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Few words from the Editor-in-Chief

This journal brings authentic experiences of owiaavorkers, doctors and teachers working
for the International Scientific Group of AppliedeRentive Medicine I-GAP Vienna in
Austria, where we have been preparing studentthéosocial practise over a number of years.
Our goal is to create an appropriate studying @ogne for social workers, a programme
which would help them to fully develop their knowtge, skills and qualification. The quality
level in social work studying programme is incregsalong with the growing demand for
social workers.

Students want to grasp both: theoretical knowledge also the practical models used in
social work. And it is our obligation to presentdahnelp students understand the theory of
social work as well as showing them how to usedhhbsoretical findings in evaluating the
current social situation, setting the right goalsd gplanning their projects. This is a
multidimensional process including integration oany levels. Students must respect client’s
individuality, value the social work and ethics. efhmust be attentive to their client’s
problems and do their best in applying their thecaéknowledge into practice.

It is a challenge to deliver all this to our stutdermhat is also why we have decided to start
publishing our journal. We prefer to use the tectimical social work’ rather than social work
even though the second term mentioned is more camfhbere is some tension in the
profession of a social worker coming from the ingauity about the aim of the actual social
work practice. The question is whether its missisna global change of society or an
individual change within families. What we can agn, is that our commitment is to help
people reducing and solving the problems which ltefom their unfortunate social
conditions. We believe that it is not only our msdional but also ethical responsibility to
provide therapeutic help to individual and familesose lives have been marked with serious
social difficulties.

Finding answers and solutions to these problemsldHme a part of a free and independent
discussion forum within this journal. We would like encourage you — social workers,
students, teachers and all who are interestedpiees your opinions and ideas by publishing
in our journal. Also, there is an individual categdor students’ projects. In the past few
years there have been a lot of talks about theukzge suitable for use in the field of the social
work. According to Freud, a client may be underdtas a patient and a therapist is to be seen
as a doctor. Terminology used to describe theiogistip between the two also depends on
theoretical approach. Different theories use d#iférvocabulary as you can see also on the
pages of our journal.

Specialization of clinical social work programmeedes a wide range of education. We are
determined to pass our knowledge to the studerdstram their skills so they can one day
become professionals in the field of social woréatdly, we have been witnessing some crisis
in the development of theories and methods usetinital social work. All the contributions
in this journal are expressing efforts to improke turrent state. This issue of CWS Journal
brings articles about social work, psychology atitepsocial sciences.

Michal Olah
Peter G. Fedor-Freybergh
Edition of journal
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College of Health and Social St. Elizabeth n. oniBratislava, external PhD student

ABSTRACT

Slovakia in the last few years has become tramsibat also target country for many
foreigners. Intricacy of refugee and migration peofis in Slovakia, as well as an access of
Slovak Republic to the international legal obligas in the field of care for refugees is not
very well known. Integration of refugees to a stcieepresents complicated complex
interaction of individual person and social envir@nt of host country, economic and legal
conditions and factors. Perception and acceptatiaefugees by the society into which they
come can largely influence possibilities of thenoection to the society. The actual escape
from the country of origin and subsequent arrivalthe country of asylum for refugees
operates very stressful and traumatic, so it isesgary to provide them with adequate
assistance and support.

Key words: Migrant. lllegal migrant. Asylum. Asylum seekeRefugee. Integration o
refugees into a society. Integration.

Introduction

The transition from a centrally planned economyhe Slovak Republic to the market
economy and after the fall of the Iron Curtain s@8n many significant changes, which
witnessed and became influenced by the overalbkdevelopment in the country. With the
transformation of society began to discover newiaophenomena, in the meantime,
unrecognized and related problems that affectectieeyday life of the citizens of Slovakia.
By that time prohibited theme of migration-immideet began after the fall of totalitarian
regime reach in new dimensions, which may inclierhovement of citizens for the borders
of Slovakia to countries which, until then, it wast possible to visit freely.

Due to the fact that not all countries, whilghthat time had gone down the same path as
the totalitarian establishment, the Slovak Repulitias the path of democracy, the citizens of
the SLOVAK REPUBLIC may, from the time of entry anthe EU and the opening of the
Schengen area, SR freely without a travel docun@htourse, this option is not given to all
countries, especially the countries of the Asiamtioent. Many citizens of democratic
countries in this area to ensure a better lifetiemselves and for their children, leaving their
hometown and go to the adventurous journey to Staih democratic establishment, which
belongs also to the Slovak Republic.

The migration is objectively part of our ey@ay life. Even without our involvement of its
importance is growing constantly, and if it'll woikcan deliberately benefit the company. In
the case that we underestimate or ignore it, it oeyse problems in the political, economic,
and social life of our country. The existence & thigration of all political actors must be
accepted and must become an integral part of theitees of individual government
departments.



The transition from a centrally planned economythia Slovak Republic from the market
economy and after the fall of the Iron Curtain ls@8n many significant changes, which
witnessed and became influenced by the overalbsdevelopment in the country. With the
transformation of society began to discover newiaophenomena, in the meantime,
unrecognized and related problems that affectedtieeyday life of the citizens of Slovakia.
By that time prohibited the theme of migration-ingmaition began after the fall of totalitarian
regime reached new dimensions, which may includartbvement of citizens for the borders
of Slovakia to countries which, until then, it wast possible to visit freely.

Due to the fact that not all countries, which bgtthime had gone down the same path as the
totalitarian establishment, the Slovak Republiostthe path of democracy, the citizens of the
Slovak Republic may, from the time of entry inte tBuropean Union and the opening of the
Schengen area, travel freely without a travel daamOf course, this option is not given to
all countries, especially the countries of the As@ntinent. Many citizens of democratic
countries in this area to ensure a better lifetfi@mselves and for their children, leaving his
hometown and go to the adventurous journey to Staih democratic establishment, which
belongs also to the Slovak Republic.

The issue of migration — immigration is subjecteatch countries government, and there are
also organizations for the fulfilment of the tasifgshe asylum policy in the Slovak Republic.
The nongovernmental, supranational and interndtiosétutions also devote to this activity.
Institutions dealing with tasks of asylum issuethia Slovak Republic

In principle is the most transparent decompositbthese institutions to governmental, the
nongovernmental and multinational (internationastitutions.

The State Administration — Ministry of the Interidvlinistry of labour and (the Migration
Office of the Ministry of the Interior of the Slokdepublic) Social Affairs and Family of the
Slovak Republic, the Ministry of Education, Scienéesearch and Sport of the Slovak
Republic, Ministry of Foreign Affairs of the Slavd&epublic;

The non-governmental sector — the Slovak Humaaita@ouncil., the Company of people of
good will, a Man in danger, the League for humayhts, the Slovak Catholic charity, the
Evangelical diaconus, Association of towns and rmipalities of Slovakia,

The competent international organisations in tley&@t Republic- The Office of the UN High
Commissioner for refugees, The International Orgatmon for migration, The United Nations
Children's Fund, Amnesty International.

Migration is a historical phenomenon that affeatmicantly the policy, economy, social
aspects, but also the security of States and cbkatige population composition of the
individual countries. May be a source of conflibyt also of development, however, is a
phenomenon that affects the future of individualrtdes in particular, and thus of the whole
of mankind. Migration therefore requires the systaocess and qualified management. It
should not be political, however, Governments nmagtfear to receive and accept adequate
political decisions in its management. Whereas dhgctive of migration will affect our
future, we have to influence the migration.

The main causes of migration

By the term of migration we shall understand trandfom one place to the other, the
movement of labour, movement of the masses of #w@plp, also their relocation. The
migration means the movement. The current globi@diza integration processes, the
development of information technology and transpdifferences in standards of living have
become an important factor of growing importance axtensity of migration. Migration has
become one of the most significant phenomena df&igury all over the world.

“Migration is a phenomenon accompanying almost éhre human history, its intensity
varies depending on the political, social, econoamd demographic conditions.” (Popper,
2006). With observance of the human rights of asallp related occurrence which is
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becoming an integral part of the modern epoch ef3tovak Republic, and it is the migration
of the population. Foreign migration is defined the type of the spatial mobility of
population, whose essential part is the movememieo$ons across borders with a view to
establishment in another country for a certainquer{Divinsky, 2005)

According to the International Organization for maigon to foreign migrants (immigrants,
emigrants), under the direction of movement, fareig- is the person who changes the
country of his residency. Currently in the categofyoreign migrants includes more than 175
million people, with an estimated increase of tleatus on the 250 million people in 2050.
The share of migrants in the world population cutlserepresents approximately 3% of the
population so it means that every thirty-fifth pmrsof the planet is a migrant. (Divinsky
2005).

Nowadays the main causes of human migration aredbapes of citizens from their country
of origin or the latest permanent residence, tadatlze persecution mainly for the following
reasons:

racial,

religious,

ethnic,

political,

as well as the consequences of armed conflict

and ethnic cleansing.

The largest group consists of economic migrantsléfiathe country of origin for the adverse
economic and living conditions. International migya is one of the key factors of
globalisation.

Other applicable criteria of migration is voluntanyenforced decision to leave your country
of origin, the migration of the voluntary or forceghigration. Voluntary migration
representatives are persons migrating abroad #rptirpose of employment, study, the
reunification of families. Forced migrants leavitig country of origin, to avoid for example
persecution, discrimination, armed conflict, enaimeental degradation, natural disasters and
wars, or other situation threatening their livesalth, way of life or freedom. (Divinsky,
2005)

Asylum and migration issues in the European UnidterAthe entrance of Slovak Republic
into the European Union there has been a changeeirsolutions to asylum issues, which
requested to implement fundamental changes in togrand asylum strategy in acceptance
of a number of international documents aiming tloeintent to the gradual creation of the
unified migration and asylum policy of the MembeatBs of the European Union (Priecel
2006).

In 1993 the Government adopted the Principle ofratign policy of the Slovak Republic and
subsequently in 1996 was adopted a document “Camepssive solution to the integration of
foreigners”, which regulates the conditions of tneent of asylum seekers, as well as the
main areas of care for them (e.g. search for jgimdpnities, and creating the conditions for
the adoption of the corresponding social accommaadab select sites, tutorial and asylum
flows across the municipalities of collectivitiektbe Slovak language, ensure education and
possible social security and the provision of lree#tre, retraining).

The aim of this solution was that the asylum-sediaes become a self sustaining, capable,
without the aid of the State (the Resolution of @avernment of Slovak Republic number
105 of 1996). Due to the fact that this situatisrconstantly changing, received documents
did not respond to the development. Therefore i wacessary to adopt from the Slovak
Government, also under the pressure of the Europgaon a new Concept of migration
policy in the form of the concept of migration myli- the Migration Office of Ministry of the
Interior of the Slovak Republic (Popper, 2006).sTtocument contains the basic framework
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to deal with issues of migration and migrants anthe result of efforts to unify the migration
policies of the member countries of the Europeaiokin

The concept of migration policy is guided by thBdwing principles:

The principle of sovereignty of the Slovak RepubliSlovak Republic regulates migration
pursuant to their abilities, according to the intgronal agreements.

The principle of patterns - respect of the Couastih of the Slovak Republic , as well as
international agreements and documents

The principle of legal migration — migration suppavhich may be the benefit of the State,
creating a controlled immigration policy;

The principle of active cooperation with the EurapeJnion — the emphasis is on a uniform
policy for the countries of the European Union;

The principle of non-discrimination — ensuring equapportunities for all, excluded
discrimination and the provision of privileges twlividual groups of foreigners;

The principle of flexibility -assuming the innovati of accepted arrangements (Popper,
2006).

The legal standards in the area of migration agtiaspolicy of the Slovak Republic

The Constitution of the Slovak Republic is the l@gihlegal norm of the Slovak Republic. The
Constitution of the Slovak Republic adopted Act M60 of 1992 Coll. as amended, which
addresses, inter alia, the question of human riginisthe rights of foreigners.

In connection with the issue of migration of Slowaks subject to international standards,
arising from membership in international institm$o such as the UN and the European
Union. These standards define the basic framewdrkh® migration law of the Slovak
Republic, while the most basic agreements and umsnts are implemented in the
Constitution of the Slovak Republic and concermmigrants and citizens of Slovakia.
Between the most basic documents include:

Charter of fundamental rights and freedoms-the @aotisnal Act No. 23V1991 Coll.,

The International Covenant on Civil and politicights, International Covenant on economic,
social and cultural rights (Convention No 102/197@ll.), The Convention on the rights of
the child, Convention for the protection of humaghts and fundamental freedoms.

Another important document that the Slovak Repubatiopted was the law No. 480V2002
Coll. on asylum and on amendments to certain lavsch entered into force on 1 January
2003. In this law reflects the main requirementghef EU for the implementation of the tasks
in the area of asylum, to which the Slovakia asatfacting State of the Geneva Convention
and the New York Protocol is committed. The purpokthe law on asylum is to achieve the
level of the European standard for deciding on iappbns for asylum by foreigners —
refugees, which in countries of origin or in theuotry of their last residence is threatened
with persecution on account of race, religion, oradlity, political affiliation or membership
of a particular social group. Joint efforts of timelividual Member States is aimed at the
establishment and functioning of the common Eurnpasylum regime modified uniform
legislation, in particular by strengthening thei@éincy and fairness of asylum procedures,
including the increasing convergence of decisioglating to applications for asylum of
foreigners. If the applicant was granted asylunts gjige evidence of a residence permit with
the identity as an asylum- seeker, which lastsrtbst for a period of 5 years.

Conclusion
Migration is objectively part of our everyday lifEven without our involvement of its
importance is growing constantly, and if it will vko deliberately can benefit the company. In

the case that we underestimate or ignore it, it cayse problems in the political, economic,
and social life of our country. The existence o tmigration must be accepted by all of
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political subjects and must become an integral pfathe activities of individual government
departments.

The perception and reception of refugees in theegothey are coming to, may greatly affect
the possibility of their involvement in society. & preparedness of the competent authorities,
the synergies and professionalism has significamgact on the conditions of integration,
which we will be willing and able to create for thefugees. Maximization of all entities
involved in the solutions and the implementationtlod integration process is that this was
what the fastest both in the interest of refugeesvall as in the interest of reducing the
expenditure of the State budget. Co-existence fiérdnt cultures within a single space
should be based on tolerance and respect for ayltetigious and social differences that lead
to mutual enrichment and ultimately to increase ¢bhesion of society. Alignment of the
objective possibilities of providing assistancartegration with rational and objective needs
of the refugees, the education of refugees to th@namy and responsibility, it is necessary to
be regarded as one of the current issues in tmerduntegration of migrants.
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ABSTRACT

This review deals with the using of the dramathgrapa method which helps in self-
understanding and self-cognition. The using of drematherapeutic techniques is able in a
wide spectrum of clients. The review focus on tmalgsis of the basic means of the
dramatherapy, the attitude of the dramatherapetatitie group work and a group dynamic.
At the end there are defined the specific factorthe work with mental disabled clients and
the effectiveness of the techniques during the work

Key words: Dramatherapy. Cohesion. Group dynamic. Personalitige dramatherapeutist.

Introduction

The dramatherapy as a form of the psychotheraqpyessive therapy strikes its roots
in the Czech republic deeper and deeper. Howevemnuch retarded than in the UK, USA or
Netherlands, because these countries are the pidueth. It raised in Amersfoote after the
2"4World War as a therapy of orphans, who lost tpanents in the war. Nowadays it applies
in the western institutes for people with mentaledise, at the psychiatric clinics, it is applied
in the cases of children with problem of concemratind learning; pre-deliquent youth and
more. In our countries it is a way which slowlydsits meaning in a wide spcetrum of social
services users and patients of psychiatric andnudggic care.

The using of dramatherapeutic techniques was esdudy Charyparova (2008). The
subject of her was using the techniques of the dthemapy in a processing work in
stacionary with mentaly handicapped people anahflisence on a progress of social abilities.

What is a dramatherapy

There is plenty of defininitions which help in dabing its goal and meaning. Valenta
(2007, p.23) uses: 'Dramatherapy is therapeutictdiynative discipline which has the
majority of group activities used in the group dyrnathose dramatic and theatric techniques
for reaching the symptomatic relief; personallyiabgrowth and integration of personalities.’

Majzlanova (2004, p.9) finds it as: '...one of thedical-educating acces, which helps
people to know themselves much better; to get &ibetientation in various situations; helps
them to understand; stay who they are; contro thtitudes; the possibility of changes and
the empathy...'

The National Association for the dramatherapyhi@a USA gives the specification (in
Valenta, 2007, p.23): 'Dramatherapy can be defe®donscious using of dramatic/theatric
techniques for reaching the therapeutic goal of ggmatic reliefm mental and psychical
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integration and personal growth.'
The position of the dramatherapy in a system of mébds of working with a client

The position and specification can be defined im@any categories. Valenta (2006)

shows this meaning of dramatherapy as:

-a part of aplicated psychology-psychotherapyecsd pedagogy or an
authenthic specilisation of an interdisciplynareaning

-one the art-therapeutic disciplines

-expressive or active therapy

-therapeutically-formative discipline

-one of paratheatrical system (therapeutic)

-one the paratheatrical system (educative)

The clients

It has a wise spectrum of clients. The majoriy mental handicapped people. THE 2
most affected people are people with psychiatragadosis, young people with specific
evolution problems of learning and behaviour, tgens with other behaviour problems and
psychosocially handicapped. Among the clients Igplaiso people in a processing
punishment, postpenitenciary care and gerontoldggats (Valenta, 2007).

We can say that the most closest job is a sppeidhgogues, psychologists, social
workers, doctors and specialists working in a libgalf prevention the social patologic acts.

The goals of the dramatherapy

The goals are very specific and various, basefdausing on the surveilled group. F.e.
the gerontological clients can be surveilled foeafic goal to achieve-training the orphans’
memory for reducing their psychi deprivation and et

Famous californian dramtherapeutist René EmunmaNdjienta, 2007) points to these
unspecific goals:

-raising the social interaction and interpersonilligence

-gaining the new abilities of relaxing

-ability of controlling our emotions

-changing the deconstructive behaviour

-widening the spectrum of life roles

-gaining the ability of spontaneous behaviour

-improving the imagination and concentration

-strengthening the self-confidence; self-refl@atand raising the level of
interpersonal intelligence

-gain of the ability to understand and acceptlionits and possibilities

Majzlanova (2004) speaks about short.time and-tong goals, main and side goals,
predicted and final goals and specifically or glglfacused ones. Mainly there are specified
goals, sometimes they can came of present or gieds, which are given in the absence of
client's informations or during the changes of nefermations form which we can decide
new goals.

The author's dramatherapeutic intervention witbnts of Daily stacionary for mental
handicapped people was affected by a change o$ goal formulation of more specified ones
finally based on the client's meeting.

The goals of the dramatherapeutic program wee:gthbal goal was chosen at the
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beginning of the work-improving the social abilgjeextending a repertoire of roles for life
and increasing the social interaction. The godkeleding the repertoire of the life's roles' was
finally left away in cause of a fact that it doed nooperate with slightly mental handicapped
people, but with a group on a middle or high levethe retardation. In this case, the goal of
education is not learning the new roles, but madglihe right social or acceptable behaviour
in social roles, which have been already learned patient.

The formulation of the concrete goals was donghenfundamentals of meeting the
patients. After recognizing their needs, abillitisd limits, the author made those goals,
which were focused exactly on this group and findlbse goals, which could be achieved in
relatively short time period (august-march). Exciyg goals for the group as an unit were
chosen the goals for every member of the group too.

The basic means of the dramatherapy

One of the basic means is an improvisation.Imgaton mirrors the patient from
inside, its conflicts and his free asociations mhbetter than a structured game, it allows the
expression of a condition in a moment, developessgfontanity and we can experiment with
a different roles during it. The improvisation sopg the inner look to the model situations.
'Improvisation is closer to the real life more themy other structured shape'(Valenta, 2007,
p.33).

Reneé Emunah divides three types of an improwisain the dramatherapy (in
Valenta, 2007):

-Plannedimpr.: the clients decides at first, which place Wwill také in the
improvisation. However, the client has got shiomie for recognizing and
understanding his role, that is why the resutheftest is often unknown at the
beginning.

-Unplannedimpr.: the client has to decide at the momenthdafaccepts or
declines the role, which was given.

-Unpreparedimpr.: Is completely out of the therapeutist'snpland client
fluently changes the roles.

Other means of the dramatherapy are: mimical ppech excercises, dramatic game,
verbal game, game in a role, a script, the mytlts sdaries, work with a text, narrating the
stories, makeup, masks, puppet show, movementpmane, game with objects and painting,
simulation and describing. (Valenta, 2001) Dramiathg does not use only theatric means,
but it uses also the elements of music-therapyaantherapy. It works with metaphore, signs,
stylisation and creativity. We can also use theyfales, clients' life stories, improvisation
with objects and expressing the feelings and inmggwhich showed up during the
dramatherapeutic meeting.

The enumeration of mentioned means is not competall. As the techniques
developes, new experiments are done and new ewrperigom the past, present and the
future of the theatre, we can suppose that itaddilelope much more in the future.

The structure of a dramatherapeutic progress

In the dramatherapy is left a place for the impsation, so the structure of the
meeting can be adjusted to the actual situationvamddo not have to strictly follow the
planned parts.

The number of meetings and its time depend ontype of the group. The most
frequent dramatherapeutic model is: 1-2 meetingsek, which takes one and half an hour.

16



Majzlanova (2004) divides the dramatherapeutictmge into these parts:
-the introducing partwarming up, relaxing methods,...
-the heart of the meetingvork with a text, dramatic games, role games,
improvisation and other
-the ending, relaxingthe self-relection of the clients, discussionaxetion,
easier dramatic elements, getting out of the roles,

The dramatherapeutist's personality in the group waok

The condition of successful dramatherapeutic wkprofessional and human
potentional of the dramatherapeutist. He is a gufithe dramatherapeutic progress, the
quality in affecting the client's psychic in thisogress is affected by a quality of the guide's
personality. The important ability, which every h@herapeutist shoul have is getting on
well with clients and making a good atmosphereabéty and belief, which make the progress
of expression and relaxing of the clients muchezashe natural leader's authority is another
quality, which should the leader has. In easier:\wag dramatherapeutist must coordinate the
group even in the case of its resistantion, agres&xpressing (f.e. Teenagers with
behavioural disorder) and so on. We use the tlwahimeans in the dramatherapy, a possitive
relation among the leader and the theatrical artofscourse an advantage. The
dramatherapeutist should be able to play rolesgestiyely narrate, improvise, evoke
different dramatic situations. The needed elemerit relaxation brings to the
dramatherapeutical progress a sense of humourrydrava, 2008)

During the work with mental handicapped peopléis bne of the most important
things a patience, kindness, ability of giving rfastions in the way, which is acceptable and
understandable by group and and ability of predlctthe clients' reactions in different
situations. We have to talk to clients kindly, slpwunderstandably and the attention should
be given also to the fact if the dramatherapewt®s not speak too fast and use long
sentences. The important presumption of successfoperation with people with mental
handicap is a possitive atittude and relation whtése people.

The other presumptions of dramatherapeutist's vaoekactive life atittude, resisting
the stress, creative thinking, ability of solvingplematic situations, empathy, keeping secret
and kind access to clients.

Dramatherapeutical group as a social group

The human being is a social being. One of thecbhamndition of its existence are the
social relationships. During the life we becomerimmebers of many different social groups,
which can be closed or opened and they can mixtege

Social groups can be divided in many ways. Fongta in the addiction to the size of
the group exist big and small groups, to the charaaf relations among the members to the
primary and secundary, to the formality to the falrand informal...There are many of the
ways, we will focus just on those ones, which apenected with the dramatherapeutic
groups.

The dramatherapeutic groups can be divided byobhaglcriterion, which we enrich
with specific lines, charasteric exactly for theamiatherapeutic meetings. Valenta (2007)
divides them to the coeducated (males and femaled)izosexual, the first ones are more
often and functional than the izosexual ones. Abloetizosexual groups we think in the cases
of 'izosexual' institutes as etopedic educationsfitutes. Further we divide the groups by a
kind and a type of the handicap to homogeneoushatetogeneous. The more often are the
heterogeneous ones.
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The group of clients which who Charyparova (2008sworking can be defined as:
-smalt contained 9 members
-secundary the relationships were created based on thetli@ttthey all are
members of the same one group
-formal: clients arrive to the stacionary thanks to thetiact and rules
-still: the group has not changed during my wrok witmthelients come to the

stacionary regularly for a longtime

-homogeneousbased on the fact that it is a group of peopléh wnental
handicap
-heterogeneoudased on the fact of different health conditioroye ability)
-coeducatedthe frequents are men and women

As we mentioned before, social (and so the dramapleetic) groups can be divided by many
criterions. This summary is not complete, we caklon the group from a different points of
view. Our proof can be for example, our descriptodrthe group as homogeneous and also
the heterogeneous one. Upper mentioned limits dhioellused for reader's help with making
a basic imagine of the clients, who were the olpéthe dramatherapeutic work of one of the
authors.

Next to the dividing of the social groups shouérhentioned their structure too. It is
made of a system of the positions and the rolékarngroup. Mostly it is hierarchic and it is
influenced by the relationships among the group bess1 The structure of the group has
outer and inner limits; outer divides the groumirthe other people and influences, inner are
made by the formal and informal rules.

In the case of clients, who has one of the autharked with we can talk as a group
with strictly given outer limits, comparing with éhmajority of the society, if we take the
group of the mental handicapped people as a mynditite inner limits are connected to the
group dynamic.

The group dynamic

The dramatherapeutists needs to have the knowkdalyé the group dynamic in the planning
of the intervention. The progress which cause toeg clima mainly affect the results of the
group work. The group dynamic (cohesion, tensionjs used for achieving the
dramatherapeutic goals.

Kratochvil (1997) involves the goals, norms of tigeoup, cohesion, tension,
leadership, recalling the past experience andioakito the present interactions, building sub-
groups, relations among people and group, groujuten during the time.

