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Few words from the Editor-in-Chief  

 
This journal brings authentic experiences of our social workers, doctors and teachers working 
for the International Scientific Group of Applied Preventive Medicine I-GAP Vienna in 
Austria, where we have been preparing students for the social practise over a number of years. 
Our goal is to create an appropriate studying programme for social workers, a programme 
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 respect client’s 
individuality, value the social work and ethics. They must be attentive to their client’s 
problems and do their best in applying their theoretical knowledge into practice.  
 
It is a challenge to deliver all this to our students. That is also why we have decided to start 
publishing our journal. We prefer to use the term ‘clinical social work’ rather than 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 
individual change within families. What we can agree on, is that our commitment is to help 
people reducing and solving the problems which result from their unfortunate social 
conditions. We believe that it is not only our professional but also ethical responsibility to 
provide therapeutic help to individual and families whose lives have been marked with serious 
social difficulties.  
 
Finding answers and solutions to these problems should be a part of a free and independent 
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.  
 
Michal Oláh 
Peter G. Fedor-Freybergh  
Edition of journal 
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ETHICAL ASPECTS OF SOCIAL WORK WITH ELDERLY PEOPLE 
 

1Jana Gabrielová, 2Martina Hrozenská 
 

1Constantine the Philosopher University in Nitra 
2Department of Social Work and Social Sciences, Slovak Republic 
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Jana Gabrielová  
After completing her university studies in the branch of study social work, she operated in the 
area of social services for elderly people and people with disabilities. Currently, she is an 
internal PhD. student at the Department of Social Work and Social Sciences of the 
Constantine the Philosopher University in Nitra. In her dissertation thesis, she addresses the 
issue of human rights in the field of social work. Her publishing activity also focuses on this 
issue. 
 
Martina Hrozenská 
She has been working at The Department of Social Work and Social Sciences of The Faculty 
of Social Sciences and Health Care in Nitra as professional assistant since 2002. She mainly 
focuses on the field of social gerontology and theory of social work. She is the author of 
several publications with the theme quality of life of the elderly, social work with the elderly 
and textbooks of gerontology for secondary professional schools. She currently addresses 
herself, from the scientific and research point of view, to issues of age disadvantage of the 
elderly and social protection of people suffering from Alzheimer´s disease.  She is a member 
of The Slovak Alzheimer´s Society, The Slovak Gerontology Society and The Slovak 
Psychotherapeutic Society. 
 
ABSTRACT 
 
Social work as a socio-scientific discipline responds to the needs of society and to the 
processes and the changes that characterize it. In the 21st century these also include the 
worldwide phenomenon – demographic ageing. Ageing of the population brings with itself 
new performance requirements of social work. Based on new scientific knowledge and 
practical experience, the social workers` approach to their clients – elderly people has been 
changing, too.  In our contribution we address selected aspects of social work with elderly 
people. 
 
Key words: Ageing of the population. Elderly person. Ethical principles. Social work.  
 
Introduction 
 
Population ageing is one of humanity’s greatest triumphs. It is also one of our greatest 
challenges and places increasing economic and social demands on all countries. Worldwide, 
the proportion of people aged 60 years and over is growing and will continue to grow faster 
than any other age group due to declining fertility and rising longevity. The number of older 
people over 60 years is expected to increase from about 737 million in 2009 to over 2 billion 
in 2050. Chart 1 indicates the situation in the field of ageing of the population in the world 
and in Eastern Europe in 2009 and 2050. 
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Chart 1 Population aged 60 years or over 

Country or area 
Number        

(thousands) 

Percentage of 
total 

population 

Share of 
persons 80 

years or over 

Sex ratio 
(men per 100 
women), 2009 

Life 
expectancy at 
age 60, 2005-

2010 
2009 2050 2009 2050 2009 2050 60+ 80+ Men Women 

World 
 737 275 2 008 

244 11 22 14 20 83 59 18 21 

More developed 
regions 
 

263 905 
416  
055 

21 33 20 29 74 49 20 24 

Less developed 
regions 
 

473 370 
1 592 

188 
8 20 11 17 89 70 17 20 

Least developed 
countries 
 

42 922 185 129 5 11 8 10 85 74 15 17 

Europe  158 
503 

 236 
426 22 34 19 28 70 46 18 23 

Eastern Europe  55 486  80 624 19 34 16 20 58 36 15 20 
Belarus  1 748  2 548 18 35 16 19 52 29 13 19 
Bulgaria  1 824  2 059 24 38 15 22 72 54 16 20 
Czech Republic  2 255  3 547 22 34 16 23 73 44 18 22 
Hungary  2 212  2 952 22 33 17 21 63 42 16 21 
Republic of 
Moldova 

  563   854 16 31 13 16 65 43 14 17 

Poland  7 174  12 175 19 38 17 22 66 43 17 23 
Romania  4 256  6 391 20 37 15 20 72 55 16 20 
Russian 
Federation 

 25 033  36 844 18 32 16 19 52 30 14 19 

Slovakia   933  1 780 17 36 16 21 66 43 17 21 
Ukraine  9 488  11 472 21 33 16 19 55 33 14 19 

Source: Population Ageing and Development, 2009 

Nowadays, ageing of the population is considered a global phenomenon that is affecting and 
will affect the population all around the world. Constant growth of the oldest age groups in 
national populations has a huge impact on social, cultural and economic aspects of social 
development, including lifestyle of families and the overall social climate (Bleha, Vaňo, 
2008).   

In the context of demographic predictions and other important social phenomena (e.g. 
globalization, social exclusion, changes in family structure, its reduction and change of its 
functions, etc.) new dimensions of old age, both as a social and as an individual problem are 
being formed. One of them is formed by expected changes in old age and its aspects 
(Matulayová, 2003). The most important include changes in the structure of old age, 
especially its feminization, singularization, high proportion of people from the oldest age 
groups (Karl, 1993 In Komunitný plán…, 2009). Accordingly, elderly people represent a 
highly differentiated social group due to age stratification, gender, educational, territorial and 
health differences and diversities and other differences. This is closely related to the position 
of elderly people in society and to their social status that is low in elderly people and they are 
attributed negative personal characteristics and competencies (Geist, 1992). 
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These (and many other) changes trigger the need to invest or, in certain cases, to 
fundamentally change the approach of the society (including social workers) to elderly people 
and social consequences of old age – economical, social, health, sociological and 
psychological. 
 
Ethical aspects of social work with elderly people 
 
According to Repková and Brichtová (2009, p. 9) „the concept “elderly person” is an implicit 
legal construct. It is not used in the social field as such in any legal form. Due to its nature it 
indicates the possible presence of handicaps related to older age of the individual, mainly in 
the combination with another disadvantageous factor. However, the older age limit is 
differently set in different legal systems and subsystems and for various purposes, although 
we usually associate it with age exceeding 65 years.” 
Elderly people can be considered citizens in post-productive age (they do not have to be 
gainfully employed) allocated by a statutory. This includes citizens of retirement age who are 
economically active or those who do not work anymore and have specific needs, common 
social experiences and commonly experienced historical facts. (Hrozenská et al., 2008).  

Social work is a multidisciplinary and interdisciplinary scientific discipline (Tokárová, 2003; 
Strieženec, 2001). The concepts of multidisciplinarity and interdisciplinarity indicate that 
social work draws and applies knowledge from its bordering or related sciences – philosophy, 
psychology, sociology, ethics, politics, law, etc. This knowledge is used by social workers 
when working with a specific client and they use it as a base when assessing the client`s 
situation. To perform social work well, the social worker needs to be aware of the legislation 
in the social field. They should know if they follow the law when dealing with their clients, 
they have to know what services the clients are eligible for, they should apply the methods of 
social work properly, and they should also be particular about respecting the clients´ human 
rights and following ethical principles. In our contribution, we will mainly focus on the 
ethical aspect of social work with elderly people. 

Ethics is an integral part of social work. Ethical awareness is a fundamental part of the 
professional practice of social workers. Their ability and commitment to act ethically is an 
essential aspect of the quality of the service offered to those who use social work services 
(Ethics in Social Work, 2004).  

Ethical principles of social work are included in codes of ethics of social workers (The ethical 
code of social workers in the Slovak republic, The international code of ethics for social 
workers). In our contribution, we draw from the ethical principles of social work stated in the 
above-mentioned codes and we apply them to social work with elderly people. 

Human rights and human dignity – social workers should promote and protect physical, 
psychological, emotional and spiritual integrity and well-being of everyone. This means to 
respect the right to self-determination, encourage participation, treatment of a person as a 
whole and to indentify and to develop the strengths (Ethics in Social Work, 2004). 

Promotion and protection of human rights create conditions to respect human dignity; their 
violation can lead to destruction of the awareness of personal worthiness and dignity. 
Application of the ethical principle of respect to human dignity when working with an elderly 
person requires a definition of social macro- and micro-social conditions of its 
implementation, specification of the specific content of the concept of dignity and 
determination of criteria that guarantee the application of this principle in practice. This 
determination can be positive – how to act with respect to a person and his/her dignity or 
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negative – what to avoid in relation to the client, what behaviour or action is morally 
undesirable or unacceptable (Nemčeková, 2008). 

Social justice – social workers are responsible for promoting social justice in relation to 
society in general as well as to people they work with. This means to face negative 
discrimination based on such characteristics as abilities, age, culture, gender or sex, marital 
status, socio-economic status, political views, skin colour, racial or other physical 
characteristics, sexual orientation or spiritual beliefs, to recognize diversity, to distribute 
fairly, to face unfair politics and practices and to work solidarily (Ethics in Social Work, 
2004). 

Autonomy – i.e. respecting the client as an individual, self-sufficient, independent personality. 
Respect to their free decision to provide personal (discrete) information, to accept proposed 
procedures and measures when saturating the social problem. It also is perception and respect 
to the client´s responsibility for his/her own decisions, behaviour and attitudes (Žilová, 2000). 
An elderly person´s autonomy is often compromised as a result of biological, psychological or 
social changes that may lead to a reduced ability of the individual to manage their living 
situation, to decide freely, to choose interventions, methods, help and thus to be autonomous  
(Hrozenská et al., 2009). 

Their limited or reduced ability to decide passes to social workers who on one hand determine 
the way and the methods of work and on the other hand they lead the client, within his/her 
possibilities, to maximize their independence. Social worker in a social service facility must 
not abuse status of the client who is currently dependent on his/her care to decide on his/her 
future without his/her knowledge or against his/her will. It is important to encourage the 
client´s independence even in a situation like this (Varhaníková, 2009). 

Discreetness – means to maintain confidential information secret, in social work it means 
secrecy of the social worker on facts, client´s behaviour, testimonies and circumstances that 
he/she must not talk about. The usage of these data is not always clearly set by a specific 
regulation; therefore, it is appropriate to respect the principle that it is possible to provide 
information about the client to other (organizations, institutions, people) only with the client´s 
consent (Žilová, 2000). Since the social worker has access to personal information and 
medical records of an elderly person it is necessary not only to maintain confidentiality of the 
established facts but also to ensure the saving of the documents. 

Respect – is a moral value that is expresses trough justice and equality to all client regardless 
of their mental, physical, racial, religious and other differences. We also express respect 
trough decency, politeness, tact and considerateness towards clients (Žilová, 2000). 
Particularly elderly people belong to the target group of social work which requires respectful 
behaviour. During their lives, they have been in different positions, have gained experiences 
and therefore they expect that people, especially staff in helping professions, will treat them 
civilly and with respect.  

Responsibility – is a category of ethics that characterizes the relationship of the individual to 
society according to how he carries out the moral demands that are placed on him/her. An 
expression of responsibility is e.g. to keep promises, agreements, etc. It is a responsible 
approach of the social worker to his/her work, provision of adequate and the most suitable 
services to the client in the required extent, quality and in specified time. It also is the quality 
of the social worker´s approach to the material values of the facility (institution, organization) 
in which he/she provides social work (Žilová, 2000).  

Efficiency and usefulness – it is difficult to guarantee that the client´s situation will improve 
but the social worker should inform him/her about the results and he/she should use new 
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methods of work that could be more effective in this case. The social worker´s aim is to help 
the client so that he/she would be able to solve their problems on their own (Matoušek, 2003). 
Nowadays, the there is a very popular method of work with elderly people the so called 
validation therapy. The aim of this method is to solve outstanding past issues, to cope with the 
lived life and to reduce stress caused by life losses, to achieve satisfaction and to return the 
feeling of their own identity to the people (Haškovcová, 2010). When working with elderly 
people, social workers use different activation therapies: music therapy, ergotherapy, art 
therapy, zootherapy (canistherapy, feline therapy) and dance therapy. 
 
Conclusion 
 
Ethical principles are crucial to the helping professions including social work. The 
performance of social work is connected to ethical principles, such as human rights and 
human dignity, social justice, respect, responsibility, utility, discreetness, autonomy, etc. The 
current social work with elderly people is unthinkable without ethical principles. 
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ABSTRACT 
 
Occurrence of dementia in older people aged 65 years and older has become a problem of the 
present. Occurrence of dementia increases proportionally with age. It has been estimated that 
about 5-10% older people suffer from dementia, and occurrence of the disease increases from 
0.4% in the age of 60 years to 40% in the age over 90 years (Krajčík, 2009, p. 99). In 
Slovakia, the number of the affected by the Alzheimer´s disease has been estimated up to 50 
thousand people. About 100 thousand family members, relatives, and significant others who 
need professional assistance and support take care of the affected people (Humanita, 
Alzheimerova choroba, 2009, p. 2). The social workers1 have the place and space in work 
with those clients. In the paper we present their roles.  
 
Key words: Social Work. Dementia. Alzheimer´s  disease. Professional assistance.  
 
Introduction 
 
Dementia is a label for a syndrome whose most significant manifestation is the decrease of the 
complex of the cognitive functions, especially intelligence and memory. Dementia causes the 
loss of the developed intellectual functions. The most frequent cause of dementia is the 
Alzheimer´s disease2. There are three basic theories of the development of the Alzheimer´s 
disease. The oldest – cholinergic hypothesis proposes that the Alzheimer´s disease is the 
result of reduced synthesis of the neurotransmitter acetylcholine. According to the amyloid 
hypothesis, the cause of the Alzheimer´s disease is the accumulation of the protein of beta-
amyloid in the brain, which causes destruction of the neurons. This process results in 
formation of plaques. The tau hypothesis suggests that the abnormal (hyperphosphorylated) 
tau protein causes the disease as a result of the functional defect inside the nerve cell bodies, 
and the disintegration and collapse of the microtubular neurons transport system. According 
to the tau hypothesis, the process of formation of tangles is primary. The causes of the 
Alzheimer´s disease progress are not exactly known so far (Alzheimerova choroba, 2011). 
 
The incidence of dementia increases proportionally with age; the incidence of dementia in 
population of people aged 75 years has been estimated at 15%, and in population of older 
people aged 80 years the incidence increases to 20-40% (Topinková, 2005). It has been 
estimated that 5-10% of older people suffer from dementia, and the occurrence increases from 
                                                           
1 The terms a social worker, a special pedagogue and other professional workers refer to both males and females.  
2 The German psychiatrist A. Alzheimer started to work in the city mental asylum in Frankfurt am Main in 1888. 
In his patient Auguste D., he found strange behavioural symptoms that significantly limited her ability of logical 
thinking and memory. Then he described aphasia, disorientation, unexpected behaviours, acoustic hallucinations, 
and significant decrease of psychosocial abilities. After her death he started to examine the neuropathological 
aspects of her disease, and published all this case in 1906 (Cetlová, 2010, p. 35). 
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0.4% in the age of 60 years to 40% in the age over 90 years (Krajčík, 2009; p. 99). In 
Slovakia, the number of the affected by the Alzheimer´s disease has been estimated up to 50 
thousand people. About 100 thousand family members, relatives, and significant others who 
need professional assistance and support take care of the affected people (Čo je Alzheimerova 
choroba, 2010). 
The statistics suggest that approximately 1% of citizens of the developed countries suffer 
from this disease. The statistics also present that the overall ratio of older people will increase 
from the present 10% to 21% by 2050, which will result in the increased number of people 
affected by the Alzheimer´s disease and dementia in families and also of the clients with this 
disease in the social services and health care institutions. In this syndrome, other mental 
functions are affected to some extent and the whole personality is gradually degenerated. 
Dementia develops on the basis of the organic impairment of the central nervous system 
(CNS); the prognosis depends on the type and severity of the basic disease that caused this 
disease. 
The epidemiologic studies show that mental activities reduce the risk for dementia. This effect 
was proved also in the experimental animals. Moreover, the beneficial effects of the 
environment rich in stimuli were found in the histological examination of the brain in the 
experimental animals (Young, Lawlor, Leone, et al, 1999).   
 
The disease is highly destructive. In the first phase, dementia is barely noticeable. The eyes 
are clear and open, the mind is clear, and the patients walk and move as usually.  In the final 
phase of the disease, the persons are dependent on others in all their needs and they forget 
everything they have once learned. In this stage, they only perceive the atmosphere in their 
environment and they meet only their most basic needs (Buijssen, 2006). 
At the beginning, confusion occurs, and then it is followed by the impaired orientation in 
space, wandering, and impaired logical thinking (Mahrová, Venglářová, 2008, p. 71). In the 
later stage of the Alzheimer´s disease, the social consequences are extensive. The affected 
persons stop walking, or performing the basic activities, and become incontinent. The short-
term and long-term memories gradually decrease. Mutism (the loss of verbal communication) 
can occur. Swallowing can worsen; artificial nutrition is necessary. The changes in 
personality and mood occur, e.g. the patients suffer from delusions, they talk with the 
imaginary friends, suffer from anxiety, inability to make decisions, etc. The risk for 
complications including malnutrition, dehydration, infectious diseases especially pneumonia 
and bedsores increases. The patients are completely dependent on assistance from other 
physical persons.  
 
The scope of professional action is open for healthcare professionals as well as for other, so-
called helping workers including social workers, special pedagogues, social pedagogues, 
psychologists, and others.  
The centre of social pedagogy lies in the theory of education and educational programmes for 
children and youth in school facilities. Therapeutic pedagogy emphasises the medical and 
psychological aspects of life of the individuals, the developmental and problem diagnosis, the 
therapeutic and educational activities and programmes for the individuals in each age group. 
In therapeutic pedagogy, the therapeutic and educational assistance focuses on promotion of 
development, and restoration of psychosocial health of the person in difficult life situations. 
Therapeutic pedagogy belongs to general and special pedagogy, and the marginal medical, 
psychological and social sciences. It focuses on the therapeutic and educational assistance for 
the individuals who are not able to lead an adequate way of life because of their disability, 
disease or their consequences. They promote the competences of the individuals to be 
oriented, make decisions, develop relationships, communicate, find the meaning, receive and 
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apply the values. It is carried out through the activities and programmes with the therapeutic 
and educational use of the developing creative, self-applying and self-care activities. 
Individual education, psychosocial rehabilitation, crisis intervention, and accompanying are 
included. Special pedagogy has its own place in the modern society and care for the 
handicapped individuals in each age. The significance increases with the social need of the 
professionals in the area of early diagnosis, prevention and therapy of the disorders, as well as 
the need of the complex and community rehabilitation and counselling. Special pedagogy 
focuses especially on education of the handicapped children and youth. The emphasis in 
preparation and education of the students in this discipline is paid to the professional, practical 
and personal preparation in the individual therapeutic and educational disciplines. Social work 
focuses on social pathology, problem situations and forms of assistance – social management, 
outreach work, counselling, assistance in realisation of social needs and roles (Opis 1.1.7 
Liečebná pedagogika). 
Social work (3.1.14) as a study field is the part of the system of study fields in the group 3 
Social, Economic and Legal Sciences, in the subgroup 3.1 Social and Behavioural Sciences. 
Social work is the part of the social needs that are up-to-date in the development of the 
tertiary sphere of social life. The professional who implements social work is the social 
worker. After finishing the studies, the social workers as the professional workers know the 
fundamentals of the theory and practice of social work, and they have knowledge on the tasks 
of the state administration, local authorities and non-state subjects of social policy. They are 
prepared to perform the social and administrative activities, social and legal counselling of the 
first contact, social diagnosis and prognosis, social prevention, social and legal protection and 
screening, and other forms of social assistance (e.g. crisis intervention, outreach work, 
resocialization, negotiation and representing the clients, assistance for the clients in material 
and social deprivation, etc.). 
The social workers as graduates of the master´s degree studies have knowledge on the 
theoretical conception and methods of social work, on economics and legislation of social 
sphere, know the methods of social sphere management, and are able to analyse the social 
situations in the area, or the region. The social workers are able to design, receive and realise 
the conceptual solutions of the social problems, to cooperate with the bodies active in criminal 
proceedings, health care, education, and psychological and pedagogical counselling, to 
participate in dealing with the issues of quality of life and social and environmental problems, 
to deal with the issues of the minorities especially the Romany ethnic group, to deal with the 
issues of family policy and family life, poverty, homelessness, prostitution, drug addictions, 
and other social and pathologic situations in the residential and outreach social work, to plan 
and organise independently the activities of social assistance and social services (Opis 3.1.14). 
In their professional work, the social workers play many roles that overlap. However, it is 
possible to describe several types that differ from each other. In practice, one of the types can 
be dominant in accordance with the required work of the workers, the character of the 
facilities, the style of organisation management, its goals, etc. The clear type most probably 
does not exist in practice. It is possible to define the following roles of the social workers: 
 Carers or caregivers assist the clients in their everyday lives in the areas in which the 
clients are not able to carry out the important activities because of their handicap, disease, 
weakness or other disabilities. Such services are provided in the long-term care facilities or in 
the client´s home. The carers are in direct daily contact with the clients suffering from 
dementia; it is provided for the clients with the residential or outreach type of services. 
 Mediators assist the clients to obtain the contacts with the social institutions, or other 
sources of assistance. Sometimes, the social services network is not coordinated sufficiently, 
the clients do not know the existing facilities; sometimes it is also necessary to set the 
hierarchy of the needs of the services in accordance with their priority. The social workers 
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have the roles of a situational diagnostician, an evaluator of the available sources of 
assistance, a client´s informant, a person who recommends the clients other facilities, an 
advocate of the client´s needs, and a coordinator of the persons participating in dealing with a 
client. The social worker in the position of a coordinator and mediator works with the families 
and relatives of the clients suffering from dementia. They provide them with the information 
on the options of the services and care for the clients, and are also the supportive elements in 
experiencing the new difficult situation connected with the disease of their relatives, etc. The 
mediators should have adequate knowledge on the new approaches and world trends in the 
area of providing the social services and should implement them in their work. For example, 
they should prefer providing the social services in the natural environment of the users, with 
support from their families and relatives using the outreach and short-term care services. The 
process of deinstitutionalisation leads to providing the social services that would address the 
individual needs of the individuals in their natural social environment. The social services 
migrate to the users in contrast to the period when the users came to the services (Vávrová, 
2010, p. 73). 
 Counsellors or therapists assist the clients to get a view of their attitudes, feelings and 
the ways of dealing, with the goal to support their personal growth or more adaptable action. 
Specifically, they provide the information on accommodation, heritage and donation, 
consumer protection, employment, and in the scope of family and interpersonal relationships. 
The individuals with dementia and their family members can contact the counsellors 
personally, by telephone, via the Internet or by mail (Nováková in Vávrová, 2010). In this 
role, the social workers are seen through the functions of a psychosocial diagnostician, a 
counselling person, a social therapist, or a researcher in practice. In their work with the 
persons suffering from dementia and their relatives, the non-healthcare professionals use so-
called non-pharmacological approaches to treatment of dementia, including reminiscence 
therapy, ergotherapy, validation and others. 
 Case managers – in this role the social workers provides arrangement, coordination, 
suitable choice and continuous provision of so-called continuum of services, especially in the 
clients with several social and health needs. Their functions include the case diagnosis, 
planning the services and therapies, developing the functional relations with other providers 
of social services, regular monitoring of the provided services, and advocating the clients´ 
interests. The essentials of the case manager role are to assist the clients and their families to 
facilitate in the network of helping services their effective coordination for the benefits of the 
previously set goals. This role is implemented especially in the problematic families and in 
the handicapped persons; it is a type of personal assistance provided for the clients.   

