(Durlak 1998, Paxson and Haskins 2009,
Daro 1998, Kugler 1988).

Theoretical Framework

An integrative combined approach of
Cognitive Behavioral Therapy and Ecolog-
ical Theories were used as the resources of
choice. Research indicates that .. .treatment
strategies involving multi-faceted approach-
es may be more useful than the narrow ap-
proaches that have characterized the field in

the past” (Lutzer 1984, Lutzer, Mcginsey, Mc
Rae, Campbell 1983 as cited by Morris and
Braukmann 1987, 291). Child Maltreatment
is considered to be multi-faceted with many
environmental textures, treatments which
warrant a multi-faceted approach (Moursund
and Kenny 2002, Coulshed and Orme 2012,
Zastrow 2003 and Hamilton 1967).

Methods

Protecting the rights of clients is a crit-
ical element in Social Case Work as such,;
ethical considerations guided the process
for this case (York 2009). In research and
case studies, it is important to protect the
client; start where the client is; and princi-
ples of positive self-regard and self-deter-
mination observed (Kadushin and Kadushin
1997, York 2009 and Padgett 2008).

Use of Open Ended Questions Guided
by Empirical Research Theory

The questions asked in the interview
were guided by Eco-behavioral Theoretical
Frameworks. The series of questions tran-
sitioned from the easiest to more complex.
The questions were open ended and were
mainly qualitative. Padgett (2008) encour-
aged case worker/researchers to capture el-
ements of resilience in aspects of their re-
search; hence, questions also explored how
the client persevered from her experience.

The stages of Cognitive Behavioral
Therapy as highlighted by Coulshed and
Orme (2012)

were utilized. The stages were: engage-
ment; problem focus; problem assessment;
teaching client a cognitive principle; chal-
lenging the assumptions of the client; en-
couraging client’s self-disputing; setting be-
havioral homework; completion.

Case Analysis

The client is a fifteen year old fe-
male survivor of child abuse, neglect and
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a witness to parental abuse. To date, she
has lived in eight different communities.
At the age of 10, she was raped by an adult
male family friend who is currently serv-
ing an eight year prison term for this crime.
She stated that she received no counseling,
psychological support or intervention from
any Human Services Agency after the
abuse. In 2012, two years after the rape,
she was detained in the country’s lone pris-
on for allegedly causing the death of a 17
year old male school mate (herein after re-
ferred to as ‘the incident’) on the school’s
compound. While in prison, she stated that
she saw the man who raped her. Accord-
ing to her this left her feeling emotional-
ly drained. She feels frustrated, depressed
and angry. She regrets committing the in-
cident and stated that it was not intention-
al. Notwithstanding, she is hopeful that her
situation can help someone who may be
encountering similar feelings or experienc-
es. She openly expresses feelings of sad-
ness, frustration and anxiety towards this
situation and doesn’t understand the rea-
son the Ministry of Education cannot place
her in any formal public or private educa-
tional setting. She is willing to go to dif-
ferent schools to speak out on violence and
looks forward to resuming her education.
Presently, she is out of prison, assigned to
a probation officer, doing community ser-
vice, on a curfew and serving a bond.

Discussion

Social/Emotional Functioning

Notably, her pattern of responses is
a cause for concern. The relationship with
her parents seems to be deteriorating. Her
overall pattern of responses demonstrates
that her emotional functioning is impaired.
Data suggests that adjudicated delinquent
female adolescents who experienced par-
ticularly high rates or exposure to sexual

and other forms of abuse tend to be very
aggressive and have self-regulatory issues
(Bell 2005). On examining Bronfenbren-
ner’s Ecological System Theory (1979) one
can further gain insight into the clients pres-
ent behavior. The Ecological model postu-
lated that an individual’s growth and de-
velopment is based on contextual factors.
A young person’s development is affected
by the interaction of five types of environ-
mental systems.

The first Micro-system which examines
her immediate environment: for instance
the relationship she has with her mother and
their communication patterns.

The second, Meso-system, looks at her
interaction with peers, school and immediate
persons around her. However, in the present
situation, interactions in her Meso-system
seemed curtailed. She is still out of school;
breaks the bond; stays out late; spends most
of her time with anti-social young adults; en-
ters into communities with high incidences
of crime. This raises concerns for this stage
in her developmental pathway: exposure to
positive attributes from school; pro-social
peers; clear rules and consequences are all
encouraged because they can help reinforce
positive behavior. Interestingly, although
she interacts with persons who presumably
have negative behaviors, this has not affect-
ed her determination to re-enter the school
system and succeed, she holds firm to what
she wants.

