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Editorial

he topic if this issue of Clinical Social Work and health intervention is ,,Perception of

Health Sciences by Consumers*. Indeed, there are at least two papers which already in
the title strictly focus on this theme and others that are indirectly related to the same topic.
In the last years the perception of the quality of the service has shifted from the healthcare
providers to the healthcare consumers. For this reason the consumers’ satisfaction is being
increasingly used worldwide for the assessment of quality of services provided by health-
care institutions and not only by them. It is also noteworthy that while in the past it was
always reported to ,,patient”, nowadays it is preferred the term of ,,consumer*. This change
is not only semantic but it involves a totally different perception of the services provided by
healthcare institutions equating them to other institutions with different aims.

Healthcare is now recognized by the civil society as an ,,industry* which provides specific
services in the field of ,health” having the quality care as the evaluation parameters of
them. It is also important to mention that according to the Institute of Medicine (IOM)
,»Quality of care is the degree to which health services for individuals and populations
increase the likelihood of desired health outcomes and are consistent with current profes-
sional knowledge.*

Thus, it is not surprising that among the most relevant parameter of evaluation of the health
institutions there is patient satisfaction which has become a regular outcome in order to
monitor the efficiency of medical staff and hospitals. Patient-Reported Outcomes (PROs)
and Patient-Reported Outcome Measures (PROMs) are good example of consumers’ eval-
uation of healthcare system since they focus on placing patients at the center of health care
research and of clinical care.

Consumer perception of health has drastically changed since the eighties. In the past, the
idea of ,,feeling well“ was the ultimate goal of any medical act and this mantra was widely
perceived and accepted by the medical staff as well as by the patients. Today, at variance,
the consumers feel that health should provide a more complex and wide range of services
such as adequate preventative care, support to healthy lifestyle choices for long-term health
and adequate access to health care.

In any case, it is the consumer perception on the quality of services which drives most of
the success or failure of an individual institution either in the healthcare field or in other
fields. Since health and wellness are essential quality of life factors, many consumers often
accept to pay a high price for receiving services that they consider essential to their health
status even in countries where there is a national health service. The logical consequence
of these high expectations and of the high costs sustained by consumers is the dramatic
increases in the malpractice claims against physicians and hospitals recorded in the last
decades. In fact, sometimes the patient’s request go far beyond what the public or private
health system can offer.

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017



A new relevant element is present in the current scenario and is the increasing number of
consumers seeking health information via the Internet. Indeed, more than 70 000 websites
disseminate health information and an average of 50 million people seek health informa-
tion online. This high number of Internet users for health problems invariably influence
(and it will do it even more in the future) the degree of consideration for health systems.

In conclusion, the perception of healthcare sciences by consumers is currently one of the
most important elements to define the strategies and needs of the public in this field and
for this reason is extremely interesting this issue of Clinical Social Work and health inter-
vention.

Roberto Cauda

Institute of Infectious Diseases
Catholic University of the Sacred Heart, Rome, Italia



Few words from the Editors-In-Chief

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

ing 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 workers, a pro-
gramme which would help them to fully develop their knowledge, skills and qualification.
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 re-
spect 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 social
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 individ-
ual 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 independ-
ent 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 the journal
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Abstract:
Population aging is a global process which is particularly marked main-
ly in developed countries, especially in Europe. From the point of view
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of gerontology and geriatrics the following characteristics are typical
for the current demographic trend: persistently decreasing crude birth
rate; stagnancy of mortality; increasing life expectancy; changes in the
age structure; growth of the group of very old people; feminization of
aging; changes in demographic indices. The phenomenon of “over-mor-
tality” of men is confirmed by the fact that 79% of all deaths in 2015 in
the age category from 30 to 34 years are deceases of men. According to
the OECD, the age-standardized mortality rate for cardiovascular dis-
eases and the age-standardized mortality rate for cancer (per 100,000
population), Slovakia is the worst among the countries of OECD and
other compared countries. As for the life expectancy, Slovakia is on the
bottom position among the countries of the European Union. In 2014,
the healthy life years at birth in Slovakia were 55.5 years in men and
54.6 years in women. At present, 14.45% of people in Slovakia are
65 years old or older. According to predictions, in 2060 every third
inhabitant in Slovakia will be at least 65 years old. A very important de-
mographic feature is also the growth of the group of “very old people®,
thus the so-called double aging. The “double aging” process means that
more people are living longer while fewer children are born, resulting

in an increase in the median age.

Population aging is a global process
which is particularly marked mainly in devel-
oped countries, especially in Europe. In this
regard, this situation is specific in Slovakia.
As a result of very intensive population ag-
ing, within 40 years Slovakia will transform
from a relatively young European country
into one of the oldest countries in Europe
(Vano, 2015). The following characteristics
are typical for the demographic trend from
the view of gerontology and geriatrics:

e persistently decreasing crude birth
rate,
stagnancy in mortality,
increasing life expectancy,
changes in the age structure,
growing group of very old people,
feminization of aging,
changes in demographic indices
(Hegyi et al., 2012).

Persistently decreasing crude birth rate

The crude birth rate is the number of live
births occurring among the population of
a given geographical area during a given year,

per 1,000 mid-year total population of the
given geographical area during the same year,
thus expressed in per mille (Jurcova, 2005).
In Slovakia, the crude birth rate was 10.3%o.
Since 2001, this value has not changed no-
tably (9.5% in 2001, 10.0% in 2004, 10.0%
in 2006, 11.3% in 2009). However, one
should notice that, e.g., in 1950 the crude rate
birth was 28.79% and in 1979 its value was
20.29% (SU SR, 2016, Katusa et al., 2014).

Stagnancy of mortality

The crude death rate is the number of
deaths occurring among the population of
a given geographical area during a given
year, per 1,000 mid-year total population of
the given geographical area during the same
year, thus expressed in per mille (Jurcova,
2005). In 2015, 53,826 people died in Slo-
vakia; the crude death rate was 9.9%. Since
1993, it has been below the level of 10 de-
ceased per 1,000 people (Katusa et al., 2014).

Mortality is higher in men than in wom-
en (1,041 deceased men per 1,000 deceased

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017
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women). The phenomenon of “over-mor-
tality” of men is confirmed by the fact that
79% of all deaths in 2015 in the age catego-
ry from 30 to 34 years are deceases of men.
“Over-mortality” of women does not begin
until in the age category of 75 years, which
is closely related to the higher share of wom-
en in these age categories (SU SR, 2016).

Other indicators of mortality are simi-
larly adverse. According to the OECD (Or-
ganization for Economic Co-operation and
Development) the age-standardized mortal-
ity rate for cardiovascular diseases and the
age-standardized mortality rate for cancer
(per 100,000 population), Slovakia ranks
among the worst countries of OECD and
other compared countries (OECD, 2015). As
for mortality for ischemic heart diseases and
cerebrovascular diseases, Slovakia is in the
last position; in mortality for cancer we are
on the third place from the bottom among
the 34 countries of OECD, see Table 1.

Increasing life expectancy

Life expectancy (at birth and ages 40,
60, 65 and 80) is the average number of

years that a person at that age can be ex-
pected to live, assuming that age-specific
mortality levels remain constant (Jurcova,
2005). The life expectancy expresses the
probable number of years remaining in
the life of an individual or class of persons
determined statistically and reflects the ef-
fects of other factors such as the standard
of health service; health policy; availability
of medical services; state of prevention; etc.
(Filadelfiova et Bodnarova, 2013).

In 2015, the life expectancy at birth was
73.03 years in men and 79.73 years in wom-
en (SU SR, 2016). In 2014, life expectancy
of a 65-year old man was 15.1 years, that of
a 65-year old woman 19.1 years (Eurostat,
2016).

As for the values of life expectancy, Slo-
vakia ranks to the worst countries of the Eu-
ropean Union. Table 2 compares the newest
life expectances at birth and at the age of
65 of women and men in selected countries
in 2014 (Eurostat, 2015). Life expectancy at
the age of 65 is shorter for men from Bul-
garia, Latvia, Lithuania, Hungary, Romania,

Table 1: Age standardized mortality per 100,000 population in selected countries

(source - OECD Health statistics)

Ischemic heart Cerebrovascular Cancer mortality
disease mortality disease mortality 2013
2013 2013 or nearest year
OECD Countries | 117 66 205.6
United States 128 44 197.9
Japan 35 54 179
Germany 115 52 205
Switzerland 82 37 204.8
Austria 140 49 197.1
Poland 106 86 234.2
Hungary 297 118 286.3
Czech Rep. 260 97 229.8
Slovakia 404 137 247.2

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017
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Serbia and Macedonia, and for women from
Bulgaria, Latvia, Hungary, Romania, Mon-
tenegro, Macedonia, Albania and Serbia.
Life expectancy in Slovakia is slowly in-
creasing, nevertheless it remains among the
lowest values among the countries of the
European Union (Katusa et al., 2014).

the healthy life years for three ages — at birth,
at age 50 and at age 65 — the indicator being
presented separately for men and women. It
is calculated using mortality statistics and
data on self-perceived activity limitations.
Mortality data come from Eurostat’s de-
mographic database, while self-perceived

Table 2: Life expectancy at birth and at age 65 in selected European countries

(source http://ec.europa.eu/eurostat)

Life expectan- | Life expectan- | Life expectan- | Life expectan-
cy at birth cy at age 65 cy at birth cy at age 65
2014 Men (in years) Women (in years)
EU 28 Countries | 78.1 18.2 83.6 21.
Slovakia 73.3 15.1 80.5 19.1
Czech Republic | 75.8 16.1 82 19.8
Poland 73.7 15.9 81.7 20.4
Hungary 72.3 14.6 79.4 21.7
Austria 79..2 18.5 84 21.8
Sweden 80.4 18.9 84.2 21.6
Germany 78.7 18.2 83.6 21.4
France 79,5 19,7 86 24
United Kingdom | 79.5 18.8 83.2 21.3
Italy 80.7 19.2 85.6 22.8
Spain 80.4 19.3 86.2 23.5

For comparisons of single countries,
another indicator is preferred recently, the
healthy life years (disability-free life expec-
tancy). This indicator expresses the average
number of years in a healthy condition (Jur-
cova, 2005). Eurostat defines life in a healthy
condition as a state that the person does not
suffer from severe problems and can exe-
cute common activities (Bodnarova, 2013,
Eurostat, 2013). The Healthy Life Years
(HLY) indicator measures the number of
years that a person (at birth, at age 65) is still
expected to live in a healthy condition. HLY
is a health expectancy indicator which com-
bines information on mortality and morbidi-
ty. Eurostat calculates information relating to

activity limitations data come from a Euro-
pean health module that is integrated within
the data collection EU statistics on income
and living conditions (EU-SILC). HLY is
derived from self-reported data so it is, to
a certain extent, affected by respondent’s
subjective perception as well as by their so-
cial and cultural background. EU-SILC does
not cover the institutionalized population,
for example, people living in health and so-
cial care institutions who are more likely to
face limitations than the population living in
private households. It is therefore likely that,
to some degree, this data source under-esti-
mates the share of the population facing lim-
itations (Eurostat, 2013, Meszaros, 2010).
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Table 3 shows the healthy life years at
birth and at the age of 65 years in selected
countries for men and women in 2014.