Administrators, i.e. managers or heads of institutions, plan, develop and implement the 
ways of work, services and programmes in social and other facilities for the specific clients. 
The administrators´ roles include the functions of a manager, an internal and external 
coordinator, especially in a long-term plan for a facility development, a function of a planner 
and negotiator of development of a facility and its programmes, as well as the function of a 
professional programme evaluator.  
 
The direct contact of the social workers with people suffering from dementia is probably the 
most common and the most intensive in the specialised facilities. The contact with the person 
suffering dementia is possible also from the position of the outreach social workers in the 
natural environment of the clients, and also in the position of the social workers working in 
healthcare facilities. 
In the specialised facilities, the social services are provided for the natural person who is 
dependent on the assistance of another natural person, whose dependence level is at least V in 
accordance with the appendix No 3, and suffers from disability such as the Parkinson´s 
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disease, the Alzheimer´s disease, the pervasive developmental disorder, sclerosis multiplex, 
schizophrenia, dementia of various etiologies, deafblindness (Article 39 (1)). 
The specialised facility is a facility that provides the social services designated to solve the 
negative social situation as a result of the serious disability or negative health condition of a 
citizen. In the specialised facilities, the assistance to the individuals dependent on the 
assistance of another natural person, social counselling, social rehabilitation, nursing care, 
accommodation, alimentation, cleaning, washing, ironing and care for linen and clothes, the 
ergotherapy, free-time activities, the conditions for education, and the deposit of valuables  
are provided.  
This specific type of the social services requires the professionally prepared professionals. 
This fact is presented also in the Article, especially in its sevenths part there is the information 
on the qualification requirements and education in the system of social services. In 
accordance with this article (Article 84 (4) (a)), the basic social counselling and assistance in 
applying the rights and the interests protected under law are performed by a natural person 
with higher professional education and the finished study programme accredited in 
accordance with a special regulation in the study fields focused on social work, social 
pedagogy, special pedagogy, therapeutic pedagogy, andragogy, social and humanitarian work, 
social and legal work, and charity and missionary activities. In the same section, (b) presents 
the information on university education obtained in the bachelor or master´s study 
programmes focused on social work, social pedagogy, special pedagogy, therapeutic 
pedagogy, psychology accredited in accordance with the special regulation, or adequate 
document on such university education issued by a university abroad. It is also possible 
(Article 84 (4) (c)) to obtain qualified education in the accredited educational courses in the 
fields mentioned above (social work, social pedagogy and others) in the extent of at least 150 
hours and the practice in the function in the scope of social work for at least three years, if the 
person has finished the second-degree university studies that are not stated in (b). 
The specialised social counselling is performed by a natural person who has a three-year 
practice with the target group and has finished university studies in a bachelor study 
programme or a master study programme focused on social work accredited in accordance 
with the special regulation, i.e. the Act No 131/2002 Coll. on Higher Education, or a study 
programme focused on the activities that are provided in the specialised social counselling. 
The act further states the possible modification from the perspective of education to 
implement the special social counselling for a natural person with serious disability (Article 
84 (5) and (6)). 
In the special article (Article 84 (7)), the Act on Social Services defines a social worker as a 
natural person who has finished the university studies in the study field of social work in the 
first degree, the second degree, or has an adequate document on such university education 
issued by a university abroad. 
 
Conclusion 
 
  In work with the clients suffering from dementia and their families, the pedagogic 
sciences and social work overlap. Each of the mentioned scientific disciplines has an exactly 
defined scope of action in relation to the clients, i.e. people suffering from dementia and their 
families. Social work implies an element of complexity that provides the space and also the 
obligation to cover so-called whitespace that occurs in the complex and continuous care for 
the persons with dementia. As Pavelová and Tomka (2010) suggest, social work is constantly 
confronted with the changes caused by the social system and people in it. The changes bring 
new problems that make people seek new approaches and methods in work of the social 
workers. The special implementation of the professionals in social work can be used in work 



 
CLINICAL SOCIAL WORK (CSW) 

 

 17

with the families through the professional counselling, assistance and support for the clients´ 
relatives, in communication and contacts with the authorities and the institutions such as the 
social insurance company, departments of labour, social affairs and family, self-governing 
regions, courts, etc. The social workers also provide the information on the system of services 
in accordance with the valid legal enactments. With appropriate qualifications and 
competences, the social workers can act sociotherapeutically and psychotherapeutically 
especially in the feelings of helplessness, frustration or overload of the family members of the 
persons suffering from dementia. Kasanová (2008, p. 65) presents that the relatives can learn 
how to cope with the emotional changes and the behavioural changes accompanying the 
disease, how to decrease the negative behaviours by responsiveness to the invoking causes or 
how to cope with the feelings of sadness and disappointments from the continual changes in 
the personality of the affected person. There is also the space in the management line in the 
non-profit organisations or the social services institutions for the elderly.  
 
The paper is supported by the grants: 
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ABSTRACT 
 
Contribution offers a look at the issues of population ageing and options of long - term care in 
Slovak Republic. Distinctively it focuses on funding of these services. It deals with objective 
problems from the aspect of social work, law, and nursing with stress on basic assumptions of 
mentioned subject area.  
 
Key words: Long – term care. Social work. Law. Nursing.  
 
Introduction 
 
At the present time we are carrying out the research design INTERLINKS (Health system and 
long – term care for older people in Europe – Modelling the INTERfaces and LINKS between 
prevention, rehabilitation, quality of services and informal care). Slovakia is represented by 
The Institute for Labour and Family Research. The project is focused on development of 
concept and methodology describing long - term care and its links with health care for the 
elderly. The project is funded within the 7th framework programme of EU. It lasts 3 years and 
it is carried out from November 2008 to October 2011. INTERLINKS is carried out by 17 
research institutes from 14 European countries. A part of dissemination strategy is the 
establishment of so called National Expert Panel consisting from 10 to 15 persons 
representing various key institutions interested in issues of long – term care for the elderly. 
They also have sufficient influence to initiate and make the necessary changes in this area. 
The role of strategy is, inter alia, to provide relevant information to solver, particularly in the 
available literary sources and practices in health and long – term care (Interlinks, Agency for 
Research and Development Agency: National Expert Panel).   
 
Human life is extended, population ages. The population is ageing worldwide, it is recorded 
not only in developed but also in developing countries. „According to the prognosis of 
population development in the Slovak Republic until the year 2050, prepared by the Statistical 
Office of Slovak Republic in 2002, population development in our country in the first half of 
the 21st century will be characterised especially by reducing population growth and aging.  
The intensity of these processes will directly depend on the development of fertility, mortality 
and migration, but they will be indirectly affected by  other demographic factors as well as 
social, political, economic and cultural factors" (EurActiv.sk, 2006, p.2). The need of long-
term care and support for integration may arise in case of permanent functional disability. 
Short-term care is provided in case of a temporary change in health status or a temporary 
crisis of social relations.  Providing long-term care and support of integration are continuous 
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with unknown date of their completion. Providing short-term care and crisis intervention have 
predetermined and expected end. The aim of long-term care is to provide permanent support 
to overcome functional limitations and promote integration into society. The result of long – 
term care is to promote independence of the client and also including his/her social and 
occupational integration (Legislative intent of the long-term care law and the integration of 
persons with disabilities, 2005). 
"Long-term care and support of integration is coordinated providing health care, social and 
health counselling and social services, benefits and compensation aids to such an extent that 
the loss of ability to perform necessary life tasks and other social and occupational functions 
could be replaced. Long-term care and support of integration is provided to the individual 
needs of each client appropriate to his/her age and extent of possible malfunction in his/her 
natural social environment or in the long-term care home. Long-term care is provided directly 
via the provider or the provision of an aid or indirectly in the form of financial contributions 
and benefits, which the client may use to pay for social service or device "(Legislative intent 
of the long-term care law and the integration of persons with disabilities, 2005). Demand for 
care, including long-term care, among the elderly is increasingly growing. This mainly 
reflects the fact that more and more elderly people are living alone (Hrozenská et al., 2008). 
European countries face many common challenges due to aging and watch them with 
sustainable policy and reliable practices. Countries in the European Union have agreed on 
common objectives in solving the long-term care, the accessible, high quality, affordable and 
sustainable care (European Social Network, 2010). Long-term care for the elderly and ill 
people is provided in developed countries in two basic forms, domestic and institutional. 
Early 80's, most developed countries adopted a decision on the intensive support of home care 
and community care rather than support of institutional care. Thanks to this, many have 
reduced the proportion of institutional care, or at least significantly change the structure of its 
clients and to the benefit of clients with the most severe disabilities (Bohovicová, 2006). Alice 
M. Rivlin (1988) argues that although there are many older people who need long-term care 
with nursing service, the prevailing long-term care providers in the United States is the 
family. Most older people prefer to stay in their homes as long as possible. In social services 
homes are usually placed only older people with more severe disabilities. Long-term care and 
highlights the problem of access to women because it is mostly women who provide care such 
as informal carers within the family or as workers in home care services and residential 
services. It would be appropriate to allow women but also men to reconcile work and family 
life, maintain their position in the labour market and take responsibility for their own family. 
 
Long-term care financing 
 
Social Europe is based on human rights and solidarity. There is no doubt that human rights 
include the right to a decent life for the entire population, including long-term care for elderly 
people and that solidarity is a mean of securing this right (Hrozenská et al., 2008, p. 112). 
The bill on long-term care and support for integration enables to create an integrated long-
term care system in Slovakia. The main objective of the draft proposal is also contribution to 
the efficient and effective use of public funds to support people with long-term functional 
disorders, severely disabled and older people with impairments. Quantification of the 
estimated impact of long-term care funding on the budgets of public administration within 10 
years takes into account projected demographic development and the expected range of 
network of providers. With an aging population are claims on funding for relevant services 
directly proportionally increasing and in following years they will increase more and more. It 
is believed that if they create an integrated long-term care system with related linkages 
between assessment and funding, and the additional resources will be used more efficiently 
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and effectively for financing needs of those people who objectively need them (Clause of 
financial, economic, environmental impacts, impacts on employment and business 
environment). Constitutions of all countries, especially Visegrad Four countries have 
enshrined the right to social security. This right is not made with the same intensity. 
Recipients or their families can be share the cost. These systems of participation can be 
grouped into four groups. And if it is: 
 
1.  percentage of public subsidy is fixed 
2.  entire income of the recipient cover social care costs and the beneficiary receives only a 
small amount 
3.  maximum participation of the beneficiary's share is determined by law 
4.  share of participation is determined by examining the means and depending on the 
institution (Hrozenská et al., 2008) 
Assuming that about 80% of the population over 65 years will be entitled to long-term care, 
we can assume a continuous increase of spending on it. The most significant expenditure 
pressure will be likely caused by a faster increase in population over 80 years (Clause of 
financial, economic, environmental impacts, impacts on employment and business 
environment). 
The growth of long-term care expenditures will be influenced by the growing demands of 
clients on expanding and increase of services quality. Nevertheless, it is expected that total 
spending on long-term care may increase in the integrated system, possibly at the same pace 
as economic growth in current prices. The Ministry of Health proposes to introduce 
mandatory cover the costs of related services, such as costs for food, accommodation. In 
addition, however, the income and financial situation of clients are taken into account. Draft 
of long-term care and support of integration suppose the transformation of today's social 
institutions, eventually some appropriate health facilities for long-term care as a priority in 
promoting the development of community care with the resources from the state budget 
(Clause of financial, economic, environmental impacts, impacts on employment and business 
environment). 
 
Long-term care for the elderly from the perspective of social work 
 
Social work is a professional activity on a professional basis providing care for the client 
whose relationship with the environment in which he/she lives is disrupted. Social work is 
carried out mainly in social services and through them. Professional social workers are 
employed by social subjects to pursue their social objectives, programs, plans or projects, i.e. 
provide objects to social objects, the clients - benefits and services that lead to meeting certain 
social needs. A substantial degree of social - political intentions is carried out by performance 
of social work. Professional social workers provide information and services to clients in the 
most diverse living situations. 
Social work emphasizes the client's social functioning. In practice this means that the social 
worker looks at man as a being who exists in the environment and must handle its demands. 
The role of social worker is thus support the client's social functioning (Matoušek et al., 
2001). Social welfare is action focused on meeting the objective of the recognized needs of 
the individual, group or community. It is formally organized care, regulated by the form of 
social laws. To support the implementation of social welfare there are various institutions, 
organizations and civic associations. Social care for older people can be made by social 
workers provided by a number of types and forms of work with them. Social care for older 
people can provide for example social insurance companies, self-governing regions, offices of 
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labour, social affairs and family, day centres, social service facilities, specialized institutions, 
etc. 
Caring for long-term ill and severely ill person is based on a holistic approach, and looking at 
the man and his needs. Social work includes four essential components 
 
• individual, i.e. feeling of security and satisfaction 
• social, family and relatives 
• health, fair to health status 
• emotional, some degree of emotional and spiritual support 
 
The methodology of social work is based on the detection of status and knowing about the 
needs of seriously ill person and his family, the exact mapping, assessment and conclusions in 
the interest of most natural resolving problem of the older person. 
 
One of the specifics of care for the elderly is the indivisibility of health and social 
components. The line between social and health care is often uncertain. In this context Krajčík 
(2000) notes that it is the lack of places in social services institutions that causes serious 
problems for the departments for long-term ill patients. Number of beds in social services 
institutions is insufficient and therefore the waiting times for placement are long. Caring for 
older people is in many cases less flexible. Many social services institutions are situated in 
buildings that have architectural barriers, which worsen the movement of hard mobile old 
man, another negative factor becomes a risk of institutionalization, which increases in 
proportion to the size of facility. It is therefore recommended that the facility should not have 
more than 40 beds. It is important to activate people, with possibility to adjust the daily 
regime according to the wishes of citizens. It is important to ensure health care for chronically 
ill and immobile patients. The most suitable environment for an older person is in most cases, 
his own household. Therefore, expanding home care, which is usually cheaper than 
institutional is actual. The growth in the number of elderly people who more frequently live 
until the old age increases the demands for financing. For this reason, services will have to be 
more flexible, facilities will unite into centres providing complex care, from home care via 
semi-institutional to the institutional care (Krajčík, 2000). Institutions and long-term care 
services are associated with the system of health and social care. However, it is very difficult 
to distinguish between health, social, institutional and community care. Health care systems 
play an important role in long-term care. Combined provision with various social security 
schemes answering for long-term care becomes the predominant trend. 
 
Long-term care for the elderly from the perspective of law 
 
Legislative changes in long-term care come from the Manifesto of the Government of the 
Slovak Republic and follow the guidelines of the Government with the goal to integrate 
overlapping of social and health services and their funding directed to the client. Government 
of the Slovak Republic with its resolution No.161 of 25th February 2004 approved the 
Concept of social and long-term care and the Minister of Health presented the legislative 
intent of the social and long-term care law (Legislative intent of the long-term care law and 
the integration of persons with disabilities, 2005). Current predicted changes in the population 
of Slovakia are the rationale for a separate long-term care system (Legislative intent of the 
long-term care law and the integration of persons with disabilities, 2005). According to 
Infostat (2002), the population over 65 years will increase annually, more markedly after 
2011. In addition, aging is becoming a serious reason for growing public expectations for 
better quality of service (Legislative intent of the long-term care law and the integration of 
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persons with disabilities, 2005). Woleková (In: Bohovicová, 2006) there are three groups of 
long-term care services: 
 

1. health care provided in the client’s home 
2. social care ensuring the client’s daily personal needs and the needs of his household 
3. health and social services of long-term term provided in the institution 

“Health care and its provision are governed by Act No. 581/2004 Coll. on Health Care 
Insurance Companies and Surveillance over Health Care and on Amendment and 
Supplementation of Certain Acts, Act No. 580/2004 Coll. on Health Insurances, Act No. 
578/2004 Coll. on Health Care Providers, Health Workers and Professional Organisations in 
the Health Service, Act No. 577/2004 Coll. on the Scope of Health Care Covered by Public 
Health Insurance and on the Reimbursement of Healthcare-related Services, and Act No. 
576/2004 Coll. on Health Care and Healthcare-related Services.“ (Legislative intent of the 
long-term care law and integration of persons with disabilities, 2005). 
Healthcare for older people has the importance in the society not only on the ethical level, but 
also in relation to the economic situation in the society. The increase number of elderly people 
who need and will need healthcare will result in increasing demands on the healthcare system. 
It is therefore necessary to support interest and participation of all generations in prevention 
programs and support for health care. The aim of the health policy must therefore be 
improving the health status of the population, increasing the operational capacity of the health 
system and ensure the financial protection of the individuals against catastrophic health care 
costs. Health care system should be developed to be able to cope with new demographic 
situation, increasing the efficiency and effectiveness of health care while maintaining its 
accessibility. It must respect the principle of equal access to health care, support measures 
related to primary and secondary prevention. It is required to improve the health of our aging 
population. The concept of social medicine in the literature usually expresses the concept of 
social and long-term care in democratic countries. As a result of demographic changes and 
because of the increasing number of long-term health and socially disadvantaged people in 
Slovakia, there is a growing need of long-term care. This represents a link to medical services 
with social performance. To the creation of long-term social and health care system while 
complex solving of needs of older people reliant on long-term socio-medical care another 
institutions will have to be actively engaged; such as non-profit organizations that could offer 
cooperation and experience. Nursing care enters to the long-term care from health care on 
condition that the person needs it in the long term. Nursing care is the care of nurses provided 
using the method of nursing process to a person or a group of persons in preventing diseases, 
health promoting and maintaining, disease treatment and dying. Health laws, in force since 1st 
January 2005, sufficiently define the basic conditions of nursing care providing, so the 
forthcoming act on long-term care and the integration of persons with disabilities can 
appropriately use mentioned provisions. (Legislative intent of long-term care law and support 
the integration of persons with disabilities, 2005). Integration of social services and health 
care is not in the legal system of the Slovak Republic systematically adjusted. Under the 
current valid legislation social services and health care for persons who should be under the 
newly proposed legislation to provide long-term care and support for integration, are self-
regulated in different legislation. 
Long-term care providers are: 

• non-professional providers of selected performances of long-term care making the 
necessary acts of life, such as assistance in personal hygiene, getting out of bed, 
assistance in maintaining social relationships with the environment, guiding and 
interpretation services, transportation, which is performed under a written contract 
between the provider and the client involving reciprocal rights and obligations 
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• formal providers are natural and legal persons, such as community, non-profit 
organizations, nursing and care agency, interpreting services for deaf and hard of 
hearing persons, day care, integration centres, and residential institutions, mixed and 
combined facilities. 

 
Ministry of Health of the Slovak Republic can not be a settlor or founder of any long-term 
facility. The settlor can be a natural or legal person, higher territorial unit or municipality. 
Providing the long-term care and support the integration of the place where the care is 
provided is divided into: 

• in the client’s home 
• in the community 
• in the integration centre of health insurance for people with disabilities 
• in the long-term care facilities 

Forms of long-term care and support for integration are:  
• outpatient 
• institutional 

The system of care for older people in the Slovak Republic is realized under the current 
legislation and also under the Act No. 461/2003 Coll. on Social Insurance, as amended by 
later regulations. The scope of social insurance under the act is:  

• health insurance 
• annuity insurance – the old-age insurance and disability insurance 
• accident insurance 
• guarantee insurance 
• unemployment insurance 

The system of social services is governed by Act No. 448 Coll. on Social Services. Social 
services dealing with adverse social situations because of severe disability, ill health or 
because of retirement age are: 

• provision of social services in the facilities for individuals who are dependent on 
another individual who reached the retirement age 

• nursing service 
• transport service 
• guides and reading services 
• interpretation services 
• mediation of interpretation services 
• mediation of personal assistance 
• rental of devices 

In the recent years are formed organizations, civic associations and foundations dedicated to 
the issue of the elderly people. The documents that seek to influence society-wide view of 
aging and old age document is the UN International Plan of Action on Ageing, which was 
adopted on 12th April 2002 in the second World Assembly on Ageing in Madrid (Klevetová, 
Dlabalová, 2008). 
This document is divided into eleven chapters: 

• aging population – demographic changes 
• ethical principles 
• natural social environment 
• occupational activities 
• material security 
• healthy lifestyles and quality of life 
• health care 
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• complex social services 
• housing 
• education 
• social activities 

 
Its ultimate objective is to ensure a balanced and integrated development of guaranteeing a 
satisfactory standard of living for an increasing number of elderly people and eliminate 
problems associated with longevity and its consequences. "The framework concept of long-
term solution of the situation and living standards of older people based on an international - 
legal documents affecting the issue of aging in all its complexity" (International Plan of  
Action on Ageing).  
 