The most highlighted elements during my practic whe mental handicapped group
have become the cohesion and tension, goals amasn&o let's focus on these parts of the
group acting.

-Cohesion and tensianCohesion is a bound which connect group memlitecseates
friendly and safe atmophere. It is a stabilizingtéa but without it the group would not be
able to work or even exist. Tension is a dynamatdia provocking to change and working
harder even if the conditions are harder or thésskre more difficult (Matousek and col.,
2003).

Cohesion and tension are the basic elementseofytbup dynamic. For the group
operating is very important the dynamic equalitpoThigh and londasting level of the
cohesion leads to the stagnation in the evolutiothe group. It creates an illusion that there
is no need of trying to change. Too much of tenseaals to the increase of of attention, no
trust and agresivity. There are possible resultsyasy to escape from the group.
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The clients of the Daily stacionary created theesive group. However, sometimes
there were signs of tension, specially in the cadgebe clients, who felt a resistance. The
resistance affected the mood and activity of othembers in a negative way. (Charyparova,
2008)

-Group goals and normsThe group choses its own goals and it focus ®mimbers
and specialisation. It can be a support among eshbRr, providing the informations,
understanding the people's problems, personal gromemoving the diseased symptoms,
preparing for the return to the everyday life oderstanding own maladaptive examples of
behaviour which are a step to its own change ensénse of a social adaptation (Kratochuvil,
1978).

The group norms are as usual, unwritten rules hvliplain what is from the group's
point of view right and what is wrong. Followingege norms group demands and its
members pushes to respecting it (Matousek andz3).

The clients who Charyparova worked with, knew theact time when the
dramatherapeutic lesson starts. If they were key were charged by a group. Comming
soon was one of the group's norms. (Charyparov@g)20

Specific factors of the group work

One of the affective factors during the group war:
- A membership in the group: even participation ie #Hctivities of the group can make
a change or have a terapeutic effect
- Emotional support: there is a psychic safety clemanhembers accept each other,
tolerate, listen, support and give a hope for remcthe goal, which they chose. The most
affective is an emotional support f.e. in the $adfping group
- Helping each other: the feeling that a clienthkedo help someone (empathy, advice,
support, sharing) can have a terapeutic effect
- self-exploration and self-expression: members havdree choice in expresing
themselves and revealing their hidden thoughts
- relax: it is connected with a full emotional life the group, it makes a client's relief
- feedback: feedback from the other members can toelgient in reducing his own
blind part and it deepens the group dynamic
- view: is an understanding of the reality and cotines, which were not visible
before. A view is the highest top of the social kiog in the group.
- Earning new informations and social abilities:
- Training the new way of behaviour

In the group of mental handicapped people were niest visible factors a
membership, emotional support, helping each othdrearning new informations and social
abilities. The emotional support was a very streign which influenced the group. More
active members were helping passive members, ggopported those who were not as self-
confident as others.

The result, global summary of exact dramaterapeutiprogram

Creating a new own systém of choosing the tectasigits dividing and predicting the
atractivity of the program for clients was at thegimning really hard for the social worker
who was starting using the dramaterapeutic teclesig8he had to predict if the clients will
manage and accept, be able to react to the arraegagiques.

She used the same straight interpretation witBxample, in need even the repeating.
The main factor was continuous supporting, givingself-confidence to the clients.
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Sometimes she commended them for a little progiessaore mediate lessons, when the
clients were used to the dramatherapy, she letgaplaice for their improvisation which
strengthened their self-confidence and the feelirggcan do it on our own now, alone'.

Even she had perfectly chosen program and thetsteuof a meeting, she couldn't
strictly follow it everytime. During every meetirghe had to think about the number and
contain of the group and their present moods. & mecessary to react on the behaviour and
feelings of the clients and trying to make a nit@asphere. Sometimes happened that she
was forced to improvise and change the preparegramo completely. We suppose that the
improvisation is one of the basic dramatherapésitadtilities which heas to have.

Based on the Charyparova's (2008) rating of thentd, parents and leaders of the
institutes we say that the dramatherapeutic progséim a group of the clients in the Daily
stacionary for mental handicapped people in Most successful. The highest rank and the
best feedback was a request of going on with thignam and being a part of the Daily
stacionary's part of a program.

Using the dramatherapeutic techniques we recomntenthe social and psychic
workers who cooperate with mental handicapped gedjiey can help in social and personal
self-progress of the clients.
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ABSTRACT

The ordinary life of Slovak Republic citizerssbecoming more and more dependent on
their ability to be successful on job market asarployee or businessperson, but also from
the overall health condition of citizens, from #uial - political situation in country, but also
from the civilization context which is given mainlgy development of science and
technology. Faster than in any other period, tlestyle changes of citizens occur, the changes
are done mainly in the individual life strategidsamatically the life quality is changed. On
the life quality has the biggest influence thewsdfice of financial means for individuals and
household. With this, there is the connection efribed to have employment, work for higher
wage than the minimal and from the played salarynadly pay the insurance fees and taxes.
With regard to high rate of unemployment in Slogakpproximately 5 per cent of citizens
works for minimal wage. It also starts to be cetyathat minimal wage is not only played for
work with regards of difficulties and sufficientgfessional training and education but also for
the work which belongs to the more demanding. Wd@nparing the minimal wage with the
average wage in national economy it is visible thatimal wage is not high as 40 per cent
from the amount of average monthly wage which hegative impact on life quality of
employed citizens of Slovakia. It is right if inethcountry the amount of minimal wage
defined? Would not it be convenient to establighrthnimal wage according the regions and
optimized it to average wage? It is totally necgsdeom the reason that the amount of
minimal wage is not enough for employed citizenthimfull range to cover basic life needs.

Key words: Minimal wage. Average wage. Nominal wage. Job ntarkeiman resources
politics. The life quality.

Introduction

Every year, since 2000 in Slovakia the newitliai minimal wage is established. The
validity of the changes of minimal wage is startipgarly on October, 1. Appropriate
government enforcement establishes minimal hounty monthly wage. Minimal wage for
every finished hour is established for employeessghagreed work week is 40 hours. The
development of minimal wage in Slovakia is recogdsmce 2000 continuing rise.

Conclusion

The average wages, minimal wages but alsodbkts of work in Slovakia are lower mainly
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when comparing to the other EU countries. Accordihg recommendations of EU the
minimal wages should be at least 60 per cent afageenominal monthly wage of economics.
Low level of wages means not only the lowering loé uality of citizens life’s but also
lowering of motivation to find a job, loosing ofterest of getting higher qualification and
leaving of young people with higher education adrdane present day problem in the area of
wages should getting along of market demands orgtaduate students which has its part
also by failing personal policy of employers.

The average and minimum wage in Slovakia

The minimum wage and its amount is relativetien mentioned topic of political and
economic discussions. The politicians and also @wusts tend to go right and more often
tend to express their opinions for the cancelatibalassification of minimum wage or come
with the different conceptions about ist restrintio

The main discussion runs on the level or idggl On one side they are the proponents of
free market and on the other side they are thebitdrets who require different forms of
market regulations. The most sharp and the mosbmpmomising opinions are by the
inhabitants who are in the biggest touch with miummwage. On the one side, they are the
employers, mainly those whose awards for their eggas are very close to the minimum
wage. On the other side, they are the employelesvinvage levels, represented by the Union.

The legislative basis of minimum wages guaesthas as the aim to overcome the
abusing of employees by employers, mainly fromaigvand business sectors. Mainly, some
economists reproach the existence of minimum wagsaulse allegedly interfere into the
freedom of free market. Finally, the practical caume is that establishment of minimum
wage keeps from the formation of new working posisi which would be awarded lower in
the natural work market. In particular, those ane hualified jobseekers which make those
people unemployed for long period.

(find for example Bodnéarova a kol., 2006)

Stated pros and cons are main measuremeriteoproblem of the of minimum wage
institution. With different authors we can meetsaalvith others secondary arguments which
are usually only for underlining their own viewpbiand do not have to be relevant. The
development of the unemployment rate which canrbsoime relation with the minimum
wage is under better of public opinions. The ohiyng that minimum wage does, nowadays,
is that protects of establishment of low qualifigdrking positions and so there is 63 per cent
of jobseekers among the unemployed without theiftpagtion.

It is necessary to point that relatively lolvase of employees percentage close to the
minimum wage, has no testimony about the negaéwddncy of the employers to evaluate
the work so close and it is mainly from two reasons

1. Minimum wage claims under § 120, para. 4 of theduabCode, which define the
minimum wage rate for that level as a multiple bé thourly minimum wage in
establishing a weekly working time of 40 hours etedmining the amount of the
minimum wage in euros per month if the employepdsl a monthly salary, set by
special legislation, and of the minimum wages.

2. Most employers pay covers basic (guaranteed) paderuthe contract (which
determines the lower limit of the minimum wage @hd subsequent minimum wage
claims) and soon motivational part that the emploghows "generosity" and
encourages its employees to greater diligencejptlise and loyalty. The results of
sample survey on wage structure in the Slovak Repuiase salary is about 66.9% in
real wages. The rest are various allowances, benuseentive payments, 13 salary,
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14 salary, etc..

So the fact that the employee is not in tlveelst wage ranges does not mean that does not
work for minimum wage.

Economists say that the world desires ancegsof all people are unlimited and that
offers of great products and services are limiggpply is limited because we live in a world
of limited resources. Anyone who has already edténe labour market and offer their work
knows, that the work offered, has a value. Andahaluation of the work is primarily wages.
And each of us hopes that his work is valued ttst. [80, every employee would have liked a
high wage. It is by working "fair wage". This desiis confronted with the fact that the
company can not pay any amount of payment. Vasbnityapf companies are doing business
in markets and thus functions in terms of "harddmicconstraint”. This means that the firm
must pay employees, pay the delivery of purchasedigand services, pay taxes and fees and
in addition the company should remain part of theestments and pay no income on invested
capital. Basically, the company in paying wagedinsted demand for their products and
services.

As the first issue of garnering the minimumgean Slovakia Act. 90/1996 Coll., before
the minimum wage law was determined by governmegulation. In 2007, members of
parliament approved the new Act. 663/2007 Coll.uabuinimum wage which governs the
provision of a minimum wage worker in employmenetsure a minimum level of income of
the employee for work they performed.

In Slovakia, since 2000, every year is seew threshold for the minimum wage. The
validity of changes of the minimum wage shall b&lelshed annually from October 1, as the
product of the average wage in the economy of teeipus year and the rate on which on the
proposal of the Ministry of Labour, the social p&ms agree. Relevant government regulation
sets the minimum monthly wage an hour. The minimuage for every hour worked is
intended for employees whose established weeklkiwgperiod is 40 hours. Institute of the
minimum wage is currently the only instrument whighState may directly influence the
development of wages in determining its amount wnaitssignificantly enhance the role of
social partners, government and institute negotiati

The monthly minimum wage is determined bydkerall economic and social situation in
Slovakia for two calendar years preceding the ceryear in which it is proposed to
establish the minimum wage, especially by the dgweaknt of:

1. Consumer Prices

2. employment

3. average monthly wage in national economy,
4. living wages.

The official statistics of the EU statistiadfice Eurostat, shows that in January 2011 had
the lowest minimum wage in the EU, Bulgaria € 149.Romania € 156.36, € 231.70,
Lithuania € 231.70, Estonia € 278.02 and Latvid8£.@1. On the other hand, had the highest
minimum wage Luxembourg € 1756.56 and the Nethdd&24.40 Euros.
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Table no.1Overview of the minimum wage in the EU countries toApril 1, 2012
calculated home currency to the euro

1 Luxembourg euro 1801 1.1.2011
2 Ireland euro 1499 1.7.2011
3 Belgium euro 1498 1.5.2011
4 Netherlands euro 1446 1.1.2012
5 Franca euro 1398 1.1.2012
6 Great Britain 1 053 GPS 1268 1.10.2011
7 Germany euro 1262 1.11.2011
8 Austria euro 1 000 1.1.2009
9 Cyprus euro 909 1.4.2011
10 Slovenia euro 748 1.3.2011
11 Malta euro 685,00 1.1.2012
12 Spain euro 641 1.1.2011
13 Greece euro 585,78 1.3.2012
14 Portugal euro 485,00 1.1.2011
15 Poland 1 500 PLN 365,85 1.1.2012
16 Slovak Republic euro 327,20 1.1.2012
17 Czech Republic 8 000 CzK 323,75 1.1.2007
18 Hungary 92 000 HUF 318 1.1.2012
19 Turkey 701 TRY 302,15 1.1.2012
20 Romania 700 RON 160,91 1.1.2011
21 Bulgaria 290 BGN 148 1.4.2012
22 Russia 4 611 RUB 119,08 1.6.2011

Sourcewww.fedee.com/minwage.html

In Slovakiathe minimumwage isestablishedy law and implementingordinance.The
amountis derived fromthe amount of the average wagfeemployeesn the previous year, by
a coefficient, whichisnegotiatedby representatives of employeassociations, trade unions
and governmentCollective agreementsoncludedat sectoral leve(higher- level collective
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agreementsand at company levebetweenrepresentatives of employessd employeesan

negotiate higheminimum wageThe amouhof the minimum wage from January 1, 20%2
€ 327.20per monthfor an employegaid a monthly salargnd€ 1.880for eachhour worked
by employees.

Graph no. Development of a minimum wage in Slovakia from 199% 2012
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Economicencyclopediaexplains nominal wageas the amounbf monetaryunits that
labour forcereceivesasthe price of labourRisingnominal wagesloes not necessarily mean
that theworkforceimproved their sociadtatus,n this categoryt saysabout the real wages

Minimum wageis the minimum amount ofvagesguaranteed by state and belong to the
employee, regardless ais job title. Nominal wageis theamount paido an employee for
work done.The real wages the amount ofjoodsand services thatan be purchasedr a
nominalsalary.

Descriptionof wagesdevelopmentin nominal termgs the easiest buieal expression that
takes into accounbesides thechangesn wagesalso the changes in consumer pricas,
inflation. For an objectiveomparisorns not onlyimportant to follow thelevelopmentof real
gross wages buhereal net wagesie wageadjustedoy consumer prices aralso reducedof
the income taxandsocialpaymentsandhealth insurance contributions.

The amounbf real wageslepends on the amount of nhominal wagesd inflation. The
change in real wagess not necessarilyranslatedinto changes of living standardf
individualsandfamilies.
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Table no. 2The development of the minimum wage and average wagn Slovakia

Statistically found out MM/
Year Monthly groos minimal wage (MM) average wage for give
year (PM) /PM
Skk/:] ont €/month | Valid from In aii;ﬁ:;gi with mfr:(tl:lly € monthly %

1991| 2000 66,39 | 1.2.1991L n.v.99/1991 ZII). 3770 145, 53,05
19921 2200 73,03 1.1.199p n.v.53/1992 le). 4543 a®0, 48,43
1993 2450 81,33 | 1.10.1993n. v. 248/1993 Z. z 5379 178,55 45,55
1994| 2450 81,33 6 294 208,92 38,93
1995 2450 81,33 7 195 238,83 34,05
19961 2700 89,62 1.4.199 z. 90/1996 Z. 7 8 1%4 70,4 33,11
19971 2700 89,62 9 226 306,25 29,27
1998| 3000 99,58 | 1.1.199B z.366/1997 Z. ¢. 10403  ,®@B2 29,99
1999 3600 119,50| 1.4.199p z.56/1999 Z. 3. 10 128  , 1366 33,56

4 000 132,76 1.1.200p  z.346/1999 Z. k. 11430 9,47 34,99
2000 4 400 146,05| 1.10.20Q0n.v. 298/2000 Z. z. 11 43¢ 379,41 38,49
2001 4920 163,31| 1.10.20¢1n.v. 411/2001 Z. z. 12 364 410,44 39,78
2002 5570 184,89| 1.10.2002n.v. 514/2002 Z.z| 13511 448,48 41,23
2003] 6080 201,82 1.10.2003n.v. 400/2003 Z.z| 14 361 476,83 42,33
20041 6500 215,76| 1.10. 2004n.v. 525/2004 Z. z. 15 824 525,29 41,07
20051 6900 229,04| 1.10. 20¢5n.v. 428/2005 Z. z. 17 274 573,39 39,94
2006| 7600 252,27| 1.10.20060.v. 540 /2006 Z.z| 18 761 622,75 40,51
2007 8100 268,87| 1.10.2007. v. 450/2007 Z. z| 20 14¢€ 668,72 40,21
2008 8100 268,87 1.2.200B8 Z. 663/2007 Z.3. 21 7182 ,0R3 37,19
2009] (8902) 295501 1.1.200P n.v.422/2008 Z)z. (2924 744,50 39,69
2010] (9 270) 307,70 1.1.201p n.v.441/2009 Z{z. (@8] 756,41 40,68
2011| (9550) 317,001 1.1.2011 n.v.408/2010Z|z. (23167 769,00 41,22
2012| (9857) 327,20 1.1.2017 n.v. 343/2011 Z}Jz.
z. = law

n. v. = government regulation
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Graph no. Z'he development of the average wage in Slovakia fo1991 to 2011
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Based on the survey, we concluded that twalshof people have below-average wages.
The average monthly wage for 2011 is € 769, themum wage in 2011 was € 317. The
difference between the minimum wage and averagewas therefore 769 to 317 = € 452.
The reasons why a relatively large majority of dedpave lower than average salaries are
basically two.

1. The employees with the below-average wagh @mverage wages down, workers with
the above-average wage push upwards again. Thetopjpg to influence the minimum wage
in direction to down is, however, significantly lit@d by the minimum wage. An employee
may receive "only" € 452 less than the average widg®& much € above the average wage,
the employee may receive is not set and one emplayth wage higher than average salary
to push average wages upwards more than the eegloyth minimum wage pushes
downward, just to earn at least € 452 more thamtlezage wage, ie 769 + 452 = 1 221 €.
And what is his salary higher, the more it influesathe overall average wage move upwards.

2. The number of employees receiving the mummwage (currently it is about 5% of
employees), is certainly less than the number gbleyees with salaries over € 1 221.The
salary more than € 1221 receives a relatively langmber of people — more than 10%, but
rather it will be ten percent. The examples incledmior managers, politicians, doctors,
lawyers, judges, architects, artists and eliteet!sl soldiers and police officers with higher
ranks, university teachers etc., highly skilled keys (eg lathe men), some builders and the
profession.
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Why some professions earn more than otherssithple rule is valid: the less people are
able or willing to perform a specific job, the ggl&s the higher. And vice versa.

Determination of the minimum wages is attacteethe unskilled labour force (often is the
case of people living in poverty) may be an obstdol their employability, resulting in a
significantly more difficult for unemployed to panipate in moving out of the state of poverty
by his own work. Therefore, the smallest salarresemtitled to shop assistants, receptionists,
waiters. Because these professions may be perfotsgednyone who is physically and
mentally well. On the other side there are doctlasyers, athletes, artists and so on, where
the exceptionality is given for one thing by lomme preparation for given job, but also great
amount of talent but the most it is the combinaiaf the previous two. Above-average
salaries are in professions that people would ti@raise be willing to perform, ie their lives
or health are threatened, the employees bear adgakof responsibility and so on.

Even the average monthly wage is an intergdigure, it is also important to know that it
may be only a tool for examining the specific enyptent relationships. Indeed, only about
30% of employees in Slovakia gets a higher thamameewages. The fact that the most people
have below-average wages, is not specifics of &lavahis is completely normal throughout
the world.

Conclusion

The average wage, minimum wage and labous @stlower in Slovakia especially when
compared to most EU countries. As recommended byEld, the minimum wage should
reach 60 per cent of the average monthly wagedredonomy, which would currently means
in terms of Slovakia € 461.40, while the minimumgeas € 327.20, so itis lower of about €
134.20 per month than as recommended. Low wagé riexans not only the reduction of the
life quality of people but also the reduction of thaation for employment, reduction of
interest of getting higher qualification and depeatof young people with higher qualification
abroad. In case of cancellation of the minimum wage could reasonably assume that in
case of working positions that are situated inldve-level of wage of secondary working
market would be possible to come to the decreasinthe wages. This decrease would
obviously happen in higher range in regions witlphler unemployment rate what could lead
to increasing of emigrant pressures mainly in thgualified young people.
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ABSTRACT

One of the accompanying features of marketeay is also unemployment which
follows us on each step. The healthy developmenéwary economics should along the
economic raise bring the acceptable rate of uneynpdat, respectively the natural degree of
unemployment. When the rate of unemployment iseiasing, the economics looses goods
and services which could have been produced imjitren period by unemployed while this
loss of average productivity can be easily quaedifiThe part of that, what in given
economics takes during the period of increased pi@ment, is for example, the payment of
unemployed benefits. Those on one hand createothditmons, so the person who lost the job
is able to live a respectable life henceforth buttee other hand, these benefits markedly load
treasury what can be the result of deepening oéguaent deficit. Those economic losses in
the period of increased unemployment are clear plawf wasting financial and personal
resources in modern economics.

Key words: Economic crisis. Unemployment. Rate of unemploymddhemployment
Benefit. Types of unemployment.

Introduction

The consequences of economic crisis have leveéaemselves practically in full scale in
all areas of real economics in year 2009. The emic®in every country, not excluding
Slovakia, has lost on its development what has heeealed in the restriction of the
production which mainly appeared in lowering of roers of working positions and
following layoffs of employees. This negative de@hent led to the worldwide recession
and in many countries caused several serious mampaomical imbalances. One of the
imbalances is also the high rate of unemployment.

Conclusion

The solution of economic crisis is very diffitproblem not only from economics but also
from social aspect. There is not the procedure kvban be flat valid for all the countries in
the same degree. That is why the task of every rgavent of every state without the
difference of its political orientation, is to seeuor the inhabitants of the country lowering
the risks and impacts of world economic crisis. Beéry country is in dispose of the equal
economic potential, so also the solution of thesdblpms is in every country individual and
different in time.
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The impacts of the economic crisis

Every day, in every area we meet with the teaonomic crisis, financial crisis — lack of
financial means what are the consequences bediderss also of the decreasing of the living
standards of the group of the inhabitants. The ted@ftnition is not provided by anyone even
the phenomenon we call economic crisis is nothimgenthan moral poverty and everything
else is just its consequence. The economic crisigyd many questions in imbalance of
economics, increasing of prices of goods, increpssh unemployment, decreasing of
purchasing power of inhabitants what results imgasing tensions and stresses in the society.

The economic crisis is understood as the sav@f economic cycle on culminating maxim
of economic activity. The economic cycles are swiraf economic activities which are
repeated in regular intervals.

The types of economic cycles

The economic cycle can be characterised awaprdifferent criteria. The swings of
economics can have different intensity, also d#ferlength duration which has also the
economic cycle itself.

The differentiation according the length dimatof the cycle has three basic types (the
division according the theory of J. Schumpeter 8.88950).

3. Long cycles (so. Kondratiev's, respectively Kuzietgich are repeated in the range

of 30 to 60 years and are connected with the aneatnd development of essentially
new inventions and innovations (for example 17AB13 steam engine, 1844 — 1874
building of the railways, 1855 — 1916 the beginsirgf motoring and electricity).
These long cycles are connected with such esseptiahges in production
technologies which enabled the creating key seetotssections of economics.

After each of these inventions follows ratlmrger period of development connected with
using stimulus from those inventions. On these was@me of the middle long cycles are
scarried“. After World War 2, those cycles are slgweing forgotten and even there was the
guestion about their mere existence, but in presera when in the many parts of the world
the symptoms of possible recession are appeariagy mconomists are reviving the theory of
long cycles.

2) Short cycles (so. Kitchin's) are sometimes taggetha cycles in the stocks. They last
for 3 — 5 years and nowadays is given a lot ofnéitte to them. Their repetition is
connected with the change of condition of finaliggabds stock and intermediate
product in most important key sectors of economfas the consequence of
discrepancy among the offer and demand). Accordigg side market balance on
which the errors occur and which cause diversionthef real product form the
potential, those economic cycles are divided irttosé formed on the side of
aggregate demand and on the side of aggregate offer

The beginning of the economic crisis datethatbeginning of first half of year 2007. The
USA is considered to be the author of the presaptetonomic crisis. At the beginning nearly
nobody recognized the possibility worldwide impache crisis of American mortgage
institutions started in August 2007. The problenisfinancial institutions followed by
insecurity on financial markets caused slowing dawainly American but also European
economy. Mutual linking of countries, globalisatiom the relationships, created domino
effect. The efficiency of global economy decreased will be decreasing until the crisis falls
to the bottom.

The economic crisis in Slovakia has not shaself until the end of 2008. The crisis has
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touched in smaller or bigger degree all of the bitamts of the society and began to influence
their lives in more negative than positive wayse emand for products began to decrease,
the amount of the orders got smaller and therensasdy to produce for. The most of Slovak
companies started with saving measures, as for gradecreasing of salary, forced holiday
taking of the employees, in the worse case layoffemployees. After the loss of the
employment there is small possibility to find a jabain and find a job in given division
improbable. The most endangered economically agreep of inhabitants is the group of
employees who have only low (basic) education ahdbitants who are over 50 years of age
and those who only achieved high school educafidre people feel uncertainty, shop
prudently and try to save more. They postpone biggeestments for later. The result is
decreasing of demand, mainly for goods of long-tasage.

Unemployment and its types

One of the most important consequences of auan crisis is increasing of
unemployment. Many countries felt the increase rgraployment, not excluding Slovakia.
The unemployment is the condition when the pawadfking forces is situated out of working
process. The unemployed person is considered togseson able to work who is not able to
find a paid job. There exist some customary defing of the term unemployment. Officially
the unemployed is a person who:

1. is older than 16 and does not study or work
2. actively seeks for job
3. is able and willing to start the job

And in the same time is registered in the cafiof Labour.