In this context it might be worth mentioning
that this position is possibly influenced by
an ambiguous understanding of the survey
question (Piscova et al., 2015).

Table 3: Healthy life years at birth and at age 65 in selected European countries

(source http://ec.europa.eu/eurostat)

Healthy life | Healthy life Healthy life | Healthy life
years at birth | years at age 65 | years at birth | years at age 65
2014 Men (in years) Women (in years)
EU 28 Countries | 61,4 8,6 61,8 8,6
Slovakia 55,5 4,3 54,6 3,6
Czech Republic | 63,4 8,5 65 9,3
Poland 59,8 7,5 62,7 8,1
Hungary 58,9 6 60,8 6,1
Austria 57,6 8,4 57,8 7,7
Sweden 73,6 15,2 73,6 16,7
Germany 56,4 6.8 56,5 6,7
France 63,4 10,4 64,2 10,7
United Kingdom | 63,4 9,7 64,2 10,6
Italy 62,5 7,8 62,3 7,3
Spain 65 10,1 65 9,4

In 2014, the healthy life years indicators
at birth in Slovakia were 55.5 years for men
and 54.6 years for women; which is 75.7%
of the life expectancy for men and 67.8% of
the life expectancy for women. This means
that men in Slovakia live with chronical
diseases on average one quarter and wom-
en one third of their lives. The healthy life
years at 65 years are similar — a 65-year old
Slovakian man survives healthy 4.2 years
shorter and a women 5.7 years shorter than
the inhabitants of the Czech Republic of the
same age (Eurostat, 2013).

These data are the worst among all coun-
tries of the European Union, therefore some
authors refer to this indicator as our Achille s
Heel (Bodnarova, 2013). Other authors rec-
ommend a rather cautious approach to the
analyses and ranks based on this indicator.

Changes in the age structure

Aging brings about changes in the age
structure of people; a growing group popu-
lation above 65 years of age. Table 4 shows
how the percentages of single age groups
developed in 2001, 2006, 2010 and 2015.

At present, in Slovakia 14.45% of in-
habitants are 65 years old or older. Progno-
ses claim that during the next decades this
group will grow 2.5-times in comparison
with 2011. This means that in 2060 every
third inhabitant of Slovakia will be older
than 65 (Bleha et al., 2013).
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Table 4: Age structure of population in Slovakia in 2001, 2006, 2010, 2015
(source: Statistical Office of the Slovak Republic, 2016)

Age group | 2001 2006 2010 2015
0-14 years |18.72% 16.14% 15.28% 15.33%
15 - 64 years | 69.89% 72% 72.34% 70.22%
65 + years 11.39% 11.86% 12.38% 14.45%

Double aging Aging index

Another important demographic feature
is the growth of the group of “very old peo-
ple” (“oldest old”, above 80 years) (Hegyi
et al., 2012), thus the so-called double ag-
ing. In 2012, people above 80 years creat-
ed 15.4% of the group above 60 years and
22.7% of the group above 65 years (Katu-
sa et al., 2014). Double aging will have an
immense economic, social and medical im-
portance (Weber, 2005).

Feminization of aging

The term feminization of aging is used to
describe the increasing numbers of women
in the older population. The feminity index
(women-to-men ratio) is increasing (Hegyi
et Krajcik, 2010).

More boys are born than girls (1,049
boys per 1,000 girls). This ratio is balanced
around 45 years of age. At 60 years, the wom-
en-to-men ratio is 1,000:610, at 85 years the
ratio is 2,600:1,000 and in the group above
90 years the ratio is 3:1 (Katusa et al., 2014).

This phenomenon is a two-edged sword
— on the one hand it is a victory for women
in overcoming mortality, on the other hand
for many old women a period of social iso-
lation and frequently economic adversity.
The share of widows in the group above 80
years of age is 81.5% (Hegyi et al., 2012).

Demographic indices

In demography, important demographic
indices related to seniors are utilized. They
include:

The aging index is calculated as the
number of persons 60 years old or over per
hundred persons under age 15, thus the ra-
tio of the post-active component to the chil-
dren’s component. Since 1950, this index
has continually increased. In 2013, there
were 88.3 seniors per 100 children (while as
many as 112 women per 100 girls) (Nation-
al Program of Active Aging 2014, Katusa et
al., 2014). According to prognoses, in 2060
this ratio will achieve a value of 220, which
means a three-fold growth in comparison
with the year 2012 (Bleha et al., 2013).

Total dependency ratio

The total dependency ratio is the number
of persons under age 15 plus persons aged
65 or older per one hundred persons be-
tween 15 to 64 years. The ratio determines
the number of dependent people (children
and seniors) per one hundred economically
active people. Since 2009, its increase has
been observed. In 2013, there were 40.57
dependent people per 100 productive per-
sons (Katusa et al., 2014). Both of the indi-
ces are shown in Table 5.

The Active Aging Index (AAI) is con-
structed on the basis of four distinct domains

e employment,

e participation in society,

e independent, healthy and secure liv-
ing,

e capacity and enabling environment
for active aging.
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Table 5: Aging index and total dependency ratio in Slovakia (years 2003, 2007, 2010, 2015)
Source: (Statistical Office of the Slovak Republic, 2016).
2003 2007 2010 2015
Men 48,10 55,25 59,00 71,06
Aging Index Women 84,20 97,83 104,07 | 118,62
All 65,70 76,00 81,01 94,22
Total dependency ratio All 41,01 38,38 38,23 42,41
The four domains are populated by asetof References

22 indicators. AAI score for individual coun-
tries shows the extent to which their old peo-
ple’s potential is used; and the extent to which
older people are enabled and encouraged to
participate in the economy and society. The
theoretical maximum is 100. The latest 2014
AAlresults of the EU28 are presented in Fig-
ure 1. The highest 2014 AAI score stands at
44 8 points (Sweden). Slovakia is on the third
place from the bottom (score 28.5), leaving
behind only Poland (score 28.2) and Greece
(score 27.7) (UNECE, 2014).

One of the main issues for the future de-
velopment of the Slovak Society is the pro-
cess of population aging (Sprocha, 2015).
Population aging is caused by the improve-
ments in the health service; by changes in the
reproduction behavior of the population; by
the longer lives of individuals (Katusa et al.,
2014). It is valid generally that in the coun-
tries in which the process of population aging
began later (Slovakia belongs to this group)
this process is more intense and these coun-
tries will have less time for accommodation.
Therefore, the statistical data should be used
to identify and measure the possible conse-
quences of this process and to mitigate them.
If the society is not prepared for these severe
issues, the way of organization and control
of the society will change dramatically. Sub-
stantial changes will occur in the economy;
on the labor market; in the pension system; in
the health service; etc. (Katusa et al., 2014;
National program of Active Aging 2014).
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Abstract:
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Etiology and spectrum of diagnoses in the refugee population in the
Physiotherapy and Rehabilitation Mobile Clinic is discussed. The Clin-
ic is located in the conflict area of Dohugq, Iraq. The area was largely in-
fluenced by Freedom operations in Mosul. Before the conflict, species
such as S. aureus, S. pyogenes and S. epidermidis were prevalent. After
the conflict, spectrum of bacterial isolates was significantly different;
most prevalent species were A. baumanii, Ps. aeruginosa and Entero-
bacteriaceae.
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participation in speakers’ bureaus; membership, employment, consul-
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the subject matter or materials discussed in this manuscript.

Background

During war conflict in Iraq, some of the
facilities previously used for treatment of
chronic patients have changed to Acute De-
partments and Clinics. Armed conflict on-
going in Iraq caused lack of staff and other
resources, such as electricity, material and/
or infrastructure. One of these clinics is sit-
uated about 15km from Mosul and serves as
a Rehabilitation Center for war victims.

The aim of this study was to compare the
spectrum of bacterial isolates in the patients
from the conflict area of Mosul who were
treated in the Rehabilitation and Physiother-
apy Ward in Dohugq, Iraq.

Patients and methods

The research group consisted of 197 pa-
tients treated after war conflict at the Phys-
iotherapy and Rehabilitation Ward. Medical
data of these patients were analyzed and
compared to the patients treated before the
conflict. EPI-15 System was used for anal-
ysis and T-test.

Results and discussion

In Group 1 (pre-conflict period), major-
ity of the patients had cardiovascular and
diabetic complications or non-traumatic
wounds, such as lower leg ulcers, erysipelas
and others. Most common pathogens found
in the swabs collected from the wounds
were S. aureus (7/20, 35%, p>0.05) and S.
pyogenes (6/198, 3%). Vice versa, in post
conflict group, traumatic or post-traumatic
SSTI occurred, mostly after amputations
or severe wounds due to bombing. In these
wounds, most prevalent species were A.
baumanii, Ps. aeruginosa and and Entero-
bacteriaceae.

Conclusion

Conflicts largely influence spectrum of
bacterial isolates among rehabilitation and
physiotherapy patients. In ATB prophylaxis
this should be considered as well.
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Abstract:
Screening results of African migrants entering the coasts of Italy in
2017 are presented and compared to results of migrants entering the
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EU via Greece. Occurrence of all screened diseases (HCV, HBV, HIV
and malaria) was significantly higher among African migrants in com-
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Background

Two major waves of refugees entered
Europe in 2015; first via Greece and Turkey.
The second wave entered Europe via Sicily
and Malta using maritime transport. There
were many papers published on differences
between these two groups as far as commu-
nicable diseases are concerned. Diseases,
such as malaria and other parasitic diseases
were more prevalent in the group entering
Malta and Sicily, probably due to the differ-
ent origin of the migrants. The aim of this
short paper was to compare results of the
rapid tests for HIV, HBV, HCV and malaria
in the groups of migrants of different origin
using different points of entry to Europe.

Methods

Comparison of the results of screening
tests for HBV, HIV and HCV was per-
formed in two groups of migrants. The first
group consisted of 199 migrants from Syr-
ia, Iraq and Afghanistan who stayed in the
asylum and refugee camp in Veria, Greece.
The second group consisted of prevalently
African migrants (in total of 203), who were
screened at refugee camp. Their main coun-
tries of origin were Somalia, Eritrea and
Ethiopia.

Results and discussion

There was significant difference among
two groups of migrants. Screening tests for
malaria, HIV, HCV and HBV were signifi-
cantly more often positive in the group of
African migrants than in the migrants from
the Middle East (0.5% vs. 8.5% HIV, 2.5%
vs. 9% HBYV, 0% vs. 5% HCV, 0% vs. 35%
for malaria, p>0.05).

Conclusions

Refugees from the African continent are
more likely to be hosts of HBV, HCV, HIV
and malaria. Screening strategies should be
therefore considered for various popula-
tions.