Long-term care for the elderly from the perspective of nursing 
 
Health is physical, mental and social well-being. It's the opposite of disease 
http://sk.wikipedia.org/wiki/Choroba, not its absence or dysfunction. WHO defines health as 
"a state of complete physical, mental and social well-being and not merely the absence of 
disease and weakness." Health is the optimal functional status of a living system in totality of 
its active and reactive expressions of life (Health, 2011). 
Health care for older people over 65 years is provided as a geriatric care, which places great 
emphasis on prevention, diagnosis, treatment, rehabilitation and nursing of the elderly. 
Geriatric care is provided as a specialized care focused on maintaining self-sufficiency and 
the delay of dependence to the extent to enable older people to stay in their home environment 
as long as possible. Geriatric health care is provided through outpatient and inpatient care. 
Primary health care is provided by general practitioners for adults. Part of primary care as 
well as home healthcare agencies. Nursing care is provided by skilled nurses. Specialized 
outpatient care at the request of general practitioners for adults is provided by a specialist in 
geriatrics. Institutional geriatric health care is provided mainly to the acute geriatric ward beds 
at geriatric departments, acute gerontopsychiatric departments in hospitals and chronic 
hospital beds for long-term ill patients. Institutional care is provided as well as in hospices 
and palliative care (Health Care: Documents, 2004). "Gerontological Nursing is applied to 
clinical nursing, which focuses on care for the basic needs of an older person to maintain its 
self-sufficiency and independence in daily living activities, to prevent complications and to 
promote the mental, physical and social well-being. It is a complex nursing care for both 
healthy and ill elderly people, which leads to consolidation, to the alleviation of disease and 
achieving self-sufficiency "(Poledníková et al., 2006, p. 14). The objectives of gerontological 
nursing based on The Concept of Nursing and focus to help the geriatric patient and his 
family in those activities that contribute to health promotion, healing or a peaceful and 
dignified dying and death (Poledníková et al., 2006). "Geriatric Nursing is a complex nursing 
care for the ill elderly, taking into account their needs in relation to diseases at higher and 
high age, especially with specific geriatric syndromes and complications of diseases. It is care 
aimed at meeting the needs of older people and solving their problems. Old and seriously ill 
person is often not able to signal his needs, and therefore active approach of nursing staff in 
meeting the needs of older people is very important (Cetlová, 2009, p. 100). In the last ten 
years in healthcare emerged new philosophical ideas and trends that provide an individual 
approach to people as a whole. Understanding of health depends on the society's level of 
development and its culture.  There are several models of understanding of health which can 
the older individual to varying degrees identify with. E.g. clinical model, role playing, 
adaptation model and the most complex of the models is eudaimonic. This model emphasizes 
that health is a state of development and application of personal potential, congenital and 
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acquired skills of a man. The disease is in understanding this condition, which prevents self-
realization and application of a person's own abilities. The model is based on an idealistic 
philosophical direction "eudaimonism", which highlights the efforts to achieve human well-
being and considers it a source of morality (Farkašová, et al. 2005). Boledovičová and 
Nádaská (In: Poledníková et al., 2006), emphasize the importance of communication in 
nursing work. Indicate that when confrontation with people without communicating is 
impossible. Therefore, communication is the first assumption for the implementation and 
functioning of interpersonal relationships. Effective communication is therefore the 
assumption for quality care for an elderly person. Thus, even in nursing practice, it is 
necessary to have not only expertise, but also communication skills, a great deal of patience, 
empathy and listening skills. Listening to an older person is a very important element in  
communicating with each other. 
Also, even in nursing it is gradually withdrawn from the orientation on disease and to the 
forefront of the receive method of nursing process, community nursing and home care, which 
emphasize complex care for a man is preferred (Pavlíková, 2006). A characteristic feature of 
modern nursing is the systematic assessment and planned meeting the needs of healthy and 
diseased humans. It is meeting the needs carried out through the nursing process (Trachtová et 
al., 2005). Nursing team cares for patients with a complex holistic approach to the client 
(Cetlová, 2010, p.152). Even in Henderson´s model of nursing care a person is perceived as 
an independent being of biological, psychological, social and spiritual dimension that are 
associated with basic human needs (Žiaková et al., 2007). According to Hammar (In: Kalvach 
et al., 2008) it is important already at the community level to strive for complexity, continuity 
and coordination in long-term services and interventional inputs, the dispensary and screening 
of single or at high-risk patients and purposive support of lay caregivers, especially family 
members. Elderly man should participate in everyday life as long as possible, should work for 
something, should have interest, which physically or mentally does not exhaust, but 
constantly employ, such as work around the house, small home repairs, care of grandchildren. 
He has a particular interest in public affairs. Even at late old age it is recommended to 
cultivate some hobby activities at home and in the vicinity. It strengthens the mental balance 
(Bartko, 1984). Even Litomerický (In: Hegyi, 1994) states that the family is considered to be 
the most reliable support of an elderly person from each site. Even the family in many cases 
wants to take care of their oldest members. The older people themselves refuse the 
institutionalization. However, families often do not manage this care and need help. For these 
reasons, the care of an elderly person puts on the family great emotional and physical stress, 
which is a cause of tension especially when ill old people are disabled. Therefore, when 
treating an elderly person at home the caregiver must keep in mind that the health status of an 
elderly person who requires long-term care gradually worsens (The Ambulance Association, 
British Red Cross Society, 1988). M. Palát (In: Hegyi, 1994) as a model for long-term care in 
geriatrics, provides rehabilitation in the community. The term rehabilitation in the community 
defines the implementation of rehabilitation programs and other services for physically and 
mentally disabled people in their own environment in their community. 
This project was initiated in the decade dedicated to persons with disabilities by the United 
Nations and World Health Organization. If we apply these principles of now widely accepted 
long-term program in the field of geriatrics and older people, then there is some solution to 
this long-term care, implementation of similar programs in the environment of the older man. 
The basic objective is to integrate people into all structures of society to ensure the necessary 
rehabilitation programs, social services and other measures within the local community. The 
total capacity of a nursing team is usually a critical factor in the quality of care in social 
services (White, Truax, 2007). Social service facilities recruit older people who are dependent 
on assistance from another person. M. Čunderlíková, O. Varsányiová (In: Hegyi, 1994) 
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indicate that the older person needs social and health care, but also quality life mean that in 
the case of institutional social care does not resemble a temporary collective accommodation. 
 
 
The contribution was written within the project: VE GA No 1/0221/11 Results evaluation 
of the process of clients´ resocialisation placed in resocialisation centres in the Slovak 
Republic and within the project UGA VIII/15/2011 Women´ perception of old 
parenthood and grandmothers´ roles in presenium and senium. 
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ABSTRACT 
 
Fall is an extraordinary/ unwanted event (very often a risky one) that results in the patient's 
rest unintentionally on the ground or on lower-lying surface. Falls should be given continuous 
attention. They often complicate or prolong treatment and cause injuries, especially in the 
case of seniors. In our article we analyse inner and outer factors which cause falls. 
 
Key words: Prevention. Patient. Risk factors.  
 
Patient falls in healthcare facilities 
 
In 2002 in USA injuries caused by falls led to 587 888 hospitalizations or transfers to special 
care units. 30 – 40% of incidents in healthcare facilities are falls which threaten the safety of 
patients. In 30% of cases falls inflict injuries and 1 – 5% of those cases are considered as 
serious.  70% of falls occur without witnesses and they are revealed after the patient is found 
by the healthcare personnel on the ground. Fall prolong the hospitalisation approximately by 
7.5 day (Barach, Small, 2000). 30% of seniors 65 years or older fall at least once a year. 25% 
of all injuries are trauma injuries of seniors 65 years and older. 33% of costs are used for the 
treatment of traumas. 
 
Table No.1 Places where occur falls which inflict injury or death (Whitfield, 2008) 
frequency in % Place 
70 % patient rooms 
11 % sanitary facilities for patients 
9 % corridors, examining and treatment rooms, nurses’ 

 
Ageing generally causes involution, regression and reduction of structures and functions, loss 
of functional reserves of body organs, reduction of compensating mechanisms. Adaptability to 
the changes of inner and outer environment is generally reduced. Seniors have reduced 
resistance and increased sensitivity to illnesses. Falls of elderly people caused by the external 
causes are 25-30% of all falls, mostly in home environment. 
Higher occurrence of senior falls is caused also by the inappropriate activities – work in 
heights (house cleaning, picking fruits), prolonged staying in the public transport (falls after 
sudden bracing), walking on ice, inappropriate activities in the state of confusion or heavy 
forms of depression (ČAS, 2008, p. 17). 
 
Specific geriatric syndromes 
 
Among somatic disorders belong walking disorders, mobility disorders – immobility, vertigo, 
instability, falls and injuries, incontinence, thermoregulation disorders, nutrition disorders, 
bed sores. 
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Psychical disorders involve – dementia, depression, delirium, behaviour disorders or 
maladaption. 
Social disorders are loss of self care ability, addiction, isolation, torturing, misuse, family 
dysfunction. 
 
Factors influencing occurrence of falls 
 
Bad technical state of our healthcare facilities – insufficient equipment (bed, room). Low 
number of nursing staff. Insufficient education of healthcare professionals (insufficient 
prevention). Missing complex care for seniors. Non-functional community care and home 
care. 
 
Aetiology of falls 
 
Every fall of senior means a serious prognosis. Patients with falls have 4 – 6 times higher 
mortality (It increase with age, after 65 years it multiply ten times every decade). In case of 
elderly patients we can describe the fall as cause of sudden malfunction of static postural 
mechanisms when neither volitional nor reflex reaction can not re-establish the stability. 
1. Collapsing falls – they are usually connected with the sudden worsening of a chronical 
illness. The causes may be cerebral – epilepsy, cataplexy, TIA, sudden increase of the 
intracranial pressure or extra cerebral – orthostatic hypotension, cardiac syncope. 
2. Fainting falls – Caused by the serious balance disorders. Can be caused by ischemia and 
mezencefall hemorral, thalamus, lesion of the frontal lobe and white matter. 
3. Trip-type falls – patient fall forward with extended upper limbs. Fall when patient 
encounters unnoticed raised object in his walking path. This can be caused by the peroneal 
paresis or by the reduced elasticity of leg, walking disorder with shuffle – Parkinson’s disease 
or frontal apraxia. 
4. Freezing-type falls – similarly as in the case of tripping the patient falls forward. The fall is 
caused by the “freezing” of leg during walking when the body continues in frontal movement 
without the making of step. 
5. Unsorted falls – In some cases the fall can not be phenomenologically sorted. They can be 
caused by the carelessness, inadequate style of walking or by obstacles in the walking path. 
Such reactability errors are typical for the persons with dementia or with the lesions of frontal 
or parietal lobe. Sometimes it is connected with the age related disorders of sensory functions 
or with the condition of locomotion apparatus (CAS, 2008, p. 15) 
 
Division of falls 
 
Symptomatic falls are related to diseases. Mechanical falls are caused by the outer 
environment, especially by the technical disposition of patient room, environment in the 
healthcare facility or at home. 
 
Inner risk factors  connected with the physical ability of patient are – age when more falls 
occur to elderly patients; women fall more often because they suffer from osteoporosis; 
walking and stability disorders; polypragmasy (psychopharmacs); worsening of activities of 
daily living, dementia; depression; anxiety; reduced muscle strength; muscle weakness, fall in 
amnesia; worsened sight; hearing disorders; cognitive functions disorders; some medicaments 
(for example sedatives) increase risk of fall (ČAS, 2008, p. 17). Another factor is shortage of 
vitamin D. With the age is reduced the ability of skin to produce vitamin D. After 65 years it 
is reduced by three quarters. Usual problems connected with the lack of vitamin D are muscle 
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weakness, walking disorders or balance disorders. Insufficiency of vitamin D is a serious 
problem for patients in institutional care, for example long-term wards or long-term clinics 
that have the limited access to direct sun because 90% of vitamin D absorbs human body from 
sun light (Medical Tribune, 2011). Risk of fall increases the combination of inner factors. 
 
Prevention of inner risk factors 
 
Avoiding of application of sedatives and medicaments influencing central nerve system. 
Assisted exercise and walking (under supervision). Feet diseases – calluses, corns, blisters, 
deformations, calluses and corns removals, pedicure and proper footwear (insoles). Balance 
training (staying, walking), training of joint mobility, suitable locomotion aids, proper 
footwear, evaluation of risk factors on ward. Setting of right dosage of medicaments, 
rehydration, suitable changes of situational factors (nutrition, changes of position), 
optimization of drinking regime, exercises of lower limbs, compressive socks, sitting on bed. 
Try to reduce total amount of medicaments, evaluation of risks and benefits of every 
medicament, selection of medicaments with minimal central effect (least connected with 
postural hypotension and with shorter effect), prescription of medicaments with minimum of 
undesired effects (ČAS, 2008). Daily dosage of vitamin D higher than 400 IU reduce the risk 
of fractures of patients older than 65 years by 20%. Recovery of the concentration of vitamin 
D (in the case of normal income of vitamin D is serology concentration 80 nmol/l -30mg/ml) 
led to the reduction of falls of seniors by more than 20%; with daily dosage 800 UI even by 
65%. The easiest way to provide human body with vitamin D is to expose to midday sunshine 
for 5 to 20 minutes twice a day. Vitamin D can be also provided by food supplements or by 
medicaments, especially in the case of elderly patients. Vitamin D is used in small doses, he is 
slowly absorbed by body fat so the long term usage is necessary (Medical Tribune, 2011). 
 
Outer/ external risk factors are – malfunctioning communication between nurse and patient 
cause 17% of falls. Here belong also insufficient help of nursing personnel and using of 
compensating locomotion aids and also footwear – walking frames, canes, walking sticks, 
prosthetics causing 9% of falls. Technical conditions include unsafe environment which 
means 15.4%. Here belong also slippery surfaces, insufficient illumination, uneven surface of 
floor and unmarked elevated parts of corridors, inappropriate location of items of daily use, 
insecure stairways, inappropriate designed bathrooms (Whitfield, 2008). 
 
Prevention of outer / external risk factors 
 
Providing of the proper illumination, removal of sources of shade and dazzle, easily 
accessible light switches by room doors, night light in bedroom, in corridors and in bathroom. 
Anti slippery finishing on floors, anti slippery mats and carpets, sides of carpets nailed to 
floor, carpets with short hair, non slippery wax on floors, removal of cables from walking 
paths, removal of little items from floor (clothing, shoes) – spilled or dropped debris must be 
without delay cleaned. Sufficiently illuminated staircases, light switches on top and bottom of 
staircases, securely fastened rails on both sides protruding from wall, first and last stair 
marked with reflexive sticker, staircases should not be too steep, should be in good condition, 
no items should be placed on staircase. Items in kitchen should be stored in easily reachable 
places (no bending or extending), secure and solid chair, solid and unmovable table. In 
bathroom installed holders and rails by tub, shower and toilet, anti slippery stickers or rubber 
mats in shower and tub, seat in shower and hand held shower, extension on toilet, removal of 
door lock from door for the quick access in case of fall. Bed should be suitably set (not too 
high, not too low), use of proper aids and wheelchairs, ergonomically positioned night table 
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(in reach). Footwear with solid, non slippery and non tripping sole, low heels, avoiding of 
walking only in socks or in loose slippers (CAS, 2007). 
 
How to avoid falls 
 
Multi approach to the prevention of falls and injuries include many different professions, but 
nurses are playing the most important role. The role of physician in prevention of falls is in 
the evaluation of the risks of fall, changes in medications, prescribing of exercises, 
supplement of vitamin D. Physiotherapists are consulted when exercises are prescribed. 
Importance of holistic approach when fall prevention precautions are created and enforced 
with the focus to inner and outer risk factor. 
 
Example – Prevention of falls in hospital facility 
 
In the prevention of falls nursing staff should follow mainly those precautions: 

- Identification of risk patient immediately after his hospitalisation – Colney method 
screening and marking with waistband with coloured marking “Patient with risk of 
fall”. 

 
Picture No. 1 Identification of risk of fall on wristband (Cetlova, 2011) 

 
 

- Patient room walls painted in colour. Edges of walls (doors, windows) marked with 
contrast paint. Enough daylight in the room. Local illumination of bed area and 
nightlights in room. Floor with anti slippery surface. Parts of floor wet from mopping 
properly marked. Loose items on floor (bags, stools, bedpans). 

- Safety precautions and increased supervision. 
- Barrier free environment – removing of obstacles that must be overstep (furniture, 

cabling, unsuitable staircases), rounded corners and edges, chairs and armchairs with 
stable base, over bed tables, proper illumination (local lighting, night light). 

- Adjustable height of bed, side constrains on the bed (divided, compact), automatic bed 
brake, holders, bed frame with restrictor holders, suitable place for personal 
belongings, call bell within reach of patient, bed without sharp edges, ergomically 
positioned night table. 

- Anti-slip rugs in bedroom, supporting aids – holders, rails, walking frames, canes. 
- Careful rising (especially after night rest). 
- Care for the mobility apparatus: rehabilitation care and rehabilitation nursing. 
- Enough time for the proper adaptation to the changed environment (ward walk 

through, mess halls, examining rooms and other areas). 
- Educate patient about the risks of fall – for example about the combination of drugs 

(analgesics, anaesthetics, diuretics, antiepileptics, antihypertensics, antiparkinsonics, 
opiates psychotropic drugs and benzodiazephins) or risks connected with sense 
disorders and cognitive deficits. 

- Revision of precautions in case of fall. 
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ABSTRACT 
 
Therapeutic nutrition widely affects the structure of treatment process and helps to reduce the 
spending in the medication therapy. Risks related with the inappropriate diet can be compared 
with the unqualified health care (wrong diet, insufficient nutrition value). Proper nutrition 
should be considered as the essential part of treatment process. There exist many economical 
and medicinal reasons how the proper can help to the patients (especially in serious cases). 
The underestimation of proper nutrition can be even fatal (seniors, long-term patients, patients 
with mental disorders). Malnutrition can be caused by the lack of nutrients which are essential 
for the support of basic body functions. In a broader sense, this are all nutrition disorders 
including hypovitaminosis and lack of trace elements, in the narrower sense it is the lack of 
energy or high quality proteins. Providing of the sufficient nutrition state is important for the 
patient and for the physician. Although malnutrition in many cases do not threat the life of 
patient it can increase the risk of mortality, complications and re-operations, worsen the 
healing of wounds, increase the predisposition to infections, prolong the hospitalization period 
and increase treatment costs. 
 
Key words: Malnutrition. Nursing care. Patient. Nutrition 
 
Introduction 
 
Risks related with the inappropriate nutrition can be compared with the unqualified health 
care (wrong diet, insufficient nutrition value). Proper nutrition support can help to patients, 
especially to the risk ones for which the underestimation of proper nutrition can be fatal 
(seniors, long-term patients, patients with mental disorders) (Starnovska, 2009). 
 
Malnutrition 
 
Malnutrition is understood as the deviation from the normal state of nutrition which is caused 
by the imbalance between the income of nutrients and the real need of organism (Kohout, 
2004). 
Provision of the satisfactory nutrition state is important for the patient and for the physician. 
Although malnutrition in many cases do not threat the life of patient it can increase the risk of 
mortality, complications, re-operations, worsen the healing of wounds, increase the 
predisposition to infections, prolong the hospitalization period and increase treatment costs. 
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Consequences of malnutrition 
 

- Deterioration of the overall condition – fatigue, deterioration of self-care, quality of 
life, depressions 

- Reduction of the muscle mass – immobility on bed, deteriorated coughing, risk of 
decubitus ulcers 

- Infection complications – pneumonia, infections of urinary tract, decubitus ulcer 
infections, abscess, sepsis 

- Post-operative complications – deterioration of wounds healing 
- Deteriorated transmission and availability of medicaments – reduced effectiveness,  

increased risk of complications 
- Increased morbidity, increased mortality (Kohout, Kotrlikova, 2005) 

 
Causes of malnutrition 
 
There are many causes of malnutrition: 

- Digestive tract disorders – adhesion caused by the previous operation 
- Resorption disorders – heart weakness - coronary artery disease  
- Metabolism disorders - diabetes mellitus 
- Inadequate food intake – self-care disorders, reduced taste recognition, reduced saliva 

production, dental problems (carries, periodontitis, missing dentices, dentures, casus 
socialis (junk food, alcoholism), poverty, depression, senile dementia (Topinkova, 
2005) 

 
Division of malnutrition 
 
Energetic malnutrition 

- Chronic state of adaptation to hunger  
- Isolated protein malnutrition 
- Insufficient amount of proteins in food 
- Stress – inability to use the energy reserves 
- Protein-energetic malnutrition 
- Combination of the lack of energy and proteins 

 
Diagnostics of malnutrition 
 
1.  Anamnesis 
The most important indicator is the reduction of weight in time period. Among the other 
indicators belong dietary habits, for example vegetarianism, gluten-free diet, diabetes diet, 
enforced changes of diet, abdominal pain, amount and structure changes of feces 
(constipation, diarrhea), anorexia and vomiting, amount of food intake (or the changes in the 
time period enforced by the disease and condition of patient). 
 
2.  Physical examination 
a) Height and weight – if possible measure and weight the patient. Do not trust the values 
provided by patient. Calculate the height-weight index and compare it with the tables 
corresponding the age and gender. The most used index is BMI (body-mass index) 
BMI = weight (kg)/ height (m) 

- under 18.5 cachexia 
- 20-25 normal values 
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- 25-30 overweight 
- over 30 obesity 
- over 40 monstrous obesity 
b) State of nutrition -  cachexia, overweight, obesity 
c)Composition of body – approximate evaluation of the muscle mass   
d) Warning indicators of malnutrition  – swellings of lower limbs, falling hair, 

condition of skin, healing of wounds, hematomas, indicators of hypovitaminosis (gum 
bleeding, dry skin), carention of the trace elements (perioral dermatitis) (Kohout 2004). 
 
3. Anthropometric examination 
Measuring of the circumference of the non-dominant arm in its half. Arm circumference 
smaller than 19.5cm in men and 15.5 in women indicates the reduction of muscle mass. 
Subcutaneous fat is measured by the special instrument – calliper over triceps. Heavy 
malnutrition is indicated by the height of skinfold over triceps lower than 8mm in men and 
10mm in women. Detailed examination of the subcutaneous fat can be determined by the 
measuring of skinfold on the 10 points on body (Kohout 2004). 
 
4. Laboratory examination 
 
Serologic markers of malnutrition – albumin, prealbumin, transferin, overall cholesterol 
Haematological markers – absolute number of lymphocytes 
Endocrinological indicators – T3, T4, TSH 
 
5. Further examination 
 
Functional examination – it is the examination of muscle mass with the special instrument 
(dynamometer). Some dynamometers measure the strength of handgrip and some the strength 
of back muscles. The power of respiratory muscles can be measured by the speed of exhaled 
air (Kohout 2004). 
 