Table n. The development of unemployment in Slovak Republiwith the comparison to
Austria in the period of 2008 — 2011

Slovak Republic Austria
Year Number of Rate of Number of Rate of
unemployed unemployment unemployed unemployment
2008 257 500 9,60% 191 000 4,40%
2009 324 200 12,10% 195 000 4,60%
2010 389 100 14,40% 180 000 4,20%
2011 384 220 13,12% 181 000 4,20%
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Graph n. 1The Development of number of unemployed people inl&ak Republic and
Austria in the period 2008 — 2011
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Graph n. 20verview of number of free working positions compaed to number of
unemployed in Slovak Republic in period 2008 — 2011
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Unemployment benefits in Slovak Republic
Slovak Republic

The condition for the entitlement of Unemplagmhbenefit is

1. if the insured person was insured in last threersyemfore classification into the
records for unemployed seeking employment at I@agears by the insurance in
unemployment, t. j. 730 days or

2. the insured person who after the end of work cehtwaas classified for some time
into the records for unemployed seeking employnaet if in last four years before
the classification, if he was classified into theecords for unemployed seeking
employment in last four years

a) was insured in unemployment from the performasfcemployer in employment on the
definite period or was voluntarily insured in undayment at least two years, t. j. 730 day
and

b) was not voluntarily insured in unemployment froine other performance of activity of
employee or

3. if individual who after the end of performance @nsdce in police or professional
soldier was classified into the records for uneet seeking employment, did not
fulfil the condition for entitlement on retiremebénefit and did not accomplished the
period of employment for the entittement for ratient benefit or did not
accomplished the conditions of entitlement for klied retirement benefit and in last
three years before the classification into the omdgs for unemployed seeking
employment was insured in unemployment at leastywan, t. j. 730 day.

The condition for entitlement of unemployméenefit is necessary to claim in the office
of Social insurance company according to the ptdggermanent residence, in writing. The
written application is being considered a deciaabout the classification into the records for
unemployed seeking employment issued by particDféice of Labour, Social Affairs and
Family.

The insured person is entitled to the unemplayt benefit from the day of classification
into the records for unemployed seeking employment.

From the September 1, 2010 the period of te@ry is established also for calculation of
amount of unemployment benefit. Crucial perioddetection is daily assessment base which
shows the amount of benefit, it is counted from tey which is one day before the
entitlement of unemployment benefit of insured persThe unemployment benefit is
provided for the days and its amount is 50 per oédaily assessment base.

The daily assessment base in second half d® 20id first half of 2011 was at most in
amount of 73, 4302 Eur. The maximal amount of thedfit in the month which has 31 days
is thereafter 1138, 20 Eur and in month which Hada&ys, it is 1 101, 50 Eur.

From the January 1, 2011 to December 31, #damount of daily assessment base was
counted from the assessment base under the dr#@8lpar. 5 in month which has 31 days, it
is 10, 6149 Eur and in month which has 30 days 10, 9687 Eur.

The unemployment benefit is provided:

1) six months (if the entittement on unemployment dfgnunder the fulfilment of
condition of insurance in unemployment at least @a8¢s in least three years before
classification into the records for unemployed ssglemployment)

2) four months (if the entitlement under the fulfilmeof condition of insurance in
unemployment at least 730 days in last four yeadsduring which he was entitled
for parent benefit).
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The insured person has no entitlement on gayive unemployment benefit for days
during which he had the entitlement for sick leheeefit, dispensary, maternity leave benefit
and during which he was entitled parent benefit.

The unemployment benefit entitlement termisaievays:

» with the day of discarding form the records for mpéoyed seeking employment

» with the day of entitlement of retirement benediarly retirement benefit or disabled
benefit from the reason of decrease of ability grening employment of more than 70
per cent

» terminating supporting period of unemployment fsienths or four months)

» with the day of death of individual

* a single application paying of 50 per cent of unlEyment benefit from the
remaining part of support period

The types of unemployment

1. The frictional unemployment — it is direct conseqgee of professional and working
mobility of employees on the employment marketodcurs when the inhabitant
during the change of employments comes to the gleoidd of unemployment.

2. The structural unemployment — it is linked withtrasturing of economics in given
area. It occurs when released employees from timsecpences of non-effective
companies and institutions, from the consequenbesdecline whole areas and
economics come to the position of unemployment.

3. The cyclical and seasonal unemployment — cycliedhe consequence of non using
existing capacities from the reason of loss of demdhis type of unemployment is
caused by lack of demand for goods or services lwbiten comes from the total
recession of economics at is connected with remessi economic cycles. The
seasonal unemployment is regular cyclical unempeywmwhich is connected to
natural cycles.

4. The hidden unemployment — is the consequence ahploged person not looking for
the job and has not ambitions to be classified fh&records for unemployed seeking
employment in the Office of Labour. Generally tigsthe case of unemployed who
lost their idea of finding a job.

5. The incomplete unemployment — it is one of the satuof massive unemployment. It
is characterised by the fact that employees aeébto accept work for shorter time
or work which is not in full range with their quiadiation, abilities, skills or
knowledge.

6. The false unemployment — it is gained by the uneygd who are not looking for
employment but want to use the unemployment bemeffull range, resp. Social
benefits.

7. The absolute — in certain area of society therthésnumber of people seeking for
employment higher than the number of free workiagitoons

8. The technological — in the technological developméme employment market
develops in accordance on required professions.

9. The special types of unemployment — for exampleanpieyment of students, women,
regional or permanent.
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ABSTRACT

In the selected areas with poor hygiene standandslack of veterinary care for
household animals, soil contamination as a potestiarce of zoonotic species of parasites
has been studied. A total of 106 soil samples fifiore settlements in eastern Slovakia
(Jarovnice, S#mvce, Zemplinska Teplica, Svinia, KoSice - Lunik.)Xvere examined.
Developmental stages of endoparasites were detegietb 79.2% of the examined soil
samples. The eggs dbxocaraspp. (61.3%)Ascarisspp. (58.5%) Trichuris spp. (50.9 %)
and strongyloid eggs (21.7 %) occurred most frejyeBndoparasites were also detected in
the dogs’ feces up to 73.8 %oxocaracanis (45.2 %), Toxascaris leoning40.5 %) and
Trichuris vulpis (19.0 %) were the most frequently detected.

Fecal contaminated environment and inadequate carainmygiene have resulted in a
high degree of parasitic contamination which pdses a public health aspect a significant
risk of infection of Roma population (especiallyldren) in settlements.

Key words: Settlements with low hygienic standards. Environtnédelminthoses. Public
helth. Roma children.

Introduction

Zoonoses are the diseases common both for animdlgp@ople. Parasitozoonoses
(protozoonoses and helminthozoonoses) form a dpstiagory of zoonooses. The source of
infection could be an animal, but also man in tleeybof which the agent of infection —
parasite occurs and is able to multiply and spréhd.agents of parasitozoonoses parasitise in
people and animals with a various degree of patinegs.

The most frequent transmission of parasitic diseaseerformed by a contact with
infected animal (wandering animals, free-living atamestic animals), or secondarily by the
environment contaminated with developmental sta{mscysts, sporocysts, larvae) of
endoparasites (Papajova and Juris, 2012). Thraagges of infected dogs and cats the germs
of parasitozoonoses spread into the environmergtgcgf intestinal parasitic protozoa —
Entamoeba histolytica, Giardia intestinalis, Toxagha gondii the eggs of tapeworms -
Dipylidium sp., Echinococcussp., parasitic nematodes). These germs are ableauee
parasitic infections not only in specific hostst blso in non-specific, e.g. in man. Regarding
public health helminthozoonoses causedbyocarasp. andlToxascarissp. in dogs and cats
are very significant, especially due to their zasncharacter connected with the syndrome
larva migrans

One of the main sources of soil contamination viaghminths are faeces of infected
dogs or cats as well as humans. Soil-transmittdchihths (e.g. Ascaris lumbricoides
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Trichuris trichiura) are a group of parasitic nematode causing irdediirough contact with
parasite invasive eggs or larvae and are the mequént intestinal parasites in humans.
Among them,A. lumbricoidesis the largest and the most common helminth piazasg in
human intestine. Eggs of these nematodes requitdation in the soil before they become
infective. Most often humans become infected bystign of infective form of geohelminths
either from soil, raw fruit and vegetables, oryimands. It is known that defecation practices,
hygiene standards, water supply standards androarddon of soil and water are the most
influential factors on the prevalence of these gitwaes.

Eggs of helminths are the most resistant and deetalsurvive outdoors for months or
years, therefore, contaminated environment conesita persisting health risk. Helminthoses
are more prevalent in regions where people expegigroor socioeconomic conditions. In
Slovakia, this situation is well-known in the aredishe Roma population living in very poor
conditions in settlements. Many of these settlesibiave the same characteristics - polluted
environment, low standard of personal and commbwygiene, lack of sanitation, waste pits
or landfills, and remaining over occupancy in a kna@ea where residents share their
household with pets. The number of Roma living inbearable conditions in rural
communities and devastated city zones is agglomgrand represents a potentially very
serious social and economic problem.

The objective of present study was to determinagtrogical contamination of soil
collected in selected marginalized Roma settleméntEastern Slovakia which can be a
source of parasitic zoonoses. The occurence afihtgses in population of Roma children in
selected areas of eastern Slovakia (KoSice, Mislcalo PreSov, Vranov nad T,
Seovce) was also monitored.

Materials and methods

A total of 106 soil samples from 5 selected setfleta of marginalized Roma
population in KoSice and PreSov regions (Jarovn@pvce Zemplinska Teplica, Svinia,
KoSice - Lunik IX.) were collected. Analysis of kgamples for the presence of parasitic
agents was carried out according to Kazacos (1983).

A total of 42 faecal samples of dogs were colleeted examined, without any further
information on the animals as they have been alloteemove freely and defecate at any
place. Excrements were collected at the same tmsaWith low hygienic standards and at the
same time as the soil samples. After collectiomcéh samples were stored at 4°C and
examined for the presence of propagative stageketrhinths as soon as possible. The
flotation method was carried out according to JekasDubinsky et al. (1993) using
Sheather’s flotation solution.

Results and disscusion

According to the data of the Government represemtddr Romany issue in Slovakia
at present there are about 691 Romany settlemerdst of them are located in eastern
Slovakia, in KosSice and PreSov regions These atenadbcated outside villages without
needed basic infrastructure. According to morearetein a lot of settlements, which are
often build on non-toughened ground, there areamyt drinking water sources, sewerage
system, waste pits and rubbish dump, social equiprard disposal. A lot of people are
concentrated in a small area. At present about0B00people live in such settlements whose
health state is not satisfactory, and in comparisdh majority inhabitants their lifespan is
substantially lower. A low standard of living, comnal and personal hygiene leads to
ecologically risky life environment that is contaraied and devastated.
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Our results showed a considerable infestation byinéh eggs in the examined soll
samples. Out of 106 samples from five differentleetents, 79.2 % were positive for the
presence of helminth eggs. In the examined soilpgssn 6 species of helminth eggs were
detected, in particular, eggs Akcarisspp., Toxocaraspp., Trichuris spp.,Spirocercalupi,
Toxascarideoninaand strongyloid eggs. The occurrence of helmipécees is summarized
in Table 1. The highest average density of helmiegigs was detected in samples from
Jarovnice, where one of the largest Roma settlesmentSlovakia is located. The lowest
density was detected in soil samples from KoSicertk IX.

If in the settlements is lack of basic hygiene telamong people, absence of
bathrooms and children and adult may be stated @&t of basic hygiene habits among
people, absence of bathrooms and children and sadidfecate on the ground, faecal
contamination of the environment and the risk ddfssaguent infection of humans and animals
are high. The results flag that the main risk tbljguhealth are eggs @scarisspp.,Toxocara
spp. andTrichuris spp. As humans are the final hosts Aorlumbricoides the presence of
Ascarisspp. probably reflects the lack of public latrireesd constitutes a marker of human
faecal contaminationToxocaraspp. is responsible and capable of inducing desdasva
migranssyndromes) in humans who accidentally ingest infecstages (eggs or larvae). The
presence oT oxocaraspp. eggs in the soil samples thus representsporiant public health
problem due to its zoonotic transmission as wellashuris spp. eggs which might be either
of animal or human origin.

Table 1Presence of helminth eggs in examined soil samplesm selected areas with low
hygienic standard

Eggs (%)
Settlement | Ascaris| Toxocara | Trichuris Spirocerca | Toxascaris :
: : Strongyloid
spp. spp. spp. lupi leonina
Jarovnice 79.2 70.8 45.8 4.2 12.5 20.8
S&ovce 60.0 50.0 50.0 0 0 35.0
Zemplinska | g 4 78.1 68.8 18.8 0 31.3
Teplica
Svinia 61.5 46.2 30.8 30.8 23.1 7.7
Kosice —
Lunik 1X. 23.5 41.2 41.2 11.8 11.8 0

Dogs excrements pose a source of contaminatioheoehvironment in settlements.
Dogs living in marginalized Roma localities suffesom inadequate hygiene conditions,
inappropriate food and lack of health care, theeefiheir living standards are comparable
with homeless or stray dogs. Such dogs are at &ighsk of parasitic infection what
corresponds with several surveys. Out of 42 dogdlagamples from marginalized areas with
low hygienic standards in KoSice and PreSov regi@3s8 % of them were positive for the
presence of the propagative stages of endoparabitéise examined samples, 5 species of
intestinal endoparasites were detected - in paaticaggs ofToxocara canis,Toxascaris
leoning Trichuris vulpis Capillaria spp. and eggs of the family Ancylostomatidae
Generally, eggs oToxocara canig45.2 %), Toxascarisleonina (40.5 %) and eggs of the
family Ancylostomatidae (44.5 %) were the most freqtly detected. The occurrence of
helminth species in dogs” feces is summarized bieTa

39



Table 2 Species of endoparasites in dogkeces samples

Jarovnice Séovce Zemplinska Svinia KoSice —
Teplica Lunik IX.
(%) (%) (%) (%) (%)

Toxocaraspp. 22.3 77.8 50.0 334 25.0
Trichuris spp. 334 33.4 25.0 0,0 0.0

Toxascarisspp. 44.5 44.5 25.0 834 40.0
Capillaria spp. 11.2 0.0 0.0 0.0 0.0
Ancylostomatidae 44.5 0.0 0.0 0.0 0.0

Therefore, in Roma settlements there is a high oklkdisease incidence that are
connected with a low hygienic standard. Infectiodseases, including endo- and
exoparasitoses (giardiosis, toxocarosis, ascayiesigrobiosis) play a significant role there.
Above all, the children population is endangeretsoAhe fact that almost half of the Roma
population in Slovakia is younger than 18 yearsislgery important (Poppest al., 2009;
Rimarova, 2010). As children are the most vulneragle group, we studied the prevalence of
geohelminthoses just in this age group. A totad0® stool samples of children hospitalized
in the hospitals in KoSice (KoSice, Michalovce) dakSov (PreSov, Vranov nad Top)
region. The eggs of geohelmintAscarislumbricoides(17.9 %) andrrichuris trichiura (3.8
%) were detected. The results indicate the lowdstats of hygiene and children population is
constantly exposed to infection in such an envirenin
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ABSTRACT

Slovak Republic after nearly twenty years sepaetistence belongs in the forefront in

ensuring the needs of its citizens within the cadast which have been accepted for the
members of the European Union in 2004. The numbpeople who are on the border of the
subsistence minimum, which can be considered tloe @® well as the number of people at
risk of poverty is increasing every year, and timorerty deepens. The status of material
poverty touches on numerous layers of the populatiovulnerable groups, which include

mainly pensioners, the unemployed, the employeidecis with income less than 340 €

monthly for the performance of the work, citizergea between 50-years, and employed
people with sickness absence longer than one month.

A relatively large group of inhabitants of Slovalkiee living in very bad material conditions

which are the image of the actual life in the nesglterial poverty. They are threatened by a
group of people in social groups: seniors, unengdpyemployed citizens with net income

from work less than 340 € per month, with a lergftsick leave of more than one month the
employment inoperable. Reported net income of eniszin these groups do not provide
sufficient coverage of expenditure on basic needskf housing and clothing. Slovakia in the
rest of the world in the development of the realgyty of material copied, that is growing

year on year and becomes more vigorous, poversiilisaffected by the greater part of the

Slovak and world population, despite the fact thatlth in the conditions of the Slovak

economy and the world economy is growing year @r.ye

Key words: Vulnerable groups of citizens. Pensioners. The ymeyed. Material poverty.
Poverty.

Introduction

Slovak Republic after nearly twenty years sepaetistence belongs in the forefront in

ensuring the needs of its citizens within the cadast which have been accepted for the
members of the European Union in 2004. The numbpeople who are on the border of the
subsistence minimum, which can be considered tloe @® well as the number of people at
risk of poverty is increasing every year, and timorerty deepens. The status of material
poverty touches on numerous layers of the populatiovulnerable groups, which include

mainly pensioners, the unemployed, the employeidecis with income less than 340 €

monthly for the performance of the work, citizerged between 50-years, and employed
people with sickness absence longer than one month.

Most of the retirees in the SR has granted a ragrg pension of less than 340 € monthly. In
the case of the award of the amount of the retirenpension is for those people on the
reduction of their income compared with the incdinoen dependent activities about almost
half, if we compare them with the inhabitants ofstof the countries of the European Union,
in the pension age at retirement for these redustad their income, on average, about one-
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third. And it is necessary to add that the amoditih@ retirement pension in most countries of
the EU compared with Slovak pensions is incomparhaigher.

Very libellous is a condition in which the amourittbe retirement pension awarded to the
pensioner does not reach or the amount of the sebse minimum in Slovakia. The number
of these retirees moves to the end of 2011, alatdsie level of 20 thousand. Below the level
of subsistence are not only the beneficiaries efrétirement pension, but also people who are
either prior to the award of a retirement pensamare long-term unemployed without regular
income and the amount of their income does nothréae level of the subsistence minimum.
In the current period we have in Slovakia arounl ttfbusand inhabitants as beneficiaries of
benefits in material need. Jointly assessed persotis benefits in material need of the
beneficiaries are their family, what overall betsefin material need to mean almost 365
thousand citizens. This group includes also alliden whose retirement pension is the
amount of the subsistence minimum and rely on &tarn to the granting of benefits in
material need.

The living minimum and its height

Each year, from 1 July provides for the amounthef $ubsistence minimum for one natural
person and the other jointly assessed persons. Ereni July 2011 is the amount of the

subsistence minimum for one individual in the anmafr€ 189.83 per month and an essential
prerequisite for its return is the fact that therome does not reach the fixed amount of the
subsistence minimum.

The State of poverty documents the statistics o# Bocial Insurance Office about the

structure of the pension paid nowadays:

Table 1 the amount of paid pensions and the nuwideeneficiaries

The amount of the pension awarded in 4§ The number of beneficiaries of pensions

to 76,- 2 854

From 77,- to 185,- 16 215

From 186,- to 305,- 223 492

From 306,- to 350.- 201 615

From 351,- to 465,- 390 737

From 466,- to 545,- 61 306
From546,- to 565,- 6 797

From 566,- to 730,- 23 591
From 731,- to 755,- 1418
From756,- to 1 000,- 5 530
Over1 000,- 1260

Source: The Social Insurance Office

According to the survey, the average cost of living the basic needs (food, clothing,

housing) were monthly expenses for a single napeedon in 2011 in the range 340 to 350 €.
Income below this limit is insufficient for finarmgy of basic living needs and the citizen is
getting into the real poverty. Detected data aesl@guate in comparison with the officially

specified the amount of the subsistence minimunafoatural person, i.e. in the amount of €
189.83 per month.

Detected data demonstrates that nearly 445 thouSkwhk pensioners living in a state of

material poverty caused by the recognised amourdgtwément pension per month to 350,-€.
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The status of unwanted developments in social ggqension scheme shows the table No 2
on the proportion of income to average wage fory@804-2011.

Table 2: The average level of income and the aeenage in the National Economy

Year The average amount of| The average wage Slovakig %
pension in € in the NE (€)

2004 234,- 525,- 44,5
2005 256.- 573,- 44,6
2006 273,- 623,- 43,8
2007 295,- 669,- 44,1
2008 313,- 723,- 43,3
2009 340,- 745,- 45,6
2010 350,- 745,- 47,0
2011 359,- 760,- 47,2

Source: The Social Insurance Office
Old-age pensions, their amount and beneficiaries ithe Slovakia

Development of the ratio of the average incomeamstage wages reached SR in the national
economy of the Slovak Republic lags behind the ayeof the European Union. The amount
of the retirement pension is awarded in Slovakianduthe period considered the average
monthly wage in the national economy only from 454) while in the countries of the
European Union it is SR 67%.

Changes in the pension system will be necessarthenshort term. Slovakia and other
countries of the European Union are facing now afsmb will in the coming years the
increasingly significant demographic changes witltomsequent negative impact on the
pension scheme. Slovak Republic belongs to thetdeanwhere the demographic changes
reflected most dramatically. In 2011, it was on af¢he recipient of the retirement capita
approximately 5.6 inhabitant of working age.

Development by the year 2025 assumes the changéhthahare will be reduced almost in
half. This development will initiate the raising tife retirement age from the State and the
change of the system of granting, payment and &ppgaof a pension. In comparison with
other countries Slovakia is one of the few cousttlee age of retirement for men set out for
the border less than 65 years.

The parameters of the demographic trends are atetbe financial resources of The Social
Insurance in the amount of pensions paid to thed frmefundamental solutions in terms of the
Slovak pension system and in Slovak environment pawed with the average of the
European Union.

The development of unemployment in the next groupfdhe endangered population

In the next group of the endangered populationatiereed with poverty belongs to more than
41.5 thousand persons deprived on unemploymenftitseria the meaning of the legislation
represents the average monthly unemployment beaefdunt 289 € according to the data
from January 2012 and the average of the year 2@ith, benefits payable from social
insurance to this area has been used, the totainebf 163,5 million (source: www.tasr.sk).
The evolution of unemployment compared with ecomomiowth shows very negative
tendencies. Beginning in 2012, the number of uneygul persons was a total of 370
thousand and the rate of unemployment amounts t@%d.3Higher unemployment was
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recognised in 2004 when only the number 435 thalisain unemployed persons and
unemployment 16.6%. Economic growth measured italicaf the evolution of the gross
domestic product in % with the exception of 2009vebd a positive relationship to the
reduction of unemployment.

Table 3: Year increase in gross domestic prod@ét in

Year 2004 2005 2006 2007 2008 2009 2010 2011
Incre-
ase +5,2 +6,5 +8,5 +10,4 +6,4 -4,7 + 4,0 + 3,3
in %

Source: Statistical Office of the Slovak Republic

Table 4: The evolution of unemployment rates feryears 2004-2012

Year Unemployment rate in% the number of unemployed persons in
thousands
2004 16,6 435
2005 13,39 346
2006 11,82 302
2007 9,45 246
2008 8,06 210
2009 9,03 240
2010 12,89 345
2011 12,98 346
1/2012 13,69 370

Source: Statistical Office of the Slovak Republic

The evolution of unemployment shows the statushefrtumber of persons living in poverty
and in spite of the favourable developments ingbenomy of material, the growth of total
wealth in the country and the growth performancéhefeconomy (with the exception of the
year 2009).

Employment working for minimum wage

The same negative development despite economictlgralso shows the share of persons
employed in connection with the amount of remunenatfor work. According to the
statistical findings has 38% of employed personghefnet salary for the work of less than
350 € per month. For other 2.9% of employed persotise amount of the gross wages at the
level set by the minimum wage, which in the yeatRP@as determined in the amount of €
317,70 per month, while monthly net income is theant of 280 €. According to the above
statistics data documenting the other 840 thougansbns living in the real material poverty
or living in poverty income zone endangering realtenial (source: Statistical Office of the
Slovak Repubilic).

Another particularly endangered group are citia&he are employed and their monthly gross
wage is below the level of the average wages imoNak economy and become inoperable for
a period longer than one month. For illustratidre €xample of the employee, which is the
average monthly wage of € 530,-. The inability obren than one month is a sickness
insurance benefit paid in the amount of 55% from llasis, which in this case represents the
amount of about 290,-€ monthly. Such amount ofnisthly income is getting on the border
of real material poverty. When is a citizen inofdea has increased spending on health care
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and for the purchase of medicinal products, asnebe@, it is not taken into account in the
amount paid by the sickness insurance benefits.

At the World Economic Forum in Davos at the endJahuary 2012 the world's political
leaders and the elite economists, sociologists amidts were talking about the end of
capitalism, about the bad state of the world econamd vitality of his bad break, on the
deteriorating conditions for the life of the popida and on the possibilities and capabilities
of capitalism change the world for the better. Plagticipants gave for the truth held by the
settler of the World Economic Forum Klaus Schwalydaaponding to the criticism that the
capitalism and its leaders “have lost their mocahpass”. The global economy is getting into
the downward spiral, this negative trend will ire thext period support the social disruption
and continued increase of world poverty, populismd aprotectionism (source:
www.hnonline.sk).

Increasing social inequalities were one of the ntaemes throughout the discussions. An
important conclusion from this is that all part&img Economic Forum will unite in order to
ensure better living conditions for all.

The citizens expect from the Government of the &ftowRepublic, fulfilment of these
conclusions of the World Economic Forum into preetand ensure a dignified life for all
citizens of the Slovak Republic.
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ABSTRACT

Jeder Teilnehmer ist, dass Bildung im frihen Ksater beginnt, wenn das Kind beginnt,
die Welt zu Sinnen kennen, erkennt Muster in itwergebung. Wir missen die vielfaltigen
Aufgaben und Anforderungen der Gesellschaft enfiill;xd spiegeln die Zeit, in der wir
leben. Aufgewachsen an die Regeln des Verhaltegsngeahestehende Personen zur Familie,
Respekt fir das Team, in der Schule lernen, diggghgn mit dem Schwerpunkt auf der
Entwicklung, das Wissen, dass wéahrend des Leb&miegen wird.

Key words: Schule. Unterricht. Kooperatives Lernen.