The third, Exo-system, consists of struc-
tures that may not be directly in her path but
affect her immediate setting. She expressed
anger towards her mother’s unemployment
status. She thinks her mother is lazy, nags
her too much and should find a job. She
doesn’t like to remain home whenever her
mother is there.
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The fourth, Macro-system examines
concrete structures in the society: for exam-
ple, the cultural beliefs of the society. It ex-
amines the cultural expectations of young
women in the Trinidad culture and their im-
plications. Her father complainss about her
dress code protesting that it is too revealing
for a ‘young lady’. Talking to her about her
dress code yielded no result; she does not
believe that she has to dress to please peo-
ple; the way she dresses is her identity. This
view may be consistent with Erik Erikson’s
(1993) developmental stage of identity ver-
sus role confusion.

The fifth, Chrono-system examines her
behavioral consistency over time; the en-
vironment in which she lives; the impact
of the incident on her psychological func-
tioning; the effects of her parent’s divorce.
The literature stated that girls like this are at
risk for the development of aggression and
delinquency come mainly from disadvan-
taged circumstances such as parental stress
(parent’s tumultuous relationship) and dis-
rupted parenting. Additionally, parent-child
conflict relates to aggression and delin-
quency in girls.Further, internalizing and
externalizing problems such as her with-
drawal and aggression towards her mother
indicate that she is at risk. Disengagement
or exclusion from school may well pre-
cipitate offending by young women. Bell
(2005) noted that absenteeism/expulsion
from school is known to have an indirect
pathway to crime.

Risk and resilience

To examine and guide the review of
the risk, protective factors and resilience
in her life, Bronfenbrenner’s (1979) Eco-
logical Systems Theory and risk protective
framework were utilized. Bronfenbrenner’s
(1979) multi-system approach was used to
understand environmental and individual
factors that influenced her. The framework

posited that behavior and possible outcomes
of persons along their developmental path-
way are shaped by the interaction of multi-
ply risk and protective factors.

Durlak (1998) defined protective factors
as influences or variables that buffer the
effect or reduce the probability of a mal-
adaptive outcome stemmig from risk fac-
tors. Examples of protective factors may
include: individual’s good problem solving
skills; access to support networks; parents
who are supportive and attentive; school
climate that fosters positive growth and de-
velopment. In contrast, Durlak (1998) stat-
ed that risk factors are factors that increase
the possibility of negative undesirable out-
comes for a child. Examples of risk and
protective factors include: elements such as
characteristics or qualities of individuals;
experiences; relationships; contexts; insti-
tutions.

Resilience offers a framework to gain in-
sight on the various ways in which a child
does well in an adversarial situation. A re-
silient child is one who develops normally
despite of difficult circumstances in the past
and/or present (Luthar S. 2000). Resilience
is also characterized and influenced by the
interactions and outcomes derived from fa-
milial and environmental factors (Schoon
2006). Resilience examines how the child
process respond in the onset of the adversi-
ty (Rutter 2007). Other researchers conclud-
ed that resilience in girls can be measured
along six or eight domains of functioning
criteria of: employment; homelessness; ed-
ucation; social activity; psychiatric disor-
der; substance abuse (Bell 2005). Bell et al.
(2005) stated that 22% of abuse and neglect-
ed children followed into adulthood met the
criteria for resilience.

The client also expressed her frustration
with the system: she gets bored easily and
resents being inside for long bouts of time
based on the conditions of the bond. She is
becoming restless, her father claimed that
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she doesn’t attend counseling anymore and
the counselor was in the process of termi-
nating their sessions. In the presenting case,
her risk factors include: poor parental su-
pervision; being exposed to family relation-
ship conflict and parental abuse; prohibition
from school; lack of adequate social support
networks, community violence and crime;
exposure to adult criminals in prison. En-
during risk factors may include social isola-
tion; aggressive behavior; mother’s failing
health; underlying all of this is the family’s
new economic status having used up sav-
ings for her legal fees. Other underlying
risk factors: caregiver childhood adversity
and violence in the neighborhood.

Protective Factors: enduring protective
factors: father and mother constantly sup-
port her although the relationship is strained
with her mother; the mother still continues
to pledge her support for her daughter; fa-
ther continuously supports her financial-
ly and emotionally; her siblings constantly
support her; give her lessons; speak to her;
has bonded with her infant sister who gives
her a sense of purpose and fulfilment. Spirit-
ually, she believes that God is going to make
a way for her through all of the adversity.

Cognitive Behavioral Therapy

Cognitive Behavior Therapy assumes
that most people can become conscious of
their own thoughts and behaviors and then
make positive changes to them. Behavior
Therapy assumes that all behaviors occur
as a result of internal and/or external stim-
uli (Zastrow 2003). Further the client can
benefit from what the Therapy has to offer.
Within the Therapy, she can move towards
overcoming the difficulties by changing
her problematic behavior and the emotions
experienced over the incident. This thera-
py will also allow her to change unhelpful
thinking and confront her feelings, reframe
and restructure some of her thoughts, espe-
cially about the abuse. It should also help

her to identify her distorted thinking; re-
late better with her mother; in the long re-
store her back to proper emotional func-
tioning.