NUTRITIONAL SCREENING 
 
It is important to conduct the malnutrition screening to all newly hospitalized patients. 
Nutritional screening does nurse as the part of nursing history. 
 
Risk of malnutrition 
 
1. No intervention needed (0 - 3 points). 
2. Risk of malnutrition, the nutrition therapist examination is necessary (4 – 7 points). From  
this moment the nutrition therapist is in the direct and permanent contact with patient. 
3. Malnutrition confirmed, nutrition treatment is necessary (8 - 12 points). Nurse inform 
physician and nutrition therapist. In the case of malnutrition risk the extended questionnaire 
“Examination of malnutrition patient by nutrition therapist” is filled. Patient can reach 8 pints 
of nutritional screening even when there is no risk of malnutrition, for example: not able to 
consider or stressed but eating normally. 
 
Evaluation of nutrition state 
 
It is suitable when the nutrition therapist visits risk patients on all wards every day including 
weekends and adjust diets and nutrition procedures. All those changes are consulted with the 
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attending physician. In case of long term hospitalizations the nutrition screening is repeated 
every 7 days. At some departments (internal medicine, long-term care) the monitoring of the 
amount and quality of eaten food per day is conducted (for example half of portion eaten, 
meat left). It is necessary to know and check the caloric values of respective diets.  
Nutrition therapist also educates patient and his family. 
 
MONITORING OF THE NUTRITION STATE 
 
In moths October to November 2010 we monitored the state of nutrition on neurological 
ward. We searched for patients with malnutrition or with the risk of malnutrition. We filled 
the nutrition screening immediately after the hospitalization. 
 
Table No.1 Nutritional screening (Starnovska, 2009) 

Evaluation of the nutrition state Points 

1. Patient can not be measured or weighted – do not fill 4,5,6 2 
2. No information can be obtained from patient – do not fill 4,5,6 3 

3. Age 
under 65 years 0 
over 65 years 1 
over 70 years 2 

4. BMI  
20 – 27 0 
over 27 1 
under 20 2 

5. Loss of weight  
   not intentional 

None 0 
more than 3kg/3months(loose 
clothes) 

1 

more than 6kg/3months 2 

6. Amount of food 
   last month 

no changes 0 
half portion 1 
sometimes do not eat 2 

7. Indicators of disease 

None 0 
abdomen pains, anorexia 1 
vomiting, diarrhoea more than 
6/day 

2 

8. Stress factor 
None 0 
moderate 1 
High 2 

Total points (INDEX) 
 
INDEX Precaution Nutrition therapist 
0 to 3  no intervention needed 

4 to 7 report to nutrition 
therapist 

examination is necessary, special 
diet 

8 to 12 report to nutrition 
therapist 

Malnutrition threatening life or 
treatment, special nutrition care 
needed!!! 

Note:  
Moderate stress factor: chronic disease, smaller planed surgery, examination. 
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High stress factor: acute decompensated disease, major or unplanned surgery, after surgery 
complications, artificial lung breathing, burns, trauma, internal bleeding, hospitalisation on 
intensive care or anaesthesiology and resuscitation department. 
 
After 7 days the new re-screening was conducted. Records were made into the workbook. In 
every case were recorded date, patient’s name and surname, year of birth, index in the interval 
4 -12 and measured mid arm circumference. Subsequently was consulted nutritive therapist. 
The amount of food eaten from particular dishes was recorded in the following form. 
 
Table No.2 Monitoring of the food eaten from particular dishes – fragment (Cetlova, 2009) 

 
 
Mid arm circumference can be used to estimate the changes of weight in time periods – it is 
suitable for immobile patients hospitalized in long-term care units. If the mid arm 
circumference is smaller than 23.5cm than BMI is probably under 20kg/m and the patient is 
underweight. If the mid arm circumference is greater than 32cm than BMI is probably over 
30kg/m and patient is obese. If the mid arm circumference change by 10% than the BMI 
probably change by 10% too. Mid arm circumference is usually measured on the left (no-
dominant) hand without clothes half way between acromium and olecranum. Measure tape is 
not pressed forcefully; the desired accuracy is 0.5cm. Mid arm circumference indicate the 
body muscle mass (Kohout, 2004). In the following table are values which indicate adequate, 
marginal and heavy depletion (reduction, insufficiency) of muscles. 
 
Table No.3 Muscle mass according to the mid arm circumference (Kohout, 2004) 
% of referring value mid arm circumference in cm muscle mass  
 men women  
100 25,5 23  
90 23 21 adequate 
80 20 18,5  
70 18 16 marginal 
60 15 14 heavy 
50 12,5 11,5 depletion 
40 10 9  
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Table No. 4 BMI 

 first screening re-screening 

total hospitalised patients 217  
BMI can not be determined -  
patient can not be weighted 

18 6 

score 0 – 3 points 0 0 
score 4 – 7 points 8 3 
score 8 points and more 10 3 
nutrition therapist was called 18 0 

 
Reasons why the nutrition therapist was not contacted 
Re-screening was performed in six cases. In one case the nutrition therapist has not been 
called due to patient’s transfer to another healthcare facility. In five cases was conducted re-
screening but the nutrition therapist has not been called because patients died in evaluation 
period. 
 
Table No.5 Screening – mid arm circumference 

 
first screening 
 

men 
 
women 
 

muscle 
mass 

mid arm circumference in cm 1x26 1x24 adequate 

 2 x 28 1x26  
 2 x 29 2 x 27  
 2 x 30 1x28  
 1x31 2 x 31  
 1x33 1x35  
 1x37   

 
Table No.6 Re-screening – mid arm circumference 

 
re-screening 

 
men 

 
women 

muscle 
mass 

mid arm circumference  in cm 1x28 1 x 26 adequate 
 1x29 1x30  
 1x31   
 1x34   

 
In the time period October to December 217 patients were monitored. In 8.29% of cases was 
not possible to determine BMI. 
 
DISCUSSION 
 
Elderly people often say that they do not need to eat regularly, that coffee and bread are 
enough. Despite this the inefficient malnutrition can worsen their medical condition. We 
monitored the state of nutrition of patients hospitalised on the neurological ward. With the 
help of nutritional screening we sorted the patients to group which do not need the care of 
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nutrition therapist and to group which need consultation with him and subsequently need the 
measuring of muscle mass with method of mid arm circumference.  
Out of the total number of 217 patients, 199 patients did not need the help of nutrition 
therapist and their nutrition score was really in interval 0 – 3 it means nutrition therapist or 
special intervention are not needed. In 18 cases was not possible to determine BMI due to 
their serious medical condition, but the nutritional screening was made. In 8 cases was index 
in interval 4 – 7 points and in 10 cases was index even 8 and more. This group of 18 patients 
needed the intervention of nutrition therapist. 
Muscle mass measured with method of mid arm circumference was in monitored group within 
adequate values (see table No.5). During all evaluation period was by the nursing staff 
recorded the amount of nutrients into the form “Monitoring of food eaten from given dish”. 
Those records were used by nutrition therapist to adjust respective diets and nutrition 
supplements and cooperation with nutrition physicist. 
On neurological ward is provided acute care with the average hospitalisation time 6.5 days. 
From this reason was possible to conduct the re-screening only in six cases. In all cases was 
not possible to determine BMI, in three cases was index in interval 4 – 7 points and in three 
cases 8 and more points. Muscle mass measured with method of mid arm circumference was 
in monitored group within adequate values (see table No.6). 
Nutrition therapist was not re-called from the following reasons: 

- one patient was transferred to another healthcare facility 
- five patients died 

 
RECOMMENDATIONS FOR PRACTICE 
 
From the point of view of healthcare professional we formulated recommendations which 
could reduce the risks of nutrition disorders and malnutrition of patients hospitalized in 
healthcare facilities. 
Nutritional screening – nurses should conduct the nutritional screening to all new patients as 
the part of nursing history. Healthcare facilities can decide if they use the basic nutritional 
screening or the detailed nutritional screening. Screening should reveal patients with the risk 
of nutrition disorders or with malnutrition. In long-term hospitalization should be natural to 
repeat the screening because during the hospitalization can occur significant changes in area 
of nutrition. Intervals between screenings can be individual. 
Cooperation with nutrition therapist –  all staff must necessarily follow the 
recommendations of nutrition therapist. 
Leaflet for seniors – for patients with the increased risk of nutrition disorder or malnutrition 
should nursing staff in cooperation with nutrition therapist create a leaflet that consist the 
basic instructions concerning the proper nutrition. 
Periodical monitoring – for the monitoring of food eaten by patient should nursing staff use 
the special documentation into which is recorded the amount of food which was eaten and 
also the food which was not. This can be conducted three times a day (breakfast, lunch, 
dinner). 
Cooperation with family – family members can help us with the proper nutrition of patients. 
After every visit of family members is in the senior rooms left miscellaneous food. In the 
majority of cases this foot is inappropriate. If nurse or physician find some time for dialogue 
with the family members than they can find cooperators in the patient’s nutrition. We should 
inform the family which food and drinks are for patient suitable and which should be used for 
the positive motivation of patient to the proper nutrition. 
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Education of healthcare professionals – problematic of nutrition is nowadays a widespread 
topic. Nurses can be educated by seminars, training courses, professional literature, and 
university education. Id depends only on their will to educate themselves. 
Hollistic attitude – respecting and satisfying of individual needs of patients. Nutrition need 
belong to the basic needs and it is essential to respect it. From medical professionals are 
requested empathy, tolerance and acceptance. 
 
Conclusion 
 
In our research we were dealing with the problematic of the nutrition of patients hospitalized 
in neurological ward and with the problematic of malnutrition. In the next part we describe 
the influence of hospitalization to malnutrition disorders and possibilities of nutrition support. 
By the evaluation of nutritional screening and by the subsequent measurement of the mid arm 
circumference we managed to identify the patients with malnutrition or with the increased risk 
of malnutrition. However despite the detailed measurement of the monitored group we did 
not manage to proof that there occurs the reduction of muscle mass. We found that it is 
necessary to join another department – laboratory – for the evaluation of nutritional screening 
(S global proteins, S – albumin, S – prealbumin etc.). 
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ABSTRACT  
 
Social categories, which for various reasons cannot be applied to the labor market or are 
totally excluded from it, and which get into position of socially vulnerable and marginalized 
groups of people, require a specific approach to finding effective solutions even in developed, 
European countries such as Slovakia. Citizens, who due to low levels of education and skills, 
do only occasional assistance work, or citizens who are unemployed, people with physical or 
mental disability, youth after completion of institutional or protective care, the elderly and 
single parents with children who find themselves in social need or loss of family environment 
are included among groups at risk of social exclusion. Such social categories without the help 
of society are more likely to get to marginalized groups. 

 
Key words: Marginalized groups.  Roma community. Roma assistants.  
 
Marginalized groups  
 
Marginalized groups are characterized by complete social exclusion because of the factors 
such as loss of residence, long-term unemployment, drug dependency, lack 
of social adaptability, membership of a particular ethnic group in regions with 
high unemployment, etc. In terms of all social indicators, the most 
numerous and specific marginalized groups in Slovakia are members of socially 
excluded Roma communities. 
 
Demographic data 
 
According to the census of population and housing census at 26 May 2001 the Slovak 
Republic had 5,379,455 permanent resident population, of which 89 920 people have signed 
up for the Roma. Due to the methodology of census, data on the number of 
Roma population don’t represent the true situation; therefore, the real number of their 
population is based on the results of sociographic mapping of Roma settlements. Based on the 
results of sociographic mapping of Roma settlements, it is possible to estimate, 
that the number of Roma in Slovakia is close to the lower end of the demographic estimates, 
approximately 320 000. Out of the 320,000 Roma living in Slovakia, approximately a half of 
them live among the majority population and the remaining half live in 
Roma communities in the following types of settlements: 

- urban and municipal merger 
- settlements located on the outskirts of town or village 
- settlements, which are geographically distant or separated from a city or town by 

natural or non-natural barrier. 1 
The Roma community is defined as a group of people, which majority subjectively defines as 
Roma on the basis of anthropological characters, cultural affiliation, way of living -
lifestyle, living space and also subjectively perceives this as a distinct group in the 
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positive but also in negative sense. The distribution of Roma communities in 
Slovakia is uneven; their highest concentration is observed in eastern Slovakia 
and southern districts of Slovakia, where about 2 / 3 of the Roma live. 
Roma are in fact very diverse group of people that can not be viewed as whole. 
Various segments of the Roma population face different problems, which are related 
to state region, type of segregation, levels of concentration, frequency and ratio of the 
Roma population in relation to health care, social welfare and educational level. 

 
 
 
Major diseases of population in romasettlements 
 
Most common diseases among Roma people in settlements are those, which are caused by 
low level of hygiene, lack of knowledge about transmission of infectious diseases such 
as infectious etiology of the disease, tuberculosis, bacillary dysentery and viral hepatitis.  
Bad medical condition of people in marginalized communities is increasingly involved in the 
increased cost of the treatment, sick leave, hospitalization and disability. 
Factors that affect the lower quality of health of Roma marginalized groups are: 

- low level of health awareness 
- low standard of personal hygiene, drinking water 
- sewage, garbage disposal, toilet facilities; 
- polluted, devastated environment 
- unhealthy eating habits; 
- increased use of alcohol, tobacco, drugs 
- risk of infection, hepatitis B and C, HIV. 2 
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Angi mlyn – Michalovce 
 
It is a suburban Roma community near the river Laborec, with an estimated population of 
1500 -2000; it is located about 1-2 km from the bus stop in the village. Community members 
live in apartment buildings and shacks, they have water from public water supply, 
sewerage, electricity, garbage disposal ensures, but for some reasons they don’t use toilets in 
the apartments. There is a basic school in their settlement, but no nursery school.  

Ifsocially excluded Roma communities wanttobeintegrated into society and achieve an 
adequate standard of living including housing, they must be able to work and ensure a 
sufficient income. However, the possibility of employment depends on educational attainment 
and qualifications obtained, but also the overall rate of employment in a region and its level of 
development.  

It is necessary to provide primarily education for members of socially excluded Roma 
communities. We can achieve preparing citizens from socially excluded Roma communities 
by creating conditions for social and societal development of the Roma population. Improving 
the social status of socially excluded Roma communities is a question of a 
comprehensive approach by the State in cooperation with involved ministries, especially 
education, culture, health, employment offices, social affairs and family, interested local 
authorities and non-government organizations. It is necessary to perform educational work 
and social assistance continuously, in long-term cooperation with local associations, churches,  
schools and community health, social workers, whoare trained for these activities.  

For this purpose, it is recommended in locations where a larger number of people 
lives in socially excluded Roma communities tobuild community centers, which 
would provide conditions for education, gaining knowledge of proper housekeeping and child 
care, obtaining needed health and work habits and necessary skills. 
 
Educational program for Roma assistants 
 
Organization of study 
 

- Organized as a semestral daily study 
- number of lessons 400 
- completed by the final test 
-  

Characteristics of the study 
 

- designed for those, who want to enter labor market 
- completed high school 
- know the internal structure of the Roma community 
- have an influence on their clients about hygiene, eating and cultural habits 
 

Graduate Profile 
 

- Developing and maintaining client self sufficiency, developing his social and work 
habits; 

- The influence on individual interests for improving  physical condition of clients   
- Knowledge of basic preventive and anti-epidemiological methods 
- Knowledge and skills in caring for patients with the possibility of transmission of 

infectious diseases; 
- skills in performing social activities, assistance with therapy clients; 
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- maintaining contacts with clients, institutions 
- knowledge of primary care activities and procedures 
- participation in institutional car 
- acting  in accordance with the principles of ethics and morality; 
- applying  knowledge of psychology, sociology and law; 3 

 
Range of activities of Roma assistant in marginalized groups 
 
Focus of the Roma assistants is inclusive and follows the current needs of the 
community such as health education, assistance to the child-adolescent doctor, 
tracking lifestyle and health condition of communities, 
in cooperation with schools, with partners (such as mayors, deputies, field social workers) 
and the organization of sports activities.3 
 
Conclusion 
 
Holistic philosophy of understanding human-being as the biological, psychological, social 
and spiritual being, requires close cooperation among health, social workers, public 
health, affordable health care, public administration, state administration with the 
various religious communities. Considering the need of health protection, it is necessary to 
focus on building the basic infrastructure (water, electricity, communication network, waste 
disposal ...) in the Roma settlements and improving the health conditions of families living in 
substandard living conditions. It is necessary to plan the reconstruction of shelters, which can 
be legalized.  
Need for replacement or removal of defective housing and humanizing Roma settlements 
must be a mandatory part of municipal development plans, programs, economic and social 
development of municipalities and autonomous regions and housing development programs. 
By training of community workers in health, social, spiritual field also provide 
continuous advice to vulnerable individuals, families or entire communities. 
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ABSTRACT 
 
This article focuses on the specifics of social work with persons with hearing impairments 
that are primarily determined by a communication barrier. The specifics of work of a social 
worker are extremely important both, in terms of quality social services provided on a 
professional level, as well as in terms of the client´s protection by respecting equal rights. In 
the article, the authors address the definition of selected specifics of the social worker´s work 
with a given target group in connection with respect to equal rights. 
 
Key words: Communication. People with hearing impairments. Social work.  
 
Introduction 
 
Persons with hearing impairments are included in the group of persons with disabilities. It is a 
group with its own characteristic determined by the form of the disability. It is the nature of 
the disability – absence of hearing – that makes it to a specific target group with its own needs 
and problems. 
Social work with persons with hearing impairments should be based on principles of the 
Standard Rules on the Equalization of Opportunities for Persons with Disabilities. This 
document includes 22 rules that are divided into four chapters: I. Preconditions for Equal 
Participation, II. Target Areas for Equal Participation, III. Implementation Measures and IV. 
Monitoring Mechanism. The Rules recommend taking measures for the areas of human life, 
such as awareness-raising, medical care, rehabilitation, support services, accessibility, 
education, employment, income maintenance and social security, family life and personal 
integrity, culture, recreation and sports, religion, legislation, etc. 
Persons with hearing impairments are especially related to rule 5 “Accessibility” that states 
that persons with disabilities or their families and supporters should have a permanent access 
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to detailed information on the diagnosis, rights and accessible services and programs. These 
information should be provided in a way comprehensible also to the persons with disabilities 
(The Standard Rules, 1993). There should be suitable technologies used for persons with 
hearing impairments to allow access to spoken word and accessible interpreting services in 
sign language should facilitate communication between deaf persons and other people.  
We also consider rule 15 “Legislation”  to be very important. According to this rule “states 
have a responsibility to create the legal bases for measures to achieve the objectives of full 
participation and equality for persons with disabilities“ (The Standard Rules, 1993). 
The concept of equal rights is the fundamental aspect of the social work with the deaf 
community because each person´s needs and the needs of all people are equally important and 
therefore, they have to became a standard of planning for the society and all resources have to 
be used to provide equal opportunities for the integration of all people. The right for equal 
access to services for all is based on fundamental human rights that are embedded in 
international and European documents ratified by the Slovak Republic as well as in the 
Constitution of the Slovak Republic and other legal standards in force in our country. The 
essential idea is that all people are equal and must not be discriminated for any reason 
(Cangar - Gallo, 2005). The social worker has to follow professional principles and has to 
provide help to all citizens who request it without distinction if it is in their competence to 
provide it. The role of the assisting staff is not to discriminate the clients, to accept and to 
understand everyone, to equally show interest for everyone.  
Within the European Union, promotion and protection of right for equal opportunities for the 
deaf is advocated by The European Union of the Deaf. It was established in 1985 and its main 
philosophies are emancipation and creating of opportunities towards achieving equal position 
of the deaf in society as full citizens throughout Europe (General Background, 2008). 
Therefore, activities focusing on social help for the deaf community should be based on 
specific problems and specifics of this community that are primarily determined by a 
communication barrier. Hearing disability causes a lack of overall integrity of a certain organ 
or function. This causes difficulties and barriers in various areas of the individual´s life and 
therefore, it is extremely necessary to create opportunities to provide quality and accessible 
social services to citizens with hearing impairments. This type of disability has a far-reaching 
negative impact on the overall development of the personality because it precludes the supply 
of information as a result of limited communication.  
According to Tarcsiova (1998) interventions in this type of social work should be directed 
towards complex and total communication. Measures should became a part of the 
opportunities and support process, which would persons with hearing impairment help to take 
total responsibility for themselves as full citizens, by means of  full awareness, provision of a 
two-way flow of information and provision of accessible and free interpreting services.  
Many experts in the given field (Tarcsiová, 1998; Tarcsiová, Hovorková 2002; Šmehilová, 
2010; Jakabčič, Požár, 1995; Matoušek, 2005) regard communication as one of the most 
important social processes that form the whole personality of a person and help her/him to 
orientate in the outside world trough the provision of information. Important is the fact of the 
elimination of communication and information barriers in all aspects of human life. 
Therefore, in the lives of people with hearing impairments there are very important specific 
forms and measures that occurred for the purpose of better communication, education process 
or overall integration into the everyday life of the society. Limited communication has social 
consequences, which are understood by Matoušek  (2005, p. 102) as “...inability to integrate 
into society, to exercise personal potential, possible (re-)socialization, provision of 
community support, social services and adaptation of local conditions.” 
Based on the notion that each person forms a unity of the bio-psycho-social system, each 
person and especially a person with hearing impairments needs the society for the overall 
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development of her/his personality. If there are any barriers in this access, the opportunities 
for her/his development are limited. The communication barrier of persons with hearing 
impairments is the most important area in the development of their personality in terms of the 
social field because communication is linked to the creation of good interpersonal 
relationships. This aspect is reflected in the identification of persons with hearing impairments 
with the society where “...the primary problem is not the hearing impairment but its social 
consequences that are linked to the possibility of acquiring the spoken language, education, 
occupational and social functioning” (Tarcsiová, 1998, p. 47).  Tarcsiová and  Hovorková 
(2002) include emotional and social consequences among the consequences of hearing 
disabilities. These are related to the social consequence of the communication barrier. Hearing 
impairments cause difficulties in socialization and integration of persons with hearing 
impairments that are particularly characterized by these problems: ability to communicate, 
ability of education and ability to work. Based on this, we can notice the impaired ability to 
live independently. 
Communication is considered a very important social process, not only because it is used for 
transmitting and receiving information but mainly because communication creates 
communication relationships that allow better functioning of a person in society, thereby 
increasing her/his quality of life. It seems that people with hearing impairment are losing their 
contacts with the outside world which influences the overall healthy development of the 
personality in all its components. Therefore, education, care and total work for clients with 
hearing impairments are the subject of social work as well as special pedagogy. Through 
them, people with hearing impairments are mediated information needed for everyday life. 
People with hearing impairments are confronted with the communication barrier and the 
linked information barrier in dealing with various life situations and insuring the 
compensation of social consequences of their disability. Social work by knowledgeable and 
professionally trained social workers encourage them to overcame the above-mentioned 
barriers. Training of a social worker concerns the acquisition of knowledge about the hearing 
impairment, the population of people with hearing impairments, individual needs within the 
subgroups of this minority. One of the significant specifics of the social worker´s work is the 
acquisition of the sign language (or at least its basics) as the most commonly used means of 
communication. The demands on the social worker´s training are with this minority group of 
people are much higher because besides sign language, knowledge from the field of special 
pedagogy, psychology, sociology, culture of deaf she/he has to have knowledge of legal 
disciplines.  
People with hearing impairments are, within social work, provided social services, including 
social prevention, social counselling or social rehabilitation and they are mediated interpreting 
services. 
According to §44 of Act No. 448/2008 Coll. on social services, interpreting services provide 
interpreting in sign language, articulatory interpreting or tactile interpreting to an individual 
who is dependent on: 
a) interpreting in sign language if deaf or with severe two-sided hearing loss and the means of 
communication is sign language, 
b) articulatory interpreting if deaf or with severe two-sided hearing loss acquired after the 
acquisition of speech or before it and she/he does not know the forms of communication of 
persons with hearing impairments, especially sign language, sign Slovak or 
c) tactile interpreting if deafblind or with a congenital or acquired disability of two sensory 
organs that require a special communication system to communicate with society, bound on 
the degree of hearing loss and vision loss. 
It is the social worker who should provide or mediate contact with institutions or access to 
information that are important for addressing the social problem of the client. 
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Ethics is an integral part of social work. Ethical awareness is a fundamental part of the 
professional practice of social workers. Their ability and commitment to act ethically is an 
essential aspect of the quality of the service offered to those who use social work services 
(Ethics in Social Work, 2004). In connection with the ethical principles of social work, it is 
important that the confidentiality of information stays consistently observed (Strieženec, 
2001). It is the secrecy of the social worker on facts, client´s behaviour, testimonies and 
circumstances that he/she must not talk about. The usage of these data is not always clearly 
set by a specific regulation; therefore, it is appropriate to respect the principle that it is 
possible to provide information about the client to other (organizations, institutions, people) 
only with the client´s consent (Žilová, 2000). Since the social worker has access to personal 
information and medical records of the person with a hearing impairment, it is necessary not 
only to maintain confidentiality of the established facts but also to ensure the saving of the 
documents. 
The social worker should be sympathetic, neutral and she/he should be able to consider their 
skills and knowledge, whether they are sufficient for a reliable mediation of information. The 
social worker has to approach the client as an equal partner without any sign of exaltation or 
underestimating of her/his abilities. 
The social worker working with persons with hearing impairment should also be able to work 
in a team because social workers working with this target group are often a part of a 
multidisciplinary team. For example, in centres of special pedagogical counselling for people 
with hearing impairments, located predominantly in schools for children with hearing 
impairments, they cooperate with experts from the fields of psychology, special pedagogy, 
speech therapy, etc. 
 