Personlichkeitsentwicklung ist weiterhin, dasssgth bewusst von sich selbst, ihre
Rollen, Aktivitaten, um das Ziel zu erreichen. Dasines nicht mehr véllig abhangig von der
padagogischen Behandlung von Eltern oder LehredeinSchule, sondern auch entwickeln
und umzusetzen, ihre Fahigkeiten erworben und ekéhli Eigenschaften, Talenten. Fir die
menschliche Entwicklung, die Firma weiterhin gugnm es keinen Vermittler mit Wissen
und Informationen und Hilfe einen Weg finden, separ Lernprobleme. Bildung
einschlie3lich einer Reihe von Liebe, Respekt fén dMann sucht Bildung inculcating
Gewohnheiten des Kindes, Bildung, Wege zur Arbd@tldung und die Rolle der
Personlichkeit Bildung beginnt in der Familie, ierd&chule. Dies bestimmt die Orientierung,
die in bestimmtem Umfang beeinflussen seine Entwrak Nurture guten Bautatigkeit fur
die Erziehung - Forderung - der Schiiler, dem Kimdl lem Thema Bildung - Lehrer,
Familie. Wahrend ein Lehrer sollten Schulern helférobleme zu I6sen, wenn das Board
nicht kennt, etwas, oder Probleme, die seinem Adeim I6sbar sind. Es ist nicht zu erheben
es nur verbal, sondern in vielen Situationen meifeh, wenn es ein Beispiel fur das Modell,
das lehren und kénnen neue Wege fir den Umganigpmigt.

Die Zeit ist in allen Bereichen des gesellschefgn Lebens voran, ist es notwendig,
eine ausgeglichene Personlichkeit, reife, Freibed Gerechtigkeit, sich aktiv in das Leben
des sich dynamisch entwickelnden Kultur zu beteilig
Die aktuelle Periode ist schwerwiegende Problenmischenmenschlichen Beziehungen, in
Reden wider, fehlende Bereitschaft, anderen zehelhd im allgemeinen Unwillen, sich mit
geltenden Normen, Regeln einzuhalten. Beim Nachelerilber geeignete und ungeeignete
Verhalten der Schiler in der Schule ist notwendige&kennen, dass es ein breites Spektrum
von Symptomen, von geringfligigen Disziplinarversttft sehr ernsten Sache. Bedarf fir
Lehrer von Schilern Verhalten in der Schule isteaadWahrend ein Lehrer erfordert eine
strenge Einhaltung der Standards der Schulordm@efgprsam, sonst ihre gute Beziehung zu
den Schilern, die auf der Achtung fir die Schiled ulie gute Organisation der
padagogischen Aktivitdten schafft die Vorausseteandir ihre angemessene Verhalten,
Disziplin.

Disziplin ist die Aufrechterhaltung der Ordnungdre Arbeit, Aktivitat, Verhalten etabliert
angesehen. Disziplin ist durch Merkmale wie verbame, freiwillige, offentliche
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Bewusstsein, die Initiative aus, die Verantwortuwd@e in jeder menschlichen Tatigkeit
reflektiert wird (Kol. Autoren, 1997).

Laut Worterbuch Teacher (1995) Konzept der Disaiplird als "absichtliche, prazise
Leistung zu einer bestimmten sozialen Rolle definielie Aufgaben, die bestimmten
Aktivitaten der Respekt vor der Autoritat".

Teacher's Personlichkeit ist ein wichtiger Faktoei bder Vermittlung der
Auswirkungen auf das Verhalten der Schuler in delnug, Werte und Normen, werden
bevorzugt. Seine Rolle kann erfolgreich nur Lelmedler Schule umgesetzt werden schuf die
Voraussetzungen und nur dann, wenn Schiler seinterifét zu akzeptieren, und wie das
soziale Verhalten, die selbstbewusst und veranbaforist, sondern auch freundlich zu
Studenten und andere Menschen. Lehrer zu schaffeiverhalten tGber einen bestimmten
Verhalten in einer Vielzahl von Lehr-Situationerie cein Modell fur das Verhalten der
Schuler geworden. Daher korrekte Anleitung fir leehwon Schilern angemessenes
Verhalten unangemessen und zu beseitigen, ist ®gendig, um den Schilern gentigend
Informationen Uber die Angemessenheit bzw. Unangeereit ihres Verhaltens. Dies
erfordert die Lehrer zu Schiler wissen und konmem,das Verhalten einzelner Schiler und
Gruppen in verschiedenen Situationen zu identiiezie
Die Steuerung Beziehung zu den Schilern und dent &esschulischen Umfeld bieten
Normen, die die folgenden Funktionen:

- regelte die Beziehung zwischen Menschen und érirgge in Ordnung,
Koordinierung der Téatigkeit der Menschen und ihddiitaten zu straffen, sicherzustellen,
die Rechte des Einzelnen, Gewahrleistung der Redbtesozialen Dienste, so dass das
Verhalten von Einzelpersonen und Gruppen vorhegarsa
zur Selbstkontrolle und Selbstregulierung fuhremében das Gefiihl von Sicherheit und
Vertrauen.

Der Prozess des Lernens, um Disziplin und die Pisrist ein langer und schwieriger
Prozess. Seine Komplexitat liegt in Fuhrung Vesdmgltso dass die Schiler die Standards,
erstellen Sie lhre eigene Haltung zu ihnen undeinLéige sein, ihr Verhalten zu regeln, nach
seinen eigenen Ansatz fur die Evaluierung Standeetiien. Der Lehrer kann ein Student
Guide muss lernen, die Regeln zu kennen und zuevens, erkennen sie, wollen sie aus, die
Féahigkeit haben, durchzufuhren. Der Lehrer musssdaslische Umfeld zu organisieren, das
Klima im Klassenzimmer, so dass die Schiler imit¢Agh Kontakt mit den Normen fir ihr
Verhalten sind zu achten Disziplin sein. Der Erfdier Lehrerbildung in der Disziplin ist,
dass sie in der Lage, mit Druck von au3en aufmet&feranderungen Zulassungsbedingungen
fur Studenten erflllen ist, wenn die eigenen Stedglgeworden.

Die padagogischen Methoden von Belohnungen undfeBtraind am haufigsten
verwendeten Methoden, um das Verhalten der Sciviillder Schule fihren. Nur der Lehrer
abhangt, wie sie in padagogisches Handeln nutzde. $rafen sind mehr auf die
Personlichkeit eines Schilers und ihren WohnsitZusammenhang mit ihrer moralischen
Bewertung konzentriert. Rewards verstarken Gepfibggen und helfen bei der Erstellung
eines neuen Verhaltens.

Als Reaktion auf die AuRerungen von undiszipliréart/erhalten Sanktionen sind die
drei Funktionen zu erfullen:

1. Vengeance - ist, dass das moralisch falsch farde einer verdienten Strafe folgt.
Der Tod ist im Interesse der Gerechtigkeit, dass gegen das Gesetz verstolien,
2. Abschreckung - die Studenten wollen in der Zdkan ungebihrliches Verhalten aus
Furcht vor den Folgen zu vermeiden
3. Abhilfe - hilft Schilern auf die Unangemessenhiteies Handelns zu verstehen und warum
es notwendig ist, verhalten sich nicht anders zuridgieren (Kyriacou, 1991).

Die meisten Eintrage haben nur kurzfrestig/irkung. Der Tod als padagogische
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Methode, um Fehlverhalten zu beseitigen hat seiodelfe und Nachteile. Sanktionen zu
beseitigen einige der Manifestationen der undigzgatte Verhalten, aber auch viele negative
Auswirkungen auf Verhalten der Schiler und oft zbte die Absichten von Lehrern und
Bildung, zB.: Todesstrafe darf schlechtes Verhalterstarken, wenn zunehmend Ansehen in
den Augen der Mitschuler, Angst vor dem Tod wigédemiuitigt, Gefuhl Beschwerden, was
die Unsicherheit erhoht, Ablehnung, Aggression fBtidrsachen, Stérungen der sozialen
Beziehungen zwischen Schilern und Lehrern.

Wenn wir den Prozess der Bildung zu véieteals ein Prozess der Interaktion zwischen
zwei oder mehr Einheiten, dann ein erheblicher Tealleser Operation ist
Durchsetzungsvermodgen. Um in der Lage sein Durzhegsvermégen Verhalten in der
Schule gelten, ist es zuerst notwendig, die Schiestandnis und Blick auf ihn zu andern.
Die neue Beziehung sollte eine Partnerschaft lasidrgegenseitigem Vertrauen, Respekt
und Einfuhlungsvermégen. Die selbstbewussten Vemhasollte vermieden werden, um
Manipulationen zu verhindern oder Missbrauch destuegen der sozialen Rollen werden.
Anwenden von Elementen der selbstbewussten Verhaliel erreicht, dafl3 das Individuum
in aktive soziale Beziehung ist, arbeiten, offehrlieh, bereit, Hilfe und Unterstitzung,
sensibel, tolerant, respektvoll, durchfihren konearen Kompromiss, um das Problem aus
der Perspektive eines gemeinsamen Ziels zu l6seh §lies kann in den Prozess der
Kommunikation durch Durchsetzungsvermdgen verfaigtden.

Selbstsicherheit ist die Linie zwischen Passivitéatl Aggression. Der Umgang mit
Durchsetzungsvermogen, die Anwendung der Elemeese\terhaltens von passiven und
negatives Verhalten zu beseitigen. Wie in der RdadsiVerhalten wider. Die passive Person
ist nicht klar zum Ausdruck ihrer Winsche und Bdédigse. Es ist ungewiss, Fragen oder
einfach nur ihre Entscheidungen zu rechtfertigechtrklar, in unseren eigenen Wuinschen
und Bedurfnissen. Gegensttick ist Aggression. DaseWeler rucksichtslosen Durchsetzung
zu Lasten der anderen. Der eine ist gewalttatigygant - das Kind wird wie ein Tyrann
gesehen. Solch ein Mensch von Zeit zu Zeit zu @resi, Erfolg, vorbehalten ist, erlost ihn
umgebenden Verhéltnisse, sein Image und negatiysti abgesehen von ihm zu
widerstehen. Zu den Symptomen von sozialen gekeinet, dh ein Verhalten, dass soziale
Normen missachtet verankert Verhaltensstérungearggr(Laca, 2011). Der Begriff umfasst
sowohl und Variationen in dem Verhalten eines Utf&sbaren und geeignete padagogische
Praktiken sowohl stellen schwere Verhaltensproblemaben, dass soziale besonderen
padagogischen Betreuung bedirfen. In verschiedekgoren finden Sie verschiedene
Klassifizierung von Verhaltensstérungen, die zunehdhunter den Studenten prasentieren
unsere Schulen sind. Waterman und Sulc (1964) zbhalfensstdérungen Rang: - Schlechte
Gewohnheiten (Essen und Trinken, Ubernachten, nscte Handlungen, die personliche
Hygiene) und schlechte Angewohnheiten (soziale @rrigen, emotionale Bereich, der den
Bereich der Arbeit), Child Widerstand (reflektiel®ass, Gehorsamsverweigerung, Tranen,
Wut, Schrei, Explosionen der Wut), (das Kind nichif dul3ere Reize zu reagieren oder
reagieren Uberhaupt den Kopf, als er, teilweise cAbgichung erwartet),
Ungehorsam, Trotz, ein gewisses Mall an Aggressidtandlungen in Bezug auf die
regelmaRige Schulbehérden erkennen), Lie Lie (wetgrnWarnung, Rache, Anreicherung
langweiliges Leben, Angst vor dem Tod), Diebstaalégentliche, geplanten oder zufalligen
Erwerb von stichtig machenden Gegenstand, der midhatage gestellt und eifrig bemuht, es
haben), Weg von der Heimat und wanderte als eimen Fter Flucht belastenden Situation
eine Losung (zu stoppen illegal und unangemessem, etizieherischen Umfeld fiir einen
kurzeren oder langeren), Escape-Verhalten zu deschviedenen Unbequemlichkeiten der
Schule wegen der schlechten Anpassung an die Seaulermeiden, die Schule zu arbeiten,
Probleme in zwischenmenschlichen Beziehungen, Nwewbag, Zweckmafigkeit mag),
Aggression (eine Form des Verhaltens, es ist eiedrdhung fur Menschen, die eigenen
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Leute, Natur, Immobilien); Verhaltensstorungen emxwellen Bereich (zB Padophilie, Inzest,

Fetischismus, Narzildmus), Sucht (Drogenabhéngigkeieine korperliche und psychische

Abhangigkeit von einer chemischen Substanz, welphgsiologischen Prozesse und

psychische Symptome betrifft); Delinquenz, Verhadstérungen, die mit jenen Bereichen,
die durch das Gesetz geschutzt sind - Strafprozessrdas heildt, Vergehen und Verbrechen
(Verhalten verursacht nur Probleme - asocialitaraiddazard und verzerren Politik und

Praxis - antisocialita stort).

Blasko (1996) argumentiert, dass Erfahrungen agsren Schulen zeigen, dass es ein
paar Anregungen fir die Entstehung von Spannungascizen Studenten und Schiler der
Verantwortung - menschliche und nicht-konforme Burten ihre Aktivitaten, stellt sie die
aktuellen bildungspolitischen Prozess in unserehuf®a. Wenn die Schule aktiv und
zielgerichtet zu schaffen, ein solches Klima, dihatenden Spannungen reduzieren wird,
spiegelt er das Verhalten der Studenten.
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ABSTRACT

Malaria is an infectious protozoal disease affgctmnore than hundred countries over the
world. It is responsible for about one million deaf year and huge morbidity. Malaria with
its impacts on individuals and whole society repnés big challenge, which has again come
to the fore and new significant effort has been eniadthe fight against the disease over last
few years. The increased funding has resulted iteb@ccess to prevention tools and
antimalarial therapy even if it is still not suféat. Recently emerged hurdles involve
especially resistance to artemisinin-based comioimaherapies (ACTs) as well as resistance
to insecticides. New potentially effective substsagainst Plasmodium have been studied,
but it represents only a starting point, and thg Wwanew generation of antimalarial drugs is
still very long. An ongoing phase 3 study of thdéicakty, safety and immunogenicity of
candidate malaria vaccine RTS,S/ASO1 has been ctedlun 7 Africa countries. This
vaccine provided protection against both clinicgad aevere malaria.

Malaria is an infectious disease caused by a par&asmodium belonging to the
phylum Protozoa and subphylum Apicomplexa. Nowadidnse are known five species
responsible for the disease in human — P. falciparB.vivax, P.malariae, P.ovale and
P.knowlesi, but there has been reported also \ewyrére cases due to other species such as
P.brasilianum, P.rhodiani, P.simium and othérsThe majority of infections is caused by
P.falciparum and it is the one responsible for nsesere course of the disease and the highest
mortality (85% in Africa)t The most geographically widespread is P. vivaxoWale is
restricted to tropical Africa, New Guinea and Ripines, whereas P. knowlesi has been
reported from South East Asian countries wheraritged from wild macaquédMalaria is
the fifth cause of death from infectious diseasesldwide and the second in Africa after
HIV/AIDS.**

Malaria has played a major role in the history afnkind and it is one of the oldest
known diseases. For centuries it prevented anyamimal development in different regions
in the world®*** There has been made a lot of effort to eliminatd finally eradicate
malaria. Partly it was successful and malaria hasnbeliminated from the developed
countries with temperate climate. An eradicatiompaign which started in 1950s failed
because of the huge problems including the resistari parasites to drugs, resistance of
mosquitoes to insecticides and also administratisees. Moreover, the eradication program
never involved most of Africa, where malaria is thest commofi.Besides the direct impact
of the disease on individuals and communities, rialaontinues to wreak havoc on
economies and societies, particularly in the pdquess of the world:** In the countries with
high transmission, malaria can decrease gross dimnpeeduct (GDP) by as much as 1.3%
which in the long term have resulted into significdifferences between countries with and
without malarig®® According World Malaria Report 2010, internatiofiahding for malaria

50



control has risen steeply which resulted for exantplincreased access to insecticide-treated
nets in the past few yeats.

Even if importance of the climate warming is deddt& links between climate and
health policy must not be overlook&d.

EPIDEMIOLOGY AND THE BURDEN OF MALARIA

Measurement of malaria mortality is very importamtce international organizations
are setting specific targets for control programmeesd it represents a big public health
challenge which has met with various solutidfsAccording World Malaria Report 2010,
the disease is prevalent in 108 tropical and sepital countries with 35 countries in central
Africa bearing approximately 98% of malaria deathgur countries alone accounts for cca
50% of deaths on the African continent (Nigeriapideratic Republic of Congo, Uganda and
Ethiopia).With considerable effort and success glama control which has been achieved
due to increased funding, it has been reportedahatal of 11 countries and one area in the
WHO African Region showed a reduction of more t#@96 in either confirmed malaria
cases or malaria admissions and deaths. Moreav@Q0d9 Morocco and Turkmenistan were
certified as having eliminated malaria. Howeverthie same year, there was an evidence of
an increased burden in 3 countries (Rwanda, SaceTard Principe, and Zamb&@)Malaria
threatens the lives of 3.3 billions people aroureworld?’ It is estimated that the number of
cases increased between 2000 and 2005 but theradedrto 225 million in 2009. The
number of deaths according the WHO decreased fi@B0@ in 2000 to 781000 in 2080.
The highest mortality is in Sub-Saharan Africa vehar child dies every 45 seconds from
malaria®’ However, data provided by WHO have been challedg&tf°Estimates outside of
the Africa usually rely on governmental recordedtts, but according a study made in India,
86% of deaths from malaria were not in any formeslth-care facility, suggesting that deaths
are predominantly unnoticed by the health-reportipstem (the study used results of verbal
autopsies}>*° Similar disparities could exist in other high ptaed countries which have
unreliable access to health céte.

The main mechanism of transmission is via the bitea female Anopheles spp
mosquito mainly between dusk and dawn, but there aso other ways including
congenitally-acquired disease, blood transfusibayiag of contaminated needles and organ
transplantatiod® Malaria infection in pregnancy is believed to tsponsible for up to a
guarter of all cases of severe maternal anemiad@nt0-20% of low birth weight of babies
which may lead to additional 5-10% of neonatal arfdnt death$. The number of infectious
female mosquito bites per person per year caledehtomologic inoculation rate (EIR) is a
term to indicate transmission intensity. In genetta¢ higher the EIR, the greater the burden
of malaria. In such regions the immunity is acqdiieend so most malaria infections in adult
are asymptomatic. In areas where transmissiorws haghly seasonal, or focal, immunity is
not developed, and symptomatic disease occur$ ages->*’

PATHOPHYSIOLOGY AND CLINICAL MANIFESTATION

The clinical manifestations of malaria vary withogeaphy, epidemiology, immunity,
and ag€.Even if malaria is known as a febrile illnesssitiot at all a simple disease of fever
and chills. Especially in endemic regions it ratipeesents with diverse, varied and often
dramatic manifestations (mostly in case of P.fajm infection) and it should be considered
as a differential diagnosis for almost all clinigatoblems. The pathology and clinical
manifestations are almost exclusively due to thexaal erythrocytic or blood stage of
plasmodia. The characteristic picture of malarithwihree stages (hot stage, cold stage and
sweating stage) is not commonly sé&nSevere malaria is now known to be much more
complicated than originally thought. Cytoadherence causing small infarcts, capillary
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leakage, and organ dysfunction results to manyiceinfindings including altered
consciousness with or without seizures, respiratigtress or acute respiratory distress
syndrome (ARDS), circulatory collapse, metabolicdasis, renal failure, hemoglobinuria
(“blackwater fever”), hepatic failure, coagulopathith or without disseminated intravascular
coagulation (DIC), severe anemia or massive insewiar hemolysis, and hypoglycenti¥.

At the greatest risk for severe disease are nonimemuodividuals, immunocompromised
patients (including asplenic individuals), childrénto 36 months of age, and pregnant
women? The two most frequent presentations of severernaafaAfrican children are severe
anemia and cerebral malafia.

Cerebral malaria is an encephalopathy and it ptesegith impaired consciousness,
delirium, and/or seizures. It can rapidly progressoma and deaths, therefore its signs must
be evaluated and managed promptiy. a study of 19 560 Kenyan children with malaria,
48% of cases showed neurological involvenférithe major role in cerebral malaria plays
probably sequestration but it is supposed to beermgonsistently the cause in adults than in
children? Mortality with the treatment is 15 to 20%; untezhtcerebral malaria is almost
universally fataf®

Anemia in the setting of malaria occurs as a resutbore factors including hemolysis
of parasitized red cells, increased splenic secptest and clearance of erythrocytes with
diminished deformability, cytokine suppression aénfatopoesis, shortened erythrocyte
survival, repeated infections and ineffective tmeents’ Anemia may pose special problems
in pregnancy and in children and it can developgedglespecially in nonimmune individuals
and in the area with unstable transmisSihThe research about plasmodium knowlesi
malaria in children which was conducted at Kudattiist Hospital in Malaysia showed that
anemia developed in all children with knowlesi stfen, with the hemoglobin concentration
in 1 patient (6%) falling to <7.0 g/dL. Anemia wamre common in children than has been
previously described in knowlesi infection in adultThrombocytopenia was found at
admission in nearly all (94%) children with knowlesmalaria, in contrast to only half of the
children withP. falciparummalaria. Although the cause is unclear, thrombmmgnia is also
nearly universal in infected adults, which makes ait characteristic feature Bf
knowlesiinfection across all age group$

Tumor necrosis factor (TNF) except of ability tqpptess hematopoesis (which also
contributes to anemia) is associated with sevefitye illness’ Polymorphism in TNF genes
appear to influence the severity of P.falciparufestion, which was illustrated in a study of
about 1000 Gambian children. The results showedt, dtiferent TNF allele are associated
with either increased risk of cerebral malaria evealopment of severe anemia, suggesting
that different genetic factors affect susceptipilib these two disease manifestatidhén
children, central role in disease severity seendap tissue hypoperfusidnin the setting of
treatment of severe malaria adults appear to bes mamerable to fluid overload than
children. However, there is a thin line between arhgidration (and thus worsening renal
impairment) and overhydration (and risking pulmagrand cerebral edem3).

DIAGNOSIS

Prompt and precise diagnosis is a crucial assompdif appropriate treatment of
malaria. In endemic countries there are still ma®pople overdiagnosed or conversely
misdiagnosed. Overdiagnosis has become a sigrifarah intense problem, especially since
chloroquine was replaced by artemisinin combinatibarapies (ACTs) in the first-line
treatment. Subsequent overprescription is now msgure as far as ACTs are more expensive
drugs and moreover in relatively short supbtyEven if misdiagnosis occurs more frequently
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in temperate and northern areas of the world, présent also in endemic countries where it
may contribute to a wicked cycle of increasingilalth and deepening povefty.

There are several diagnostic tools including chhicriteria, microscopy, rapid
diagnostic tests, and molecular diagnostic teclesqwnfortunately, none of them meet
criteria of an ideal diagnostic tool. Regarding tthi@agnosis based on clinical signs or
symptoms, there are numerous studies demonstitétngt is frequently incorrect. However,
history, physical exam and routine labs are alwasigful, even if not satisfactory. There
are evidence that still many clinicians treat malaccording clinical symptoms, even if
parasitological tests are negative, as they hawedaonfidence in used tests. This leads to
incrgzaésed overall cost of treatment instead of ebguecost-effective benefit of parasitological
tests:

Gold standard in diagnosis of malaria still reprags light microscopy. It permits
identification of infecting species as well as qufsoation of parasitemia, which allows
monitoring the response to theray® However, there are studies stating that microgésp
an imperfect standard as far as it is too effortethnically challenging, depending on trained
microscopists, time consuming and additionallysitnot 100% sensitive:*® This lead to
development of antigen-based rapid diagnostic {€dDsTs) over the last two decades. They
are easy to use without necessity of any speaalitlg and in areas without well-equipped
diagnostic facilitie$® On the other hand, RDTs are susceptible to detjomdi store in
suboptimal conditions, and they have limitations $pecificity, sensitivity, species
identification and cost There is also an obvious failure to detect sommgies due to
mutations of the HRP-2 geaad the possibility of false-positive results dagersistence of
the antigen after elimination of the parasite, Wwhitoreover makes it unable to be used for
monitoring therapeutic respon¥e® In comparison with microscopy, HRP2-based dipstick
are better than standard microscopy in diagnodaciarum malaria in endemic aréeas.
Therefore, in areas where infections are predontinaaused by P.falciparum, the use of an
assay detecting P.falciparum may be clinicallyfisight and cost-effectivE® However,
microscopy still remains highly important for théaghosis of the mixed infections and
parasite quantificatiof’. When feasible, microscopy and RDTs should be irspdrallel™*

PCR-based methods provide improved sensitivity spetificity>® One of the most
important advantages is the ability to detect mikddctions even if one species highly
predominates over the oth&° Precise spotting and identification of the Plasmodspecies
make the molecular techniques ideally for gatheepiglemiological data which are important
for malaria control progranf§.PCR can be also performed on dried blood spot wizes it
convenient for collection, storage and transpofurthermore, PCR-based pooling strategy
allows the identification of asymptomatic submi@agic infections which are known to be a
major driver of malaria transmissidh®® Of course, these amplification methods have also
their limitations. They require lengthy extracti@mplification and analysis protocols which
limit their application outside the reference faigk and so eliminate the possibility of on-
the-spot testing in common hospital settiffyslowever, there is a potential use of PCR in
situations where is the necessity of screeninggelarumbers of samplé$ An alternative
method for DNA amplification represents Loop-meedhisothermal amplification (LAMP)
which can be performed with simplified and inexpeassample processirf§.It is able to
detect very small amount of pathogen DNA and itinegs minimal tissue sampf®There are
also reduced false-positive results in comparisgh nested PCR due to closed-tube nature
of LAMP detection systems. Generally, accordingfgrened study, it offers rapid diagnosis
with greater sensitivity than microscopy or ROYs.