References

1. HAIJ PA et al (2016) Are migrants from
Middle East carriers of multi-resistant bac-
teria? Clinical Social Work and Health In-
tervention Vol. 7 No. 3 2016 2.

2. PRESTILEOT, DI LORENZO F, CORRAO
S (2015) Infectious Diseases among African
irregular migrants in Italy. Just an individu-
al problem? Clin. Soc. Work 2015, 5, 45.

3. TROVATO A, REID A, TAKARINDA KC,
MONTALDO C, DECROO T, OWITI P, ...
CARLO SD (2016) Dangerous crossing:

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017



Clinical Social Work and Health Intervention

demographic and clinical features of res-
cued sea migrants seen in 2014 at an out-
patient clinic at Augusta Harbor, Italy.
Conflict and Health, 10(1). doi:10.1186/
$13031-016-0080-y.

KIMULI D,CZARNECKI P, MIKLOSKO-
VA M, SPANIK S, BRYNDZAK P et al
(2016) Social pathology 1. WMU WAR-
SAW. 2016. 455 pp.

MANZARDO C, TREVIGNO B, GOMEZ
I PRAT J, CABEZOS J et al. (2008) Com-
municable diseases in the immigrant pop-
ulation attended to in a tropical medicine
unit: Epidemiological aspects and public
health issue. Travel Medicine and Infectious
Disease, 2008 Vol. 6, Issue 1 , Pages 4-11. 2.

Table 1: Comparison of the refugee screening

6. BREZINOVA M (2015) Assessment of

functional potential in patients after am-
putation of the lower limbs. In: Rehabilita-
cia ISSN 0375-0922, Vol. 52, 2015, No 4,
p. 218-226.

RIDOSKO J (2014) Treatment of intra-ar-
ticular femur fractures. Radix, spol. s. r. o.
ISBN 978-80-87573-09-9.

PRESTILEO T, CASSARA G, DI LOREN-
70 F, SANFILIPPO A, DALLE NOGARE
ER, ORLANDO G (2011) Infectious dis-
eases and health in the migrant people: ex-
perience from Lampedusa 2011. Infezioni in
Medicina: 2013. 17-24 — Vol. 21.

African Migrants (Italy) Middle East Migrants (Greece)
HIV 17/203 (8.5%) 1/199 (0.5%)
HBV 18/203 (9%) 5/199 (2.5%)
HCV 10/203 (5%) 0/199
malaria 9/203 (3,5%) 0/199

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017



Original Articles 21

Comparison of Episodic Memory in Students Suffering with
Cerebral Palsy and Normal Students (Original paper)

S. Mousavi (Shokoufeh Mousavi)', A. Aghayousefi (Alireza Aghayousefi)!, 5. M
Zadehhossein (Sayed Mohsen Zadehhossein)" E. Honejani (Esmail Honejamoz,
Mirjahanian (Nooshim Mirjahanian)?

! Department of Psychology, Payame Noor University, Tehran, Iran

2 Master of Science in Psychology, Department of Education, Isfahan, Iran

3 Department of Psychology, Khomeinishahr Branch, Islamic Azad University,
Khomeinishahr/Isfahan, Iran

E-mail address:

rooyamousavi@gmail.com

Reprint address:

Shokoufeh Mousavi

Department of Psychology, Payame Noor University
PO BOX 19395-3697

Tehran, Iran

Suource: Clinical Social Work and Health Intervention Volume: 8 Issue: 3
Pages: 2127 Cited references. 22
Reviewers:

Roberto Cauda

Institute of Infectious Diseases, Catholic University of the Sacred Heart, Rome, IT
Steve Szydlowski

University of Scranton School of Education, USA

Key words:

Episodic memory, Verbal memory, Practical memory, Cerebral palsy, Students.

Publisher:

International Society of Applied Preventive Medicine i-gap
CSWHI 2017; 8(3): 21 - 27; D01 10.22359/cswhi_8_3_04 © 2017 Clinical Social Work and Health Intervention

Abstract:
The present study aimed to compare the episodic memory among
students who suffer cerebral palsy and normal students. A total of 36
students participated in this study. At first, in a convenience sampling
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method 18 ill students were selected. Then 18 normal students were
matched with them by demographic features, socio-economic status
and average grades. For assessment of episodic memory verbal task
and subject performed task were applied. Memory was evaluated by
free recall test. The result of T-test and ANOVA showed there was sig-
nificant difference between cerebral palsy students and the normal ones
in memory tasks. Cerebral palsy students showed low and weak per-
formance in verbal and practical memory tests. Motor weakness and
speech disorders are causal factors in reducing cognitive abilities of
children affected by cerebral palsy. In this aspect, reduced cognitive
capacity causes those child to not have enough ability to explore the
surrounding world. In this respect damaged memory assumes an im-

portant part of cognitive functioning.

Introduction

Cerebral palsy is defined as a non-pro-
gressive disorder in a growing brain. This
disorder causes the occurrence of motor,
conditional and neurological disabilities in
the growing child (Rogers, 2005). This oc-
curs in early years of life during the forma-
tive stages of the brain, and in fact, it is one
of the most common disabilities in children
the prevalence of which is 1 to 3.2 cases in
each 1000 livebirths (Toopchizadeh et al.,
2008).

We can find various causes for cerebral
palsy including genetic, congenital, meta-
bolic, inflammatory, infection and hypoxia
(Weierink et al., 2013). All children with
cerebral palsy suffer from a kind of brain
lesion which usually includes motor paths.
Although the defect of the motor and condi-
tion of the body are two of the main specifi-
cations of Cerebral Palsy. There are numer-
ous secondary disorders in this field such as
cognitive, sensory, mental, social defects
and these disorders are different depending
on the type and intensity of the cortical in-
volvement (Pellegrino, 2002).

To date, researches on children suffering
from cerebral palsy have mostly focused
on their movement; but there are evidences

that the symptoms of cerebral palsy exceed
motor disorders and this has been accepted
as a part of these disorders (Rosenbaum et
al., 2007). These motor disorders are mostly
together with cognitive and behavioral dis-
abilities and sensory performance (Bottch-
er, 2010). The problem faced by these chil-
dren more than others is establishing social
relationships with their peers (Whittingham
et al., 2010).

Researches have shown that the motor
defect of the children suffering from cere-
bral palsy will ultimately negatively affect
all of the aspects of their growth (Litosh,
2002). One of the most important of these
aspects is memory.

By reviewing newer texts associated with
memory, it was shown that today, no con-
ceptual definition of memory as a general
component is considered by the Specialists
as much as the past, but each of its different
types is considered as a separate definition.
Generally, memory is learning information
through encoding, accumulation and recov-
ery. Encoding means putting information in
memory; accumulation is keeping informa-
tion in time; recovery means taking out the
saved information (Santrock, 2001).
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Memory has been divided into various
types such as long-term memory versus
short-term memory, active memory, seman-
tic memory, emotional memory, etc. and
episodic memory is one type of long-term
memory (Movahed Abtahi, 2010).

Episodic memory is one’s cautious mem-
ory of the events as episodes of their lives
such as their 16th birthday party, falling off
a bike and what they have had for breakfast
today. Episodic memory is in fact memory
of remembering (Sousa, 2006). This type of
personal memory is mixed with emotions
and is detailed. The main feature in episodic
memory is that it is associated with a spe-
cific moment in time; not with any time or
the entire time but with the time the one ex-
periences themselves (Convey, 2008). Re-
cent studies show that episodic memory is
self-awareness as a continuous existence in
time and the possibility of a mental cautious
experience (Soderlund et al., 2008).

Peters, et al. (2009), in a study, aimed
to review growth of reading skill in chil-
dren suffering from cerebral palsy and to
compare them with ordinary children and
showed that children suffering from cere-
bral palsy, with additional speaking disor-
ders, encounter more risks in the field of
growth of this skill.

Hulk, et al. (2011), in a study, reviewed
the ability of expression of events and oc-
currences as one of the vital abilities in do-
ing everyday activities and expressing per-
sonal experiences which can be considered
as a part of episodic memory and showed
that children with cerebral palsy have been
weaker than ordinary children in this area.

Khayatzadeh Mahani, et al. (2011),
in a study, aimed to investigate the prob-
lems children with cerebral palsy face and
showed that speaking difficulties experience

the highest rate of problems among these
children. They also showed that there is
a significant relationship between the level
of motor function and mental and speech
problems, eating, seizures and the number
of accompanying problems.

In Iran, many researches have been done
in the field of cerebral palsy and the disor-
ders it brings, but there is not much infor-
mation about the difference between the ep-
isodic memory of ordinary and ill children
and few studies have been done in this re-
gard. Thus, this study attempts to compare
and investigate the speech and performance
memory of students suffering from these
disorders and compare them with ordinary
children. Research hypotheses is as follows:

1. Students with cerebral palsy are dif-
ferent from normal students in verbal
memory,

2. Students with cerebral palsy are dif-
ferent from normal students in practi-
cal memory,

3. Verbal memory in students with cere-
bral palsy is different from their prac-
tical memory.

Research Method

The research method in this study has
been a comparative causal method and 36
middle school and high school students
have participated. In order for the sampling,
at first the researcher visited Taha School
for people with physical and motor dis-
abilities in Isfahan and 18 of their students
with cerebral palsy were selected through
the method at hand (the number of all of
the students suffering with cerebral palsy at
that academic year was 25 persons some of
whom had severe disabilities and were not
able to do the physical assignments of this
study and that is why they were not select-
ed). Then, given the age, gender, socio-eco-
nomic condition and average of the group
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of students, the group of the ordinary sam-
ples (18 persons) were matched with them
(P>0.60).

Episodic memory test

In this study, the episodic memory test
included 32 short imperative sentences se-
lected based on the study of Karami Noori
and Mousavi (2008). 32 sentences were di-
vided into two 16-sentence lists and each
of them were used for verbal and practical
memory. In order to do the episodic mem-
ory tests, after presenting the instructions
and some examples, the person is asked to
do some assignments and after the list is fin-
ished, in order to create a distance between
the stages of encoding and accumulation,
the semantic memory test was done. The
reason for the creation of this distance was
for the long-term learning memory to be
formed for the testees.

In order for the students not to use prac-
tical strategies in speech encoding, the
speech list was what was presented to the
testees first. In the speech-related assign-
ment, some sentences are read to the test-
ees and they must repeat them and mem-
orize them. After presenting a speech list

and creating an approximately 30-minute
distance during which the testees received
the semantic memory test, the free accumu-
lation test was done during which a white
sheet is given to them and they are asked
to write down any number of sentences that
they remember in their order of preference.
Then, the second list of the sentences is giv-
en to them and they must do the assignment
with the tools given to them at the same
time after hearing the sentences. After fin-
ishing the list and a 30-minute time differ-
ence (receiving semantic memory tests), the
testees again receive a sheet associated with
free accumulation.