Conclusion 
 
Social work with people with hearing impairments is extremely challenging, as it regards 
work with a specific target group. It is necessary to follow ethical principles derived from 
ethical codes for the work of social workers, so that their work keeps improving. Social 
workers are not only important in the removal of the communication and the information 
barrier but at the same time they are also mediators of information important for a full life of 
people with hearing impairments.   
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ABSTRACT  
 
In this paper we work to address the moral values of man, which is a form of  xpression of the 
moral relations of society and are also subjective in the man himself. The aim of this diploma 
thesis is to analyze the system of values of a young man under the influence of contemporary 
social processes. The main attention is paid to the determinants of young people's system of 
values. 
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Introduction 
 
In this paper we work to address the moral values of man, which is a form of expression of 
the moral relations of society and are also subjective in the man himself. Our interest in 
attracting today's young people now living in the postmodern era. Sometimes we are more 
passive recipients of the various achievements of modern technology such as active creators, 
something that also forms the inner joy of everyone and also supports our health (Hudáková, 
2007, p. 87).Our interest is to further deepen the understanding of the value orientation of 
young people this time. We will address the value of human life, a definition of values 
through which the man in your life decisions. To decide what is right and wrong, what is good 
and bad, as the place to be happy with himself and has to act so as to be satisfied with the 
company. 
 
Historical and theoretical value of expression 
 
Generally, when we understand something, we must first define it, describe the concept, look 
for the meaning of the term for man. Characterize the notion of value is a very difficult 
matter, because one still does not define the level of universal value, generally applicable 
definition. 

Value is a term that is unknown in many fields of science, in philosophy, psychology, 
pedagogy, ethics, aesthetics and so on. But what we can determine how widely applicable is 
that the value of one man. During his life to create certain values we live by them. Another 
consideration on the concept of value we can say that distinguish natural values, civilization 
(culture), moral, material and spiritual, social and personal and other. From a philosophical 
standpoint, in terms of the existence of philosophical thought. 

From a philosophical standpoint, in terms of the existence of philosophical thought 
man brings one of the many human problems, values. We will consider development 
axiological views of some philosophers. First, a brief overview of the development of lists 
axiological views of Western philosophy that forms the cornerstone of our civilization. Later 
we mention the views of American philosophers, because today is the world and our society 
greatly influenced by just "Americanism." Human values and the first assessment explained 
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by evolution. In the transition from inanimate nature to the forms of living organisms arise 
mental life. Entity appears on the one hand and the object on the other. A man from other 
living nature of the country differ in that transforms your relationship to reality, from the 
beginning of mankind is aware of the values necessary for their life (Márton, 2002). 

In ancient philosophy, values  unclear problem associated with the problem of being. 
Before Sokrat only distinguish positive and negative values. As we speak today about things 
that are good or bad, for example. when one says that the food is good, another turn that bad. 
Thus, things, events before Sokrat have not attributed the same moral qualities. Sophists, who 
turned attention to the man, turned the attention of the solutions axiological issues in a 
different direction, toward the subjective. This is best expressed his Protagoras, "man is the 
measure of all things." Protagoras, by implication, shows where to find a solution and 
evaluation of the values. Draws attention to the man. Socrates pushes interest entity further. 
His method (so-called Socratic irony) is constantly asking questions indirectly says that arise 
when the value of human knowledge. With increasing knowledge extends the horizon of man. 
The hierarchy of our values is dependent on knowledge. 

Plato was the first attempt to give a personality psychology and thus a set of mental 
functions. Plato is representative of the theories that equate learning with assessment. He says 
that knowledge consists in defining the knowledge and assessment in defining evaluation. 
Each definition is done through the concept, the objective character of something. Plato drew 
attention to the ontological question of values. Ontological issues are also dealt with Aristotle. 
He praised the knowledge of the evaluation. Realizing that the level of attitude evaluation 
results from the level of knowledge of the subject. Sort cognitive (cognitive) and evaluation 
functions developed in the work of debate on the method of one of the greatest philosophers 
of modern times, René Descartes. Psychological examination of human attitudes to deal with 
rationalist Baruch Spinoza. While the difference between conscious and unconscious impulses 
to action revealed G. W. Leibniz. The fact that our actions are determined and influenced by 
social factors also aware of the French philosopher CH. de Montesquieu, and especially J. J. 
Rousseau (Pasternáková, 2010). The most important representative of German classical 
idealism in the work of Immanuel Kant Critique of practical reason developed the idea: "If a 
man has to act morally, must be free to decide." The term free to I. Kant understood "in 
proceedings to limit their selfishness, suppress it wisely." Because if we act humanely when 
not acting selfishly. 

Significant is also the categorical imperative, rules of procedure, which acts in the 
human consciousness. Long considered the values contributed to the fact that in the second 
half of the 19th century was axiology as a separate science. Dilthey as a representative of the 
"philosophy of life" in the definition of value is based on life which is the only source of 
values. Value is thus kind of life experience. German philosopher F. Nietzsche looks at the 
issue of values through his idea of superman. Nietzsche says that all of today's human values 
and standards in relation to the values and standards applicable to the next man not only 
relatively but also reprehensible. We can say that Nietzsche's superman is superman as if our 
postmodern era. Young people review their values, rejects traditional values, only lives by 
those values that he brings considerable benefits in some way. 

In the second half of the 20th century, Jacques Maritain in addition to the political 
ideas he also moral philosophy. According to him, moral experience is a prerequisite for 
understanding not only good but also values. Experience, we recognize the good deeds of evil, 
so we know what is good that "honor man". As mentioned earlier, today's man is particularly 
influenced by American culture, and to mention some of the American philosopher and 
axiological views. The creator of pragmatism W. James gives prominence to the practical 
aspects of evaluation. Valuable to man is only what is helpful for him also. Another 
philosopher who served in the U.S. Marshall Urban. Urban stresses the value of psychological 
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opinion. Value is the importance of building the body in different situations or attitudes, these 
attitudes are themselves different abilities and interests observable psychologically. Validity 
and binding force values was involved in the American philosopher D. H. Parker. He 
concluded that one's own complex value category. They maintain their own health, comfort, 
ambition, occupation, love, knowledge, play, art and religion. 

The Slovak second half of the 20th century include Marian Váross and Vladimir 
Brožík. According to M. Várossa value of the function of identifying an adequate quality 
standard, based on the knowledge that the values are even starting to human activities. This 
brief overview of our axiological views "brought" to our problems. 

 
Globalization and Values 
 

The rapid evolution of our world, globalization in which we live calls for a return to 
the values and virtues. It calls for obedience, humanity, justice, fairness and sensitivity. The 
situation in which modern man in relation to their own values myself, contributed gradual 
seepage values in life. It is not about seepage values in the true sense, human values and they 
were here, there is a change in its view of human life, promotes the values of pluralism. The 
company is going to that disappearing value that would be accepted by all people. What the 
company held out together in the past is no longer co-ordination through common values, but 
the anonymity of the market. The process of global capital movements, trade globalization is 
accompanied by information technology. Information on the soil of the structural changes 
occur in human thinking and thus changes in its value orientation. Model of information 
society is a sort of "creating a virtual reality, where a man escapes from reality, and where 
you can create all the necessary to satisfy its needs without the slightest effort." (Šimo, 2002, 
p. 106). 

These changes in values caused by disorders most tangible economic life. Slightly less 
impact on the value of human life, political disturbances, particularly through the media. It is 
paradoxical that the "state failure" occurred through general progress, whether advances in 
technology, transport, education and mobilization. Progress itself, but refers only to the same 
direction in which mankind is moving (Laca, 2004). Humanity receives progress because they 
are born into it. Paying attention to what awaits us at the end of progress, whether it's "human 
welfare" or complete extinction of mankind. From our present time that to satisfy themselves, 
their needs and their life values such as family, health and friendship become a back seat 
today is an important power, prestige and profit. The values now decide institutions, mass 
media, state authorities. The company has become the voice and the objectivity of norms, 
laws that would our values in this global world, it is undisputed that it was the current 
disorientation of values contributes to a considerable extent acceptable to the instability of our 
laws and standards, which allows us to escape from justice, some , exemption from liability. 
The value system of our society is the value system of the previous (past) and contemporary 
society, that also incorporates the value associated with the creation of a European identity 
and globalization. It is through globalization in the world opened the way to the free 
movement of ideas, people and goods (Márton, 2002). We could say that one side of 
globalization for freedom, on the other replaced the traditional values of its own values, 
values of profit and success. It offers value growth, opening new opportunities and gives 
people the power to the hands. 

India has experienced growth at 80 the 20th century, and it'll be here began to change 
the nature of everyday life (Hrehová, 2001). Hut of mud bricks to replace the building rather 
paved road is now paved. Electricity became available to all dark alleys and street lamps 
illuminate today. The poor can buy clothes and shoes. Ordinary citizens are now turning to the 
bank and no one may remain outstanding at the end of life. People can apply for a job in 
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different locations. Parents in poor parts of the world do not send their children to work for 
pleasure, but because they need money to feed his family. (Norberg, 2006) on economic 
growth of this country to see an example of how gradually under the influence of prosperity 
the country has also changed in fair values of man. Externally, the primary is no longer a 
family, but as we wrote above, this is money, property, profits and power. And there is no 
way to be a man feeds on humans, has indicated that advertising trends in human life. A 
person becomes a consumer, not an adult, but since childhood. 

India has experienced growth at 80 the 20th century, and it'll be here began to change 
the nature of everyday life. Hut of mud bricks to replace the building rather paved road is now 
paved. Electricity became available to all dark alleys and street lamps illuminate today. The 
poor can buy clothes and shoes. Ordinary citizens are now turning to the bank and no one may 
remain outstanding at the end of life. People can apply for a job in different locations. Parents 
in poor parts of the world do not send their children to work for pleasure, but because they 
need money to feed his family. (Norberg, 2006) on economic growth of this country to see an 
example of how gradually under the influence of prosperity the country has also changed in 
fair values of man. Externally, the primary is no longer a family, but as we wrote above, this 
is money, property, profits and power. And there is no way to be a man feeds on humans, has 
indicated that advertising trends in human life. A person becomes a consumer, not an adult, 
but since childhood. 

Ethical value is the same factor of social life. Varies with time and cultural 
development. Index values depend on the company's structure, its layout, mentality (Storoška, 
2008). The changes that take place in society is reflected in the value system and vice versa in 
the value system reflects social change. The company passed through a process of 
socialization of the younger generation such social entities such as social norms, values, 
attitudes, behavior patterns, life goals. 

Good condition and healthy social relationships, leading to the integrity of ideas, 
traditions, customs and culture are thus virtues. Virtues are not separated from human life, 
rather as part of our lives. Not only the virtues but also education is a prerequisite for good 
social relations (Schavel, 2004). It fulfills the education of the transfer function of objective 
values in order to preserve the culture. The values of good and evil shape our views of the 
world and also apply to our own traditions and customs. From early childhood, the life 
journey of a man adapted to designs that are traditionally conveyed in his community where 
he grew up and lives. The fact that the child learns to talk, it's already created its culture. 
During adolescence, a man entirely acquires the habits, attitudes, traditions. Community 
culture in which one grows up has a major impact on shaping the value system of man. 
Lifestyle and environmental influences which determine the functioning of the culture. Each 
company pays a certain value system. In the world "...find a financial situation where social 
hierarchy depends on material goods, we will find artifacts and their production technology, 
various methods of sexual life, partnership and parenthood, find different societies or cults 
that give a company structure, we find the gods, supernatural rules, orders" (Benedict, 1999, 
p. 26). 

People unconsciously adopt the values of the culture into which they are born. Another 
part of the values you already mastered the process of maturation directly and through their 
own experiences. Values refer to aspects of the culture that results from understanding the 
unity of the social and natural sites. No man born on the opposite side of the globe can fully 
understand another culture, its traditions and values which professes. Civilized man is 
difficult to understand the life of indigenous tribes of North America (Kučerová, 1996). For 
them to be an adult means to be a good fighter, be a winner over himself, over his own pain. 
The boys in the tribes themselves tortured, sculpted the pieces of skin from hands, just to 
prove they are adults. The civilized man would understand, but for them one of the 



 
CLINICAL SOCIAL WORK (CSW) 

 

 56

fundamental values of life is suffering, it gives them a sense of life. Every period in history, 
culture and each epoch has its own set of generally accepted ways of behavior and opinions. 
Into another world, we can build human suffering today in relation to human health. Our 
grandparents only to a limited extent able to absorb the pain, heal wounds, maintain hygiene. 
Medical science in their time was still only beginning its progressive path (Šimo, 2001). At 
present, there was an explosion of some kind of cult of health, which is presented through a 
fitness center, a variety of ways of subsistence, or through a variety of drugs through the 
beauty of sports idol. Paradoxically, however, such care, sanitation, operations, different types 
of human drugs lead to the fact that health itself is for him only momentary matter. And at a 
time when a person becomes ill. “Life has become too easy. Moral pillars of a strong man if 
not to the well-being hijacked.” (Huizinga, 2002, p. 60). 

Find the cause of human immorality is difficult. Behavior, conduct Western society 
was enshrined in Christianity and its moral law. We can not say it today around one sees that 
the validity of Christian moral law is now lost for many. Objectively this is reflected in the 
increasing divorce rate, appeared to abortion, free sex among young people and euthanasia. 
Decline of human morality does not apply to all people. It is important to take a person as an 
individual personality. Christian morality continues to operate even if the moral conduct can 
now be in a weakened form. A man with him personally, internally still feel somewhat tied. 
Although sometimes we think and act differently. What belongs and what does not is we get 
to looking and risk-taking, when we try to circumvent public policy. What belongs and what 
does not is we get to looking and risk-taking, when we try to circumvent public policy. Each 
of us in the lives of the difficulties is not ready (Hudáková, 2005, p. 88). 
While globalization contributes to changing the value system of man, we must remember that 
European society recognizes values other than Western society, or even an Islamic society. 
The essence of this difference is in the progressive history department of politics and religion, 
it has to do with the advent of modernity. 

European culture is based on several pillars, which were born in ancient Greece and 
Rome. Basic pillars of Europe derives from the ancient Greek individualism, which is from 19 
century became the core of European worldview, human activism, which he actively, 
subjectively governed my life, humanism, freedom and objectivity of knowledge. In Roman 
civilization as an essential pillar of European culture was born right. We must not forget that 
European culture shaped by Christianity, the monotheistic belief in one God. Based on the 
integration processes from 2 a half. 20th century European culture began to globalize. When 
asked about the values of European culture, it is important that common values began to 
spread outside the European continent and new communities are nice or not. Globalization is 
in this direction but a kind of feedback process and thus the value of other communities 
permeate European culture. "Too much tolerance and openness (post-modern) can lead to 
spiritual vacuity and value, because it seems that everything is possible. But man needs a 
strong values and hierarchy of values, and today they will start searching again. We are in a 
situation of transition from the vacuity of value to the value fixovanosti. "(Mistrík, E. [online]. 
[Cit.2011-10–11]. s. 4th Available at: <http://www. erichmistrik / text / global.rtf>). 

Culture is constantly changing and are changing more quickly, thus there are more 
options. When people have the opportunity to read in the newspapers or seen on television 
other lifestyles and values, usually does not take long and you can acquire them over time. 
Globalization brings the mixing of cultures, which on the other hand, reduces the risk that 
people will remain trapped in a culture. Advocates of this tradition may condemn. But today, 
many people trying to break the stereotype, they want to live according to their own values, 
are determined to break rodinnútradíciu and start a career, what you wish for yourself. 
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Conclusion 
 

The process changes the value orientation and value system of the current young generation is 
a process which is derived from actual social change. The total value of today's youth 
development indicative of the growing materialism, liberalism, the decline of traditional 
values. Value movements can be observed just in different age groups of youth. Where the 
youngest group of youth, that youth in adolescence its value orientation leads to a pragmatic 
life, focusing only on what is of benefit in life. 

Today's young people understand that tolerance, respect and help others are the values 
that man needs for his life. Yet in his neighborhood often observed that the youth subculture, 
the report apparently behaved differently than previous generations of youth. Look for reasons 
why a young person lives with the values and apparently is common complex matter of 
human sciences, philosophy, sociology, psychology, theology and social work. 
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ABSTRACT 
 
Nowadays oncology diseases are concerned to be second of the most frequent causes of death. 
We suggest it is important to give enough attention to patients, their relatives, doctors and 
other professionals helping them. With our contribution we want to emphasize the seriousness 
of work with oncology patients and their families according to many aspects that go with 
oncology diseases. As a very effective way of working with oncology patients we see 
multidisciplinary professional teams which should consist of doctors, nurses, psychologists, 
social workers, priests, volunteers and possibly other members. This is how modern medicine 
could practise the holistic approach and make every patient get exactly that kind of health, 
psychological and social care which he or she needs at the particular time the most.  
 
Key Words:  Oncology patient. Multidisciplinary professional team. Social worker. 
 
Multidisciplinary Team  
 
Multidisciplinary team is a group of people from various fields with different professional 
qualification and different attitudes to patients. Every member of the team sees a patient form 
a different point of view and can provide different kind of service to help patient. Finally, the 
whole team can help patient with almost every problem that might appear. To make the team 
work effective, all the members of the team must communicate together, exchange the 
information and experiences, inform each other about the state in which patient currently is. 
They should support and respect each other and most of all, do anything not to hurt patients.  
 
In a multidisciplinary team there should be a doctor, nurses, physiotherapist, psychologist, 
social worker, volunteers, according to the state and needs of patient there might be also a 
priest and other professionals (Balogová, 2005). In a broader meaning, patient, family, 
relatives, friends, pets and other patients can be included in multidisciplinary team. 
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Doctor in Multidisciplinary Professional Team 
 
With no doubts, doctors are the only really unnecessary members of the teams, the only who 
provide medical care to a cancer patient and nobody can replace them. Still, without other 
members of the team their help is not enough. Their role in the team is to diagnose the 
disease, to determine and provide treatment, monitor and reduce pain, predict the 
development of the disease and treatment, inform the patient and family about the disease and 
treatment.  
 
From the medical point of view, from all members of the team doctor is absolutely necessary 
to take care of oncology patients. From psychosocial point of view, the emphasis is on 
psychosocial care of the patients which means the right to be informed about the health and 
the treatment procedure. In addition to this, patient has the right to decide whether to apply 
particular method recommended by doctors or not. Now the right to be informed is even more 
important because only appropriate information can make patient do the right decision. On the 
other hand, when patient’s opinion is wanted and accepted, it increases his feeling of control 
over the situation which significantly increases psychical wellbeing of the patient.  
 
To sum up, doctor should inform patient about his health and treatment in understandable 
way, explain pros and cons of particular treatment methods, recommend the one which is, 
according to doctor’s opinion, the most appropriate and accept the decision of patient. To 
preserve the humanity, doctor should ask himself whether he would recommend the same 
method to his own relatives or to himself and why possibly is there a difference with what he 
recommends to patient (Baštecká, Goldmann, 2005). 
 
Nurses in Multidisciplinary Professional Team 
 
Nurses have the most frequent contact with patients. Thus they have to be qualified and attend 
the further education and trainings to be prepared to all the possible situations.  
 