53



ANTIMALARIAL THERAPY

Antimalarial drugs are used for both — the prevenand treatment of malaria. Most
of them target the erythrocytic stage of the intectwhich causes the symptoms of the
illness? They are generally divided into following groupstinoline derivatives (chloroquine,
amodiaquine, quinine, quinidine, mefloquine, primae, lumefantrine, halofantrine),
antifolates (sulfonamides, pyrimethamine, progyatépsone), antimicrobials (tetracycline,
doxycycline, clindamycin) and artemisinin  derivasv (artemether, arteether,
dihydroartemisinin, artesunaté).Generally treatment of malaria depends on moceofs.
The most important are the species of malaria iaragographical localization and severity
of the illness. Pregnancy is a limiting factor e treatment of diseaSe.

Chloroquine is still the first choice for the tremnt of the erythrocytic forms of all
non-falciparum species. But similarly as with Reifghrum infection, since the early 1990s
there has been recognized chloroquine-resistanvaR.vin such case therapeutic options
include mefloquine, atovaquone-proguanil or the lom@tion of quinine plus tetracycline or
doxycycline®? In the case of P.ovale and P. vivax infection, ilation of the dormant
hypnozoites is needed to prevent the relapse. Thg df choice is primaquine, but first
glucose-6-phosphate dehydrogenase (G6PD) deficienest be excluded as far as it can
cause hemolytic anemia. Contraindication for the wa$ primaquine is pregnancy and
breastfeeding.

The situation with P.falciparum infection is muclhoma complicated. Widespread
resistance to chloroquine and pyrimethamine-sulpkiag (the fast-acting and inexpensive
drugs) has led to decline them in d&&herefore the treatment of falciparum malaria
presently relies on a limited number of drd§sToday, the last class of fully effective
antimalarial drug is artemisinins. However, monodipy with these agents has been
associated with high rates of recrudescence. Aaugtod research made by Teuscher et al., it
may be caused by the dormancy-recovery phenomevidoh may moreover facilitate the
development of artemisinin resistarf@&' This study supports recommendations of the World
Health Organization (WHO) to replace monotheragdms artemisinin-based combination
therapies (ACTSs), which is used nowadays as alfitsttreatment throughout the worigf*°
Together with mosquito-vector control it have reellicrates of malaria across endemic
countries?>  Unfortunately, recently are reporting news aboatuced response to
artemisinins. 50 years ago the chloroquine resistaarose in the western Cambodia, the
exactly same place as artemisinin resistance hasgeh now. The spread of this resistance is
a global treat! The crucial key for elimination of malaria on adpterm basis is to provide
effective case managemewith prompt diagnosis and appropriate treatmentwéicer,
situation in Cambodia is that majority of peoplelséreatment in the private sectors where
effective case management is not guaranteed. Merdbve drugs are often of substandard
quality, dosage is not sufficient, and an inforrsaktor does not always follow national
treatment policies. All these factors lead to spieg of the parasite resistance against
antimalarials. Monotherapy must be expeditiousiyioeed from the cambodian market as far
as people tend to buy the cheapest antimalarideiaregardless of its efficacy.

Since 1996 there have not been introduced anyamimalarial drugs into clinical
practise:’ Some reason for optimism is coming with recenthdmatudies that tested plenty
of new compounds for inhibitors of P.falciparumigraerythrocytic cycle. Gamo et al.
described 13 533 compounds from approximately Zdianiltested, confirmed to inhibit
parasite growtfi? Another study made by Guiguemde at al. screendddemtified a number
of novel compounds target the asexual blood-st&defalciparunt? Neither of these studies
state to discover new antimalarial drugs, but theyealed new “chemical space” which
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represents starting point for developing new gatem of effective drugs for malaria
treatment?

MALARIA VACCINE

An effective vaccine is urgently needed for theuctbn in the spread and burden of
malaria. Vaccination has historically contributedat reduction of many infectious diseases.
Even if there has been made significant progresthéndevelopment of malaria vaccine
during the last 20 years, still, there is no li@hseffective one introduced into clinical
practice. Malaria as a protozoal disease is coraitie more complex than bacterial or viral
infections. The parasite has its own complex lifele and complicated structure which
represent a hurdle for vaccine development buhatsame time it increases the number of
potential targets for a vaccifeOnce inside the body, parasite is very good atliegathe
immune response and after entering the cells dgepprs appearing on the surface varies so
the immune response to parasite is frustratingipmex. However, it still remains unclear
which of the responses actually help to get ridhef parasité® The other hurdle beside the
antigenic variation is that immunity to one stagehe parasite life is restricted just to that
part of the life cyclé! Financial aspect plays also a crucial role. Régehere are far more
potential malaria candidates than financial soutoésvestigate them in clinical triaf§.

Different vaccines developed so far differ in thiirget stage of parasite cycle. The
most promising one is GlaxoSmithKline BiologicaRTS,S which is in Phase Il clinical
testing. It is the first malaria vaccine candidatedvance this fdrtargeting pre-erytrocytic
stage. The ideal vaccine for this stage shouldobeta induce high titers of antibodies against
sporozoites and at the same time potent cytotoxiariphocyte immunogenicity against the
liver stage of parasite. This results to preventimg parasites entering the liver stage and
killing the infected hepatocytéThe basis for the RTS,S vaccine are 2 antigensjuesees
of the P.falciparum circumsporozoite (CS) proteinu & antigen derived from hepatitis B.
RTS,S has been evaluated with two different adjusgstems: AS01 and ASG2The studies
showed that RTS,S/AS01 formulation has better imogenicity and efficacy. The safety
profile was comparable between both formulatith$:** RTS,S/AS01 had been therefore
chosen for Phase Il and RTS,S/AgM® its pediatric formulation which was integratadhe
Expanded Program Of Immunization (EPI). The triahich evaluated safety and
immunogenicity of this vaccine in EPI compared sithe of vaccination at 0,1,and 2 months
and the schedule at 0,1 and 7 months. The obtaiesdts are more favorable for the
schedule at 0,1 and 2 months which have been edlé&at further assessment in the ongoing
Phase Il efficacy stud{f

Blood-stage vaccines target parasite in its erytrostage. Ideally it would prevent
invasion of red blood cells by merozoites and sevent the malaria disea%2 The main
effort is focused on antigens involved in erythtecynvasion, as for example merozoite
surface protein-1 (MSP-f)However, vaccine development of this stage hasitdshurdles.
The first one is represented by existence of parathithways for invasion. Moreover, there
are some antibodies to MSP-1 which are able tokbtbe activity of malaria-protective
antibodies® Nevertheless, there are more blood-stage vacciaedidates currently
undergoing clinical trials.

The other type of vaccine — sexual-stage vaccinddcsignificantly contribute to
malaria control. It is transmission-blocking vaeithat prevent mosquitoes from becoming
infected when feed on vaccinated individuals. Huects antibodies to gametocyte antigens
that block fertilization in the mosquito. Thus, gtovides indirect protection by reducing

transmission of the disease and so it protects aamitias from infectiorf:?>>*

55



The global malaria vaccine community have outlinied goal to develop by 2025
a vaccine with more than 80% efficacy against cihdisease and with the protection lasting
longer than four years. As stated in the Malari@dfae Technology Roadmap, the landmark
is to develop and license a first-generation malaeccine with protective efficacy of more
than 50% against severe disease and death whichl Jasi longer than one ye& The
leading vaccine candidate of this global efforsi#l RTS,S vaccine, even if to achieve the
2025 goal more potent and efficacious vaccinekayirequired®

VECTOR CONTROL

Malaria remains the most important vector-born afigein public healt’® Connection
between disease and swamps was known already ienariecnes and the attempts to avoid
and later on to eradicate malaria have also loatphy. Great success was reached in Brazil,
where due to Fred Soper’s effort malaria was eateticfrom an area of about 18,000 square
miles and that even before DDT use (Pyrethrum aarts PGreen was used). In 1955 WHO
launched The Global Malaria Eradication Progranihwinphasis on vector control with DDT
residual spraying. The Program was accompaniedubgess and malaria was eradicated in
countries with temperate climates and seasonalriaal@nsmission. However, in endemic
countries the progress was negligible (despitefdbethat some of the countries had at the
beginning sharp reduction in the number of cases,unfortunately it was followed by
increase to substantial levels again) and by 1Bé@tobal eradication policy was abandoned.
From the early 1970s malaria situation has detateor and in the 1980s malaria control was
neglected in many areas. In the early 1990s WHQ@estdo develop a global strategy for
malaria control together with all malarias’ couesi It requires attention to both — disease
management and transmission reduction via vectairaonvhich is the fundamental action in
the process. In 1998 WHO launched a Global RollkBdalaria Initiative but it is still far
from being successfdf:>®

Generally, control of malaria involves all the atgeparticipating in the cycle of malaria — the
host (man), the agent (plasmodia), the vector (aml@s mosquito) and also their
environmenf?® Currently, there is a necessity to select thosgreabmeasures, which are the
most appropriate for local circumstances involvenyironment, infrastructure, behavior of
the vector et¢>?® The most important and big hurdles represenstasie to insecticides,
drug resistance and also compliance, as far ascal®smon people can effectively contribute
to control of the diseasé.

Insecticides treated nets (ITNs) together with brd&esidual Spraying (IRS) are
considered to have almost general applicability leviother measures may be used in
particular circumstances.Different vector control types requires careful sideration of
synergies and antagonisms in the specific settiagswell as reconsideration of these
combinations over time, as context may change amdneeds emerga.

The use of insecticide-impregnated materials, sashbed and curtains, showed
improved survival and health in many studiés®’ Since the major malaria mosquitoes bite
in the night, ITNs represent very effective phykizarrier against them. Pyrethroid treatment
of bed nets provides additional protection andeasg@nts chemical barrier which is effective
even if the net is torf. The issue of net re-treatment, which is diffiqaltsustain, may be
overcome by using long lasting insecticidal net&lIls) as far as the price is not
prohibitively increased by the specific treatm&m>® Despite the proven benefit and cost-
effectiveness, the present coverage of ITNs incAfremains inadequaté. The main reason
is the full price of ITNs, which makes them unaahle for the most vulnerable groubps.
Additionally, there has been already reported thidure of pyrethroid-based ITNs and
insecticide resistance has been recorded by labgraests in many malaria vector
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populations=>>® For example, in South Africa a switch back frogrgthroid to DDT was
needed to restore malaria conttblResistance management relies first of all on to@er
resistance monitorint. Promising way seems to be switching different itisetes and avoid
not only single insecticides but as well singleeimentions> Another crucial task is to
identify new alternative insecticides targeting restes>>>°

Indoor residual spraying (IRS) involves sprayingecticide on indoor residential
walls and ceilings. Mosquito contact with such @iigde-treated surfaces is usually letfral.
However, the success of IRS depends on more myairts including endophilic and
endophagic species of mosquito, permanent homesté#gaeople, willingness to accept and
ability to organize the delivery of spraying. IRBosld only be adopted if the necessary
infrastructure exists and of course where locatarscare susceptible to the used insecticides.
In comparison with ITNs, IRS requires from the lmegng high coverage and quality of
spraying in order to be effective (ITN can starthAlbw population coverage, although rapid
scale-up is desirablé}.

Larval control may be effective under certain ctiods and it is provide by chemical
or biological controP>*" It can be attained through environmental managentamfe space
coverage community participation and the propércsien of anti-larval measures (e.g. use
of larvicidal agents, Guppy or Gambusia fish, baatdungi, oiling)?®°**’Larval control can
play a useful role in the urban areas, refugee saampl other epidemic-prone aréaso be
effective, very high proportion of the breedingesishould be treatédGenerally, according
the studies, use of larval control techniques incafis inefficient because breeding sites are
impermanent or too smafl. However, there was done major reduction of Anogheglambiae
in Kenyan village by use of the bacterial toxin Bas thuringiensis israelensis (Bti) which is
highly specific and targets very few other spe&ies.

According WHO “the process of deciding about whinbsquito control method is
appropriate in a given situation should be guidgdah analysis of the level of malaria
endemicity and vector bionomics, the eco-epidengicll setting, the health management
system and an estimate of the program sustainabifit
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THE RESPONSE OF PREGNANT WOMEN ATTENDING SERVICE ON
HIV SCREEN: A CASE STUDY FROM MUKURU SLUM

Victor Wanjala Namulanda

Mary Immaculate VCT, SEUC programme Nairobi

ABSTRACT

It is mandatory for every women going for Antenatatvice to be screened for HIV/AIDS
and given information on how to live be it positige negative to prevent the spread of the
virus to the baby, to the partner and also equallyortant self protection from the partner.
The study intended to find out the pregnant womeasponse to HIV prevention through
screening at the Antenatal clinic centrése study design was a descriptive case studyah to
of 263 women were sampled who were attending Mamynaculate ANC services. The
women were from within the environs of the clirfiat it serving. The questionnaire was used
together with testing after the informed decisi@s been made by the womd&ie findings
showed that, the most active age group who becomioitpers were between 20 — 24 years
(47.9%) and 25 -29 years (24.7%). Most were mai{i®do), and majority (59.7%) had been
tested before as personal precaution to HIV/AID&vention. But the most amazing thing is
that, majority (83%) don’t know the HIV status bktr partners as only (16%) have been test
together with their partners. And lastly the HI\suéis from the women took the test was
90.7% were negative and 8.7% were positiMerefore, to win total war on HIV/AIDS, men
should come out genuinely to take the HIV test tiogewith their partners as a responsibility
to all, not to use their wives HIV status to refl¢ieeir status. Women still have a duty to
coerce theipartners to take HIV test as condition for theesaof one another including their
children.

Key words: HIV/AIDS. ANC. PMTCT. Partner. Infant. Marriage, @u$creening.
Introduction

When the HIV/AIDS was pronounced in Kenya the yEa83, it was something that people
never took it lightly in regard to one’s life. Thpcture that was created brought about the
issues of stigma for the victims, for example isveessociated with immorality or prostitution
and the kind of suffering one would pay.

But any country to win the war on HIV/AIDS, musseito the occasion and identify avenues
as an entry point for the prevention of the virpsead. All the population must be targeted
thus both men and women, young and old, working raerd working, atheist and religious.
This study has highlighted the importance of creptillV awareness testing to all. The study
has also discussed in details the response of wandnmen testing for HIV/AIDS from
different countries although responses are stil, Ibut in Kenya the response is high. The
methodology makes the third chapter which explams the study was carried, the place, the
target population, analysis and interpretationhaf tlata. The presentation is done in graphs
and tables.

Goal of the study

To find out the responses of pregnant women attgndintenatal care service on HIV
screening and the role they play in the preventiathe transmission of the HIV virus.

Specific objectives
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To determine the response of pregnant women attgride ANC on HIV testing as a means
of preventing the transmission to their infants.

To describe the statistics of HIV prevalence amopggnant women taking the HIV test at the
Antenatal clinic.

To find out if couples in any kind of relationshape taking the HIV test together as a way of
protecting one another.

To establish the level of HIV awareness after bgstéind self protection from their partners in
their relationship.

Research question

Significance of the study How are the pregnant msthesponding to HIV testing as a means
of preventing the transmission to their infants?

What could be the statistics of HIV prevalence aghpregnant women taking the HIV test at
the Antenatal clinic?

How are the couples responding to HIV/AIDS by tegtiogether as a way of protecting one
another?

How is the HIV awareness not playing any role ieventing the spread of the virus in
existing relationship?

The study seek to provide valuable informationhi® people or organization involved in fight
the spread of HIV virus from parents to their dreih by creating more awareness for both
couples to see the need of testing together edlyeitia policy makers and those in practice
of prevention of mother to child transmission olHlirus.. And the study also will provide
the materials for other researchers and readersmthwant to use the information.
Justification of the study

The purpose of this study is to determine and dest¢he impact of antenatal services on the
prevention of HIV/AIDS to the infants during birfrom their parents. The descriptive case-
study was used as a design with view of strengtigethie Antenatal services.

Literature

The importance of HIV testing among men and wonsehe responsibility of every one to do
as a way of preventing the spread of HIV/AIDS ifatienships and our families. With the
availability and use of HIV testing and counsells®yvices is a critical step towards ensuring
access to services and interventions for preventimatment and care of HIV. The
significance of testing and counseling present@odunity to share information with clients
and promote measures to reduce the risk of HI\ttida and transmission.1

Therefore, accelerating HIV prevention programessitelp with prevention of HIV infection
in infants and young children (PMTCT) through:

Primary prevention of HIV transmission among med aomen;

Family planning, counselling, and contraception;

Antiretroviral medicines for preventing HIV infeoti in infants;

Treatment, care and support for pregnant womendiwith HIV;

Infant feeding counselling and support.2

The PMTCT interventions” refers to the intervensiciocusing on the prevention of HIV
transmission from mother to child. These intervamdiinclude:

HIV testing and counselling (including risk redactimessages);

ARV treatment and/ or prophylaxis;

Safe delivery practices;

1 WHO, UNAIDS and UNICEF. Towards universal acceSsaling up priority HIV/AIDS intervention in the
health sector. Progress report, 2010. (WHO, 20 Gen&orld Health Organization) p.14.

2 WHO. Operations Manual for delivery of HIV previam, care treatment at Primary Health centres gh hi
prevalence; Resource- constrained settings. Editiofor field- testing. (WHO, 20 Geneva, World Héalt
Organization). P. 15.
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Counselling and support for safer infant feeding;

Provision of (or referral to treatment, care, preien and support services for women
infected with HIV, their infants and their families

Without intervention, during pregnancy or labouoab?20-25% of women with HIV will
transmit the virus to their infants. Another 5 -2@¥%infants will become infected with HIV
during breastfeeding. The antenatal care ANC sgisindeal for identifying the HIV status of
pregnant women and providing prompt interventions lboth HIV- positive and HIV
Negative clients.3

The access to services for preventing mother ttd dransmission of HIV was expanded
further in 2009. And an estimated 26% of all pregnaomen in low and middle income
countries received an HIV test in 2009, up from 2itP2008. However, this figure is still
low, largely due to inadequate coverage of HIVibgsin countries like of East, South and
South-East Asia (17%) where 55% of pregnant wonver

The Adult HIV prevalence was estimated to be aro6u3do in 2009. Young women between
the ages of 15 - 24 are more than twice as likelyaung men to be living with HIV (4.1% as
compared to 1.8%). And the levels of infection agnamdividuals in unions are as high as
45% of married HIV positive persons have a parmeo is HIV- Negative.

We see that in Kenya, the Antenatal care (ANC)aatiion is high by 92%, though >75% of
women access ANC after the 3 month (or after theatpof optimal PMTCT regime
initiation). Like in 2009, approximately 63% ofggnant women were tested for HIV. And
the percentage of women attending at least 4 ANKsvduring pregnancy in overall was
47%, Urban 60%, and rural 44%.5 Like in Busia distthe number of PMTCT visits rose
from 53 percent in 2005 to 83 percent in 2008.6

All the pregnant women and their sexual partnemukhbe encouraged to learn their HIV
status. HIV testing of pregnant women should ot@fore delivery, however if it is not done
efore delivery it may be offered during or as atireeistandard of care immediately following
delivery.7

The gender gap most likely reflects the existenEeprmgrams to test women during
pregnancy in order to prevent the transmission Idf ffom mother to child, and the absence
of such programmes to reach men.

The data from countries where recent national @amr surveys have been conducted
according to WHO, UNAIDS AND UNICEF progressive ogp2010, shows that a median of
12 % of women and 7% of men report having had antdst in the 12 months preceding the
surveys, while the median number of people whontdpeving ever tested is 34% for women
and 17% for men. As expected, there are considenanliations around these figures. For
example, in some countries, such as Kenya, Sao TandePrincipe, and south Africa, as
many as one quarter or more of women report hatested in the preceding 12 months,
whereas comparable figures are much lower elsewHheérés worth highlighting that,
consistently, fewer men than women report havisg&e

Many people do not know that they have HIV and @b access safer sex and treatment
services. And those who happen to know their Hiafust suffer from blame and violence

3 WHO. Testing and counseling for prevention of neoth to — child transmission of HIV (TC for PMTCT);
Reference Guide. (WHO, 20 Geneva, World Health Qiggdion). P. 2 -11.
* WHO, UNAIDS and UNICEF. Towards universal acceésaling up priority HIV/AIDS intervention in the
health sector. Progress report, 2010. (WHO, 20 Gen&orld Health Organization) p.7.
® WHO. UNAIDS and UNICEF. Towards universal acceésaling up priority HIV/AIDS intervention in the
health sector. P. 83 -103.
® AMREF. Giving life a hand; AMREF Annual report 2008. P29.
" National AIDS and ATI Control Programme, Miniswf/public Health and sanitation, Kenya: Guidelifi@s
é—llv Testing and counselling in Kenya. Nairobi: 2088 24.

Ibid.
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upon disclosure of their HIV status, particularlpmen, who are often diagnosed first at
antenatal clinics due to:

Cultural and gender norms that expect women to gulmmmen’s sexual needs and control
their own sexual behaviour,

Inequality between men women affecting decisioningkchoice and access to resources,
Women’s ability to use sexuality to earn higherome than other available work may
increase risk of infection.9

Therefore it is important to counsel couples oresaex during pregnancy and lactation
which is essential, particularly in couples who discordant or likely to have relations
outside the partnership.

The involvement of the fathers and families is kleg to supporting PMTCT activities. HIV
testing and counselling for couples in now routimantenatal services in Rwanda, while in
Zambia there is a special clinic with incentivesdouple testing at the weekend. Counselling
can help mothers to disclose their HIV status &rtpartners.10

Therefore it is very important to take the oppoittyras the woman comes for the ANC
services. This prevents the missed opportunitidesfing occurs during labour rather than
antenatal care.

Methodology

This chapter discusses the study design, targeulgipn, sampling procedure, data
collection, and analysis and result interpretations

3.1 Study design

Case study was used, because it was focusing imigla sntity (pregnant women) in order to
gain deeper insight into the case. This study scidlging and explaining the HIV screening
scenarios. This is because the sample under stutlg same.

3.2 Population Sample

The study focused on pregnant women who were attgdary immaculate antenatal clinic.
Every woman who came was requested if she woutd thktake the HIV test as a routine
screening to prevent the infant from getting inéelctvith the HIV virus from the mother. A
total of 263 women were sampled voluntary, althotigise who attended the ANC were 308
women.

3.3 Data collection

The data was collected using a questionnaire whiak self administered. The data was
collected for a period of 12 months that is Jantarfpecember 2011. There were 5 questions
that the women were required to respond to. Therdtiols used to gather the result were the
test kids (determine, SD Biolin and Unigold) foresning HIV status.

The data collection was under the guiding pringpté PMTCT thus voluntary, informed
consent, confidentiality and post test support.

3.4 Data analysis

The data analysis was done by the use of SPSSSirébentation was through the graphs and
tables.

Results

These findings from the study are answering fivestions that wanted to address the
importance of HIV testing and its prevention toittedildren/infants. The number of pregnant
mothers who attended Antenatal clinic was 308.tBase who accepted to take the HIV test
or just counselling were 263. This means that 8%pped in the testing room, for the HIV
screening while 15 % never stepped in the counggtbom.

® International HIV/AIDS Alliance. Integration on Mland Sexual and Reproductive Health and RightsidGo
practice Guide, 2010. P. 23 — 24. Also availablevarw.aidsalliance.org/Publicationsdetails.aspx? b4

19 International HIV/AIDs Alliance. Integration on Mland Sexual and Reproductive Health and RightsidGo
Practice Guide 2010. P.57.
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Table 1: Age of the mothers

Age Intervals | Frequency Percent Cumulative Percent
15-19 35 13.3 13.3
20-24 126 47.9 61.2
25-29 65 24.7 85.9
30-34 28 10.6 96.6
35 Above 9 3.4 100.0
Total 263 100.0

The age distributions of the women who attendedMliaey Immaculate ANC services. The
most age group of mothers were of age 20- 24 ydar9%), followed by age 25- 29 years
(24.7%), and ages 15-19 (13.3%), 30-34(10.6%) ande35 years (3.4%) in that order.
Figure 1: Distribution by Marital status at ANC.

Separated/Divorced

1.1% Never marrried

20.2%

married

78.7%

The Number of pregnant mother sampled, 78.7% weneied, 20.2% not married and 1.1%
were either separated or divorced.

65



CLINICAL SOCIAL WORK (CSW)

Figure 2: HIV Screening Before.

Yes but Positive

4%

Never

40.3%

Yes but negativ

59.3%

From the figure, 60 % of the women who took the H&sted and initially they had been
tested in different settings just to know their H$tatus for personal desire, 59.3% were
negative, and 0.4% was positive. While 40.3% they ot taken HIV test.

Figure 3: Distribution of Couples testing.

Yes but Partner Posi

.8%

Yes but both Negativ
16.0%

Never

83.3%
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The HIV testing was poor among the couples. Froafitjure, 83.3% have never been tested
together as couple as the responsibility for alptotect one another in cases one is HIV
positive. But only 16.8% have been tested togetiners 16.0% were negative, while 0.8%
was positive.

Table 2: Total Number of people Tested for HIV arylimmaculate.

Gender Number tested  Negative Positive
Male 1397 1344 53
Female 1704 1586 118
Total 3101 2930 171

The number of people who volunteered to know thldV status at Mary immaculate VCT
was 3101. Male were 1397 and female were 1704. Rhantable women were more than
men by 307.

Table 3: The HIV Test Result at Mary Immaculate ANC

Variables Frequency | Percent Valid Percent | Cumulative Percent
Negative 239 90.9 90.9 90.9
Positive 23 8.7 8.7 99.6
Declined to be tested 1 4 4 100.0
Total 263 100.0 100.0

The total number of women that were requestedkie tfae HIV test was 308 women. But 263
of the women who took HIV test. 90.9% were negati8&% were positive, and 0.4%
declined to be tested.

Figure 4: HIV Awareness of their Partner.
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Yes Negative Yes Positive I don't know

Do you know your partners status
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It was amazing to find that most women don’t kndwe HIV status of their partners. For
example 83% can tell whether their partners aréipesor negative. Only 15 % knows that
their partners are negative and 2% knows theinpestare HIV positive after taking the test
together.