Each test taken by an individual took
about 150 minutes for each testee. It was
attempted to provide a peaceful, and quiet
environment without traffic. The scoring
here was done in such a way that if the test-
ee remembered the original sentence, he or
she was given the score one.

Results

Mean and standard deviation of task of
two groups of cerebral palsy and normal
students are shown in Table 1.

Table 1: Descriptive characteristics (mean and standard deviation) of providing task

Types of Memory Number | Mean SD
Verbal memory

Student with cerebral palsy 18 2.44 1.10
Normal students 18 3.66 1.05
Practical memory

Student with cerebral palsy 18 6.11 1.11
Normal students 18 7.88 1.31

Table 2: Results of t test between the two groups in the verbal task

Index T df

Two-tailed significance

Verbal -2.295 34.000

0.036
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Table 3: Results of t test between the two groups in the practical task

Index T df

Two-tailed significance

Practical -3.094

34.000

0.007

Results of t test between the two groups
are shown in Table 2 and 3. According to
the results there was a significant difference
between the two groups of cerebral palsy
and normal students, so that testee with ce-
rebral palsy had a lower performance than
normal students. ANOVA analysis was also
performed to ensure more, where there is
a significant difference. Summary of ANO-
VA for both verbal and practical task are
shown in Tables 4 and 5.

7.88 respectively; which difference between
the two groups was significant at the Table
3 (sig = 0.007 and t = -3.094). Generally,
the results showed higher mean scores in
both practical and verbal memory in normal
students.

The obtained results comply with the
findings of Peters, et al. (2009), Hulk, et al.
(2011), Khayatzadeh Mahani, et al. (2011)
in the presence of disorders in motor and

Table 4: Summary of ANOVA for the scores of testee in verbal task

Sources of changes SS df MS F Sig
Between group 6.126 1 6.125 - -
Intergroup 18.611 34 1.163 5.266 0.036
Total 24.736 35 - - -

Table 5: Summary of ANOVA for the scores of testee in practical task

Sources of changes SS df MS F Sig
Between group 14.222 1 14.222 - -
Intergroup 23.778 34 1.486 9.570 0.000
Total 38.000 35 - - -

Discussion and conclusion

The aim of the study was to investigate
the differences between verbal and practical
memory in students with cerebral palsy and
normal students. The results of this study in
Table 1 showed that average verbal memo-
ry in testees with cerebral palsy and normal
students was 2.44 and 3.66 respectively,
which difference between the two groups
was significant in Table 2 (sig = 0.036 and

= -2.295). The results also showed aver-
age practical memory in testees with cere-
bral palsy and normal students was 6.11 and

cognitive functions in people suffering from
cerebral palsy in comparison with ordinary
people.

Motion is considered to be one of the
most important needs in the natural growth
of human beings. Therefore, doing basic
motor skills such as crawling, walking and
jumping is very satisfying for a child. How-
ever, children who lack these motor capa-
bilities are deprived from such a blessing
(Baloochi and Ghaeni, 2009). Presence of
a disorder in various functions of the motor
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system of the children suffering from cere-
bral palsy causes reduction of the working
capacities of their upper organs and ulti-
mately limits their environmental capabil-
ities and social compliance (Symivnova,
1999).

The evidences at hand show that more
disorders in the functional and cogni-
tive function of these people might create
some problems in their social participation
and educational potentials (Bottcher, et al.
2010). The functional performance includes
various behaviors including control; plan-
ning for motion; starting behavior; response
inhibition (Collette, et al. 2006). This dis-
order weakens the function of the person
in the practical memory test in comparison
with ordinary people.

Pirila, et al. (2007) believed that most
children suffering from cerebral palsy al-
so suffer from speech disorders and this
problem might be due to motor disorders.
Speech disorders are seen in more than 80%
of the children suffering from cerebral palsy
(Odding et al., 2006). Prevalence of these
disorders has a significant relationship with
the type and intensity of motor involvement
(Shevell et al., 2009). The delay in cogni-
tive growth and lower than average IQ is
seen in 50% to 75% of these children. These
disorders can vary from mild to severe
(Odding et al., 2006). Also, 15% to 60% of
these children also suffer from seizure and
epilepsy and when this disease comes along
with epilepsy provides the substrate for cog-
nitive defects (Khodapanahandeh, 2004).
Therefore, the presence of cognitive disor-
ders leads to the reduction of the function
of the person suffering from cerebral palsy
in speech memory tests in comparison with
ordinary people.

In an overall conclusion, it can be said
that cerebral palsy, as a disease that comes

with motor defect and weakness, creates
the substrate for the creation of disorder in
cognitive activities including memory. In
other words, motor weakness in the child
suffering from this disease leads to them not
having the sufficient movement to explore
and discover their surrounding world and
as time goes by, the rate of their cognitive
capacities will be reduced. Memory, as an
important component of cognitive function,
gets harmed in this respect. The person suf-
fering from cerebral palsy, in comparison
with a healthy person, is not able to repeat
the events while doing the assignments as-
sociated with verbal and practical memory
and then talk about them and repeat them.
Therefore, verbal and practical memory and
in total, the episodic memory of that person
will be weaker than a healthy person.

Investigation of other types of memory
in these individuals and comparing them
with ordinary people have not been done in
this study. Thus, it is recommended to the
future researchers to compare these patients
regarding their long-term memory, semantic
memory, active memory, emotional mem-
ory and other types of memory. It is also
recommended to them to do some interven-
tions in the field of improvement of memory
in these people and to investigate its effects
on different types of memory.
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Abstract:
Anthropometry can detect shape changes over time. This is important
to diagnose acquired malformations. The term surface anthropometry is

Clinical Social Work and Health Intervention Vol. 8 No. 3 2017



Original Articles

29

used in this paper to refer to the measurement of the facial surface fea-
tures (1). One of the major reasons patients seek orthodontic treatment
is to improve their facial appearance (2). Currently, two non-invasive
methods can be used to collect quantitative soft tissue facial data in
three dimensions: direct; conventional anthropometry; digital/comput-
erized anthropometry. Body mass index except of important impact to
the craniofacial parameters also has a significant influence on e.g. the
blood pressure (cardiovascular risk) (3, 4).

The aim of this study is to find any association between the mean values

of craniofacial and BMI.

The study

The sample consisted of 100 patients
(50.0% men, 50.0% women) aged between
18-32 years (mean age 23.09+£2.70 years)
attending dental surgeries in Bratislava
(2013 — 2016). In this paper these cra-
niofacial parameters were analyzed: nose

breadth, bi-entocanthion breadth, bi-zygo-
matic breadth, bi-gonial breadth, total facial
height, mouth breadth, morphologic face
height, upper-lip height, lower-lip height
and pupils — mid-face (right). The ana-
lyzed group of patients included measure-
ments provided by directed anthropometry

Table 1: Mean, minimum and maximal values of craniofacial parameters according to BMI (n=100)

Craniofacial Study Group Mean Medi- Min |[Max |p
Parameters an
n |x(SD)

al-al (cm) L [18.6:249 |83 [3.45(036) |3.40 |2.64 |4.60
nose breadth BMI ke ml 50 114 (370 (033) 370 320 |428 | 018
en-en (cm) 18.6-24.9 |83 |2.98 (0.38) |2.90 |2.30 |4.00
y 4 ;
bi-entocanthion BMITke ™11 950 114 [3.06 034) (317 237 [360 |*42
breadth
zy-zy (cm) L |18.6-24.9 |83 |12.54 (0.99) |12.60 | 10.50 | 14.30
bi-zygomatic breadth | VL &M o8 0 114 [13.33 (1.19) | 13.05 | 11.02 |15.80 | 03!
20-20 (cm) L [18.6:24.9 |83 [11.22(0.95) |10.90 |10.00 |13.80
bi-gonial breadth BMI kgm0 114 [11.50 (1.42) |10.55 [10.00 |13.80 | 047
n-gn (cm) . |18.6-24.9 [83 |11.71 (0.89) | 11.80 [9.50 |13.70
total facial height BMI kel 50 114 [12.55 (0.73) |12.80 [11.50 |13.70 | 001
ch-ch (cm) L |18.6:24.9 83 [5.04 (0.45) |5.00 |3.41 |6.00
mouth breadth BMI ke m™] 550 114 (542 (030) 536 475 |5.92 | 0001
sn-gn (cm) 18.624.9 |83 |6.32(0.71) |6.40 |4.60 |8.30

: 2
morphologic face |BMITkem™}|_ 55 114 1679 074y 674 |550 |831 %941
height
Ls-Stm (cm) L |18.6:24.9 83 [0.70 (0.22) [0.70 [0.10 |1.20
upper-lip height BMI ke m] 10 114 [0.64(0.28) 059 020 |1.02 |04
Stm-Li (cm) L |18.6:24.9 |83 [1.04 (0.17) |1.03 |0.56 |1.50
lower-lip height BMI kel 80 114 [1.06 (0.11) 105 |0.81 |122 |88
Pupils- mid face L |18.6:24.9 |83 [3.41 (0.30) |3.46 |250 |3.94
(tight) (cm) BMI kel 550 114 [3.42(030) |350 [2.80 [3.70 |58
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(PDAA) and from 3D scan (P3DAS). We
have expected that participants with a BMI
> 25 will have a higher amount of fat in the
face than participants with a BMI 18.6-24.9.
The data were analyzed by the statistical
program SPSS.

Mean values of craniofacial parameters
according to BMI are presented in Table
1. The differences between BMI 18.6-24.9
and BMI > 25.0 had significant effect on the
evaluation of nose breadth (3.45+0.36cm
vs. 3.70+0.33cm; P=0.018), bi-zygomatic
breadth (12.544+0.99cm vs. 13.33+1.19cm;
P=0.031), total facial height (11.71+0.89 cm
vs. 12.5540.73 cm; P=0.001), mouth breadth
(5.04£0.45cm vs. 5.42+0.30cm; P=0.001)
and morphologic face height (6.32+0.71 vs.
6.79+£0.74 cm; P=0.041).

In conclusion BMI > 25.0 had signifi-
cant impact on high proportions of facial
tissue than BMI 18.6-24.9 in this parameter:
upper-lip height in relationship with these
parameters; the nose breadth, bi-zygomatic

breadth, total facial height, breadth and mouth
morphologic face height.
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Abstract:
The correlation between CRP blood levels and clinical presentation of
malaria or blood parasitemia diagnosed microscopically or by PCR is
one of the most discussed topics in the field of tropical medicine and
malaria diagnostics. In total, 650 patients from the Lake Victoria area,
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for malaria. In 239 cases with CRP positive malaria, only 119 (51%)
showed RDT malaria positive. CRP does not correlate with proven
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Introduction

South East Uganda has a significant mi-
grating (IDP and refugees) population. This
is mainly due to the instability of surround-
ing countries and famine in South Sudan,
Northern Kenya and Nigeria. At the same
time, being near Victoria Lake makes this
area high risk of malaria due to the prox-
imity of the water source and the altitude.
RDTs are often a useful diagnostic tool for
malaria, HIV and other infectious diseases
where RDTs are available. Lack of resourc-
es, staff and infrastructure make them ideal
for “field conditions”. Moreover, CRP is al-
so a relatively cheap and available diagnos-
tic option for patients with fever. The cor-
relation between CRP positivity and RDT
positive malaria test could be lifesaving.
The aim of this study was to assess whether
a correlation exists in this area of rural set-
tings with highly vulnerable population.