In the multidisciplinary professional team, the role of nurses is very specific. They provide 
psychical and mental support, perform the patient care itself, watch the state of the patient, 
watch the symptoms of pain and give medications as instructed by the doctor, watch the basic 
life functions, diagnose the changes of patient’s state, provide tools for patients comfort, 
instruct a family taking care of the patient (Magurová et al., 2007). Nurses also help with 
fulfilling the basic need of the patient, for example bathing, going to the toilet, feeding, 
changing clothes etc.  
 
The relationship between patient and nurse might be very close. Nurses, thus, should be 
supported by other members of the team, take care about the mental hygiene to prevent 
personal complications or burnout syndrome.  
 
Psychologist in Multidisciplinary Professional Team 
 
Clinical psychology is psychological discipline mostly focused on patients lying in hospitals. 
According to the Ministry of Health of the Slovak Republic (Conception of healthcare in 
psychology, 2006) the content of clinical psychologist’s work is prevention, clinical 
psychological diagnosis, therapy, counselling, assessment and expert activity, scientific and 
research activities.  
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Basic activity is prevention, especially in the form of psychology of health. This means 
providing information to the public, propagation of healthy lifestyle, supporting the stress 
management, prevention of addictions, optimizing human relationships, crisis intervention 
etc.  
 
Clinical psychological diagnosis helps to create a personality image of a patient, assess the 
psychological phenomenon and changes of the psychical state of the patient, watch reactions 
of the patient in particular states of treatment, assess the level of mental skill and their 
changes, consideration of psychical development and its disproportions, differential diagnosis.  
 
Psychologists can apply different kinds of therapy – individual, groups, community and other 
kinds of psychological intervention.  The aim is to modify mental states and behaviour of a 
patient. Within the methods we can mention training of psychical functions, 
neuropsychological rehabilitation, psychoprophylaxis, relaxation, biofeedback etc.  
 
Counselling in psychology can help patients with their personal, social, professional, 
educational and other problems in relationship with their health. Counselling is usually 
provided in ambulance, crisis centres, helplines and daily stationeries. In Slovakia it is very 
rarely provided in hospitals. On the other hand, abroad it is quite usual.  
 
Assessment and expert activities help to assess the mental state of patients, functions and 
skills of a personality, professional and specific skills, health etc. It can include consultation 
with doctors and other members of the team.  
 
Scientific and research activities helps to categorise psychological aspects of health and 
sickness and treatment. It is especially important because of developing diagnostic methods 
and providing educational activities.  
 
Probably the most important activities are therapy, counselling and diagnosis. As a therapist 
and counsellor psychologist can help patient to get through the situation from diagnosis to 
treatment and getting healthy again. In case of necessity psychologist can help to reduce pain 
and to reconcile possible death. The special help of psychological diagnosis is that it can 
signalize and possibly localize brain damage. We can see that psychologist is important 
member of the team.  
 
Social Worker in Multidisciplinary Professional Team 
 
Pioneers in psychooncological care were social workers (Holland, Weiss, 2010). Nowadays, 
their position in health care (or multidisciplinary team) is not defined enough. There is only 
very little acceptance to social work and social workers at all. Social work in health care is at 
the edge between streetwork and health care. On one hand this shows the wideness of social 
work, on the other hand, this might be the reason why social work is underestimated 
(Crabtree, 2005). Davis (2004) says that one of other possible reasons why social work is not 
favourite today might be the fact that the borderline between social work and nursing seems to 
be very slight.  
 
The position of social worker taking care of oncology patients in hospital can be defined in 
two different ways. First is direct work with patient, second is work with family and relatives. 
For social worker it is very important to know and help family and relatives of the patient, 
because they are the social environment of the patient and they are one of the most important 



 
CLINICAL SOCIAL WORK (CSW) 

 

 62

contents of patient´s life. They are practically necessary during the treatment but especially 
after the treatment when patient needs to get back to his previous life. Or better, when patient 
needs to start a brand new life after getting second chance in life. Social worker gets another 
level of importance when the treatment is unsuccessful and family need help after patient´s 
death.  
 
According to Slovak law (Act No. 448/2008 about the social services) we want to point out 
particular social services that could be provided to patients by social workers and their 
families: 
 
A) Social services supporting family and children. 
Personal assistance for children and household means to help with personal hygiene, feeding, 
dressing, preparing to school, taking children to school in case that parents are not able to do 
that (they might be hospitalized etc.). The reason to provide these services might be disease, 
injury or death of one of the parents or another person who is supposed to take care of a child.  
 
B) Social services to solve unfavourable social situation caused by disability, unfavourable 
health or retirement age.  
Patients can be provided many services, for example social counselling, social rehabilitation 
and other service activities. Oncology patients can be provided transportation service, 
especially when their moving ability is limited. In case of necessity, social worker can be a 
personal assistant to a patient or provide devices necessary for highest possible quality of life. 
Social assessment activities assess individual state of patient, state of family environment and 
other environments which influence integration of patient in society. The result is description 
and measure of disadvantage of patient with disability. In particular cases, oncology patient 
can get a disability pension etc.  
 
C) Social services using telecommunication technologies. 
In this case using telecommunication technologies include social counselling via telephone or 
internet.  
 
According to the same Act we distinguish several activities included as social services. For 
care about oncology patient these are the most important:  
 
Social counselling. Basic social counselling includes examination of the problem, provision of 
basic information, solutions, mediation of other professional support. Specialized counselling 
is searching for causes, character and range of the problem and providing specific 
professional help with solving them.  
 
Support with applying rights and law protected interests. Social worker should help patient 
with dealing with official matters, special forms and official letter communication.  
 
Social rehabilitation includes support of independence though training of basic abilities, 
mobilization of abilities and strengthening of habits. This should help patient to take care of 
himself, household and basic social activities.  
 
Work therapy allows patient to learn work habits and skills with professional help. It can help 
patient to acquire, keep and evaluate physical, mental and work skills and integrate into 
society.  
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In case of necessity, it is possible to provide accommodation, food, housekeeping and 
laundry. 
 
Slovak law does not state concrete social services to be provided to oncology patient. 
However, within the social services stated by the law we can many of those which could be 
provided to oncology patients. This shows the importance of social workers as a members of 
multidisciplinary professional teams in hospitals.  
 
From another point of view, social worker in multidisciplinary team examinates social 
situation of patients, especially social needs, prepares and realizes individual plan of social 
care, defines social need of patient and his family, defines social diagnosis and provides 
individual social care, finds out alternative financial sources of the family, in case of death of 
the patient helps with all the formalities (Magurová, et al., 2007). 
 
In Slovakia, social worker in health care system is in order of educational counselling, 
socialization and resocialization, providing professional social-legal counselling. Social 
worker might help patient to overcome health, moral and economic problems, help with 
integration of patient into society, point out negative effects on patient’s health. Within the 
competences of social worker falls cooperation with medical staff, family of patient, school, 
employer, courts, other social workers as well as evidence of social documentation, 
participation in researches and scientific projects, official representation of the patient. 
(Mojtová, 2008) 
 
We pointed out competences of social worker in Slovak health care system. The roles are 
either specific for profession of social worker or non-specific which are very similar to roles 
of other members of multidisciplinary teams. This makes the definition of social work and 
social work in health care system not clear at all not only in Slovakia but worldwide which 
confirm other authors too (Auslander, 2001; Davis, C., et al., 2004, 2005, Crabtree, 2005).  
 
With our thesis we want to emphasis the need of multidisciplinary professional teams helping 
oncology patients. We shortly characterized the team which should be able to provide 
qualified support to oncology patient in all possible problems. Abroad this trend is being set 
and followed and it seems that Slovakia might go this way too.  
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ABSTRACT 
 
The paper draws attention to a critical situation of battered women in our society having an 
alarming character in the course of recent years. It defines the principal terms and syndromes 
of battered women and characterizes domestic violence against women as a specific form of 
abuse. It analyzes the possibilities of social assistance to battered women from part of the 
assisting staff represented by crisis intervention, social counselling and social services. 

 
Key words: Violence against women. Battered woman syndrome. Domestic violence.  
         Social assistance. 
 
Introduction  
 

Violence against women is a grave and increasingly more apparent society-wide issue 
having ascending tendency even in the conditions of Slovakia. Pursuant to statistic figures 
women (approximately 95%) represent an overwhelming majority being battered in the 
partnership relationships. (Čírtková, 2011). The term of “violence against women“ was 
defined in 1993 in the Declaration on the Elimination of Violence against Women according 
to which it means any act of gender-based violence and neglect that result, or is likely to 
result, in physical, sexual or psychological harm or suffering to women, including threats of 
such acts, coercion or arbitrary deprivation of liberty whether occurring in public or private 
life. (Sejčová, 2010).  

In terms of the form violence (battering) is understood to encompass physical, 
psychological, emotional, sexual, social and economical violence. In compliance with 
classification of psychological disorders the results of violence might be diagnosed as a 
reaction or post-traumatic disorder. Battered women’s post-traumatic reactions manifest 
themselves in the form of escaping tendencies (negation, apathy, numbness, separation, 
depression, dissociation). Extreme anxiety, oversensitiveness, panic, hyperactivity, 
nervousness, lower self-esteem occur. In battered women higher level of powerlessness and 
helplessness may be identified along with fear and depression as reactions to loss of illusions 
in relation to the world, deprivation of sense of strength and meaningfulness. The most 
frequent syndrome possible to be encountered in battered women might be depression. 
(Špatenková et al., 2004). Depression covering various levels is rather typical – including 
significant risk of suicide. An extreme fear for life they felt can lead to panic attacks. Of high 
occurrence are diverse physical difficulties such as stomach-aches, headaches, asthma, food 
intake disorder, etc. Allied syndromes are represented by addictions – the traumatized seek for 
escape and relief from painful feelings in alcohol, drugs or pharmaceuticals. In an untreated 
traumatized victim noticeable are deteriorating work and personal relationships, somatic 
difficulties, lower working performance and ascended risk of self-destruction. (Tomková, 
2011).  Battered woman syndrome is in fact a set of specific characteristics and results of 
battering causing a lower ability of woman to produce effective reactions to the violence 
being experienced.  
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As per Douglas (In: Čírtková, 2011) any symptom in battered women might be 
divided into three categories as follows:   
1. Syndromes included in post-traumatic stress disorder (PTSD) 
2. Learned powerlessness  
3. Self-destructive reactions  
 
As per Špatenková et al. (2004) a typical profile of a battered woman is possible to be created:   

- materially dependent upon a partner,  
- submissive and obedient,  
- maintaining social contacts with low number of people,  
- frequently justifying a man’s behaviour by his mood or problems at work or by results 

of incidents he experienced in the childhood,   
- with own feeling of powerlessness and worthlessness,   
- with intensive sense of guilt and conviction that she deserved what had happened to 

her,  
- thinking of  the situation as of an impasse despite the fact she is not able to withstand 

the violence from a partner anymore,  
- ashamed to talk about her experience and about the way a partner treats her, 
- extreme emotional dependency on a partner.  

 
Woman as a domestic violence victim 
 

A specific phenomenon is domestic violence – occurring in intimate relationships 
among the immediate with an immense impact upon the entire family.  As per Mühlpachr 
(2008) women are not abused or battered solely by their husbands yet at times by adolescent 
children namely by, but not limited to, sons even daughters. In this case battering involves 
burdening women with inappropriate requirements. Following younger children women are 
the most vulnerable family members who find it very difficult to resist the pressure of the 
surroundings to which biological constitution as well as so-called “learned powerlessness“ 
being grown in women through still very influential patriarchal tradition contribute.    

The main reasons for violence against women in the partnership relationships are both 
misuse of power from part of a partner and historically created and socially conditioned 
imbalance of power between men and women. Violence against women manifests itself in 
many forms. The most universally common instances cover physical violence (fight, kicking, 
strangling), psychological violence (emotional and verbal abuse, ridiculing, disparaging, 
outbursts of anger), sexual violence (rape, sexual abuse), economical violence (power abuse 
through disposition of financial means), and social violence (detention, prevention from 
coming into contact with family, friends).  

The results of the aforementioned violence demonstrate themselves in the negative 
way both on the individual level of battered women (becoming ill due to a long-term physical 
and psychological stress, separation, loss of work and housing) and on the society-wide level 
(increase of the beaten and raped women healthcare costs or overall energy suppression and 
self-esteem undermining and health endangering hinder women from full participation in the 
life in society). (Crime Prevention Strategy, 2007).  
 Men endangering their partners dispose of similar psychological characteristics as 
fathers endangering their children do. Mühlpachr (2008) mentions the fact that battering of 
a woman represents an interaction matter: a woman may unconsciously provoke battering 
behaviour in a man and can be unaware of gaining a profit from being hurt. In such event 
disclosing psychotherapy focused on a woman’s personal psychological problems might be 
promising.  
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 In the year 2010 four hundred and thirty-two people received sentence for criminal 
offences related to violence against women out of which most cases referred to a close person 
battering (40%) and sexual abuse (43.5%). Data source on sexual harassment at workplace is 
represented by the outcomes of a selective research of working women performed in the 
course of the 2nd quarter of 2007 according to which 0.8% of working women was exposed to 
sexual harassment, mobbing or discrimination and 0.5% to violence or its threat at workplace 
(Statistical Office of the Slovak Republic, 2011).     
 

 
 

Figure 1: Number of victims – females 
Source: The Ministry of Interior of the SR (2011) 

 
 
Social assistance to battered woman 
 

The chief presumption of effective assistance is to provide the women exposed to 
violence or to violence threat with diverse types of help and support. Within the frame of this 
sphere it is inevitable to generate available alternatives of living for women finding 
themselves in a crisis, to develop and to make accessible, in terms of geography, specialized 
advisory services including social, legal, and psychological counselling, to build information 
centres with appropriate security. The broad spectrum and multiplicity of the issue of violence 
against women presupposes engagement of experts from various fields. (Sejčová, 2010).      

The assisting professionals should be mindful of the fact that many times a victim 
calling for help feels ashamed, humiliated, frightened or even responsible for the violence 
which they have become a target of. A victim needs support focused on restoring and building 
their inner strength up. They need to be reassured of not being alone, to be shown that a 
number of other women experienced the same and no reflections shall be cast on them for 
what happened. Eventually, conviction that the violence was not their fault is desirable to be 
evoked. Becoming a member of the self-help groups or groups of personal development 
conducted by a trained professional, i.e. welfare officer might represent substantial support for 
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a victim. (Matoušek, Kodymová, Koláčková, 2005). The solution of domestic violence 
against women is even divorce if a woman resolves to do so. As per Mühlpachr (2008) 
a battered woman should not be forced to get divorced yet they should be given a possibility 
to view their behaviour in relation to a man in a wider perspective and to make a free 
decision.    

Within the frame of social assistance to the victims of domestic violence crisis 
intervention, social counselling, and social services are plausible to be distinguished. One of 
the most suitable forms of assistance to battered women is social counselling. Social 
counselling for battered women is a social counselling system developing at the fastest pace.    
This type of counselling is sheltered under the umbrella of non-governmental organizations 
which apart from direct social counselling aspire to legislative changes in this sphere, attempt 
to influence conventional attitudes of public opinion and to deepen perceptiveness of the issue 
by the involved professionals and broader community. (Gabura, 2005).   

Except for counselling services within the frame of social service facilities or crisis 
centres, specialized advisory centres for battered women exist in Slovakia. Contrary to social 
service facilities with 24-hour operation these provide assistance and services through a 
daytime ambulant form. Important is to render consulting to women even in cases in which 
violence fails to reach a minimum of intensity of offences or crimes and who do not need any 
crisis accommodation. Within the frame of ÚPSVR (Central Office of Labour, Social Affairs 
and Family) Departments of Consulting and Psychological Services exist, the activities of 
which include consulting and therapy in cases of domestic violence. In the instances of 
domestic violence when women have nobody to turn to social assistance standards contain 
secured refuges represented in the international context by women’s houses, asylum houses, 
intervention centres, shelters, crisis centres, and alike. At present, in Slovakia those are crisis 
centres (Section 31 of Act No. 305/2005 Coll. as subsequently amended), emergency housing 
facilities or even shelters (Section 26, 29 of Act No. 448/2008 Coll.). (Mátel, 2008).   
In the states belonging to the European Union the issue of violence against women has not 
been elaborated on the equal level. Concerning the foreign experience with the follow-up 
action plans aimed at violence against women many countries have included or in the recent 
past included the issue in question within the frame of other complex plans. National action 
plans of the European countries of Denmark, Sweden, Germany, and Finland oriented towards 
the issue of violence against women besides assistance to the violence victims itself, and 
trainings of assisting professions and information distribution emphasize even the work with 
offenders. Some of these countries possess several continuation action plans focused on 
violence against women or on domestic violence. In principle, 4 spheres represent the 
essentials of their action plans – targeting at assistance to victims, working with offenders, 
education of assisting professions and spreading the knowledge on violence in the interest of 
prevention and change in attitudes towards violence.   

National Action Plan for prevention and elimination of violence against women for the 
years 2009-2012 (hereinafter referred to as NAP) is a follow-up of operation objectives of 
National Strategy for prevention and elimination of violence against women and in families 
and develops these objectives in compliance with the latest facts and requirements of 
international documents and practice.  NAP’s tasks are chiefly formulated in the context of 
the preceding plan by particular provisions in the four formerly determined spheres while the 
sphere of science has been extended by the issues of statistical research and monitoring. In 
addition to the aforementioned the material has been amended by three extension spheres, i.e.  
education and sensitization of assisting professions, violence against women at workplace and 
work with offenders. (NAP, 2009-2012). 
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Conclusion 
 

Domestic violence represents the most widespread form of abuse of women all over 
the world irrespective of their religion, culture, ethnic origin or education. The world statistics 
of UNO show that in the course of their life minimum one third of women has been beaten, 
experienced forced sexual intercourse or has been otherwise battered. The highest number of 
women being exposed to threat of domestic violence belong to lower social classes, in case of 
violence occurring “outside the home“ the most jeopardized group includes younger women. 
According to researches up to one quarter of women does not talk about the situation to 
anyone, does not turn upon the police or other organizations providing assistance. In this point 
a space for multidisciplinary approach and collaboration of the individual institutions is 
generated to help battered women in terms of legislation, police, healthcare, psychology as 
well as institutions of state administration, self-government, non-governmental organizations 
and church. Domestic violence is a negative society-wide phenomenon not possible to be 
perceived as a private matter of an individual.    
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ABSTRACT 

This article deals with financial illiteracy and poor money management within families 
resulting from the absence of financial education. Firstly, it confronts issues leading to 
financial illiteracy in a broader context – history, influence and hidden causes behind financial 
illiteracy. Secondly, the author makes the case for establishment of proper financial education 
for broad strata of population and explains reasons why such actions have to be taken. 
Thirdly, the  author tackles family influence on children’s future financial behavior. Finally, 
this article includes a comprehensive list of causes and consequences of poor money 
management to support the necessity of implementing proper financial education. 

Keywords:  financial illiteracy, poor money management, poverty trap, financial skills, 
financial education, financial training. 

In the today’s atmosphere of recent major financial crises, I cannot help myself not taking a 
think about irresponsibility and recklessness in regard to financial issues. It is appalling that 
after decades of unprecedented steady economic growth, which are known in France as the 
golden thirty years, European countries are drowning in debts that they are unable to pay off. 
It is also grossly irresponsible not to build up reserves in good times that can help get one 
through bad times. In times of slowing economic growth it is namely difficult to repay money 
that was needlessly squandered in the past. If there are no back-up savings for a rainy day, 
situation in bad times might become very critical. 
 
The fundamental question to rise is what has really caused that countries and individuals got 
caught in the debt trap. Was it irresponsibility, financial frivolousness or financial illiteracy? 
In this article, I do not want to write about governments' failures, but I would like to take 
a closer look on the topic of financial education among individuals. 
 
In the past, the role of the state was narrowed down to oversight and regulation. Any striving 
in the field of financial education in the last 20 years has been thwarted by a massive 
consumption encouragement which served as a motor force of the nowadays consumer 
society. However, this is a very risky policy because according to sociologists and 
psychologists the people’s appetite for purchasing is endless... It is inevitable that the state 
should take up the role of providing financial education to broad strata of population (children 
in schools, the youth, parents, all citizens in the productive age and the elderly) in order to 
improve their financial literacy that has been neglected for many years. Since no training can 
protect simple-minded people, there is also a need for establishment of mentoring and helping 
programs. It also goes without saying that building up a long-term co-operation with 
institutions, whose clients are mostly threatened by the debt trap (e.g. labor offices, 
associations of persons with disabilities, clubs for seniors, young families etc.), is vitally 
important for a successful implementation of financial education programs. In another words, 
there is a need for a broad, long-term enlightenment that has been missed for many years. 
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Information is not always equal to knowledge; hence, the value of education in schools and 
institutes should not be overestimated. Education might help get important information across, 
but in order to increase financial literacy an active individual approach of is needed. Financial 
literacy could be defined as a disposition of knowledge, skills and trust in oneself that is 
necessary for a responsible financial decision making. Thus, financial literacy is about 
responsible actions, active demeanors, decision taking, a proper orientation and flexibility, 
and these can be learned only in practical application of already gained theoretical knowledge 
in everyday life. 
 
Because the family is the basic unit of society, I take the view that the first steps in financial 
education must be taken in a family. Children should learn in the family how to manage 
money properly and effectively. Parents represent with their behavior and actions a role 
model for their children, thereby knowingly or unknowingly form and educate their 
descendants. Advice from parents not backed up by feats is often frowned upon as 
sermonizing by their children and barely followed. On the contrary a personal example and 
daily agenda is the most valuable and most natural foundation that parents can give to their 
children. The children will be thankful to their parents and soon or later will appreciate their 
advice providing that it helps them find their true life values, the real value of money, learn to 
manage money properly and use the common sense by simple questioning and counting such 
as what I have, how much I can spend and how much I should save up. Financial literacy is 
not a rocket science – just simply mathematics. Following this approach, the next generation 
should be protected from overconsumption and running up huge debts, more resistant against 
aggressive advertisement creating false needs, and it also learns to understand and analyze 
upcoming events in a bigger connection and grasp. In other words, the next generation will be 
more resilient to a modern social disease of this age: affluenza which is characterized a 
disease of overconsumption. 
 