Discussion

The most reproductive age group is between 20 {428%) years. And most of them are
starting as early as 15 year. By this age, mosalaeady in marriage as early by 15 years i.e.
78.7% were married.

HIV testing has been implemented in various comptndéke VCT, PITC, PMTCT and
HBTC by the relevant ministries, but still thereaigpopulation that has never been reached.
Only 60% of the women had been tested for HIV befand 40% had not been tested and
they came to know their status for the first tirheotigh ANC services. Meaning that still
there is more people/population that is yet to telké test. Therefore the ANC is playing
great role for creating HIV/AIDS awareness to thasiending for the services by sending
them to VCT centers for HIV screening.

Taking HIV test among the couples still remainsriie|age among those who are married and
dating. Most have not taken personal measureghergirotect themselves, their partner and
even their children from contracting the HIV virksom figure 4.3 and 4.4 we see that 83 %
of the women took the HIV test but, amazes is theye never been tested together with their
partners. Furthermore the same staggering figuté 88the women don’t know the HIV
status of their partners. We can't say that mertdake the test, they might have taken the
HIV test somewhere else at their own time, butrthenber is still low as compared to women
i.e. from the table 4.2, the men who took HIV tesre 1397 and women were 1704. The
guestion is, why separate testing among the pactgrles? This resistance could be due to
the following reasons:

1. If it is known that he or she is positive, therdhat fear of losing the partner through
separation/ divorce. They will want to maintain #tatus quo.

2. The desire of having a child/family. This will maktee partner who is HIV positive to
keep his or her status secretly, without caringuatafecting the other partner who
might be HIV negative.

3. Some just do maliciously with intentional of infexg the other partner as a way of
revenging especially in non steady relationshipust making financial gains.

Antenatal clinic has proved to be good entry fa iV prevention as the majority of women
are willing to know their HIV status and preveneithchildren’s from contracting the virus.
Africans communities value children, and withowtheéld, one will be under pressure or it will
create panic to both parents. And this will makewoman to have determination and interest
at least to have a healthy child whom she wouldtwarove and also to avoid shame form
the rest of the family/neighbors. Like out of 26Banvaccepted for the HIV screening, 90.9%
were negative, 8.7% were positive. Meaning morerug@ntions have to be done starting with
the parents then the health care professionalave the infants from contracting the HIV
virus from the 8.7% positive women through ARVspitylactic treatment and breastfeeding
information.

After testing, it should be high time for womengo and encourage their partners also to get
tested together. This is because the cases of digtordance is on the increase, and in
situation of the discordance, the partner who gatiee and not aware of the positive status of
the partner if will continue to have unprotected,gben automatically will also get infected
or and in the same manner will pass the virus ® ¢hild during either pregnancy or
breastfeeding.

Partners/ couples should conceptualize on the HIYBAiIssues and what will be the possible
ramifications for them and their children in futwa the basis of ignorance and negligence
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regard to social, economical, physical, and mentll being in general. Men still resist the
idea of accompanying their partners for the ANGises. And some of the reasons could be:-

4. Most of the time men go to work to fend for the figgnno time to accompany their
spouses when it comes to going for ANC services,

5. The cultural issues i.e. a man is always aboveMbiaan. The wife can’t propose for
the HIV test, it will mean that she is suspectihg than, so this could bring chaos.
Men in most cases believe that if his partner igatige, therefore it is a direct
confirmation that he is also negative.

6. Men would want to judge their HIV status if the fp@r is breastfeeding the child. In
situations where the wife is not breastfeedingiilitcreate tension and the man would
want to know why? And if the wife is adamant natde to disclose the problem, the
man would force her to breastfeed. This situatials® makes men to sneak in the
VCT secretly to know the status.

Conclusion

HIV screening at the ANC has been received wethasy women who are attending are
responding to the call of knowing their HIV statas a way of protecting their children
from contracting the virus. Although their husbshgartners have not come out openly
to take the HIV test as a duty of every parent wald to protect his/her child from any
harm. In this case | mean protecting the child froontracting HIV virus. And war on
HIV/AIDS can’t be worn on testing women alone. l&ikbbi as a city where people can
access for health services easily at any time atdsiyll some people don’t know their
HIV/AIDS status. Then, this could reflect that tlager part of the country we could be
having people still in darkness concerning transiais and prevention. Therefore, with
cases of home delivery with no safe delivery pcastiin those communities, children will
continue to get infected with the HIV virus.

Recommendations.

7. The Voluntary counselling and testing (VCT) centnegds to be strengthened in all
the areas as slowly by slowly men are feeling tbednof doing the test as a personal
precaution. We should appreciate and welcome thege cases who are turning up
for the first time to take the HIV test. VCT's ateere to improve HIV situations.

8. The family values should be tough in early age,der’t have to wait up to the time
of weddings, or time of traditional marriages. Eveany elope and cohabit and end
up missing completely the relevant information afieg for the health family.

9. Let’'s break the culture of living our wives to gtore for the ANC care, going
together should not be seen as a western wayeofWe have to embrace the some
changes in our marriages.
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ABSTRACTS

Advances in HIV/AIDS therapy and its social, metliead ethical aspects are critically
reviewed and analysed the members of Ugandan angaf parts of SEUC Tropicteam.
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AGE AND CD4 COUNT OF VERTICALLY HIV — INFECTED
CHILDERN AT THE TIME OF DIAGNOSIS: WHAT ARE IN
DEPENDENT PREDICTORS FOR BEING SYMPTOMATIC AND CD4
COUNTS DROP?

Yifru Berhan

Journal of Tropical Pediatrics, Vol. 57, No. 1, Fet2011

A review of the literature has revealed that datdddV-infected clinical presentations, age at
the time of diagnosis and level of immunosuppressio resource-poor settings are very
limited. A multicenter retrospective and cross-ge@l method was used to analyze 1163
children <15 years of age. More than half of thédcln were >5 years of age (mean + SD
age 4.9 = 3.2). About 54% of children were symptoenaTuberculosis and chronic
dermatologic disorders were the commonest co-ildiest The severity of
immunosuppression was highest in preschool chil(#ér6%) and early adolescents (41.3%).
After adjustment for sex, age, pattern of feedind hemoglobin level, multinomial logistic
regression showed that CD4 count 200-499, 500-9088 digray ethnicity were
independently associated with being symptomaticceMban one-third of the children were in
a state of severe immunosuppression and more thidnvare immunologically eligible for
antiretroviral treatment.
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Every year about 600 000 children acquire HIV ititat worldwide, mainly through vertical
route,>90% of them being in Sub-Saharan Africardspective cohort study done in Rwanda
concluded that in Africa, vertically HIV-1-infectechildren develop disease manifestations
early in life. Worldwide some authors pointed duittchildren accounted for 20% of AIDS
deaths, whereby rapid progression to disease wasmsible for high mortality.

TIME FROM HUMAN IMMUNODEFICIENCY VIRUS
SEROCONVERSION TO REACHING CD4+ CELL COUNT
THRESHOLDS<200, <350, AND <500 SELLS/mm?3: ASSESMENTDF

NEED FOLLOWING CHANGES IN TREATMENT GUIDELINES

Sara Lodi

Clinical Infectious Diseases 2011, 53(8):817-825

Recent updates of human immunodeficiency virus (Hif¥atment guidelines have raised the
CD4+ cell count thresholds for antiretroviral thgyanitiation from 350 to 500 cells/nhin
the United States and from 200 to 350 cellsfnimmid- and low-income countries. Robust
data of time from HIV seroconversion to CD4+ calunts of 200, 350, and 500 cells/thm
are lacking but are needed to inform health caemn@rs of the likely impact and cost
effectiveness of these and possible future chaimgé®4+ cell count initiation threshold.
Using Concerted Action on Seroconversion to AIDSI dbeath in Europe data from
individuals with well-estimated dates of HIV serawersion, we fitted mixed models on the
square root of CD4+ cell counts measured beforebawed antiretroviral therapy (CART)
initiation. Restricting analyses to adults (age >yé€ars), we predicted time between
seroconversion and CD4+ cell count <200, <350, <B@D cells/mm as well as CD4+ cell
count distribution and proportions reaching thelseegholds at 1, 2, and 5 years after
seroconversion.

Median (interquartile range [IQR]) follow-up for éh18495 eligible individuals from
seroconversion while cART-free was 3.7 years (¥)5,Most of the subjects were male
(78%), had a median age at seroconversion of 3@ YR, 25-37 years), and were infected
through sex between men (55%). Estimated mediaasti(85% confidence interval [CI])
from seroconversion to CD4+ cell count <500, <35 <200 cells/mrwere 1.19 (95% ClI,
1.12-1.26), 4.19 (95% CI, 4.09-4.28), and 7.93 (9500 7.76-8.09) years, respectively.
Almost half of infected individuals would requireeatment within 1 year of seroconversion
for guidelines recommending its initiation at 5@Is'mn¥, compared with 26% and 9% for
guidelines recommending initiation at 350 and 26isfmnT, respectively.

These data suggest substantial increases in theearwf individuals who require treatment
and call for early HIV testing.

Percentage of Subjects Reaching CD4+ Cell Coun6<2850, and <500 cells/nnat 1, 2,
and 5 Years After Seroconversion, Estimated frdomaar Mixed Model
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Estimated subjects reachingtthreshold, % (95% confidence interv
by years after seroconversion

CD4+ cell couni

cells/mn? 1 2 S

<200 8.8 (8.3-9.4) 12.2 (11.5-12.7) 32.3 (31.7-83.5
<350 26.1 (25.8-27.4) 33.2 (32.4-34.3) 55.0 (546315
<500 48.0 (47.4-49.1) 55.9 (55.5-57.2) 72.7 (TBRY

ONCE-DAILY ANTIRETROVIRAL THERAPY AMONG TREATMENT-
EXPERIENCED MUSLIM PATIENTS FASTING FOR THE MONTH O F
RAMADAN

Ahmed M. Yakasi

Tropical Doctor, October 2011, Vol. 41

Many countries with a considerable burden of hunm@munodeficiency virus (HIV)
infection in Africa and Asia also have a substdnhauslim population. Anti-retroviral
therapy (ART) has led to reductions in HIV morbyoéind mortality in those areas. However,
for ART to remain durably effective its provisiohaild be adapted to local and religious
customary practices such as Ramadan fasting. Btiedas often observed by Muslims with
HIV infection and ART might be compromised by syttimal adherence during fasting as it
precludes the ingestion of oral substances duheglaytime and is often associated with an
alteration of meals/sleeping patterns. We studiecealaily compared to twice-daily dosed
ritonovir boosted lopinavir with fixed-dose tenofieemtricitabine once-daily among 17
heavily treatment-experienced stable FT patientsNigeria. No changes in adherence,
diarrhoea, CD4 cell counts, viral load, haematodkitiney, liver and lipid tests were
observed. Effectiveness, safety and tolerabilifyesgped unaffected by the changes.

SIMULTANEOUS HAART IMPROVES SURVIVAL IN CHILDREN
COINFECTED WITH HIV AND ATB

Tripti Pensi

Tropical Medicine and International Health, Vol. 17, No. 1, pp. 52-58, January 2012

This study assesses the outcome of current treaguoetelines and the effect of highly active
antiretroviral therapy (HAART) on survival of HIVB-coinfected patients in a resource-
limited setting.
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Observational cohort study at the pediatric HIVn@j RML Hospital, Delhi. All HIV-
infected patients who visited the clinic for theginosis of TB between 2002 and 2006 were
observed until 31 March 2010. TB was diagnoseceei#t the time of enrolment or during
follow-up visits. Clinical and epidemiological dateere registered. We compared children
who were given HAART with TB treatment at time o&gnhosis [simultaneous therapy (ST)]
and children who received delayed HAART. Survivalsvassessed by Kaplan—Meier method
and Cox regression model.

Among the 298 children, 126 (42.2%) had TB, inahgd®6 who received ST (76% of 126)
and 30 who did not. There were no differences betwmibe two groups except for a lower
CD4 count in patients undergoing ST. ST was assatiaith improved survival [hazard ratio
(HR), 0.35; 95% ClI, 0.20-0.7#,= 0.002] and so were year of TB diagnosis and othBXSA
defining conditions. Multivariate analysis revealdtht ST was a powerful predictor of
survival (HR, 0.30; 95% CI, 0.14-0.68,=0.003). After adjusting for other prognostic
variables such as age, gender, CD4 count at tim&Bofdiagnosis, by Cox multivariate
analysis, ST remained robustly associated with awgd survival (HR, 0.32; 95% CI, 0.17—
0.71; P = 0.001).

Starting HAART during tuberculosis therapy sigraintly improves survival and provides
further impetus for the integration of TB and HIstrgices.

FACTORS IN FLUENCING ADHERENCE TO ANTIRETROVIRAL
TREATMENT IN ASIAN DEVELOPING COUNTRIES:
A SYSTEMATIC REVIEW

Sharada P. Wasti

Tropical Medicine and International Health, Vol. 17, No. 1, pp. 71-81, January 2012

To systematically review the literature of factoaffecting adherence to Antiretroviral
treatment (ART) in Asian developing countries.

Database searches in Medline/Ovid, Cochrane lib@IWAHL, Scopus and PsychINFO for
studies published between 1996 and December 20i®rd&ference lists of included papers
were also checked, with citation searching on kagyeps.

A total of 437 studies were identified, and 18 &t met the inclusion criteria and were
extracted and critically appraised, representing.2nquantitative, four qualitative and two
mixed-method studies. Twenty-two individual themigluding financial difficulties, side
effects, access, stigma and discrimination, siniptgetting and being too busy, impeded
adherence to ART, and 11 themes, including familypert, self-efficacy and desire to live
longer, facilitated adherence.

Adherence to ART varies between individuals andr divee. We need to redress impeding
factors while promoting factors that reinforce a@imee through financial support, better
accessible points for medicine refills, consultigctors for help with side effects, social
support and trusting relationships with care prexsd
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EARLY LOSS FOLLOW-UP OF RECENTLY DIAGNOSED HIV-
INFECTED ADULTUS FROM ROUTINE PRE-ART CARE IN
A RURAL DISTRICT HOSPITAL IN KENYA: A COHORT STUDY

Amin S. Hassan

Tropical Medicine and International Health, Vol. 17, No. 1, pp. 82-93, January 2012

To determine the rate and predictors of early tog®llow-up (LTFU) for recentlydiagnosed
HIV-infected, antiretroviral therapy (ART)-ineligid adults in rural Kenya.Prospective cohort
study. Clients registering for HIV care betweeny2008 and August2009 were followed up
for 6 months. Baseline data were used to assedscime of pre-ART LTFU (notreturning
for care within 2 months of a scheduled appointidnfFU before the second visit and
LTFUafter the second visit. Logistic regression wiasd to determine factors associated with
LTFU before thesecond visit, while Cox regressicaswsed to assess predictors of time to
LTFU and LTFU after thesecond visit.Of 530 eligiloleents, 178 (33.6%) were LTFU from
pre-ART care (11.2100 person-months). Of these, 96 (53.9%) were LTFU beforestheond
visit. Distance (>5 km vs. <1 km:adjusted hazaribrd.6 [1.9-3.7], P < 0.01) and marital
status (married vs. single: 0.5 [0.3-0.6],P < O.0tlependently predicted pre-ART LTFU.
Distance and marital status were independently&ssocwith LTFU before the second visit,
while distance, education status and seasonaldyeatiweak evidence of predicting LTFU
after the second visit. HIV disease severity ditpredict pre-ARTLTFU. A third of recently
diagnosed HIV-infected, ART-ineligible clients weltd FU within6 months of registration.
Predictors of LTFU among ART-ineligible clients atdéferent from thoseamong clients on
ART. These findings warrant consideration of an aobhd pre-ART care packageaimed at
improving retention and timely ART initiation.

PRIMARY PROPHYLAXIS OF CRYPTOCOCCAL WHIT
FLUCONAZOLE IN HIV — POSITIVE UGANDEN ADULTS: ADOU BLE
—BLIND, RANDOMISED, PLACEBO-CONTROLLED TRIAL

Rosalind Parkes-Ratanshi

Lancet Infect Dis 2011, 11: 933-41

Cryptococcal disease remains an important causeodbidity and mortality in HIV-infected
individuals in sub-Saharan Africa, despite the adtrction of antiretroviral therapy. We
studied fluconazole as primary prophylaxis agaangptococcal disease in patients awaiting
or starting antiretroviral therapy in Uganda. Floapole was safe and effective as primary
prophylaxis against cryptococcal disease, both reefand during early antiretroviral
treatment. Cryptococcal infection was less comniman tanticipated because of the rapid
commencement of antiretroviral therapy and exclusud those with positive CrAg. In
patients with negative CrAg on screening, flucomazwophylaxis can prevent cryptococcal
disease while waiting for and in the early weekamtiretroviral therapy, particularly in those
with CD4 counts of less than 100 cells per

75



CLINICAL SOCIAL WORK (CSW)

INTERVENTION TO INCREASE ANTIRETROVIRAL ADHERENCE
IN SUB-SAHARAN AFRICA: A SYSTEMATIC REVIEW OF
EVALUATION STUDIES

Till Barnighausen

The Lancet, Vol 11, December 2011

The success of potent antiretroviral treatmentHtV¥ infection is primarily determined by
adherence. We systematically review the evidenceeftdctiveness of interventions to
increase adherence to antiretroviral treatment ub-Saharan Africa. We identified 27
relevant reports from 26 studies of behaviouralgnttive, biological, structural, and
combination interventions done between 2003 and02@espite study diversity and
limitations, evidence suggests that treatment suer directly observed therapy, mobile-
phone text messages, diary cards, and food ratm®ffectively increase adherence in sub-
Saharan Africa. However, some interventions are&elyl to have large or lasting effects, and
others are effective only in specific settings. §ddindings emphasise the need for more
research, particularly for randomised controlladl$r to examine the effect of context and
specific features of intervention content on effemtess. Future work should assess
intervention targeting and selection of intervensidbased on behavioural theories relevant to
sub-Saharan Africa.

PRE-EXPOSURE PROPHYLAXIS AND ANTIRETROVIRAL
RESISTANCE: HIV PREVENTION AT A COST?

Christopher B. Hurt

CID 2011, 53(12): 1265-70

Pre-exposure prophylaxis (PrEP), the use of amwvetls (ARVS) by human
immunodeficiency virus (HIV)—uninfected individuate prevent acquisition of the virus
during high-risk sexual encounters, enjoyed itst f& major successes with the Centre for the
AIDS Programme of Research in South Africa (CAPRISIW4 and the Pre-Exposure
Prophylaxis Initiative (iPrEx). These successesewanoyed by additional positive results
from the TDF2 and Partners PrEP trials. Although sewoconverters in either arm of
CAPRISA developed resistance to tenofovir, 2 pgudicts in iIPrEx with undetected,
seronegative acute HIV infection were randomized rézeive daily oral tenofovir-
emtricitabine and resistance to emtricitabine vedsridiscovered in both men. A similar case
in the TDF2 study resulted in resistance to bothVARThese cases prompted us to examine
existing literature on the nature of resistanceatnons elicited by ARVs used for PrEP. Here,
we discuss the impact of signature mutations sedelay PrEP, how rapidly these emerge with
daily ARV exposure, and the individual-level andbpe health consequences of ARV
resistance.

Which mutations are selected by the components ofg-exposure prophylaxis?
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Emtricitabine

Signature mutations for emtricitabine occur at codiB4. Singlenucleotide alterations
mediate amino acid changes from methionine to isote (M1841) or valine (M184V),
resulting in extremely high-level resistance to hbogmtricitabine and its congener,
lamivudine.

Tenofovir Disoproxil Fumarate

Mutations at 2 specific codons of reverse transasg impact the efficacy of tenofovir: K65R
and K70E/G.

How rapidly do emtricitabine-and tenofovir-associaed resistance mutations develop?

Although the primary mutations selected by emtuigibe and tenofovir are mediated by
single-nucleotide changes, we know from a variémonotherapy and dual-therapy data that
emtricitabine and lamivudine select for M184V muulbre rapidly than tenofovir does for
either K65R or K70E/G. Data from animal models jdev further insight into the
consequences of incompletely suppressive singtiial-agent regimens given for extended
periods.

What do pre-exposure prophylaxis failures tell us hout the evolution of antiretroviral
resistance?

Nonadherence seems to be the main reason for Efe failures observed in CAPRISA and
iPeEx. Quite simply, one must actually use the ARMghem to prevent infection. Although

i tis reasonable to assume that the same is truEld62 and Partners PrEP, the reason for the
lack of any efficacy of daily tenofovir-emtricitai® among heterosexual women in the FEM-
PreP study, which was halted in early 2011, reraiciear.

What are the consequences of pre-exposure prophylax failure, in terms of
antiretroviral resistance?

The consequences of PrEP failure can be viewedtht individual and population levels.
Consider a hypotethical PrEP recipient with modettterence who becomes HIV-infected
during a high-risk sexual encounter.

How should these resistance data quide our managenteof pre-exposure prophylaxis as
we move forward?

What iPrEx, CAPRISA, Partners PrEP, and TDF2 hamahstrated is not the effectivenes
of PrEP but rather its efficacy within structurelthical trials settings. Oral contraceptives
offer a useful analogy: with perfect daily use, & of 1,000 women will become pregnant,
whereas under typical usage conditions 90 out 60 Hrtually become pregnant.

Mutations that impact the efficacy of first-line AR can develop in as little as 2 weeks of
daily PrEP administered to HIV-infected persons.etgh the infection was undetected at
baseline or acquired while receiving PrEP.

PeREP holds promise as a tool for prevention, buatay not be the best option for every
person at risk for acquiring HIV. As evaluationsRyEP continue, a principal goal must be to
determine a profile of patients who are most likielyoenefit from the intervention- and most
likely to comply with a regimented care plan inamgting both administration of PeEP and
frequent HIV testing.
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IMMUNOLOGIC CRITERIA ARE POOR PREDICTORS OF
VIROLOGIC OUTCOME: IMPLICATIONS FOR HIV TREATMENT
MONITORING IN RESOURCE-LIMITED SETTING

Holly E. Rawizza

CID 2011, 53(12): 1283-90

Viral load (VL) quantification is considered essahtor determining antiretroviral treatment
(ART) success in resource-rich countries. Howeiteis not widely available in resource-
limited settings where the burden of human immufiod®cy virus infection is greatest. In
the absence of VL monitoring, switches to second-IART are based on World Health
Organization (WHO) clinical or immunologic failuceiteria.

We assessed the performance of CD4 cell criteriprédlict virologic outcomes in a large
ART program in Nigeria. Laboratory monitoring castsi of CD4 cell count and VL at
baseline, then every 6 months. Failure was defase@ consecutive VLs >1000 copies/mL
after at least 6 months of ART. Virologic outcomesre compared with the 3 WHO-defined
immunologic failure criteria.

A total of 9690 patients were included in the asmly{median follow-up, 33.2 months). The
sensitivity of CD4 cell criteria to detect viraliliame was 58%, specificity was 75%, and the
positive-predictive value was 39%. For patientdhwviabth virologic and immunologic failure,
VL criteria identified failure significantly earliehan CD4 cell criteria (median, 10.4 vs 15.6
months; P< .0001).

Because of the low sensitivity of immunologic atide a substantial number of failures are
missed, potentially resulting in accumulation adiseance mutations. In addition, specificity
and predictive values are low, which may resultlarge numbers of unnecessary ART
switches. Monitoring solely by immunologic criteni@ay result in increased costs because of
excess switches to more expensive ART and developof@rug-resistant virus.

MORTALITY TRENDS IN THE US PERINATAL AIDS
COLLABORATIVE TRANSMISSION STUDY (1986-2004)

Bill G. Kapogiannis

CID 2011, 53(10): 1024-1034

Among 364 HIV-infected children, 56% were femalad &89% black non-Hispanic. Of 98
deaths, 79 (81%) and 61 (62%) occurred in childgrérand<2 years old, respectively. The
median age at death increased significantly adfussras P< .0001). The average annual
mortality rates were 18 (95% confidence intervdl,[C1.6—26.8), 6.9 (95% CI, 5.4-8.8), and
0.8 (95% CI, 0.4-1.5) events per 100 person-yearstie no/monotherapy, mono-/dual-
therapy and HAART eras, respectively. The corredpun6-year survival rates for children
born in these eras were 57%, 76%, and 91%, respic(P< .0001). Among children who

received HAART in the first 6 months of age, thelhability of 6-year survival was 94%.

Ten-year survival rates for HAART and non-HAART iggents were 94% and 45%< .05).
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HAART-associated reductions in mortality remainedngicant after adjustment for
confounders (hazard ratio, 0.3; 95% CI, .08-.76pp@tunistic infections (Ols) caused
31.8%, 16.9%, and 9.1% of deaths across the regperas (P = .051).

A significant decrease in annual mortality and @ggation in survival were seen in this US
perinatal cohort of HIV-infected children. Tempomdécreases in Ol-associated mortality
resulted in relative proportional increases of M@hassociated deaths.

HIGHLY ACTIVE ANTIRETROVIRAL TREATMENT AND
CHILDREN

Sharon Nachman

CID 2011, 53(10): 1035-1036

These criteria are different in the developing wWpihere treatment quidelines for children
are based on World health Organization clinical anchunologic criteria. These include

starting HAART for all children aged<2 years, stagtHAART for children aged 2-5 years

with<25% CD4 cells, and starting HAART for childraged>5 years whose CD4 cell count
decreases to <350 cells.