Patients and methods

651 patients presented with fever at the
local OPD center. In the diagnostic algo-
rithm, also malaria RDT and CRP tests were
done. Patients with positive RDT underwent

microscopic confirmation of malaria par-
asites. Statistical correlation for CRP and
RDT positive patients was performed with
x2 test and EPI-info statistical package was
used for evaluation of the results.

Table 1: Patients with fever and diagnostics of
malaria in Buikwe, South East Uganda
Total 605
CRP<20, MPS -, RDT - 297
CRP<20, MPS +, RDT+ 18

CRP>20, MPS-, RDT- 185
CRP>20, MPS+, RDT+ 103
CRP>20, MPS+, RDT- 1
CRP<20, MPS-, RDT+ 1

Results and discussion

Among 650 patients, 178 had micro-
scopically confirmed malaria (27.38%). Of
those, 103 (57.87%) had also CRP blood
level elevated >50ug/l. Of the 297 ma-
laria negative patients, 183 had CRP ele-
vated above 50ug/l, probably due to the
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bacterial infection (all above 50ug/l, me-
dian 71.33ug/1). Therefore, we can say that
CRP elevation is not typical for malaria and
threshold 20pg/l cannot be predictable for
malaria diagnostics. In some studies thresh-
old is even 100ug/1 ().

Conclusion

Threshold level 50ng/l for CRP cannot
be predictive marker for malaria diagnos-
tics in endemic region, such as South East
Uganda. Patients with a CRP level above
50ug/1 did not have significantly more posi-
tive RDTs for malaria and vice versa.
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Abstract:

Objective: To determine the level of the healthcare quality satisfaction
according to some demographic variables (gender, age, education level,
employment); change/no change of Dentist during the past year; extra
payment for the healthcare; the distance to the Dentist.

Design: A Cross-sectional Questionnaire Study.

Participants: Completed questionnaires were obtained from 433 sub-
jects (53.6% men, 46.4% of women, mean age 35.9+£14.6 years).
Methods: A standardized Patient Satisfaction Questionnaire (PSQ III,
long-form) was used.

Results: General healthcare quality satisfaction was identical (or nearly
identical) in subgroups according to gender, changing Dentist, and extra
payment for healthcare. The age and extra payment for healthcare had
no impact on the assessment in any subscale. The overall satisfaction
rate suggested significant differences within the subgroups according to
gender, education level, and changing Dentist.

Conclusion: Satisfaction of dental patients was observed to be differ-
ent in various demographic subgroups and across several subscales of
satisfaction assessment.

Introduction

Football is a popular outdoor activi-
ty often used as a social intervention in
refugee camps to prevent cabin fever and
promote healthy social and physical inter-
actions. However, sportsmen are at risk of
acquiring SSTI usually caused by S. au-
reus. Wet towels, close contact at a match,
physiotherapeutic procedures and massages
are risk factors. The aim of this study was
to assess the proportion of MRSA among
football players in the refugee camp at Ve-
ria, Greece, which serves about 5,000-7,000
migrants waiting for asylum procedures.

Methods

In this cross-sectional study, the stan-
dardized Patient Satisfaction Questionnaire
PSQ 1l (long-form) was used(5). The ques-
tionnaire itself was preceded by several
questions regarding basic demographic da-
ta; questions about the reasons for changing
Dentists during the past year; extra payment
for healthcare; distance to the Dentist. The

standardized questionnaire PSQ III consists
of 50 statements focusing on the quality of
the healthcare provided. Respondents were
free to choose an answer on a scale from 1
to 5 - to what extent they agree with each
statement: (1 strongly agree, 2 agree, 3 not
sure, 4 disagree, 5 strongly disagree).

The statements in the standardized ques-

tionnaire are divided into seven subscales:

e General satisfaction (6 questions);
technical quality (10 questions);

e Interpersonal aspects (7 questions);
communication (5 questions);

e Financial aspects (8 questions); time
spent with the Dentist (2 questions);
Access/availability/convenience (12
questions);

e We evaluated the overall satisfaction
(50 questions altogether) as well.

Answers to some questions where strong
agreement means the maximum satisfaction
with the HCQ had to be rescaled (strongly
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agree 5, agree 4 disagree 2, strongly dis-
agree 1) to obtain a unified HCQ score: 1
= maximum dissatisfaction with the HCQ,
5 = maximum satisfaction with the HCQ.
Particular groups of questions reflecting the
degree of HCQ satisfaction were evaluated
as mean scores for each subscale. The high-
est average value means the highest level of
HCQ satisfaction.

The study sample was recruited from pa-
tients attending dental surgeries in the cap-
ital of Slovakia and in several small towns
in western and eastern regions of Slovakia;
questionnaires were collected from Novem-
ber 2014 to April 2015. In total, 433 com-
pleted questionnaires were collected; the
response rate was 93%. Parents completed
a questionnaire instead of underage respon-
dents. The questionnaire was anonymous
and a privacy policy was respected; partici-
pation in the study was voluntary.

The whole sample was divided into sub-
groups according to gender; age; education
level; employment; change/no change of
Dentist within the last year; extra payment
for the Healthcare; the distance to the Den-
tist. The sample consisted of 433 respon-
dents (53.6% of men, 46.4% of women)
aged 15-75 years; mean age was 35.9+14.6
years. The majority of respondents were in
the age group 30-49 years (41.6%). In terms
of employment, most subjects were classi-
fied as employed workers (61.4%); students
(22.4%); pensioners (7.8%). Subjects with
a secondary education represented the larg-
est group (64.3%), followed by subjects
with a University (25.1%) and elementary
education (9.7%).

Data was analyzed using the statistical
program SPSS. Descriptive statistics (per-
centages, averages, standard deviations)
were used. A two-sample T-test was used to
compare the mean scores of HCQ satisfaction

in subgroups according to gender; changing
Dentist; the amount of extra payment for
healthcare; distance to the Dentist. An ANO-
VA test was used to compare the mean scores
of HCQ satisfaction in subgroups according
to age, occupation and education level. The
statistically significant level was determined
at P values <0.05.

Results

Mean scores in all subscales of HCQ sat-
isfaction are presented in Table 1. General
HCQ satisfaction was identical (or nearly
identical) in subgroups according to gender;
changing Dentist; extra payment for health-
care. A higher, although not significant
satisfaction level was noticed in the oldest
patients; in those with the lowest education
level; and in pensioners. Lowest general
satisfaction was declared by unemployed
patients (2.36+0.24) and patients who have
to commute long distances to the Dentist
(2.34+0.25). The only statistically signif-
icant difference was found between sub-
groups according to distance to the Dentist
(P=0.013).

Men were significantly less satisfied
with technical aspect of HCQ compared
to women (2.55+0.25 and 2.62+0.26, re-
spectively; P=0.008). Age, extra payment
for healthcare, and distance to the Dentist
had almost no impact to the assessment of
technical aspect of HCQ. The most satisfied
subgroups were patients with a secondary
education level, students, and patients who
had changed their Dentist (the differences in
scoring in subgroups according to occupa-
tion and changing Dentist were significant
(P=0.014 and P=0.005, respectively).
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The significant differences in the in-
terpersonal aspect subscale were found
in subgroups according to changing Den-
tist (P=0.000) and distance to the Dentist
(P=0.030); more satisfied were patients who
had changed their Dentist and those with
longer distance to the Dentist. Gender, age,
education level, occupation and extra pay-
ment had no significant impact on the HCQ
assessment in this subscale.

In the subscale communication with
the Dentist, the highest level of satisfac-
tion was observed in the oldest age group
(2.70+£0.34); in patients with elementary
education level (2.76+0.31); in pensioners
(2.76+0.30); in Dentist changing patients
(2.71£0.32). Significant differences in this
subscale were found in subgroups accord-
ing to education level (P=0.001) and chang-
ing Dentist (P=0.024).

We did not find any significant differ-
ences among subgroups in the subscale
financial aspect of HCQ satisfaction. The
highest level of dissatisfaction in this sub-
scale was observed in the age group 30—49
years (2.77+£0.26); in patients with Univer-
sity education (2.76+£0.31); in pensioners
(2.76+0.23); in patients with a higher extra
payment for healthcare (2.71+0.32); and
in those with long distances to the Dentist
(2.74+0.23).

Women were significantly more satisfied
with HCQ in the subscale time spent with the
Dentist than men (2.89+0.62 and 2.74+0.66,
respectively; P=0.015). The high significant
difference was observed between patients
subgroups according to distance to the Den-
tist: in this subscale, the most dissatisfied
patients were those with a longer distance to
the Dentist (2.28+0.57; P=0.000).

The high significant difference in the sub-
scale access/availability/convenience was

achieved in the variable Dentist changing: the
highest level of satisfaction in this subscale
was declared by patients who had changed
their Dentist in the last year (2.91£0.29 vs.
2.71+0.25; P=0.000).

The overall HCQ satisfaction assessment
suggested significant differences within sub-
groups according to gender (P=0.022); ed-
ucation level (P=0.029); changing Dentist
(P=0.000). Higher levels of overall dissatis-
faction were declared by men (2.67+0.20);
the youngest age group (2.68+0.19); patients
with university education (2.65+0.25); un-
employed subjects (2.64+0.15); patients
who had not changed their Dentist within
the last year (2.67+0.20); those with long
distances to the Dentist (2.61%0.20).

Discussion

General patient satisfaction is subjec-
tive, because patients do not take into ac-
count the appropriateness and results of
therapy(6). The mean general satisfaction in
our study was lower than reported by Chan-
der et al.(7), Holikatti et al.(8). This can be
partly explained by the fact that the studies
mentioned above dealt with different patient
samples and used the short-form question-
naire PSQ-18 (only 3 general satisfaction
questions); whereas in our study the long-
form questionnaire PSQ III (6 general satis-
faction questions) was used.

An average score of patient satisfaction
in the subscale technical quality is in our
study nearly the same as in the study by
Holikatti et al.(8); the highest level of sat-
isfaction was declared by Dentist changing
patients and patients who commute long
distance to their Dentist. Technical quality
is based upon objective criteria; satisfaction
is subjective. Satisfaction reflects both the
patient’s subjective assessment of quality
of care and expectations for it. Edlund et
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al.(9) confirmed the appropriate technical
quality of healthcare leading to greater pa-
tient satisfaction. However, many aspects of
technical quality of healthcare should not be
evaluated by patients. Dentists who provide
a high level of technical quality might not
be highly rated by patients(10). Dentists in
small towns and villages in Slovakia usually
lack higher standard equipment such as pan-
oramic X-ray devices, and this fact forces
patients to commute long distances to a cen-
ter with the required medical equipment.