Financial illiteracy poses a great threat not only to personal finance, but also to public finance 
and the economy of a country as such. Why? Because due to illiteracy people without 
financial education are more prone to make bad financial decisions which consequences 
might be ominous not only for them, but also for the whole society. Bad financial decision 
might cause high stress, work-related problems, or even destroy families which can result in 
one’s inability to provide for basic needs. Such individuals often end up needing social care 
support which is financed from public funds. 
 
Dolf de Roos, a real estate specialist, made a very wise and well-taken statement to this topic: 
“If you think that education is expensive, try ignorance”. The more financially educated we 
are, the faster and easier we can recognize opportunities and threats. A great many companies 
and financial predators made namely a lucrative business from people’s nescience and 
financial illiteracy. Therefore, the more financially educated we are, the easier it is for us to 
identify threats and swiftly avoid them, or if you like not to pass up a great life opportunity. 
To put it more simply, through financial education we learn to distinguish between good and 
bad ideas.  
 
Thus, what are the most common bad habits, mistakes and decisions that can throw a person 
due to his or her own nescience and financial illiteracy into a poverty trap?  

- Absence of basic mathematic skills; 
- Absence of practical money skills; 
- Absence of fundamental knowledge about civil law; 
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- Bad housekeeping habits and disregard for money; 
- Wrong life values or no respect towards non-material and non-economic values; 
- Financial frivolousness and nescience by managing one’s wealth, eventually inability 

to protect oneself against financial frauds; 
- Prodigality; 
- Impulsive & compulsive shopping (mental disorders), shopping under time stress; 
- Marginal propensity to consume and to run debts in different either evident, or hidden 

forms (e.g. consumer credit, credit card); 
- Incompetence at distinguishing between “good debt” intended as an investment and 

“bad debt” meant for current consumption; 
- Not reading information written on contracts (especially those written in small letters) 

by purchasing products (material or financial) and by signing a contract, for instance a 
contract on silent partnership or becoming a guarantor to someone etc.; 

- Not asking questions by not fully understanding of contracts or ambiguity in contracts; 
- Signing contracts in haste; 
- Naïve reliance on advertisement other “trustworthy referrals” without making own 

checkups; 
- Naïve reliance on employees of financial institutions whose best interest is to sell their 

products while any true financial advice might be secondary; 
- Care-free trust in “well-meant advice” of one’s acquaintances who have not been seen 

for years, but suddenly appear out of the blue to “help”; 
- No interest in becoming informed about financial issues and in becoming informed in 

one’s professional field. 
 
Consequences of insufficient financial education, poor money management and wrong 
financial decision can be seen in the list below: 

- Little or no emergency savings; 
- Little or no long-term savings; 
- Absence of retirement savings and a high propensity to get trapped in the welfare 

system, consequently relying solely on claiming welfare benefits; 
- Vulnerability of an individual and thereafter the whole economy system by various 

threats such as deterioration of the situation on the job market, real estate market, 
salary drop etc.; 

- Vulnerability of an individual and families by sudden unexpected health problems, 
salary drop, loss of a breadwinner etc.; 

-  High indebtedness of households that borrowed too much or too expensive (their 
loans are burdened with high interest and penalty interest or any other dubious fees; 

- Difficulties in loans repayments, consequently property execution and being on the 
brink of falling into poverty; 

- Decrease of quality of life; 
- Physical and mental health problems that hamper the ability to work and might even 

lead to invalidity; 
- Family and marriage disintegration due to disagreements and disputes about money; 
- Social exclusion. 

 
As we will have seen, consequences might be very harsh and fatal. Therefore, we can 
conclude that the time dedicated to financial education and acquiring financial skills proves to 
be very well invested in the future and for this reason it is vitally important to make a plea to 
governments for taking actions in order to increase financial literacy among their citizen 
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ABSTRACT 
 
Roma population in Slovakia and in Europe represents isolated ethnic group with 
demographic, social and health specificities. Community of Roma belongs to the lowest level 
of education and economic status in Slovak society. Increasing of the population as well as 
the necessity to solve their problems holistically gains special importance. Nutritional factors 
and deficit of vitamins and other basic nutrients are closely related to social factors. Different 
ethnoculture, higher level of poverty, insufficient education, unemployment and problematic 
approach to a health care are generally known problems of Roma population in Europe. This 
contribution is devoted to the impact of environment on healthy life style of Roma population 
in Slovak Republic. The attention is focused on prevention and education of especially Roma 
women in accordance with their personal beliefs and traditions. Nutritional needs with 
emphasis on health problem of Roma children are discussed separately. Education is one of 
the basic preventive factors of poverty and vulnerability.  
 
Key Words:Diet. Education. Environment. Ethnicity. Health. Hygiene. Illnesses. Life Style. 
Nutrition. Roma Community.  
 

Basic idea in conception of human development speaks about broadening possibilities 
and opportunities for people to live a long and healthy life, importance of education and enjoy 
a certain appropriate level of material belongings. 3 
 Today’s progress and growth of economy is inextricably connected with population’s 
good health, which anticipates further economic growth and sustainability of societal 
development. Good health of population is an outcome of simultaneous cooperation between 
many elements in society. Health has an irreplaceable status in lives of all humans. There are 
many factors constantly influencing people’s health – determinants of demographical, 
biological, social, economical and medical nature. Population’s health depends on intricate 
unison of genetic predispositions, economic and psycho-social conditions, sustenance and 
lifestyle along with the quality of health care and services, surroundings and work 
environment. There is mutual binding between all of the upper mentioned factors. In today’s 
world we come across many serious health issues which are increased by occurrence of new 
types of illnesses – often caused by decreasing quality of environment. Rather big differences 
can be clearly seen in disposition of diseases and death causation diseases worldwide. The 
differences are most obvious between economically developed regions of the world (e.g. 
Europe, North America, and Australia), where civilization diseases emerging from a certain 
type of lifestyle are predominant, contrasting the less developed regions (e.g. Africa, parts of 
Asia), where most diseases are a consequence of malnutrition, infection and parasites.4 
 Well-balanced diet and dietary habits are basal essence of healthy lifestyle. Preserving 
and ensuring of quality potable water, heat processing, cold storage and canning of victuals, 

                                                           
3 NÁRODNÁ SPRÁVA o ľudskom rozvoji SR. 2002.  
4 Health Promotion Program. 2007 
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packaging, manipulation and distribution of goods are among most important attributes of 
such lifestyle. When trying to prevent alimentary contagions, right manipulation with waste is 
important together with the disposal of faeces and litter, including remains of food. Also, 
treatment of sewage, germicide, disinfection, disinfestations, deratization and at last of course, 
complex health education of the population are all absolutely necessary.  
 Health promotion program that is being carried from 2007 to 2015 says, there is 
increasing tendency in differences between certain regions; common population and 
disadvantaged groups of people; that are reflected in inequality in health (in approach to 
prevention, to health care), inequality in consumption and lifestyle (inequality of life 
chances), status inequality, inequality in skilfulness and abilities on labour market, inequality 
in education and in approach to education, inequality in division of power and also income 
inequality. These types of inequality may be seen in each European country and developed 
states. Despite vast intervention precautions, there is an increasing tendency in occurrence of 
such inequalities and they prove to have significant influence on health. The efforts in 
reducing inequalities in health are primarily focused on strategic support of health care and 
health policies concerning most endangered groups of population (vulnerable groups). 5 

 Demonstrably, in the Slovak Republic, it is groups of people living segregated in 
separated Roma settlements – groups that are rather disadvantaged in this country, whose 
health is most endangered. Roma live almost all around the world (approximately 8 – 12 mil. 
from which 7 – 9 mil. are in Europe) and their position is immensely complicated. In Europe, 
the biggest number of Roma may be found in Romania – 2.5 mil., Spain – 650 000, Hungary 
– 600 000, Bulgaria – 500 000, Slovak Republic – 400 000 and Czech Republic – 300 000. 
Low income, deficient education, high rate of unemployment, bad health conditions and 
overall disturbed environment are the cause of poverty and also exclude the inhabitants of the 
settlements from socially accepted minimal standard of living. Health of the Roma 
community is, and always was closely connected to its position in society and the observance 
of customs and traditions, which are reflected also in the approach to health prevention. 
Health becomes important only after evident symptoms of an illness or a disease are present. 
Woman is the caretaker for the family when it comes to health issues and this fact often 
makes it impossible for her to be a patient and to care about her own health. Health conditions 
are influenced by Roma lifestyle, part of which is, of course, sustenance, nutriment factors 
and deficiency of vitamins and other basic aliments. The history of Roma ethnic is marked by 
several substantial facts that reflect immediate impact on today’s lifestyle and comportment of 
Roma, such as: Indian origin (language similarity), customs and traditions, nomadic way of 
life, holocaust of Roma during the Second World War, and also the Act No. 74/1958 on 
Permanent Settling of Nomadic Tribes6 
 Cradle of the Roma is India, more specifically the region of today’s Panjabi. The 
Roma left India in the 4th century A.D. and came to territory of the Slovak Republic around 
13th century as a nomadic tribe. As immigrants, they were reliant on mercy of the locals, who 
had let them set up settlements; however they had to isolate these settlements from the others. 
The Roma made their living as musicians, blacksmiths, craftsmen or mercenary soldiers.  
 Currently, there is approximately 400 000 Roma living in Slovakia, representing 6 – 
7% of total number of population. Approximately half of the Roma population live in 
settlements, with prevalence of low level of health consciousness, high rate of health 
damaging behaviour, mirrored in poor quality of health conditions and lower mortality age. 
Roma population is heterogeneous and requires different approaches. When evaluating their 
health and social issues, differentiation of approach is also needed. 

                                                           
5 TRÁVNIČKOVÁ, A. Vplyv výživy na zdravie dojčiat v rómskej komunite. 2010. 35 s. 
6 VILÍNOVÁ, K. Vybrané problémy zdravotného stavu obyvateľstva sveta a Slovenska. 2009. 10 s. 
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Based on societal integration, the Roma may be put in three basic groups: fully integrated – 
20%, partly integrated 40%, and non-integrated – 20%. Majority of problems is connected 
with the non-integrated and partly integrated Roma.7 
 Population curve of the Roma is increasing. It is likely that approximately 520 000 
Roma will live in the Slovak Republic in 2025; which represents the population growth of 
roughly 140 000 people (37%). Percentage of the Roma in the population of the Slovak 
Republic would thus increase from present 7.2% to 9.6% (in 2025). After 2015, long-range 
decrease of Roma population growth is anticipated.8 
 When studying health of the Roma ethnic, conditions are sometimes problematic due 
to socially and culturally distinct way of life and impossibility to collect data based on 
ethnical allegiance. Thus, comparing to the majority population of the Slovak Republic, Roma 
health conditions are not surveyed in such detail. According to domestic and foreign surveys, 
health conditions of Roma are worse compared to the majority population. Also, medium-
length of life, according to demographic data, is much shorter in Roma ethnic than in the 
majority population. The difference is 7.5 year for men and 6.6 year for women. This 
difference depends on the extent of integration of the Roma. While more recent researches say 
the difference is smaller, health records show up to 10 years difference in the length of life of 
the Roma compared to majority population. Human life is qualified as highly risky when 
concerning health condition. 
 Nowadays, typical diet of the Roma is characterized by deficient consumption of dairy 
products, vegetables, fruits or low-quality white flour baked goods in opposition to often 
excessive consumption of alcoholic beverages, cigarettes and salt. Shacks in settlements are 
overcrowded, with lack of quality potable water – up to 42.5% of settlement inhabitants use 
water from unrefined sources. Approximately 77% of settlement inhabitants live without 
sewerage system or cesspits. Also high extent of unsorted waste which decays fast and might 
pollute the surroundings of settlements is always a problem.9 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
7 TRÁVNIČKOVÁ, A. Vplyv výživy na zdravie dojčiat v rómskej komunite. 2010. 35 s. 
8 BEHARKOVÁ, N. Podmienenosť postojov rómskeho etnika k zdraviu a chorobe. 2009. s. 264-269.  
9 GONDÁŠOVÁ, I. Zdravie rómskych žien v osadách a možnosti zlepšenia. 2008. JURIŠ, P. a kol. Infektológia 
a vyšetrovacie metódy vo verejnom zdravotníctve. 2009. 115 s. 
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Roma dietary habits 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Public Health Authority of the Slovak republic. 2008 
  

Health conditions are jeopardised by unsuitable lifestyle and environment the Roma 
live in together with high rate of addiction to alcohol and drug abuse. More than 58% of 
Roma smoke – men more than women. Researching dietary habits of the Roma, results show 
irregular times of consuming meals and prevalence of consuming unbalanced nourishment. 
Situation with water sources is neglected; settlements have no sewerage systems, garbage 
disposal (or at least rubbish dumps). Personal hygiene is on a very low level along with 
hygiene of the overall environment. One of the factors influencing the health conditions is 
problematic involvement of the parents in compulsory children’s vaccination program. This is 
caused by higher migration of the Roma to foreign countries, lack of discipline and awareness 
from the side of the parents. Insufficient caring about children and low level of basic hygiene 
also contributes to higher rate of mortality in young age.10 

“Person is born healthy. Illnesses come in with the food we consume”, said 
Hippocrates already in 4th century B.C. Folk wisdom says: “A healthy child is the most 
precious gift”. And really, we often encounter situations, in which a healthy child develops 
serious health problems due to unsuitable care of the parents and may carry the consequences 
of these problems for all his life. Most often it is allergies, eczema, respiratory problems, 
dysmicrobia, and anaemia, chronic malfunction of a digestive system, etc. Many serious 
diseases appearing in adult life have their roots in early childhood. There are several reasons 
for this fact. Often it is lack of awareness from the side of the parents and their lack of 
knowledge. In other cases, addictions drive parents away from caring about their offspring. 
Either way, a suffering child is the outcome. Children from Roma communities are frequently 
in such situations. Sickness rate of Roma children is very high; they are often hospitalized and 
overmedicated with antibiotics which cause further immunity weakening of a young 
organism. Unbalanced diet also contributes to development of diseases and slows down both 

                                                           
10 JURIŠ, P. a kol. Infektológia a vyšetrovacie metódy vo verejnom zdravotníctve. 2009. 115 s. 
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– psychological and physical development of a child.11 
Well-balanced diet represents a set of physiological and biochemical processes which 

human organism needs for its right functioning. Biologically good food covers physiological 
needs of a human in proportion to his environmental conditions (age, sex, occupation, 
physiological state). It should contain all nutrients our organism might need in sufficient 
quantity and optimized proportions. Sustenance not only conditions the existence of life, but 
also determines its quality. Amount, composition and conditions of sustenance have direct 
impact not only on health but also on person’s productivity and performance and immunity to 
avoid civilization diseases, considerable is also the impact on reproduction and preservation 
of optimal mental and physical capacities from early childhood to old age. Diversity and 
alternation of sustenance is always given by physio-biological needs and, of course, socio-
economical, psychological-social aspects, level of education, ethnical and religious rules, 
regional traditions or personal preference of certain foods. Government carried Health 
Promotion Program considers well-balanced diet and proper dietary habits to be the basic 
stone of healthy life. Consuming certain types of nutrients influences occurrence and 
development of most common infectious diseases.12 
 Certain diseases may only be cured after change of diet. Ideal and the only right 
composition of sustenance do not exist as notions on nourishment are constantly developing. 
Importance of healthy diet is often underestimated. Dietary habits are part of a lifestyle and 
they have significant influence on present health conditions of the Roma living in settlements. 
Their diversity and alternation are given by traditions, culture, geography and several other 
factors. Nutrients needed for growth and development of human organism come from the 
outside environment. Sustenance, one of the outside environment factors, greatly determines 
functionalities of the organism and natural balance between intake and outtake represent a 
precondition for its normal physiological functioning.  
 For Roma ethnic, a woman is valued and earns her societal status via children (and 
their number). Belief in the societal status of a fertile woman with many children plays its role 
in influencing many pregnancies during woman’s fertile years. Thus it is important for 
governmental, non-governmental and international institutions to focus on structuring a 
strategy for long-term solution of minimizing risk factors such as: mothers ages under 18 
years old, drug and alcohol abuse, insufficient weigh gain of a pregnant woman and also 
factors, such as: education, unemployment, living in settlements.13 
 Precautions in Roma communities in the Slovak Republic: 

- National Action Plan for Roma (education, employment, health care, housing), 
national policy in sphere of education – tries to establish at least one year compulsory 
pre-school education by providing free pre-schools where children get a hot meal, 
milk and a financial contribution on clothing 

- Basic universal social and health prevention with respects to distinctivness of Roma 
minority (distinct origin, mentality, culture) 

- Selective and indicated social prevention thanks to Field social work  
- University education in social work at St. Elizabeth University College of Health and 

Social Work in Bratislava – regional department of Hallow Z. G. Mall in Košice (app. 
200 Roma and 400 social workers for field social work in Roma communities); and 
education in nursing – regional department of St. Barbora in Rožňava (Roma nurses) 

- Pastors  
- Specialized programs (care of Roma families, elimination of language barrier, health 

                                                           
11 ONDRUŠOVÁ, Z. Základy sociálnej práce. 2009. 139 s.  
12 NOVÁKOVÁ, J. – KRÁĽOVÁ, V. Hodnotiaca správa o výsledkoch I. etapy Programu podpory zdravia 
znevýhodnenej rómskej komunity za roky 2007 a 2008. 2009. s. 248-251.  
13 PODPORA ZDRAVIA RÓMSKYCH ŽIEN. 2009.  
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promotion programs, etc.) 
- Media – interviews, discussions  

Roma lifestyle has a negative impact on their health and endangeres them as 
a community. Many countries deal with issues connected to the Roma communities, it is an 
international interest to help, which is only possible with active participation of the Roma in 
society. By forcedly promoting changes, it is unlikely to arise interest in Roma community; 
more likely it would bring an entirely opposite reaction. Positive changes may be reached 
only by mutual respect and cooperation, for benefits of the Roma communities and the society 
as a whole. 
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ABSTRACT 
 
In this article authors focus on the theme of parental perception of the communication among 
doctor and patient, primary factors, which influence this mutual interaction. Based on the 
investigation made among the parents and children with Rett syndrome, the authors 
determinate the basic factors, which came of the respondent’s answers and became the 
priorities in mutual contact. The part of watching the quality of the medical and nurse care is 
not only the communication on the doctor X patient level, but necessary part is mainly the 
communication on the doctor X parent level in the nurse care with the children. In common 
with this contact rise the bounds, which can positively affect the next evolution of the 
cooperation, which is nowadays characterized as a partner’s cooperation. Rarely occurred 
paternalism in medicine is slowly fading and parent is percept as co-deciding part in the 
choice of therapy of the children. 
 
Key words: Empathy; Communication; Skill; Parents; Understanding; Helpfulness 
 
Introduction 
 
Social interaction is defined as basic way of social behaviour, feeling, cognition and self-
cognition, communication and mutual act of 2 people in minimum. For needs of this article 
we will focus on the communication as the solution of social contact. Communication in all 
ways of social life, but mainly in medical care is a topic, which is still the priority of lay and 
skilled public. The level of the communication is a part of the investigation of the quality of 
the care in the medical facilities. Not for nothing are some questions in interrogations of 
patient’s satisfaction with nurse acre in the exist facility dedicated to the patient’s point of 
view on the communication among the members of the nurse team, patient’s informedness 
about the course of the treatments, understand ability of the information, correctly chosen 
language etc. (Rating of hospitals, Health Care Institute, 2011) This interest is connected also 
with the change of doctor’s role and his access to a patient for last decades. Paternalistic 
access and its main characteristic sign- an absolutistic power over the patient, changes into a 
partner’s access. It’s applied not only in relationship to the patient, but also to the patient’s 
parents. The proof is point 3 §3 of the Doctor’s ethical codex, which says, that doctors should 
give up the paternal positions in attitudes to the patients and respect them as the equal partners 
with all their rights and obligations, inclusive of the responsibility of his life (Věstník ČLK, 
2006). 
The possibilities of self-deciding are from the law’s point of view with a child patient much 
more lower than with an adult patient, the deciding is mostly inferior to the medicals and 
parents. Child at a school age is often influenced by the contemporary opinions. Suitable 
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access of the medicals to the child’s parents has the main meaning for observing the medical 
regime and understanding of the child’s disease (Mareš, Vachková, 2010). 
Thanks to the entrance of patient (parent) to the doctor’s surgery during the immediate 
meeting with the doctor starts to create the social-psychological atmosphere, the quality of 
relationship (Zacharová, 2007, p.82). There’s plenty of factors, which have the primary 
affection to the level of the quality, beginning with the ambient, colour harmony of interior, 
length of waiting time in the waiting room, the atmosphere of mutual relationships, 
helpfulness and behavior of medicals before the entrance to the surgery. Parents entering to 
the contact and the interaction with doctor, does not need only a fulfil and understanding, but 
also the social support. Křivohlavý reports 2 levels of the interaction among patient and 
doctor: 

• Professional level – use of somatic medicine angle 

• Social, psychosocial level – sometimes called humane; the point is the understanding 
that among patient and doctor is in progress much more than it’s presented in medical 
learning books 

This model can be used in the interaction – doctor X patient. However, we can define 2 basic 
styles in the doctor’s access. The first group are doctors oriented on patients. Second group 
represent doctors, who focus on the examination and therapy. Doctor, who focus on gaining 
the information from anamnesis, it’s analysis, defining, the interpretation and planning in the 
following steps, is the way, which leads to medical accuracy, but there is not enough place for 
“human” understanding to the patient. This style is not surprising, because it is a way, which 
leads the doctors, who are more intent of patient’s fear, problems, questions, feelings, hope 
and expectation than exact inconvenience. This access seems more comfortable at the 
beginning from the patient’s point of view. In profession, we are in contact with, doctor, 
whose style lies somewhere between these 2 levels, in ideal example it is more resemble to 
one of them. It all depends on actual needs of patient and the present situation (Tate, 2005). 
Professor J. Křivohlavý in his book Psychology if the disease rates the relationship among the 
doctor and his patient from the angle of patient’s addiction level to the doctor. In this 
relationship the doctor becomes the mentor, tutor, monitor and teacher. This access can be 
applied also in the contact with the parents of patient. The role of teacher explains as doctor’s 
access, which teaches the patient how to prevent the health inconvenience, patient should 
respect the orders and perform them. The role of mentor is described as a role, when doctor is 
a friend, also teaches how to behave. The role of the tutor means the more straight access to 
the patient, it is based on the patient’s training in the right habits. The role of monitor is 
understood as a role, when doctor warns the patient of mistakes, he is an advisor, watching his 
charge and he is always available (Křivohlavý, 2002).  
“It exists many of jobs, whose main content is helping people: doctors, nurses, pedagogues, 
social workers, health visitors, psychologists. Same as other jobs, every of these jobs has its 
own skill. The difference is the big attention on the next element – human relationship among 
the helping professional and his client. Patient needs to trust his doctor...” (Kopřiva, 2006, 
p.14) 
According to the ways of medical’s behaviour to the parents of little kids, K. Kopřiva defines 
four types of medical intervention – instructions, comments, asking questions and resonance. 
Instruction is a direct way of intervention. It has a recommendatory, advising, ordering or 
prohibitive form. However, medical assistant gives an introduction how to act in definite 
situation. Advice has to be exact and personal, because it needs to be helpful in the hard 
situation. The comments are less directive. The medical assistant answers to the patient’s 
problem in his own opinion with his standpoint leading towards the new connections with a 
problem. This access gives to parents the possibility of clearance or specifying some 
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information. The comments does not contain the instructions how to behave, because it 
contains only the description of the situation. Asking the questions provides the next 
intervention, whose task is enable a different angle to a patient, evocate new minds, ideas. The 
difficulty in this way of intervention is the effective asking the understandable questions, 
which has to be learned if it has some meaning for the effectiveness. The last type of the 
intervention is the resonance, which comes from the humane psychology. In this situation are 
mirrored the words of medical assistant said to the patient. This “mirror progress”, whose 
principle is temporary repeating of the meaning of said things (halo), is what patient says. 
Medical assistant shows by that, that he hears and understands the patient’s shared feelings 
and information (Kopřiva, 2006). Information above create the basic structure in the doctor’s 
access to the parents of the patient. From able sources, which deals with these problems 
follows, that giving the information by doctor is the main factor for parents. The way of 
sharing the information with parents is sometimes more important than main contents of the 
sharing. There are some introductions, which should be observed in dealing with the parents.  
The conditions of communication with the parents 

• Choice of suitable place 
• Sufficient room of time 
• Presence of other family member 
• Empathic, sensitive access 
• Understanding, clearance 
• Repeating the information 
• Patience 
• Avoid the sympathy and antipathy 
• Avoid the “halo effect” 
• Confess, if we do not know the answer 
• Plan of following care 

 

The goal of interrogation 
We presupposed that the basic rules of the communication among a doctor and a patient are 
respected and observed. We were interested how parents rate their communication with the 
doctors and what is the priority of their point of view in the present interaction. 
 