HIGHLIGHTS FROM THE SIXTH INTERNATIONAL AIDS SOCIET Y
MEETING

Peter Hayward

The Lancet, Vol. 11, September 2011

Treatment is prevention

In the run to this years conference several higfiiprtrial results provided encouraging data
for the use of antiretroviral therapy as pre-expesprophylaxis to prevent (PrEP) HIV
infection. And presentation of the data from thésals at the conference made real the
prospect of using ARVs as prevention. In May theernmational HIV prevention Trials
Network (HPTN)052 study was stopped early when yeanlitiation of combination
antiretroviral therapy for HIV infected partners svshown to reduce transmission of HIV to
uninfected partners by 96% compared with late atign. Inthe week leading up to the
conference, the Partners PrEP study among serod@éstdacouples in Kenya and Uganda, was
also stopped early when interim analyses showet givéng tenofovir or tenofovir plus
emtricitabine to the HIV negative partner reducdtl Hsk by more than 62% compared with
placebo.
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Neglected disease

IThe drugs for neglected Disease Initiative (DN&mnounced at the conference the launch of
a drug development programe for paediatric HIV.28 million children younger than 15
years with HIV, 2,3 million live in sub-Saharan &f1, and despite the effectiveness of
prevention of mother to child transmission (PMTQUPO children are infected with HIV and
700 die from AIDS-related complications every dAythird of children infected with HIV at
birth will die within 1 year and a half will die #iin 2 years. DNDi said that because
Lransmission in young children has largely beemiglated in high income countries... little
market incentive exists for pharmaceutical compmaitdedevelop antiretroviral drugs adapted
for children®. Mark Lallemant, the head of DNDis WIprograme, said that mothers not
diagnosed or not receiving adequate treatmentrastio pass the virus onto their children.

Towards an HIV cure

Amid the excitement of the findings of the recergvention trials, the lasting legacy of the
conference may well be the Rome statement for an Elire. The three main objectives of
the strategy are to recognise the importance oéldping a cure to permanently suppress
HIV replication, to stimulate international multsdiplinary research collaborations, and to
encourage other stakeholders, organisations, anergments to support cure research. The
full strategy will be presented at the 2012 Intéioral AIDS Conference in Washington, DC,
USA.

Circumision for all

As part of largescale HIV prevention efforts, Rwaradms to medically circumcise 2 million
men, half of the male population, by June, 2013thWslobal Fund support, all district
hospitals have received lits to provide the serfriee of charge. The HIV prevention package
also includes promotion of condom use and coumsglli

EFFICACY AND SAFETY OF AN EXTENDED NEVIRAPINE
REGIMEN IN INFANT CHILDREN OF BREASTFEEDING MOTHERS
WITH — 1 INFECTION FOR PREVENTION OF POSTNATAL HIV -1

TRANSMISSION (HPTN 046): A RANDOMISED, DOUBLE-BLIND ,
PLACEBO-CONTROLLED TRIAL

Hoosen M. Coovadia

Lancet 2012, 379: 221-28

Nevirapine given once-daily for the first 6, 14,28 weeks of life to infants exposed to HIV-1
via breastfeeding reduces transmission through thigte compared with single-dose
nevirapine at birth or neonatally. We aimed to sss@cremental safety and efficacy of
extension of such prophylaxis to 6 months.In ouageh3, randomised, double-blind, placebo-
controlled HPTN 046 trial, we assessed the increatdsenefit of extension of once-daily

infant nevirapine from age 6 weeks to 6 months. &imlled breastfeeding infants born to
mothers with HIV-1 in four African countries withi days of birth. Following receipt of
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nevirapine from birth to 6 weeks, infants withoutvHnfection were randomly allocated (by
use of a computer-generated permuted block algoniith random block sizes and stratified
by site and maternal antiretroviral treatment Satiio receive extended nevirapine
prophylaxis or placebo until 6 months or until lmté@eding cessation, whichever came first.
The primary efficacy endpoint was HIV-1 infection infants at 6 months and safety
endpoints were adverse reactions in both groupsu$®d Kaplan-Meier analyses to compare
differences in the primary outcome between grouphis study is registered with
ClinicalTrials.gov, number NCT00074412. Betweeneldf, 2008, and March 12, 2010, we
randomly allocated 1527 infants (762 nevirapine @68 placebo); five of whom had HIV-1
infection at randomisation and were excluded frém primary analyses. In Kaplan-Meier
analysis, 1-1% (95% CI 0-3-1-8) of infants who inex® extended nevirapine developed
HIV-1 between 6 weeks and 6 months compared widla2(1-3-3-6) of controls (difference
1-3%, 95% CI 0-2-6), equating to a 54% reductiortramsmission (p=0-049). However,
mortality (1-2% for nevirapine vs 1-1% for placelpe0-81) and combined HIV infection
and mortality rates (2-3%vs 3-2%; p=0-27) did nfferdbetween groups at 6 months. 125
(16%) of 758 infants given extended nevirapine ahfl (15%) of 761 controls had serious
adverse events, but frequency of adverse evenisuseadverse events, and deaths did not
differ significantly between treatment groups.

VERY LATE INITIATION OF HAART IMPAIRS TREATMENT
RESPONSE AT 48 AND 96 WEEKS: RESULTS FROM META-
ANALYSIS OF RANDOMIZED CLINICAL TRIALS

José A. Pérez-Molina

J Antimicrob Chemother 2012, 67: 312-321

Initiation of highly active antiretroviral theragfHAART) with low CD4 lymphocyte counts
is associated with AIDS-related and non-AIDS-redatevents and increased mortality.
However, no clear association has been found witinereased rate of treatment failure.

We conducted a meta-analysis including randomizectal trials of currently recommended
HAART in naive patients to evaluate treatment resgoin very late starters (VLSs). Studies
with information on response in at least one of thwe strata £ 50 versus >50 CD4
cells/mm(3) and/ok 200 versus >200 CD4 cells/mm(3)) and follow-upabfeast 48 weeks
were analysed. A pooled odds ratio of the effedtafting HAART with< 50 versus >50 ot
200 versus >200 CD4 cellsimm(3) for each arm hingta random-effect logistic regression
model was computed. Sources of heterogeneity g, year of study initiation, nucleos(-
t)ide pair and third drug] were investigated.

We included 25 treatment arms from 13 randomizedcall trials. Being a VLS consistently
impairs treatment outcomes at 48 and 96 weeks. Gapatitis C virus (HCV)/hepatitis B
virus (HBV) coinfection was associated with a regtianpact of late initiation of HAART; at
48 weeks for 50 and 200 cells/mm(3) thresholds (@.0413 and P = 0.032, respectively).
None of the remaining sources of heterogeneityarrpl was significantly associated with the
impact of being a VLS.
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We found that initiation of antiretroviral therapyith very low CD4 lymphocyte counts is
consistently associated with poorer outcomes of RAAThis effect could be modulated by
HBV/HCYV coinfection, but not by the individual compents of the HAART regimen.

UPTAKE OF COMBINATION ANTIRETROVIRAL THERAPY AND
HIV DISEASE PROGRESSION ACCORDING TO GEOGRAPHICAL
ORIGIN IN SEROCONVERTERS IN EUROPE, CANADA AND
AUSTRALIA

Inma Jarrin

Clinical Infectious Diseases 2012, 54(1): 11-8

We examined differences by geographical origin (8Q)me from HIV seroconversion (SC)
to AIDS, death, and initiation of antiretrovirakttapy (CART).

Data from HIV seroconverter cohorts in Europe, Aalst and Canada (CASCADE) was
used; GO was classified as: western countries (\MBj)th Africa and Middle East (NAME),
sub—Saharan Africa (SSA), Latin America (LA), andigA(ASIA). Differences by GO were
assessed using Cox models. Administrative censditgwas 30 June 2008.

Of 16941 seroconverters, B88 were from WE, 158 NAME, 762 SSA, 349 LA, andi12
ASIA. We found no differences by GO in risks of ABD(P=.99) and death (P .12),
although seroconverters from NAME (adjusted hazatib [aHR]: 0.57; 95% CI: 0.33-.94)
and SSA (aHR: 0.74; 95% CI: 0.50-1.10) appearedhaee lower mortality than WE.
Chances of initiating cART differed by GO €R001): seroconverters from SSA were more
likely to initiate CART than WE (aHR: 1.48; 95% :26-1.74), but not after adjustment for
CD4 at SC (aHR: 1.11; 95% CI: 0.88-1.40).

In settings with universal access to healthcare,d8€s not play a major role in HIV disease
progression.

INCIDENCE OF HIV — 1 DRUG RESISTANCE AMONG
ANTIRETROVIRAL TREATMENT-NAIVE INDIVIDUALS STARTING
MODERN THERAPY COMBINATIONS

Viktor von Wyl

Clinical Infectious Diseases 2012, 54(1): 131-40

Estimates of drug resistance incidence to modersi-lfne combination antiretroviral

therapies against human immunodeficiency virus (Hixe 1 are complicated by limited
availability of genotypic drug resistance tests {GRand uncertain timing of resistance
emergence.
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The inclusion of TDF instead of AZT and ATZ/r wazielated with lower rates of resistance
emergence, most likely because of improved tolétalaind pharmacokinetics resulting from
a once-daily dosage.

ONCE DAILY DOLUTEGRAVIR (S/GSK1349572) IN COMBINATI ON
THERAPY IN ANTIRETROVIRAL-NAIVE ADULTS WITH HIV:
PLANNED INTERIM 48 WEEK RESULTS FROM SPRING —1 A D OSE-
RANGING RANDOMISED, PHASE 2B TRIAL

Jan van Lunzen

Lancet Infect Dis 2012, 12: 111-18

Dolutegravir was effective when given once dailghout a pharmacokinetic booster and was
well tolerated at all assessed doses. Our findsaggort the assessment of once daily 50 mg
dolutegravir in phase 3 trials.

Trends in virological and clinical outcomes in wmduals with HIV-1 infection and
virological failure of drugs from three antiretroafi drug classes: a cohort study

Lancet Infect Dis 2012, 12: 119-27

A substantial improvement in viral load suppressaol accompanying decrease in the rates
of AIDS in people after extensive failure to drdgsm the three original antiretroviral classes
during 2000-09 was probably mainly driven by auality of newer drugs with better
tolerability and ease of use and small cross-ie@stgt profiles, suggesting the public health
benefit of the introduction of new drugs.
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MALARIA — MOST IMPORTANT TROPICAL PARASITIC DISEASE
WITH SEVERE SOCIAL AND ECONOMICAL CONSEQUENCES

V. Krcmery, I. Kmit and members of Tropicteam

L. Alumbasi, S. Seckova, M. Meciakova, E. Mitterganva, R. Babela, J. Benca, M.
Utesena, J. Kafkova, Z. Gazova, D. Hes, P. KozmarDoktorov, L. Roman, Z.
Ondrusova,V. Tolnayova, K. Kvokackova, P. Fiala,$avikova, D. Kallayova, J.
Pekarcikova,M. Bartkovjak, G. Mikolasova, P. Mikaava, J. Sokolova, N. Kulkova, J.
Suvada, N. Jalili, I. Rovny,J. M. Muli, A. Demitraeova, N. Hvizdakova, E. Ceploova, B.
Silharova, A. Mamova, J. Vujcikova,J. Kralova, P.uRovinova, K. Holeckova, M.

BabalovaSEUC Tropicteam, Kalawa — Tanzania, Buikwé&Jganda

ABSTACTS
Malaria is are of major killers worlwide and is pesisible for 2 million deaths. Members of
Tropicteam critically reviewed new article in fietd malaria and discuseed.

Key words: Malaria. Consequences. Morality.

MONITORING OF DRUG RESISTANCE AFTER INTERMITTENT PR EVENTIVE
TREATMENT FOR INFANTS AND CHILDERN (IPTI/C) IN SENE GAL

Magatte Ndiaye

The American Journal of Tropical Medicine and Hygiee, Vol. 85, No. 6, Dec. 2011

In conclusion, the present study indicates thahgu$SP for IPTi does not select resistant
parasiteswhen follow up is performed long term.eBas WHO recommendation, SP can still

be use as IPTi in Senegal because of the very tequéncy of Pfdhps haplotype SGEAA
(<5%).

ANTIMALARIAL EFFICACY OF PIPERAWUINE-BASED ANTIMALA  RIAL
COMBINATION THERAPIES: FACTS AND UNCERTAINTIES

Nicola Gargano

Tropical Medicine and International Health, Vol. 16, No. 12, pp. 1466-1473, December
2011

Piperaquine is a bisquinoline antimalarial drugeestvely used as monotherapy in China in
the 1980s and subsequently included as one of ahganents of the artemisinin-based
combination therapies (ACTs) in the 1990s. Amongnth dihydroartemisinin-piperaquine
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(DHA-PQP) represents a new and extremely promifixe combination. Several clinical
trials have repeatedly shown that DHA-PQP is a aafi highly efficacious therapy against
uncomplicated Plasmodium falciparum and the asestagles of Plasmodium vivax malaria.
Studies conducted with this drug have reported cates consistently above 95%, with the
only exception being a study carried out in Papes Nsuinea which reported a high rate of
treatment failures. Although it has been hypothasithat such treatment failures could be
related to cross-resistance mechanisms betweemagiypae and other quinolines or to a
reduced susceptibility of parasites to artemispinivatives, a critical review of the studies
published so far seems to exclude both of thessilpbses. Overall, there is now sufficient
evidence on the safety and efficacy of the DHA-PQ&rapy. Accordingly, the use of this
ACT for the treatment of P. falciparum malaria f&®n recently approved in the EU via a
centralized procedure by the European MedicinesndgeMoreover, it is now recommended
globally by the World Health Organization as aniaptfor the first-line treatment of
uncomplicated malaria.

EFFICACY AND SAFETY ZINC SUPPLEMANTATION FOR ADULTS , CHILDREN
AND PREGNANT WOMWN WITH HIV INFECTION: SYSTEMATIC R EVIEW

Linan Zeng

Tropical Medicine and International Health, Vol. 16, No. 12, pp. 1474-1482, December
2011

To determine the efficacy and safety of zinc sum@etary in children, adults and pregnant
women with HIV infection. Methods We conducted anprehensive search in Medline,
Embase, the Cochrane Library, CBM, VIP and CNKI.lyOrandomized controlled trials
conducted subsequent to the introduction of zingpEmentation were included in this
systematic review. Two reviewers assessed andotatraata for analysis. Results Six trials
with a total of 1009 participants were included.eTtindings in this review suggested a
benefit of zinc supplementation in reducing oppoidtic infection for both adults and
children with HIV infection. In terms of increase zinc level and CD4 counts, however, only
adults with HIV infection benefited. For other oomees, such as viral load, mortality, mother-
to-child transmission of HIV and foetal outcomeisiczsupplementation conferred no benefit
over placebo. No adverse event related to zincleopmntation was found in all the included
trials. Conclusion Based on the current eviderwia¢c supplementation seems to be
beneficial in adult patients with HIV infection some aspects. More research is needed in
children and pregnant women. The influence of dose, duration and usage of antiretroviral
medicine also requires further investigation.
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IS THERE A ROLE FOR RIFAMPICIN, OFLOXACIN AND MINOC YCLINE (ROM)
THERAPY IN THE TREATMENT OF LEPROSY? SYSTEMATIC REV |IEW AND
META-ANALYSIS

Maninder S. Setia

Tropical Medicine and International Health, Vol. 16, No. 12, pp. 1541-1551, December
2011

Single-dose ROM therapy was less effective thartidrub therapy in paucibacillary patients.
However, there are insufficient data to come to adidvconclusion on the efficacy of
multidose ROM therapy in multibacillary leprosy,daadditional studies with ROM therapy
in multibacillary leprosy are needed. Furthermareyltiple doses may be considered as
another alternative even for paucibacillary pasemind randomised controlled trials of this
therapy may be useful to understand its contrilouticthe treatment and control of leprosy.

MALARIA MORBIDITY AND PYRETHROID RESISTANCE AFTERT HE
INTRODUCTION OF INSECTICIDE-TREATED BEDNETS AND ART EMISININ —
BASWD COMBINATION THERAPIES: A LONGITUDIAL STUDY

Jean-Francois Trape

Lancet Infect Dis 2011, 11: 925-32

Substantial reductions in malaria have been regonte several African countries after
distribution of insecticide-treated bednets and tise of artemisinin-based combination
therapies (ACTs). Our aim was to assess the effettese policies on malaria morbidity,
mosquito populations, and asymptomatic infectiona west African rural population.
Increasing pyrethroid resistance Adfgambiaeand increasing susceptibility of older children
and adults, probably due to decreasing immunitysed the rebound and age shift of malaria
morbidity. Strategies to address the problem otctiside resistance and to mitigate its
effects must be urgently defined and implemented.

QUANTIFICATION OF THE BURDEN AND CONSEQUENCES OF PR EGNANCY-
ASSOCIATED MALARIA IN THE DEMOCRATIC REPUBLIC OF TH E CONGO

Steve M. Taylor

The Journal of Infectious Diseases 2011, 204: 1782-

Overall, 31.2% (95% confidence interval [Cl], 282:1) of WOCBA were parasitemic,
which was significantly more common in pregnant.28% [31.0-43.5]) than nonpregnant
women (30.4% [CI, 28.4-32.5], prevalence ratio [PRR2 [1.02-1.47]). Plasmodium
falciparum was highest among pregnant women (36&:6%38.8%, PR 1.27 [1.05-1.53]). By
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contrast, P malariae was less common in pregnaéfia)0compared with nonpregnant women
(2.7%, PR 0.23 [0.09-0.56]). Extrapolation of they@alence estimate to the population at risk
of malaria in DRC suggests 1.015 million births aféected by P falciparum infection
annually, and that adherence to preventive measordd prevent up to 549 000 episodes of
pregnancy-associated malaria and 47 000 low-bietghat births.

Pregnancy-associated malaria and its consequereeshighly prevalent in the DRC.
Increasing the uptake of malaria preventive meastgpresents a significant opportunity to
improve birth outcomes and neonatal health.

EFFICACY AND SAFETY OF ARTEMETHER-LUMEFANTRINE INT HE OF
ACUTE, UNCOMPLICATED PLASMODIUM FALCIPARUM MALARIA:
A POOLED ANALYSIS
Michael Makanga

Am. J. Trop. Med. Hyg., 85(5), 2011, pp. 793-804

Randomized trials have confirmed the efficacy aaféty of artemether-lumefantrine (AL) for
treatment of uncomplicated Plasmodium falciparumlane Data from seven studies
supported by Novartis (1996-2007), including 64idled(> 16 years of age, 83.3% completed
the study) and 1,332 childrer< (16 years of age, 89.3% completed the study) with
microscopically confirmed uncomplicated P. falcipar malaria and treated with the
recommended regimen of AL, were pooled. The 28ftdlymerase chain reaction-corrected
parasitologic cure rate (primary efficacy endpowgs 97.1% (495 of 510) in adults and
97.3% (792 of 814) in children (evaluable populaticGametocytemia prevalence after day
was 4.2% (23 of 554) in adults and 0.9% (8 of 846)hildren. No noteworthy safety signals
were observed. Serious adverse events occurred4d df the adults and 1.3% of the
children. This study is the largest data set t@ @asessing AL therapy for treatment of acute
uncomplicated P. falciparum malaria. Artemetheréfentrine showed high cure rates and
rapid resolution of parasitemia, fever, and gamg#sia in adults and children, and showed
an excellent safety and tolerability profile.

REVIEW: MALARIA CHEMOPROPHYLAXIS FOR TRAVELERS TO L ATIN
AMERICA

Laura C. Steinhardt

Am. J. Trop. Med. Hyg., 85(5), 2011, pp. 1015-1024

Because of recent declining malaria transmissiohatin America, some authorities have
recommended against chemoprophylaxis for most leesgo this region. However, the
predominant parasite species in Latin Amerieégsmodium vivaxcan form hypnozoites
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sequestered in the liver, causing malaria relap&dslitionally, new evidence shows the
potential severity of vivax infections, warrantiogntinued consideration of prophylaxis for
travel to Latin America. Individualized travel rislssessments are recommended and should
consider travel locations, type, length, and seaasnvell as probability of itinerary changes.
Travel recommendations might include no precautiorssquito avoidance only, or mosquito
avoidance and chemoprophylaxis. There are a rahgeaal options for chemoprophylaxis in
Latin America, including atovaquone-proguanil, doysline, mefloquine, and—in selected
areas—chloroquine. Primaquine should be stronglysicered for nonpregnant, G6PD-
nondeficient patients traveling to vivax-endemieaa of Latin America, and it has the added
benefit of being the only drug to protect againsataria relapses.

THE INCREASE OF IMPORTED MALARIA ACQUIRED IN HAITI  AMONG US
TRAVELERS IN 2010

Aarti Agaewal

Am. J. Trop. Med. Hyg., 86(1), 2012, pp.9-10

From 2004 to 2009, the number of malaria casesrteghan Haiti increased nearly fivefold.
The effect of the 2010 earthquake and its afternoathmalaria transmission in Haiti is not
known. Imported malaria cases in the United Statmgiired in Haiti tripled from 2009 to
2010, likely reflecting both the increased numbeitravelers arriving from Haiti and the
increased risk of acquiring malaria infection initHarhe demographics of travelers and the
proportion of severe cases are similar to thostessts reported in previous years. Non-
adherence to malaria chemoprophylaxis remains aynaaiversal modifiable risk factor
among these cases.

MALARIA SURVEY IN POST-EARTHQUAKE HAITI - 2010
David Townes

Am. J. Trop. Med. Hyg., 86(1), 2012, pp.29-31

Haiti's Ministry of Public Health and Populationlleborated with global partners to enhance
malaria surveillance in two disaster-affected aredghin 3 months of the January 2010
earthquake. Data were collected between March 4/gnd 9, 2010 by mobile medical
teams. Malaria rapid diagnostic tests (RDTs) wesedufor case confirmation. A convenience
sample of 1,629 consecutive suspected malariampatreas included. Of these patients, 1,564
(96%) patients had malaria RDTs performed, and (2073%) patients were positive. Of the
317 case-patients with a positive RDT, 278 (87.786gived chloroquine, 8 (2.5%) received
quinine, and 31 (9.8%) had no antimalarial treatnrenorded. Our experience shows that
mobile medical teams trained in the use of malREd's had a high rate of testing suspected
malaria cases and that the majority of patientd vpiositive RDTs received appropriate
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antimalarial treatment. Malaria RDTs were usefulhia post-disaster setting where logistical
and technical constraints limited the use of micopy.

MALARIA TREATMENT AND PROPHYLAXIS IN ENDEMIC AND NO NENDEMIC
COUNTRIES: EVIDENCE ON STRATEGIS AND THEIR -EFFECTI VENESS

Michéle van Vugt

Future Microbiol (2011)6(12), 1485-1500

Artemisinin combination treatment is currently theeferred treatment strategy to combat
malaria. However, the drug costs are consideraigliyen than for previously used therapies.
This review discusses the cost-effectiveness afatimalaria treatment and prophylaxis in
endemic and nonendemic countries. For endemic geana systematic search for economic
evaluations (i.e., cost-effectiveness, cost-utilyd cost-benefit analyses) was conducted,
looking at the use of Artemisinin combination treahts in children, pregnant women and
other adults. In total, 24 studies were identifiegestigating the cost-effectiveness of malaria
treatments with the focus on uncomplicated malas@ere or prereferral treatment, all in
combination with adequate diagnosis, and malarevention by intermittent preventive
treatment, respectively. In areas with both Plasomdfalciparum and Plasmodium vivax
transmission, artemether-lumefantrine and dihydeoaisinin-piperaquine, respectively, are
currently the most cost-effective treatment optioiseatment of severe malaria with
artesunate is more cost effective compared witlitiment with quinine. For patients that live
more than 6 h away from an appropriate healthcaidity/, prereferral treatment proved to be
more cost-effective compared with no prereferratervention. Cost-effectiveness of
intermittent preventive treatment in pregnant wom(@Tp) was dependent an clinical
attendance. IPT in infants with sulphadoxine-pytimaenine (SP) is cost effective in sites
with high malaria transmission. IPT in children kvdartesunate (AS + SP), amodiaquine (AQ)
+ SPQ or SP alone is a cost effective and safevenéon for reducing the burden of malaria
in children in areas with markedly seasonal malaeasmission. Although there is a need for
it, little is known about the cost-effectivenessanirrent approaches to malaria therapy in
nonendemic countries and the cost-effectiveneastiialarial chemoprophylaxis.

A recent study was conducted in a high-transmissicea of SSA to examine the cost-
effectiveness of rectal artesunate given togethién an antibiotic with the intention of
improving health outcomes for both malaria and n@larial illnesses, in a period of 5 years.
IPT: pregnant women

A study conducted in Uganda compared the cost#afereess of IPT pat healthcare centers
and IPTp by community-based delivery. Delivery systwere higher, due to the costs of
training and the purchase of bicycles for the comityubased resource person. The ICER of
cost per DALY averted was US $1068,- which is cdesd cost effective.

IPT: infants

In sites where IPTi had a significant effect onugidg malaria, it proved to be cost effective
in all the sites, ranging from US $2.90 (IfakaranZania with SP) to US $39.63 (Korogwe,
Tanzania with mefloquine) per DALY averted, which ¢onsidered to be cost effective.
However, in low-transmission sites, the intervemtieas not cost effective.
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PYRONARIDINE — ARTESUNATE COMBINATION THERAPY FOR T HE
TREATMENT OF MALARIA

Florian Kurth

Curr Opin Infect Dis 24, 564-569

Pyronaridine-artesunate - currently under evalmaby the European Medicines Agency -
may become a preferred choice as first-line therapyalaria endemic regions based on its
low cost, long shelf-life, simplified once-daily siag regimen, proven efficacy against
falciparum and vivax malaria, and the parallel icih development of a paediatric drug
formulation.

LACK OF DECLINE IN CHILDHOOD MALARIA, MALAWI, 2001- 2010
Arantxa Roca-Feltrer

Emerging Infectious Diseases, Vol. 18, No. 2, Felaty 2012

In some areas of Africa, health facility data hawdicated declines in malaria that might have
resulted from increasingly effective control pragsa Most such reports have been from
countries where malaria transmission is highly seasor of modest intensity. In Malawi,
perennial malaria transmission is intense, and maat@ntrol measures have been scaled up
during the past decade. We examined health faclata for children seen as outpatients and
parasitemia-positive children hospitalized witheteal malaria in a large national hospital.
The proportion ofPlasmodium falciparurpositive slides among febrile children at the
hospital declined early in the decade, but no &rrtieductions were observed after 2005. The
number of admissions for cerebral malaria did nffedsignificantly by year. Continued
surveillance for malaria is needed to evaluate dfiects of the increased malaria control
efforts.