The quality of communication between
Dentists and patients is a multidimensional
concept that includes medical technology,
psychosocial aspects and interaction(11).
Proper communication skills have often
been neglected in medical education in the
EU as well as in the USA(12). An import-
ant feature of communication processes
is the fact that they can convey messages
through multiple layers of verbal and non-
verbal communication, and may indirectly
facilitate the analysis of healthcare(13). Our
study showed far lower rate in the subscale
communication compared with Jagadee-
san’s study who reported the mean score in
ophthalmological patients in this subscale
4.46(14). We found the highest mean scores
in the subscale communication among pen-
sioners  as well as among patients with
elementary education level (deemed to be
of less frequent users of the Internet). Cur-
rent knowledge about Internet users seems
to be limited concerning the number and
demographic profile of people acquaint-
ed with this medium(15). Currently, when
communicating with a Dentist, the Internet
is the preferred medium. A direct link be-
tween Internet use and HCQ rates is con-
firmed by Esmaeilzadeh ef al.(16). Errors
in communication between healthcare pro-
fessionals and patients can lead to medical
errors which have unintended consequences
for a patient’s condition(17). The approach

concentrated on communication between
health-care professionals and patients is
considered a valuable strategy in creating
relationships with patients, and is consid-
ered a key aspect of HCQ improvement(18).

Health cost must be included in eco-
nomic calculations of all sectors and at all
levels of governance. Some answers in this
subscale could be skewed because the kind
of medical examination was not taken into
account. HCQ in this subscale was assessed
as poor when compared with studies by
Nordyk et al. (19), Ziaei et al.(20). How-
ever, patient mean age in Nordyk's study
was higher than in our study. In general,
satisfaction appears to be higher in older pa-
tients(21). This fact was partly confirmed by
our study, too.

Patient satisfaction found in the subscale
time spent with Dentist was lower than in
studies by Ziaei et al.(20), Chander et al.(7),
Holikatti et al.(8). However, in our sample
patients declared the highest level of satis-
faction right in this subscale. Dentist should
not only be focused on finishing the treat-
ment as fast as possible just to minimize the
waiting time, but also should concentrate on
explaining the treatment as well as the treat-
ment options, to patient’s satisfaction(22).

Access to health services is a prerequi-
site for a high HCQ. Simultaneously, access
to health-care services is considered as one
of the cornerstones of the HCQ, and an im-
portant strategy for providing healthcare for
all. Healthcare should be available without
restrictions to every citizen near the place
where he/she lives.

Conclusion

In conclusion, patient satisfaction is
a complex issue with various influencing
factors. Overall satisfaction with the dental
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service was observed to be varied across de-
mographic groups: men; youngest patients;
unemployed; patients with University edu-
cation were least satisfied.

Our result suggests a series of recom-

mendations:

e C(Create training programs for Dentists
to can improve their communication
skills.

e Promote the development of a team
that will support the implementation
of changes in the HCQ at the national
level. This approach would be based
on the knowledge of HCQ Theory
and would strive to achieve positive
changes in healthcare facilities as
well.

e Introduce mentorship (i.e. the way
employees are managed) as an addi-
tional tool for HCQ improvement.
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Abstract:
Objective: Disc herniation affects a person in all aspects of life, phys-
ically, mentally and socially. In performing activities of daily living
movement is limited; patients are often dependent on the help of others;
the thinking and behavior of the patient are changing. At least one year
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after intervertebral discs surgery the overall assessment of the percep-
tion of quality of life should be change.

Design: We sought to ascertain the perception of quality in daily activ-
ities of life in areas of bio - psycho - social needs after disc herniation
surgery.

Results: For diagnostic purposes evaluating the quality of life of pa-
tients after disc herniation surgery we used the questionnaire SF 36
(36-Item Heath Survey Short Form 36 Health Subject Questionnaire).
Respondents were patients after disc herniation surgery n = 86 from
neurosurgery clinics in Slovakia, n = 86.

Conclusions: We can state that for patients after disc herniation sur-
gery quality of life only slightly improved: with restricted movement in
the damaged area; problems with lifting heavy objects; persistent back
pain. Our study of n = 86 respondents showed that: In our study n = 86
respondents showed that 84% of respondents stated that despite suc-
cessful disc herniation surgery their normal daily activities are causing
problems. 95% report that they still experience difficulties in carrying
out daily activities and 33% of patients still suffer from severe pain
preventing them from doing normal activities. We found that 68% of
respondents indicate that their normal daily activities cause problems
because of their lingering emotional conditions, including anxiety, fear,
depression and other conditions. Negative feelings such as anxiety, de-
pression, sadness, exhaustion, fatigue was confirmed by 52% of pa-
tients. Although nearly half, 48% do experience a positive emotional
condition. Conversations with respondents reveal that the social sup-
port and social contacts after spinal surgery are still rated relatively
restrictive in intensity and frequency. The most effective social support
respondents receive is from their families who often insure that rehabil-
itation and other services continue to be available.

Introduction

In the last two decades, the concept of
the quality of life is thought to apply more
to the individual, not so much on economic
or social conditions. It has become the ma-
jor research of the quality of life associated
with healthy subjects (HRQOL = Health-Re-
lated-Quality of Life) (Chisholm, Healey,
Knapp 1997; Draper, J 2005). Health Re-
lated Quality of Life — HRQOL - thus the
quality of life that is affected by health in-
volves subjective perception of health for an
individual, but also the perception of vital
functions in health including physical and
emotional spheres (Lebow et al. 2012).

WHO defines health as a state of com-
plete physical, mental emotional and social
well-being, not just the absence of disease.
This definition implies that the measure-
ment of health status and effects of the pro-
vision of healthcare must include not only
the severity of the disease, but also an esti-
mate of well-being. And, it is an estimate of
well-being as it relates to an assessment of
measuring actual quality of life. According
to the WHO, this quality is considered to be
a situation that is perceived individually by
a certain culture; the system of value in re-
lation to expectations; interests; evaluation
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criteria. Also, it is influenced by individual
mental health; social relationships; phys-
ical health; degree of independence (Dz-
uka,2004). Gurkova, 2011 defines this is
primarily a subjective feeling of well-being
that include physical, mental, emotional, so-
cial and spiritual dimension:

Degeneration of intervertebral discs is
associated with a sedentary work, total phys-
ical activity, turning, lifting, stretching, vi-
bration while driving, improper posture and
bad formula at work. So poor work factors
increase the burden and stress that is placed
on the back (Hakkinen et al., 2005 Kagaya
et.al 2005 Heider et.al. 2007). Information
on working conditions report that 30% of
employed workers in Europe suffer from
back pain which belongs at the top of the list
of work-related disabilities. Other studies re-
port increases in a variety of injuries includ-
ing back injuries related to manual work and
lifting heavy loads. Trouble-free life with
no restrictions are causing sudden instant
discomfort and the feeling of strong pain. It
starts the cycle of neurology; neurosurgery;
rehabilitation; examinations; difficulties in
walking; dependency on others. Frustration
occurs with chaos in the head, fear, anxiety,
restrictions in daily activities of living.

Design: For diagnosis mapping of qual-
ity of life after disc herniation surgery we
used questionnaire SF 36 - Short Form 36
Health Subject Questionnaire (SF-36) by
Ware and Sherbourne (1992).

Results: In research participation n = 86
respondents (38% women and 62% men).
The age limit of the respondents ranged
from 18 to 61 and above. The largest sam-
ple consisted of respondents aged 31-50
years which was 64%. The research sample
consisted of patients at least one year after
surgery on intervertebral discs in the neuro-
surgery clinic of a Hospital in Slovakia.

Methods

For diagnosis mapping quality of life
after surgery of disc herniation we used
questionnaire SF 36 (Short Form 36 Health
Subject Questionnaire) questionnaire Short
Form 36 (SF-36) Ware and Sherbourne
(1992. The questionnaire contains 36 ques-
tions focused on the last four weeks, divided
into 8 dimensions. For each dimension there
can be a T - score between 0-100, which ex-
presses the degree of health and the affect
on normal patient activities, where zero cor-
responds to a lower health status and 100
to the best health status. Dimensions are:
objective physical functions (PF), social
functions (SF), limitations in physical roles
(RP), the limitations in emotional roles
(RE), managing emotions and subjective
well-being (MH), vitality (VT), pain (BP),
subjective assessment of the health (GH),
perceived health change (CH). In addition
to basic dimensions questionnaire allows
the evaluation of summary dimensions:
perceived physical health (SPH), perceived
mental health (SMH), perceived health sta-
tus (PHS). We used the Chi- square test for
the comparison of qualitative variables find-
ing the frequency of occurrence.

Results

Basedonstatisticalanalysis, wepresentthe
data obtained in the individual components of
the SF 36, comparing gender to physical ac-
tivity, mental, emotional and social activity.
The achieved result p = 8.271 * 10-5 is sig-
nificantly smaller than the level of 0.05. In
general, this means the health of patients
negatively affects normal daily activities.
When compared to women, even though not
an equal number of respondents women to
men, we found that men suffer more with
physical limitations than do women.

The achieved level of statistical signifi-
cance is less than 0.05. The results show that
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in the last four weeks men had at least one of
the named problems (e.g. reducing the time
to work or take other action; reducing cer-
tain types of tasks or activities; expending
more effort to carry out the work or activi-
ties) compared with women who have these
common activities better managed.

On the basis of statistical indicators, we
concluded that to physically improve the
quality of life for women after disc herni-
ation surgery, they must be able to perform
activities of daily living better than men
after disc herniation surgery. On the basis
of statistical indicators, we concluded that
after disc herniation surgery women emo-
tionally feel less nervousness, sadness or
tension than men. After disc herniation sur-
gery, women did not have to restrict meet-
ings with friends or have restrictions on the
conduct of social activities. The achieved
level of statistical significance is greater
than 0.05. This means that the men greatly
hinder their emotional health problems in
social life.

Discussion

In there research, Laxton W. and G. Per-
rin R. (2003) and D. Heider (2007) reported
that pain and mobility problems associated
with disease reduces abilities to be produc-
tive at home and at work. Generally, during
the day, the patient’s condition negatively af-
fects normal daily activities. We agree with
these authors. Results obtained show that
due to their post-surgery mode, the majority
of patients after surgery depend respectively
on others as well as family members. They
need help whether dressing, bathing and
other daily living activities that have man-
aged in the full health without help. Pain in
even moderate activities limited up to 71%
of patients; 50% reaching; 64% bathing
and dressing; walking up the stairs make
problems for the majority of respondents.

In our survey, we found that most patients
report needing extra time to carry out nor-
mal activities and expending more effort
and energy to carry out normal activities. In
their studies, several authors (Hakkinen et
al. 2005 Schneider, et.al. 2007), as we also
have identified. report persistence of pain
even 12 months after surgery. When com-
paring between men and women, we found
the perception of quality of life for women
has improved after disc herniation surgery
and they are physically able to perform ac-
tivities of daily living better than men after
similar disc herniation surgery.