Social Work Intervention

“A culturally specific definition of child
abuse and neglect in the Caribbean is need-
ed to avoid inappropriate intervention, in-
fringements of parents rights and inconsist-
encies in interpretation of who is the at-risk
child and who is the abused child (Ministry
of Social Development and Family Services
1989 p 34).”

Long term commitment is needed to
help the client through this tumultuous time;
she needs consistent and committed work-
ers helping her along. This will bring some
level of stability to her life as she tries to
successfully complete her developmen-
tal milestone. She can benefit from week-
ly counseling sessions with an emphasis
on a Cognitive Behavioral Therapeutic ap-
proach. Intervention in the home is critical.

Strengths Based Approach

The focus of the helping process is on
consumer s strengths interests and abilities,

not upon weaknesses, deficit or patholo-
gies. (Coulshed and Orme 2012, 163).

Against this background interventions
for the client should focus on empower-
ment, resilience and the Social Work value
of individualization. It is also suggested that
an intervention surrounding positive activ-
ities that she loves should be encouraged.
Asset-enhancing activities like playing pan
and interacting with people can be used as
an opportunity for her to develop pro-social
skills and a channel through which the Case
Worker can develop trust and build rapport.
The client though experience issues has re-
sources within her that have not been uti-
lized. A multi-sectorial approach can also be
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used as an intervention strategy to capitalize
on what each social partner can contribute
to her holistic development. It is clear that
there are major gaps within the systems in
which she interacts. As such, interventions
should focus on strengthening protective
factors within the family such as the skill set
of her parents. This should have a positive
impact should improve the family’s overall
interactions.

Gaps Within the Social Service Delivery

Notably, child abuse is a complex prob-
lem that requires a continuum of culturally
and gender relevant assessment and inter-
vention to secure prevention of child mal-
treatment and neglect. For the purposes and
issues arising out of this study, the gaps in
three human service providers: Child Pro-
tection Authority (CPA), Law Enforcement
and Child Care Homes will be reviewed in
the country of Trinidad. There are many
gaps within the service delivery that con-
tribute to the prevailing risk factors for vic-
tims of abuse.

Child protection authority

The Child Protection Authority is the
agency for child protection in Trinidad.
Though its vital role cannot be understat-
ed, its fragmented approach in dealing with
child abuse has left many gaps. Although the
Child Protection Authority was designed to
prevent child abuse, the response to accom-
plishing this feat seems to be difficult. The
multi-sectorial approach as proposed has
not entirely lived up to expectations. The
roles and responsibilities of various sec-
tors and agencies are not clearly defined,
as such, duplication and negligence of du-
ties may be forth coming issues. Public trust
and confidence in the Authority has been
a major challenge in some instances it even
may be termed as jeopardized. This mistrust

may be a result of a pattern of inefficiency
and unreliability in responses when clients
reach out for help. Sensitization: lack

of public awareness of the rights of the
child and the access to social support agen-
cies continue to be a gap that leaves the vic-
tims of abuse isolated from protective ser-
vices that should buffer the effects from
the inclement risks. Preventative strate-
gies, more reactive than preventative, take
on a medical model, more on intervention
focuses on victims and their family not on
strengthening the support units and gaining
support from the wider community. Lack of
physical, human and financial support are
issues that compromise the quality of ser-
vices the agency can provide. Though the
Authority has made strides to remedy this
problem, it is still concurrent. There isn’t
training and capacity building to fulfil the
child protection mandate.

Law Enforcement Agency

A significant aspect of the roles of Law
Agency Workers in the Caribbean lies with
the protection of human rights. Included in
their mandate is the protection of children
against maltreatment and abuse (Ministry
of Social Development and Family Servic-
es 1989). Delay in initial responses and lack
of trained officers in the area of child abuse
investigations broadens the gap to effec-
tive management of this crime. Widening
the gap even further is the issue of a cohe-
sive response towards abuse. Grenada is cash
strapped and as a result may not have the re-
sources to invest in many human and physi-
cal resources. As such, the need for coordi-
nated multi-sectorial approaches between the
police and other child protection agencies
heightens. Although significant strides were
made along the years, the problems still per-
sist, officers are not always readily available
to respond to the victims of abuse.
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Conclusion

Every child has a right to a harm free
life. As a professional working directly
with children, it is very disheartening to en-
counter victims of abuse. Policies and Laws
are there to protect, but until the gaps are
bridged, children will forever be vulnerable.
The case of Xalima Hood is one in many.
The focus on the on child abuse in the past
has now changed to encompass a resilient
approach. An approach that focuses on the
strength of the child to withstand the perils
of unfortunate circumstances is an excellent
one to undertake in Grenada. Children are
resilient they are strong and they have the
capacity to survive.
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