The Research set and methodology 
We did this interrogation among the parents, whose children have got a Rett syndrome (this 
syndrome is characterised by slow and abnormal evolution of apparently healthy born girls; 
between 6th and 18th month of life the evolution stops and the regression appears, the 
perimeter of a skull becomes bigger; a muscle tonus and the ability of moving reduce; the 
girls do not walk and the progress of speech stops (Vokurka, 2009, p.905)) In the 
interrogation have participated 72 respondents. The respondents had to complete the 6-level 
pyramid, whose point was marked as the most important factor in the communication with a 
doctor. The base was presented by the least important factor in the interaction. Those factors 
were not formulated before for the existence of truthful parent’s answers. 
 
The results of the interrogation 
The resulting investigation is in the chart below. For clearance we show only the succession 
on the first two places. Other factors are relevant. 
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CHART  1 First places of the factors 

Succession 
Absolute frequency 
ni 

Relative frequency(%) 
f i 

First place   
Empathy 32 44,44 
Listening 11 15,28 
Skill  10 13,89 
Ability of explaining 9 12,50 
First impression 6 8,33 
Room of time 2 2,78 
Ambient  2 2,78 
Sum ∑ =72 ∑=100% 

 
 
 
DIAGRAM  1   First places of the factors 
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CHART  2  Second places of the factors 

Succession 
Absolute frequency 
ni 

 Relative frequency 
(%) 
f i 

Empathy 28 38,89 
Way of sharing 16 22,22 
Listening  14 19,44 
Room of time 10 13,89 
Ambient 3 4,17 
Skill 1 1,39 
Sum. ∑=72 ∑=100% 
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DIAGRAM  2  Second places of the factors 

 
 
The discussion 
From the interrogations clearly follows, that parents appreciate the doctor’s empathy, as the 
most important factor in a mutual interaction. Empathy is the basic requirement not only for 
helping professions, but it has its own place in an everyday social life. For the first position it 
was chosen by 44.44% of parents. It is described as one of the communication skill not only 
in a medical service, but in a normal life of everyone of us. The ability of empathise with the 
other person’s emotions or behaviour is required in all medical professions, because with the 
medical assistants are people in contact during the stressful situations of unknowing the 
future, psychological tension of waiting for the results of examination or therapy and more. 
As the second mostly chosen factor, which plays an important role in a mutual understanding, 
is the ability of listening (15.28%), Explanation, room of time, suitable place are the 
requirements, which equal the global conditions of the communication in a nurse care. A topic 
to think of is also the factor of the “doctor’s skill” (13.89%), which parents chose on the first 
place. It is probable that it is a whole belief in a doctor’s act, which creates the base of a 
partner access in a following nurse care. Surprisingly, we found out that 45% of respondents 
did not fill in all of 6 levels in the pyramid and they have filled in only first two places and the 
last one. The middle section of the pyramid was obviously hardest to think of and defining the 
next factors situated there. From the psychological point of view is the easiest defining the 
two outer factors and the hardest are the middle ones. 
 
Conclusion 
 
The willingness of medical assistants in the participation in the problems of the patient’s 
family does not mean that it is their duty. The duty is suitable, sensitive way of acting and 
behaviour to the child, his parents and relatives. How it is mentioned in the part 2 §3 of the 
Doctor’s ethical codex: “Doctor behaves to the patient correctly, with an understanding and 
patience. He does not decrease to the rude and gross behaviour. He takes regards to the 
patient’s rights.” (Věstník ČLK, 2006) 
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INSTRUCTIONS FOR AUTHORS 
 

Allow me to introduce a new expert journal – Clinical Social Work. We would like to 
offer you an opportunity to contribute to its content as we would like to aspire to create a 
collection of real experiences of social workers, doctors, missionaries, teachers, etc. CWS 
Journal is published by the International Scientific Group of Applied Preventive Medicine I-
GAP in Vienna, Austria. 

The journal is to be published quarterly and only in English language as it will be 
distributed in various foreign countries.   

We prefer to use the term ‘clinical social work’ rather than social work even though it 
is less common. In the profession of clinical social work, there clearly is some tension coming 
from unclear definitions of competence of social workers and their role in the lives of the 
clients; the position of social work in the structures of scientific disciplines especially in cases 
where people declare themselves to be professionals even though they have no professional 
educational background. These are only few of the topics we would like to discuss in the 
CWS Journal. 
 
Your contribution should fit into the following structure: 
1. Editorial 
2. Interview, Case Reports 
3. Review 
4. Original article 
5. Letters 
 
Instructions for contributors: 
 
All articles must be in accordance with the current language standards in English, current ISO 
and the law on copyrights and rights related to copyrights.  
 
Your contributions are to be sent via e-mail (addressed to: michalolah@gmail.com) as an 
attachment or on a CD via regular postal service. In both cases written and saved in MS Word 
(no older version than year 2000). 
Style Sheet Requirements:  
Maximum length:  3500 words  
Letter type:  Times New Roman 
Letter size:  12  
Lining:  1 
 
All articles must include:  
Name of the article and author’s address in English 
Article abstract of 150 words in English 
Brief professional CV of the author (100 words) 
Publishing languages: English, German 
 
Each article contains: 
1. Name of the article and author’s address in English 
2. Abstract in English, which consists of at most 150 words 
3. Short CV of the author in English, which consists of at most 100 words 
4. Text of the article consisting of at most 3500 words 
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Each article must be an original never published before. When using references, parts of other 
articles or publications it is inevitable to quote them and provide information about the source. 
 
We reserve the right to formally edit and reduce the text if needed. Academic articles undergo 
an anonymous critique. Each author will receive a prior statement of publishing his/her 
article.  
When writing a review it is necessary to attach a copy of the cover of the book.  
 
Thank you for your cooperation 
 
Yours sincerely 
 
Michal Oláh, Ph.D. 
Edition of journal 
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ECONOMIC CRISIS, UNEMPLOYMENT AND ITS IMPACT ON THE  
MINIMUM WAGE IN THE SLOVAK REPUBLIC 
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Introduction:  The economic crisis has reached a global scale, struck many countries around 
the world. Its impact is felt in almost every area of our lives. One of the most serious 
economic crisis is increasing unemployment. Many countries have experienced a rise in 
unemployment, including Slovakia. With the increasing trend of unemployment is closely 
related to the obligation to work only for the minimum wage. What is the relationship 
between minimum wage and the average monthly in Slovakia? 
 
Main part: With the notion that the economic crisis comes, wonders how it hits ordinary 
people. One of the most important is that it probably affects many people and reduce their 
standard of living. The current economic crisis is significantly associated with unemployment. 
More and more people are unemployed, particularly in the region around  Prešov and Košice 
in Slovakia. What is the possibility of finding work and employment? Does the state create 
sufficient space to creating new jobs? As unemployment is currently rising trend, everyone 
who has access to employment, accepts all the conditions imposed by the employer. Even 
agrees with the fact that he worked "only" the minimum wage. How can we influence this and 
bring wages about 60% of the population to the average wage? It is probably very difficult to 
answer. 
 
Conclusion: Economic crisis is very difficult not only economic but also social problem. If 
we were to propose means and methods of dealing with unemployment, without government 
help, which has the greatest impact on job creation, it is not possible. Individually creation of 
the new jobs, mainly because of SZCO, is not a comprehensive solution to unemployment. 
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Introduction:  The child's status in society is derived from the relationship between child and 
adult. This is a significantly uneven relationship, based on the application of adult authority. 
Uneven, because in case of abuse of power, the adult child can not protect themselves. The 
fact that children have the same rights as adults, and that these rights should be protected by a 
special law was enshrined in the Geneva Declaration of the Rights of the Child of the year 
1924 and the Declaration of the Rights of the Child in the year 1959, and which says that a 
child for his physical and mental immaturity, needs special safeguards and care including 
appropriate legal protection before birth and after birth. The core thesis: Despite the general 
trend of weakening the institution of the family remains the most widely accepted value in our 
society as one of the most stable social structures. The family continues to create the best 
environment for development and personal development as a social institution, and also best 
meets the needs of society. Recently, however, the family of the current socio-historical 
context and, within it shall, respectively, losing many specific characteristics. The perception 
of "stability in volatility" is necessary to adequately analyze at least the framework conditions 
in which the family located in the historical period. Situations in which the family passes the 
socio-historical changes do not necessarily mean a threat to families, but they also bring new 
opportunities for healthy development of families and society as a whole. 
 
Conclusion: Today's unfavorable situation in the development of child care is burdened with 
the broader context of the development challenges of the current crisis of the family, due to 
globalization factors, not least the current global economic crisis. 
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WHERE IS MAN? 
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Introduction:  In my contribution for the latest issue of „The social aspects of a human in a 
postmodern world“  I deal with the very basic problem of people in today´s world. 
 
Methods: Firstly, I question the human beings and their part in a society, taking into 
considerarion their integrity - greatness vs. littleness. My work basically points out a person 
who must set on a journey of discovering its uniqueness in the universe. Finding ourselves is 
the main task that we all have to accomplish. It is the starting point to see ourselves as 
a redeemed nation not as the animals. I also focus on a gradual reduction of a man into 
a working and reproductional tool, a tool of self – content without its own will.  
 
Results: My work is devided into four chapters: from beginning of a human evolution to 
humanization, through slavery to self acknowledgement. From self acknowledgement to 
individualism and freedom, from freedom to a chinesse slavery. Through my work I have 
tried to define a concept how to create a safe social enviroment for people to live.  
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Introduction:  Young people were in every period exposed to pressures and influences of 
their surroundings and also they experienced a need of self-realization. A social value of 
young people we must perceive from their own sight and from the sight of their surroundings. 

Main part:  Influences of social surroundings could be more general, more specific or more 
multiliteral. Some influence to a qualities of a personality could be a nationality, some sort of 
social class and that sort of things. A big influence of forming a personality have small social 
groups, in which the personality occurs in a frequent and intimate interaction with others. It is 
particularly a family, a school group, a friendship group, working groups and that sort of 
things. People affect each other and even purposely, directly at a forming of a personality (a 
parent to a child, a teacher to a pupil, peers to each other). The current age marked by rapid 
progress of electronic communication devices brings along a loss of personal touches too and 
also changes and reduces the emotional and expressional sphere of a youth. A new 
phenomena are showing in the youth: over-sensitivity, a posing, an false expectations, a 
despair.  
 
Conclusion: Young people that can recognize the right values in selves and in the world can 
change this world by changing their perspectives of themselves, of their peers, of their closest 
social group. 
 
REFERENCES 
 
MATOUSEK, O. The 2003rd Dictionary of Social Work. First ed. New York : Portal, 2003.  
    288 p. ISBN 80-7178-549-0. 
MUHLPACHR, P. The 2008th Sociopatologie for social workers. Brno : Masaryk University,  
    2008. 194 p. ISBN 978-80-7392-069-2. 
 
The first author contact:  
 
Ing. John Gursky, PhD. 
St. Elizabeth University of  Health and Social Work, n. o., 
Detached office of The Queen of Peace from Medjugorje, Bardejov 
 
 
 
 
 
 
 
 



 
CLINICAL SOCIAL WORK (CSW) 

 

 93

FIELD OF SOCIAL WORK WITH UNEMPLOYED PEOPLE AND 
WITH PEOPLE IN MATERNAL NEED 

 
1Eva Halušková, 2Štefánia Derevjaníková 

 
1, 2 St. Elizabeth University of Health and Social Work in Bratislava.  

Detached office, Michalovce, teachers in the study of social work 
 

 
Introduction:  The article deals the most important policy  system of  measures within the 
labour market and with social work with unemployed people. In the substantial part of an 
article, there is given a short outline of legal claim of maternal need. In this part there is given 
also a view to activation measure for village as a form to acquire and keep habit of working 
for long-term unemployed people. The end of the article is aimed to analyse some specific 
examples how could be provided this benefits. 
 
Target group and methods: Analysis of three practical cases is  shown calculation of 
maternal need and other allowance of maternal need depending on persons who are 
considered jointly with this person and other rules. There is the comparison of these cases 
where are visible differences between person who apply for maternal need and whole family 
as well.  
 
Results: The comparison of individual cases are shown that , there are different criteria of 
legal claim of maternal need and other allowance of maternal need. The amount of maternal 
need is influenced of this criteria ultimately or opportunity to claim activation measure and do 
have some activation work for municipalities.  
 
Conclusion: Philosophy of maternal need is its short term using for people in need to go 
through their adverse life conditions due to losing their job. Common practice is shown there 
these families are in receipt of maternal need long term because of long term unemployment. 
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Introduction:  A man – requires some place in the universe with his/her life, but a man 
overcomes both real time and space borders by his/her spiritual part. No present time is 
asolute for a man. He/she is a sensible and free being who consciously creates history. His/her 
life is a constant pilgrimage and by its spiritual activity it outgrows up to the eternity. 
 
Main part:  A man is responsible for his deeds to his own conscience and an authority. The 
inner voice of conscience is incorruptible and infallible. It praises for a morally good deed but 
it blames and unsettles for a morally bad deed until the smoothing a wrongdoing, unjustice or 
offence. Social responsibility refers to people and authorities whose responsibility is based on 
resolutions and state laws directing activites of individuals and smaller communities as well 
as on duties emerging from solidarity and natural moral duty. 
 
Conclusion: Only in case we spread unchanging truth  in the changing world the God will 
cause here, in the world full of problems and evil, an explosion – the explosion of truth, love 
and salvation; it will affect every innocent and open mind and every heart opened to love. 
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Introduction:  The Holy Spirit is active in removing the spiritual and every human disstress. 
The Holy Spirit developes the goodwill in humans to do good, to have an interest in each 
person. This paper is pointing on The Holy Spirit as a inspirator of doing good in man 
regardless of religion, on the protection against burn out syndrome, on the spiritual distress of 
man and on the dignity of human beings.  
 
Methods: Survey sample consisted of 108 respondents. We used a random sampling 
technique. Targeted selection was made through selected social service and charity. We used 
a questionnaire survey as the data collection method.  
 
Results: The survey was to obtain respondents' opinions on the action of the Holy Spirit in 
the lives of people working in the social sphere. We found that 86% of respondents agree with 
the statement that the Holy Spirit inspires everyone to do good, regardless of religious 
affiliation. The claim that a person who is dependent on the material and social support needs 
at the same time the spiritual help to be helped really, supported 64 % of respondents. 19 % of 
participants disagree with this expression, and 17 % can not decide. 84 % of respondents think 
that a person working under the guidance of the Holy Spirit has a humane approach to the 
client. 43 % believes that the believer is no longer protected from burnout syndrome. It is 
interesting that the respondents take a negative attitude in all social services and charities. 
 
Conclusion: In addition to material and social disstress should be eliminated spiritual distress 
that it is the root of human problems. We wanted to indicate the possibility of extending the 
forms of assistance to social work, serving clients for the possibility of spiritual distress. Burn 
out syndrome is accompanied by all the helping professions. We believe that the Holy Spirit 
can lead a man to do good for others and to teach a man to rest and to restore the power. 
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Introduction:  Research reveals that about twenty percent of women and five to ten percent of 
men worldwide were victims of child sexual abuse (CSA). CSA is understood as a serious 
crime in the majority of legislations all over the world. This crime represents massive 
violation of human rights and generates long-term negative impact in various aspects of 
victims´ lives. One could suppose that people have clearly negative attitude toward CSA 
which is manifested in practical actions in situations when people face to a particular case: so 
that they take steps to protect, support and rehabilitate the victims and somehow punish the 
perpetrator due to his trespass of the norms. However in reality such scenario is rather unique.  
 
Main part:  The paper points at some of the findings of social psychology that are explaining 
why people sometimes help and sometimes not; it introduces a brief overview of the 
development of social approach to the issue of child sexual abuse (CSA); and through the 
analysis of ethical dilemmas regarding the CSA cases it reveals individual values and motives 
from which diverse attitudes towards CSA spring. 
 
Closing: The paper describes selected components of social irresponsibility in dealing with 
cases of CSA and inspires the reader to have a closer look on his/her attitude position toward 
such serious phenomenon.  
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Introduction:  The ethical and moral values of man to put in different variations each time, 
but to the present social crisis it poses a much greater urgency. Whole life is filled with the 
same moral context. Currently, the media and, in particular television, produces its own moral 
context. 
 
Methods: We want to draw attention to the relationship between education and ethical 
correlation, respectively. highlight the causes of post-modern society and its impact and its 
impact on individuals and society. It seems a vicious circle, the problem of human society, 
avoidable that are not relevant to deal with the consequences, but to address the existing 
nature and the challenge is to find incentives and paradigmatic assumptions made by the 
individual to the reality that you will realize within themselves . 
 
Conclusion: Conclusions point to the danger of violent injection of freedom and creativity in 
life, which brings the company into crisis. The role of society is not only indicate different 
risks and hazards impact postmodern thinking on socio-social areas of human life, but it is 
important to present solutions to this situation in favor of human. 
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Introduction:  Only when people understand that people with intellectual disabilities have the 
same problems and the same rights as others, then find their way and their income between 
themselves. All quality control must be used - be available to all its members without 
exception, people with disabilities being no exception. 
 
Main part:  There are parents who are discharged with the problem of birth of a child with 
mental disabilities. Such a child's parents from the community, ignore it, does not your child, 
and anyone refusing to talk about the child. Suggesting that education and childcare is only a 
burden for them and other people from around the disincentive to assist them. "The family 
should be the active element in the process of integration of children and adults with 
disabilities.  
 
Conclusion: It is very important to remove prejudices against people with intellectual 
disabilities: to allow them access to education as well as people without disabilities, enabling 
them to obtain decent work and discriminate against them in employment, accept the fact that 
people with mental disabilities are also referred to as "people" who you like others to live a 
full life. 
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Introduction:  Young people after leaving school often in my life experienced by pocity 
social uncertainty (concern) of the future that require the immediate involvement of young 
people into work, which is for their personal identity "gateway" to the world of adulthood 
(responsibility). Reducing the labor of young people is a huge loss to the social system of 
each country. 
 
Main part:  High unemployment has a negative effect on the inclusion of young people into 
work (school leavers). Job loss and inability to find a job, a person can be reached at different 
stages of life. For the unemployed young person is very important to keep him in work habits 
and to create the necessary work. 
 
Conclusion: Youth unemployment is a social problem, which has very complex implications 
for overall health. For this reason, access is necessary for social work that takes account of 
bio-psycho-social consequences of unemployment. 
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Introduction: Every family is a strong educational factor. As a source of a new human life it 
is the best and most natural environment, in which a healthy human personality can develop. 
Family is a natural means to introduce a human to the solidarity and social responsibility.  
 
Main part: Primary task of a family is to faithfully live the reality of its unity and to 
continuously strive in creating a functional community of people. The first community is 
developing already among the husband and wife. The community of a husband and wife has 
its roots in a naturally complementary nature of a man and a woman, however, it is through 
Christ that the partnership of a husband and wife reaches its most perfect form. The 
community of a husband and wife is today influenced (both positively and negatively) by the 
society at large, in which it exists and lives. The outcome of a negative influence of the 
society is reflected by falling in various serious crises that are increasingly becoming 
a commonplace today.  
 
Conclusion: The primary caise of a destruction of a common family life is in the fact that 
many people listen to their surrounding when choosing their way to live and act. This implies 
that the opinion of others (incl. public opinion) could become a strong influencing factor 
affecting the human behaviour. Nonetheless, it is also true that our surroounding is a matter of 
our choice. It is the people with whom one most frequently interacts who provide the decisive 
influence on any person.  
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Introduction: The aim of social therapy is to help a client to renew his physical and mental 
capabilities as well as to communicate with him and give him a feeling he is not lonely in his 
pain. 
 
Main part: Not every therapy is suitable for every senior so knowing an individual senior and 
communication with him is a precondition of a successful therapy. In the article we focus on 
and describe individual therapies which can be used as tools for the senior’s quality life 
improvement. The aim of ergotherapy is a development of skills necessary for everyday 
routine activities which are the basis for the social integration. Therapy is also an educational 
means for seniors. 
 
Conclusion: Social therapy is not the aim but the means for the senior to improve his self-
confidence, for renewal of his capabilities, skills and social integration. 
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