Evaluating the results of the psycholog-
ical field four weeks after surgery 52% of
respondents complained of fatigue; 40%
of depression and sadness; 58% at patients
experienced nervousness. Compared with
research, authored by Lebow (2012), which
compared negative emotional states after
surgery, he found that with decreasing pain
intensity decreased feelings of anxiety and
depression. Rehabilitation can fully im-
prove mental status with the disappearance
of pain. Also, in the research, conducted
by Heider (2007) it concluded that in most
of the patients their emotional feelings are
related to the intensity of their pain. The
researchers found an increased incidence
of depression, anxiety, dissatisfaction with
financial situation, reflected in family rela-
tionships. Laxton and Perrin (2003) found
in their research that patients suffering from
anxiety have a reduced incentive to rehabil-
itation and post-surgery results are worse.
On the other hand, the psychological aspect
is closely linked with the social and physical
aspects, so if patients feel less pain and cope
better with every day care for themselves
their social viewpoint will not be limiting;
their everyday mental attitude will offer
a better way to get rid of unpleasant emo-
tional feelings. Our research tells us that the
pain in men after surgery prevented quite
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a lot of routine work compared to women.
In the last four weeks, in comparison with
men, women did not feel their emotional
problems in normal daily activities; as well,
women did not feel negative emotional ex-
pressions related to anxiety, depression, sad-
ness, exhaustion and fatigue as much as for
men. After disc herniation surgery, women
emotionally feel less nervousness, sadness
and tension than men.

From the perspective of the respondents
after spine surgery, the intensity and fre-
quency social support and social contacts
are rated as relatively restrictive. The biggest
social support respondents receive is from
their family and this is often also backed by
rehabilitation and other available services.
In Germany, compared with the research
sample (Heider, 2007), which divided the
patients into a groups of singles and those
in partnership, they found that in social re-
lations, singles need increased support as
they have more difficulties to deal with dis-
eases compared with patients who have the
support of people close by. Other research
(Laxon and Perrin, 2003) showed that with
post-surgery complications after disc hernia-
tion spinal surgery, there was a lack of social
support from family relationships due to the
inconvenience as well as increased nervous-
ness and than in patients who didn’t have
complications. They predicted that with in-
creased of social support to them it will fa-
cilitate patient’s quality of life after of spinal
surgery. To some extent, this was also con-
firmed, especially among people who had
their loved one close. In our survey, despite
health and emotional problems after disc
herniation surgery, women manage their re-
covery better nor does it prevent them build-
ing social contacts and social life more eas-
ily than men. We can say that the quality of
life for patients after disc herniation surgery
only slightly improved and that restricted
movement in the damaged area, problems

with lifting, and back pain remain. This is
also in accordance with previous research
presented in patients of both genders. There-
fore, it would be appropriate to focus future
research on the possibilities of preventive
measures in relation to disc herniation.
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Abstract:
This paper highlights the importance of kidney transplants with regard
to cost and quality. Kidney transplants provide higher quality of life,
freedom, and cost savings for patients compared with dialysis. The cost
savings for health systems are also significant. In comparison to Austria
and Hungary, Slovakia has the fewest kidney transplants per million
population. This paper presents the value of prevention of end-stage
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renal disease; donor education; increased living donor participation;
decreased waitlist time. Throughout the entire European Union, The
Netherlands has the highest number of living donor kidney transplants
per million population. The Netherlands puts priority on living donors
rather than deceased donors and actively approaches potential donors.
An increase in the use of best practices in kidney transplants will pres-
ent Slovakia and other countries in the region with better value health-
care management options.

Introduction

Currently, 2% of the healthcare budget
in Europe goes towards kidney failure, and
the percentage is only expected to increase
within the coming years (Kofler, 2012). Due
to unhealthy diets and physical inactivity,
the most common cause of end-stage renal
disease is diabetes. At this time, there are
about 60 million people in Europe with di-
abetes (World Health Organization, 2016).
Individuals with end-stage renal disease
can either choose to do a lifetime of dialy-
sis or receive a kidney transplant. A kidney
transplant is a surgical procedure in which
a healthy kidney (whether from a living
or deceased donor) is placed into a person
whose kidneys no longer function prop-
erly. Compared to dialysis, kidney trans-
plants significantly improve patient health
outcomes; provide a higher quality of life;
result in greater freedom for patients. In ad-
dition, receiving a kidney transplant saves
patients about 17,000 euros per year versus
dialysis.

Methods

Through a literature search and a discus-
sion of the main findings with local experts
during a visit to Slovakia, we compared the
number of kidney transplants per million
population (from both living and deceased
donors) in the Slovak Republic versus the
number in Hungary and Austria. Historical
data was gathered and additional insights
from healthcare professionals while travel-
ing in Slovakia helped to refine our initial

search. With this information, we draw con-
clusions from the data and provide sugges-
tions for opportunities for improvement.

Results

Historically, Austria has had the highest
number of kidney transplants per million
population (for both living and deceased
donors) followed by Hungary and then Slo-
vakia. All countries have low living donor
numbers compared to donations from the
deceased. As can be seen in Figure 1 below,
in the year 2013, Austria had 421 transplants
per million population, Hungary had 291
and Slovakia had 119 kidney transplants per
million population. When comparing these
three countries to a poorer country such as
Slovenia and a richer country like The Neth-
erlands, there was more of a range in the
number of transplants. The Netherlands has
the highest number of kidney transplants
with 954 and Slovenia had the lowest at 60
kidney transplants per million population
(European Commission, 2014).

Discussion

In Slovakia, the National Transplant Or-
ganization (NTO) organizes and coordinates
donations and transplantations. The Nation-
al Transplant Organization was created in
2013 by the Ministry of Health in the Slo-
vak Republic (Accord, 2016). The First Ca-
daveric Kidney Transplantation in the Slo-
vak Republic was performed in June 1972
at the Department of Urology at the Dérer’s
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Hospital in Bratislava. There are four trans-
plant centers in Slovakia and they are located
in Bratislava, Banska Bystrica, Martin, and
Kosice. In Slovakia, the removal of kidneys
is free and donors must be fully informed
and consented. In order to be a living donor,
you must be an adult blood relative, partner,
or friend. They must have two healthy kid-
neys, and a similar blood type to the patient
(National Transplant Organization, 2016).
In addition, the donor must have a negative
cross-match and absence of disease. Pa-
tients who receive a kidney transplant from
a living donor have better kidney function
start and longer kidney survival. There is no
registry for people willing to donate. In Slo-
vakia, there is only a registry for refusal of
donation of organs, tissues, and cells after
death. Slovakia believes that it is a right to
be able to refuse organ donation. If refusing
to donate, one must fill out a form and send
it to the National Transplant Organization.

In Slovakia, there is an average wait of
three years for a kidney transplant. There
is a 93% survival rate one year following
transplantation. There needs to be contin-
uous follow-up after surgery and access to
healthcare and social care. There are no rules
concerning medical treatment after trans-
plantation. One example of important rules
that should be considered is that the patient’s
country of residence should not change after
the transplant or during the treatment. Ac-
cording to Prihodova, (2014) the first three
months after transplantation are considered
to be the most problematic period. During
this time, there is an increased rate of mor-
bidity and mortality. Adherence to medica-
tion and proper follow-up care is essential
to the success of a transplant.

The Eurotransplant Organization (ET)
currently provides transplant coordina-
tion services in eight countries including
Austria and Hungary. ET also services The

Netherlands, Belgium, Croatia, Germany,
Luxembourg, and Slovenia. The first kidney
transplant in Vienna, Austria was in 1965
(Margreiter R, Miihlbacher F. 2014). Cur-
rently, Austria has four transplant centers.
The cost for a kidney transplant in Austria is
€17,200 for the first 24 months and €12,900
from the 25" month and beyond. In contrast,
dialysis costs a patient in Austria €43,600
the first 1-24 months and €40,600 from the
25" month and beyond (Haller M., Gutjahr
G., Harnoncourt F., Kramar R., Oberbauer
R. 2010). Living donors account for only
15% of donors in Austria.

The first kidney transplant in Hunga-
ry was in 1962 in Szeged (Asztalos et al.
2013). There are five transplant centers in
Hungary. Austria, Hungary, and Slovakia
all have presumed consent for donations by
deceased donors. The ET support donations
from deceased donors. As shown in Figure
1, of the countries included in this study and
members of the ET, Austria has historical-
ly had the highest number of kidney trans-
plants per million population (from both
living and deceased donors), followed by
Hungary. Slovakia has a lower number, and
since it is not a current member of the ET,
they do not provide specific information in
their reports. All countries have low living
donor numbers in comparison to donations
from deceased donors. In 2013, Austria
had 421 transplants per million population.
Hungary had 291 and Slovakia had 119 kid-
ney transplants per million population.

While traveling to Slovakia, there was
a scheduled opportunity to present this re-
search at the University of Trnava. Most of
the students in attendance did not realize the
topic of kidney transplantations was such
an important issue for their country. Un-
fortunately, accessing articles in English on
kidney transplants in Slovakia is difficult.
The data found for transplants in Slovakia
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was not as up-to-date as other countries
within the European Union. Some articles
and references were found on the research
conducted recently by Dr. Lucia Prihodova
on kidney transplantations in Kosice, Slo-
vakia. The authors made some unsuccessful
attempts to contact her and schedule a pos-
sible conference or on-site meeting during
the study abroad trip to Slovakia to learn
more about her research and obtain addi-
tional information about transplants and her
perspective of this topic.

Conclusion

Compared to Austria and Hungary, Slo-
vakia has continually had the fewest kidney
transplants per million population. In order
to increase numbers of kidney transplants,
Slovakia must address difficulties; exchange
best practices with other countries; create an
action plan (Conklin, 2008). The action plan
may include engaging in more donor educa-
tion; increasing living donor participation;
decreasing waitlist times; providing routine
pre-transplant counseling; follow-up care.
Donor education is the most effective meth-
od to increase the number of transplants.
Education on the criteria for donation will
increase the number of living donors and
waitlist time will then decrease.

Throughout the entire European Union,
The Netherlands has the highest number
of living donor kidney transplants 954 per
million population. Unlike other countries,
The Netherlands puts priority on living do-
nors rather than deceased donors, and the
nephrologists actively approach potential
donors within the patient’s family. In ad-
dition, The Netherlands only puts patients
on the waitlist for donation if a suitable liv-
ing donor cannot be identified. They also
increased their number of transplant donor
coordinators. Thus, pre-and post-transplant
patient care has become more coordinated.

Slovakia should examine the best practices
of other countries, including The Nether-
lands, to increase their number of kidney
transplants. Furthermore, joining the ET
could help Slovakia to increase the number
of transplants as well as better coordinate
transplant patient care. Donor education is
essential for individuals to understand the
risks and benefits of transplantation. In-
creasing the number of kidney transplants
could help control healthcare spending on
dialysis and improve the quality of life of
patients with end-stage renal disease.
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Abstract:
Cases of acute air travel events with short mini-review are presented;
commonest acute events are cardiovascular (myocardial infarction,
stroke etc.) and diabetes with complications (hypoglycemia, diabetic
coma etc.). Those are followed by the acute intoxications, allergic reac-
tions and infectious diseases; last group of the diseases being psychiatric
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disorders. Mortality is rather exceptional (1:600 — 600,000 flights/year),
however, emergency landings are common
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Introduction

In air travel the commonest acute events
are cardiovascular (myocardial infarction,
stroke etc.) and diabetes with complications
(hypoglycemia, diabetic coma etc.). These
are followed by acute intoxications, aller-
gic reactions and infectious diseases; last
group of diseases being psychiatric disor-
ders. Mortality is rather exceptional (1:600
— 600,000 flights/year), however, emergen-
cy landings are common.

Case reports

Case 1- Sub-fatal Tachycardia without
acute consequences

A lady, 20 year old model from an inter-
national beauty competition having a BMI<
20, was on a midnight flight from Lisbon to
Bratislava (5 hours 05 minutes). During din-
ner she had a regular coca cola, coffee and
on board 0.5 — 1 liter of coca cola. While
flying over Salzburg she had an extreme
tachycardia with obnubilation and somno-
lence with a heart rate of 150 - 180 min. to
200 - 240 per minute. There was no AED
on board and the oxygen tank was empty
so an incidental doctor used a parasympati-
comemetic maneuver with only very limited
efficacy, decreasing the heart rate 180/min
to avoid emergency landing in Salzburg.
After normal landing in Vienna rescuers at
the gate with equipment applied chemical

cardioversion with beta blocker and digox-
in with success and referred the lady to the
cardiovascular hospital. Acute ECG was
without any other pathology. The patient
also visited another specialized cardiologist
and again, no pathology was found and her
case was diagnosed as “Caffeine induced
supraventricular tachycardia”. Patients with
extremely low BMI shall avoid high vol-
umes of drinks with caffeine, such as coke,
coffee, etc.

Case 2 - Myocardial infarction with
emergency landing

On a Swiss Air flight with 220 passen-
gers from Nairobi to Zurich (overnight
flight) a Myocardial infarction occurred
with devastating consequences to other
passengers. A sudden asystole occurred in
a 60 year old male passenger. Incidentally
present, an Anesthesiologist used AED and
made cardioversion for the patient. As there
was a need for emergency landing, the pi-
lot had not enough time for emptying all the
tanks with gasoline and damaged the plane’s
wheels during the landing in Addis Ababa.
The patient was immediately transported
to Addis University Hospital and survived.
However, the plane was unable to take off
so all the passengers had to wait about 48
hours for another aircraft. One patient had
hysterical paroxysm as he was about to miss
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an important court session in Zurich. After
sedation with benzodiazepines, his state
was improved. This is an example, how
one medical condition can cause significant
economic losses and irreplaceable logistical
consequences for many people.

Case 3 - Food poisoning with emergency
landing

Due to severe turbulence, passenger
flight from Boston to Los Angeles was
forced to make an emergency landing in
Chicago. The turbulence was caused by
20 passengers in First Class, who simulta-
neously, urgently needed to use toilet due
to acute watery diarrhea. The virus was
determined as Norovirus (NW1), in the so
called “seafood platter”, where the shrimps
were contaminated during the preparation
by a cook who was working for an unli-
censed company. Some of passengers were
kept fastened by safety belts to the seats and
asked to defecate in the seat rather than to
group on the one side of the plane. The pilot
appropriately indicated emergency landing
and had enough time to empty the tanks to
minimize damage to the aircraft. Apart of
Norovirus, staphylococcal toxin or ETEC
E. coli or Shigella spp. were considered as
potential causes of the outbreak which for-
tunately did not cause the aircraft to crash,
but ended by safely landing.

Case 4 - Acute alcoholic intoxication with
psychotic attack

A group of 15 football fans boarded
a flight from Kosice to Bratislava (a 40
minute length), with moderate alcohol in-
toxication. Boarding, one of the passengers
attacked the pilot, but the pilot didn’t eject
the passenger from flight nor do a breath-
test. About 20 minutes into the flight, at an
altitude of 5.5km, the passenger suffered
a panic-psychotic event and was trying to

force land the aircraft by opening the emer-
gency exit. The other drunk fans were trying
to assist. In 15 minutes an Emergency Land-
ing was completed at the nearest airport.

Discussion and conclusions

Cardiovascular and cerebrovascular
events are responsible for 50-66% of all
deaths on board flights. The vast majority of
acute emergencies on airplanes are of car-
diovascular origin. In these cases, especially
when MI is present, emergency landing is
always indicated. In case of asystolia, each
aircraft should be equipped with AED (auto-
matic defibrillator) and cardioversion is in-
dicated. Oxygen is also available on aircraft.

Diabetic complications are the second
most common inflight medical events. Hy-
po or hyperglycemia may result to coma
when not treated immediately. Fortunately,
both types of events are preventable with
simple methods. In hypoglycemia, oral
administration of coke or any other sweet-
ened liquid is recommended if the patient is
awake. When in coma, intravenous admin-
istration of glucose (10%) is recommended.
In hyperglycemia, patients are obliged to
carry their insulin devices with them at all
times. Administration of insulin is usually
easy when using pens or pumps.

Other acute emergencies may include
deterioration of psychiatric conditions, such
as panic psychotic attacks, intoxications
with alcohol or food, infectious diseases
and gastrointestinal disturbances all mainly
during long flights.

Medical emergencies occur in approx-
imately lout of 100 flights. In conclusion,
crews always ask if there is a doctor on board
(or any other medical personnel) to seek ac-
tion or advice. However, crews should also
be trained in the basics of first aid, includ-
ing cardiopulmonary resuscitation. There
should always be AED and equipment
for basic first aid on board, at least on big
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aircraft. In some cases, emergency landing
is not required when first aid is quickly de-
livered and the patient is stabilized.
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Introduction

Objectives: To assess the correlation between three diagnostic meth-
ods in tropical malaria: Rapid Diagnostic Test (RDT); Microscopy; and
C-reactive Protein (CRP) in clinically suspected cases of malaria in
HIV positive rural Ugandan population.

Patients and methods: Among 625 cases of clinically suspected ma-
laria, 292 had provided all three types of tests RDT, CRP, plus routine
microscopy (RM). Correlation between RTD and RM and CRP and fe-
ver was tested with t-test in a HIV positive population in the North
Victoria Lake region which is highly endemic for tropical malaria.
Results: Of 74 documented cases, both clinically and in laboratory
(19% of all cases tested by three types of test), 67 had laboratory con-
firmed malaria (both RTD and microscopy positive). There is a strong
correlation between RTD and microscopy (100% sensitivity and 97%
specificity) but not with CRP, when only 47.5% of CRP positive cases
had RTD and microscopically positive malaria.

The authors whose names are listed in the title of the article certify that
they have NO affiliations with or involvement in any organization or
entity with any financial interest (such as honoraria; educational grants;
participation in speakers’ bureaus; membership, employment, consul-
tancies, or other equity interest), or non-financial interest (such as per-
sonal or professional relationships, affiliations, knowledge or beliefs) in
the subject matter or materials discussed in this manuscript.

Consumption of antimalarial treatment
is increasing after artemisin was introduced
as a first line treatment of tropical malaria.
(Molnarova et al. 2016). Due to the limited
resources in the area of Sub-Saharan Afri-
ca (SSA) only parasite based microscopy
(PM) was used in the past. (Mamova et al.
2017) After 2010 also rapid point of care
dynamic tests were introduced. In a cohort
0190,000 patients in Rwanda after introduc-
ing RTD, consumption of antimalarial drugs
decreased 5x such as only 20% of febrile
episodes are confirmed as malaria, the rest
were likely simple RTI. (Molnarova et al.
2016)

In Kenya, Tanzania and Uganda a study
of almost 600 patients was performed on

correlation of febrile episodes due to malar-
ia and CRP positivity and RTD from malar-
ia. (Komlosi et al. 2016) Only 185 patients
had malaria and the positivity of RTD plus
RM and did not correlate with elevated
CRP. Another study in highland Kenya tried
to correlate CRP more than 30 pg/ml and
documentation of malaria with Neurologic
complications. (Szabo et al. 2013) CRP was
found in at least 3 cohorts as a poor predictor
of malarial etiology, when RDT’s demon-
strated 95-99% sensitivity and 93-98% spec-
ificity in comparison to PCR or repeated RM.

The aim of this research note was to assess
the correlation between 3 different diagnos-
tic methods for tropical malaria. Rapid diag-
nostic tests (HRP-RDT), routine microscopy
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(RM) and C-reactive protein (CRP) were
correlated in clinically suspected cases of
malaria in rural Ugandan population.

Patients and Methods

Malaria is hyperendemic in the area of
Victoria Lake in Central Uganda and is
responsible for almost 50% of all febrile
episodes. Due to the availability of arte-
misin-combined therapy (ACT), almost all
cases of febrile episodes receive such ther-
apy. Introduction of RDTs and RM had the
aim to decrease unnecessary drug use in this
area, with population of about 2 -3 million.

Correlation between RDT and RM and
CRP and fever was tested with t-test in pa-
tients presenting with fever between March
2013 and December 2016 in Buikwe, Cen-
tral Uganda.

Results and Discussion

625 patients in total presented in the
OPD with febrile episodes and were clin-
ically suspected as malaria: 292 had pro-
vided RDT, CRP plus routine microscopy
(RM) and 74 had positive microscopy — Out
of these 74 RT positive tests only 66 were
confirmed also by the rapid test 8 RDT were
false negative (almost 11%) All patients
with positive microscopy results were treat-
ed as malaria. All of them received ACT,
nobody died or developed complications.
Of 74 cases (with RM and positivity) only
27 had CRP < 30 pg/ml, 12 had CRP be-
tween 30 and 50, and 35 had CRP > 50 nug/
ml. Similar results were presented in Ugan-
dan, Tanzanian, Kenyan and Rwandan co-
horts, (Molnarova, K. Wolf, S. Tenna, M.
2016) The study had failed to prove CRP
as a diagnostic factor for malaria. (Mamo-
va, A. et al. 2017, Kweka, EJ. et al. 2011,
Komlosi, M. et al. 2017, Szabo, 1. et. al.
2013) Specificity and sensitivity for RDTs
was 99.2% and 99.9% respectively.

There is a statistically significant cor-
relation between RDT and RM, but not with
CRP in the patients presenting with fever to
medical centers. Therefore, CRP should not
be used as a diagnostic method for malaria.
Microscopy should not be considered lon-
ger as the first. line test for malaria; only did
RTD may replace microscopy. If both tests
(RTD, MC — microscopy) negative, bacteri-
al infection is more likely and tropical ma-
laria unlikely. The number of false positive
microscopy in patients with RTD positive
tests was very low.
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