PLASMODIUM FALCIPARUM IN ASYMPTOMATIC IMMIGRANTS FR ~ OM SUB-
SAHARAN AFRICA, SPAIN

Begona Monge-Maillo

Emerging Infectious Diseases, Vol. 18, No. 2, febary 2012

To the Editor: A range of infectious diseases have been destriheasymptomatic
immigrants L), which may justify the implementation of screanadfter obtaining consent. In
particular, asymptomatic malaria caused Bsmodium falciparumparasitemia among
recently arrived immigrants may be a major pubkalth problem outside malaria-endemic
areas because these patients may be involved aclgbbnous transmission cycles and may
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act as reservoirs capable of reintroducing malaria areas where it had been previously
eradicated.

VECTOR CONTROL A CORNERSTONE IN THE MALARIA ELIMINA  TION
CAMPAIGN

Karunamoorthi K.

Clin Microbial Infect 2011, 17: 1608 — 1616

Over many decades, malaria elimination has beesid®red to be one of the most ambitious
goals of the international community. Vector cohti® a cornerstone in malaria control,
owing to the lack of reliable vaccines, the emecgenf drug resistance, and unaffordable
potent antimalarials. In the recent past, a fewntoes have achieved malaria elimination by
employing existing front-line vector control intervions and active case management.
However, many challenges lie ahead on the long teawleaningful accomplishment, and the
following issues must therefore be adequately adaid in malaria-prone settings in order to
achieve our target of 100% worldwide malaria eliation and eventual eradication: (i)
consistent administration of integrated vector nganaent; (ii) identification of innovative
user and environment-friendly alternative techn@s@nd delivery systems; (iii) exploration
and development of novel and powerful contextuahmminity-based interventions; and (iv)
improvement of the efficiency and efficacy of ekigtinterventions and their combinations,
such as vector control, diagnosis, treatment, wasci biological control of vectors,
environmental management, and surveillance. | gtyohelieve that we are moving in the
right direction, along with partnership-wide suppaiowards the enviable milestone of
malaria elimination by employing vector controleapotential tool.

A SIMPLIFIED INTRAVENOUS ARTESUNATE REGIMEN FOR SEV ERE
MALARIA

Peter Gottfried Kremsner

The Journal of Infectious Diseases 2012, 205: 312-9

We compared a conventional empirically derived mem with a simplified regimen for
parenteral artesunate in severe malaria.

This was a randomized, double-blind, placebo-cdletto comparison to assess the
noninferiority of a simplified 3-dose regimen (givat 0, 24, and 48 hours) compared with the
conventional 5-dose regimen of intravenous artdsutaven at 0, 12, 24, 48, and 72 hours)
in African children with Plasmodium falciparum miagawith a prespecified delta of 0.2. The
total dose of artesunate in each group was 12 mgrkg primary end point was the
proportion of children clearing 99% of their admission parasitemia at 24 houret$alata,
secondary efficacy end points, and pharmacokineterge also analyzed.
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In 171 children (per protocol), 78% of the reciggei95% confidence interval [Cl], 69%-
87%) in the 3-dose group achieved99% parasite clearance 24 hours after the start of
treatment, compared with 85% (95% CI, 77%-93%) ladse receiving the conventional
regimen (treatment difference, -7.2%; 95% CI, -¥8.8 4.4%). Dihydroartemisinin was
cleared slightly more slowly in those children rigceg the higher 3-dose regimen (7.4 vs 8.8
L/h for a 13-kg child; P 5 .008).

Pharmacodynamic analysis suggests that 3 dosetetinate were not inferior to 5 doses for

the treatment of severe malaria in children.

HOW DO WE BEST DIAGNOSE MALARIA IN AFRICA?
Philip J. Rosenthal

Am. J. Trop. Med. Hyg. 86(2), 2012, 192-193

For many decades, the cornerstone of malaria maragein Africa was to treat all febrile
children with chloroquine. With high-level resistanto chloroquine and improved means of
malaria diagnosis, recommendations for the manageaienalaria in Africa have changed in
two important ways in the last few years. Firsgommended therapy for uncomplicated
falciparum malaria has moved to highly effectiveeansinin-based combination therapies.
Second, it is now recommended that the treatmentadéria be confined to parasitologically
confirmed cases. This recommendation requires vadadility of reliable diagnostic tests.
The gold standard test for the diagnosis of malariaicroscopy. Evaluation of Giemsa-
stained thick smears, when performed by expertasaopists, provides accurate diagnosis of
malaria, although assuring expert slide preparatiod reading can be difficu2t.Indeed,
microscopy is often unavailable, especially in hgettings. In this regard, the advent of rapid
diagnostic tests (RDTs) for malaria is an import&htance.

MALARIA IN PREGNANCY IN THE ASIA-PACIFIC REGION
Marcus Rijken

Lancet Infect Dis 2012, 12: 75-88

Most pregnant women at risk of for infection witlagmodium vivax live in the Asia-Pacific
region. However, malaria in pregnancy is not reesgphas a priority by many governments,
policy makers, and donors in this region. Robustadar the true burden of malaria
throughout pregnancy are scarce. Nevertheless, wimnen have little immunity, each
infection is potentially fatal to the mother, fetum both. WHO recommendations for the
control of malaria in pregnancy are largely basedh® situation in Africa, but strategies in
the Asia-Pacific region are complicated by hetenegels transmission settings, coexistence
of multidrug-resistant Plasmodium falciparum andsiiodium vivax parasites, and different
vectors. Most knowledge of the epidemiology, efféetatment, and prevention of malaria in
pregnancy in the Asia-Pacific region comes fromidndapua New Guinea, and Thailand.
Improved estimates of the morbidity and mortalify malaria in pregnancy are urgently
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needed. When malaria in pregnancy cannot be predemiccurate diagnosis and prompt
treatment are needed to avert dangerous symptodisgiase and to reduce effects on fetuses.

GLOBAL MALARIA MORTALITY BETWEEN 1980 AND 2010: SYS TEMATIC
ANALYSIS

Christopher J. L. Murray

Lancet 2012, 379: 413-31

During the past decade, renewed global and natieif@its to combat malaria have led to
ambitious goals. We aimed to provide an accuratesssnent of the levels and time trends in
malaria mortality to aid assessment of progresatds/these goals and the focusing of future
efforts.

We systematically collected all available data moalaria mortality for the period 1980—
2010, correcting for misclassification bias. We eleped a range of predictive models,
including ensemble models, to estimate malaria atitrt with uncertainty by age, sex,
country, and year. We used key predictors of malamortality such as Plasmodium
falciparum parasite prevalence, first-line antimaladrug resistance, and vector control. We
used out-of-sample predictive validity to sele& timal model.

Global malaria deaths increased from 995 000 (9Bégmainty interval 711 000—1 412 000)
in 1980 to a peak of 1817 000 (1430 000—2 366 02004, decreasing to 1 238 000
(929 000—1 685 000) in 2010. In Africa, malaria tthsaincreased from 493 000 (290 000—
747 000) in 1980 to 1 613 000 (1 243 000—2 145 M®@004, decreasing by about 30% to
1 133 000 (848 000—1 591 000) in 2010. Outside &icA, malaria deaths have steadily
decreased from 502 000 (322 000—833 000) in 198M#000 (45 000—191 000) in 2010.
We estimated more deaths in individuals aged 5syearolder than has been estimated in
previous studies: 435 000 (307 000—658 000) death#frica and 89 000 (33 000—
177 000) deaths outside of Africa in 2010.

Our findings show that the malaria mortality burdenlarger than previously estimated,
especially in adults. There has been a rapid deereamalaria mortality in Africa because of
the scaling up of control activities supported lgrnational donors. Donor support, however,
needs to be increased if malaria elimination anddieation and broader health and
development goals are to be met.
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Figure 2. Trends in globalmalaria deaths by agegmudgjraphical region, 1980 to 2010

Number of deaths (95% uncertainty interval) Cumulative probability of malaria
death (per1000 population)

1980 1690 2000 2010 1980 1900 2000 2010
Cambodia 6970 (2163-17564) 6888 (2100-17 760) 2536 (736-6982) 301(35-903) 288 179 77 1
Ethiopia 15 268 (4B02-44586) 35585 (12 441-74774) 46 918 (20277-83 0B8) 22165 (10132-40255) 116 193 184 91
Haiti 767 (305-1673) 488 (185-934) 290 (138-545) 94 (27-219) 4.0 2.1 1.2 0.4
Henduras 19 (8-39) 6(3-12) 3(1-6) 1(0-2) 01 <01 <01 <01
India 85283 (31797-190815) 47077 (17384-105034) 24026 (8272-50319) 4826 (781-14 437) 4.0 19 09 02
Kenya 5915 (2183-13 930) 15372 (7733-28 107) 21129 (11909-31093) 12399 (5886-21708) 85 170 198 89
Kyrgyzstan 6(0-31) 1(0-6) 0(0-1) 0 (0-0) 02 <01 <Dl <01
Uganda 11271 (386G-25 952) 19943 (9228-36545) 39 411 (19 457-62 684) 23126 (9818-42642) 222 275 388 171

Table 2: Country-specifi ¢ malaria mortality estigsator children younger than 5 years
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NEW TRENDS IN INFECTIUS DISEASES - LEGAL, SOCIAL A ND
HEALTH CARE CONSEQUENCEE

Beldjebel Irad. I. Kmit, V. Krcmery, . Kmit and nmebers of Tropicteam:

L. Alumbasi, S. Seckova, M. Meciakova, E. Mitterpranva, R. Babela, J. Benca, M.
Utesena,
J. Kafkova, Z. Gazova, D. Hes, P. Kozmon, V. DoktgrL. Roman, Z. Ondrusova,
V. Tolnayova, K. Kvokackova, P. Fiala, P. SlavikQ\@. Kallayova, J. Pekarcikova,
M. Bartkovjak, G. Mikolasova, P. Mikolasova, J. Solova, N. Kulkova, J. Suvada, N.
Jalili, I. Rovny, J. M. Muli, A. Demitrovicova, NHvizdakova, E. Ceploova, B. Silharova,
A. Mamova, J. Vujcikova, J. Kralova, P. BukovinovK, Holeckova, M. Babalova

St. Charles de Foucault Health Programme, SEUC, Beit, Lebanon

ABSTRACT

News in both tropic and nontropic infectious dig=asvere abstrached and discussed by
tropicteam in 2011-2012 and critically reviewed tabaembers.

Key words: Infectious disease. Consequencee.

RISK AND CAUSES OF PAEDIATRIC HOSPITAL-ACQUIRED BAC TERAEMIA IN
KILIFI DISTRICAL HOSPITAL, KENYA: A PROSPECTIVE COH ORT STUDY

Alexander M. Aiken

Lancet 2011, 378: 2021-27

In sub-Saharan Africa, community-acquired bacterag@man important cause of illness and
death in children. Our aim was to establish the mitage and causes of hospital-acquired
(nosocomial) bacteraemia in African children.

We reviewed prospectively collected surveillancead# 33 188 admissions to Kilifi District
Hospital, Kenya, between April 16, 2002, and Sept B009. We defined bacteraemia as
nosocomial if it occurred 48 h or more after admissWe estimated the per-admission risk,
daily rate, effect on mortality, and microbial causf nosocomial bacteraemia and analysed
risk factors by multivariable Cox regression. THiea& on morbidity was measured as the
increase in hospital stay by comparison with timegghed patients without bacteraemia.

Our findings show that although nosocomial bacteiaes rare, it has serious effects on
morbidity and mortality, and the microbiological uses are distinct from those of
community-acquired bacteraemia. Nosocomial infedtioare largely unrecognised or
undocumented as a health risk in low-income coestibut they are likely to become public
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health priorities as awareness of their occurrenceeases and as other prominent childhood
diseases are progressively controlled.

CANDIDA SPP. WITH ACQUIRED ECHINOCANDIN RESISTANCE, FRANCE,
2004-2010

Eric Dannaoui

Emerging Infectious Diseases, Vol. 18, No. 1, Jamya2012

Echinocandins are effective in patients with invastandidiasis and recommended as first-
line therapy, especially for patients with severpsss or those previously exposed to azoles or
infected with Candida glabrata. Fewer than 50 persofected with echinocandin-resistant
species that are usually susceptible, such asbizaak, C. glabrata, C. tropicalis, and C.
krusei, have been described in limited series e aeports. All species were found in
patients preexposed to echinocandins. The majorhamésm of resistance is related to
mutations in FKS genes coding for [beta]-1,3-glusgnthase, with almost 20 known FKS
mutations. We describe the characteristics of tidas from caspofungin-resistant Candida
spp. isolates belonging to usually susceptible ispeecorded in France (2004-2010) and
analyze their FKS mutations and effect on echindirasusceptibility.

Novel Prion protein in BSE-affected Cattle, Switzeland
Emerging Infectious Diseases, Vol. 18, No. 1, Jana@12

Bovine spongiform encephalopathy (BSE) is a feedhd@rion disease that affects mainly
cattle but also other ruminants, felids, and hum&hgrently, 3 types of BSE have been
distinguished by Western immunoblot on the basighef signature of the proteinase K-
resistant fragment of the pathologic prion prot@mP®9: the classic type of BSE (C-BSE)
and 2 so-called atypical types of BSE with highelower molecular masses of FiRH-BSE
and L-BSE, respectively).Nonetheless, our findirgjse the possibility that these cattle were
affected by a prion disease not previously encaoadtand distinct from the known types of
BSE. To confirm this possibility and to assess &pial effect on disease control and public
health, in vivo transmission studies using tranggemouse models and cattle are ongoing.
Until results of these studies are available, mdbkecdiagnostic techniques should be used so
that such cases are not missed.
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THE EMERGENCE OF PAN-RESISTANT GRAM-NEGATIVE PATHOG ENES
MERIST A RAPID GLOBAL POLITICAL RESPONSE

Timothy R. Walsh

JAC, 2012 October, 67: 1-3

Recent media coverage of New Delhi met@itactamase (NDM-1) put antibiotic resistance
back on the political map if only for the wrong seas, mainly the reaction to the naming of
NDM-1 and the incorrect assumption that medicalitma was being deliberately targeted.
However, work on NDM-1 has most certainly highligthtthe rapid dissemination of new
antibiotic resistance mechanisms via economic gjiodteon. The example of NDM-1 has
also magnified the desperate need for a publiahgéd global antibiotic surveillance system
rather than just national or regional systems.tfaumore, there is a pressing need to establish
a global task force to enforce international tramepcy and accountability on antibiotic
stewardship and the implementation of measures uM @ntibiotic resistance. An
international antibiotic stewardship index should bstablished that is related to each
country's gross domestic product (GDP) and asséssesnuch of their GDP is committed to
publically funded health initiatives aimed at cafiing antibiotic resistance.

ETHICAL DILEMMAS IN ANTIBIOTIC TREATMENT
Leonard Leibovici

JAC, 2012 October, 67: 12-16

Patients with moderate to severe infections arergless than maximum empirical antibiotic
treatment in order to reduce the rise in resistarfidas practice involves two ethical
dilemmas: whether the danger to a present patlemild be increased (even if by a small
degree) to benefit future, unidentified patientsgl avhether this should be done without the
consent of the patient, disregarding the patienitenomy. We argue that future patients have
a right to come to no harm. Future patients bemmgantified, practitioners of medicine have
a duty to protect their rights and weigh them agfathe rights of the present patient. A
decision on the collective (guidelines, decisiopmrt systems) is a convenient way to do
that. Using a temporal discount rate to show thetife of present patients has pre-eminence,
to some degree, over future patients does not sbkwemmediacy of the plight facing a
present, identified patient with a very severe dtiten. We think there are good grounds to
take into less account considerations of futuréstasce for such a patient, or in a formal
analysis, to make the ratio of benefits to the gmesersus future patients dependent on the
severity of disease of the present patient. Nonghete solve the problem of patients’
autonomy. We see no other way but to argue thatigie of future patients to come to less
harm outweighs the right of the present patiersti@are in decisions on antibiotic treatment.
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CONTINUOUS VERSUS INTERMITTENT INFUSION OF VANCOMYC IN FOR
THE TREATMENT OF GRAM-POSITIVE INFECTION: SYSTEMATI C REVIEW
AND META-ANALYSIS

Maria Adriana Cataldo

JAC, 2012 October, 67: 17-24

To summarize available evidence on the effect atinaous infusion (Col) of vancomycin
compared with intermittent infusion (Inl) in adpktients with Gram-positive infections.

Our meta-analysis suggests that administrationasicemycin for the treatment of Gram-
positive infections by Col is associated with angfigantly lower risk of nephrotoxicity when
compared with Inl of the drug. RCTs are neededefnd the impact on mortality rate and on
the pharmacodynamic activity in terms of AUC/MIGioa

PREDICOTORS OF MORTALITY IN PATIENTS WITH BLOODSTRE AM
INFECTIONS CAUSED BY KPC-PRODUCING KLEBSIELLA PNEUM ONIAE AND
IMPACT OF APPROPRIATE ANTIMICROBIAL TREATMENT

Zarkotou O.

Clinical Microbiology and Infection 2011, 17

Bloodstream infections (BSIs) caused by Klebsiglleumoniae carbapenemases (KPC)-
producingK. pneumonia¢KPC-KP) are associated with high mortality rai®e investigated
outcomes, risk factors for mortality and impact agfpropriate antimicrobial treatment in
patients with BSIs caused by molecularly confirnkd®lC-KP. All consecutive patients with
KPC-KP BSls between May 2008 and May 2010 wereugtedl in the study and followed-up
until their discharge or death. Potential risk éastfor infection mortality were examined by a
case-control study. Case-patients were those watbfddm the BSI and control-patients those
who survived. Appropriate antimicrobial therapy vaegined as treatment with vitro active
antimicrobials for at least 48 h. A total of 53 ipats were identified. Overall mortality was
52.8% and infection mortality was 34%. Appropriatgimicrobial therapy was administered
to 35 patients; mortality due to infection occurned20%. All 20 patients that received
combination schemes had favourable infection oug&om contrast, seven of 15 patients
given appropriate monotherapy died (p 0.001). livannate analysis, risk factors for mortality
were age (p <0.001), APACHE Il score at admissiad afection onset (p <0.001) and
severe sepsis (p <0.001), while appropriate antohial treatment (p 0.003), combinations of
active antimicrobials (p 0.001), catheter-relatedtbraemia (p 0.04), prior surgery (p 0.014)
and other therapeutic interventions (p 0.015) wagnificantly associated with survival.
Independent predictors of mortality were age, APACH score at infection onset and
inappropriate antimicrobial treatment. Among theappropriate treatment is the only
modifiable independent predictor of infection outen

100



CLINICAL SOCIAL WORK (CSW)

RAPID ACQUISITION OF DECREASED CARBAPENEM SUSCEPTIB ILITY IN
A STRAIN OF KLEBSIELLA PNEUMONIAE ARISING DURING ME ROPENEM
THERAPY

Findlay J.

Clin Microbiol Infect 2012, 18: 140-146

A strain of Klebsiella pneumonia€K1) was isolated from a catheterized patient wath
urinary tract infection. The patient was subsedyeineated with meropenem, after which
K. pneumonia€K2) was once again isolated from the patientisairWe concluded that the
carbapenem-resistant phenotype observed from #hienp was attributable to a combination
of CTX-M-15 B-lactamase, up-regulated efflux and altered outembrane permeability, and
that K2 arose from K1 as a direct result of mer@peherapy.

CHARACTERSATION OF THE ESCHERICHIA COLI STRAIN ASSO CIATED
WITH AN OUTBREAK OF HAEMOLYTIC URAEMIC SYNDROME IN
GERMANY, 2011: A MICROBIOLOGICAL STUDY

Martina Bielaszewska

Lancet Infect Dis 2011, 11: 671-76

In an ongoing outbreak of haemolytic uraemic syntrcand bloody diarrhoea caused by a
virulent Escherichia colistrain O104:H4 in Germany (with some cases elsevimEurope
and North America), 810 cases of the syndrome a@hdiéaths have occurred since the
beginning of May, 2011. We analysed virulence pesfand relevant phenotypes of outbreak
isolates recovered in our laboratory.

Augmented adherence of the strain to intestinathepum might facilitate systemic
absorption of Shiga toxin and could explain thehhgrogression to haemolytic uraemic
syndrome. This outbreak demonstrates that blendetence profiles in enteric pathogens,
introduced into susceptible populations, can haweeme consequences for infected people.

EFFECTIVENESS OF INTERVENTIONS TO IMPROVE SCREENING FOR
SYPHILIS A SYSTEMATIC REVIEW AND META-ANALYSIS

Sarah Hawkes

Lancet Infect Dis 2011, 11: 684-91

About 2-1 million pregnant women have active syphalvery year. Without screening and
treatment, 69% of these women will have an adveuseome of pregnancy. The objectives of
this study were to review the literature systenadifcto determine the effectiveness of
screening interventions to prevent congenital digopand other adverse pregnancy outcomes.
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Interventions to improve the coverage and effectsafeening programmes for antenatal
syphilis could reduce the syphilis-attributableidence of stillbirth and perinatal death by
50%. The resources required to roll out antenatakening programmes would be a
worthwhile investment for reduction of adverse pr@gcy outcomes and improvement of
neonatal and child survival.

NON-PRESCRIPTION ANTIMICROBIAL USE WORLDWIDE: A SYS TEMATIC
REVIEW

Daniel J. Morgan

Lancet Infect Dis 2011, 11: 692-701

In much of the world antimicrobial drugs are soldheout prescription or oversight by health-
care professionals. The scale and effect of th&ctme is unknown. We systematically
reviewed published works about non-prescription inaistobials from 1970—2009,
identifying 117 relevant articles. 35 community \@ys from five continents showed that
non-prescription use occurred worldwide and acaifior 19—100% of antimicrobial use
outside of northern Europe and North America. Safsgues associated with non-prescription
use included adverse drug reactions and maskinghdérlying infectious processes. Non-
prescription use was common for non-bacterial diseand antituberculosis drugs were
available in many areas. Antimicrobial-resistanttbea are common in communities with
frequent non-prescription use. In a few settingmtol efforts that included regulation
decreased antimicrobial use and resistance. NaT@pdon antimicrobial and
antituberculosis use is common outside of North Acaeand northern Europe and must be
accounted for in public health efforts to reductraicrobial resistance.
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Figure 2: Frequency of non-prescription use of antimicrobials in the general population based on published works
Insmall areas, countries with similar frequency of non-prescription antimicrobial use have been grouped.

MYCOBACTERIUM ULCERANS INFECTION (BURULI ULCER) ON THE FACE:
A COMPARATIVE ANALYSIS OF 13 CLINICALLY SUSPECTED C ASES FROM
THE DEMOCRATIC REPUBLIC OF CONGO

Delphin M. Phanzu

Am. J. Trop. Med. Hyg., 85(6), 2011, pp. 1100-1105

We report our experience in managing 13 consecuivécally suspected cases of Buruli
ulcer on the face treated at the hospital of theitlt Médical Evangélique at Kimpese,
Democratic Republic of Congo diagnosed during 2@08%. During specific antibiotherapy,
facial edema diminished, thus minimizing the subsed extent of surgery and severe
disfigurations. The following complications weresebved: 1) lagophthalmos from scarring in
four patients and associated ectropion in thra@erh; 2) blindness in one eye in one patient;
3) disfiguring exposure of teeth and gums resultingm excision of the left labial
commissure that affected speech, drinking, anch@ari one patient; and 4) dissemination of
Mycobacterium ulcerangfection in three patients. Our study highligkite importance of
this clinical presentation of Buruli ulcer, and theed for health workers in disease-endemic
areas to be aware of the special challenges mareayerhBuruli ulcer on the face presents.
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HELP-SEEKING FOR PRE-ULCER AND ULCER CONDITIONS OF
MYCOBACTERIUM ULCERANS DISEASE (BURULI ULCER) IN GH ANA

Mercy M. Ackumey

Am. J. Trop. Med. Hyg., 85(6), 2011, pp. 1106-1113

This study examined sociocultural features of respking for Buruli ulcer—affected persons
with pre-ulcers and ulcers in a disease-endemi iaré&shana. A sample of 181 respondents
were purposively selected. Fisher's exact testusad to compare help-seeking variables for
pre-ulcers and ulcers. Qualitative phenomenologalyais of narratives clarified the meaning
and content of selected quantitative help-seekigghles. For pre-ulcers, herbal dressings
were used to expose necrotic tissues and subséguagylied as dressings for ulcers.
Analgesics and left-over antibiotics were usedaseepain and reduce inflammation. Choices
for outside-help were influenced by the perceividdotiveness of the treatment, the closeness
of the provider to residences, and family and fienHealth education is required to
emphasize the risk of self-medication with antiic®tand the importance of medical
treatment for pre-ulcers, and to caution againstubke of herbs to expose necrotic tissues,
which could lead to co-infections.

EXAMINING THE USE OF ORAL REHYDRATION SALTS AND OTH ER PRAL
REHYDRATION THERAPY FOR CHILDHOOD DIARRHEA IN KENYA

Lauren S. Blum

Am. J. Trop. Med. Hyg., 85(6), 2011, pp. 1126-1133

Reductions in the use of oral rehydration therdpRT) in sub-Saharan Africa highlight the
need to examine caregiver perceptions of ORT dutiagheal episodes. Qualitative research
involving group discussions with childcare proveleand in-depth interviews with 45
caregivers of children < 5 years of age who haceegpced diarrhea was conducted in one
rural and urban site in Kenya during July-DecemB807. Diarrhea was considered a
dangerous condition that can kill young childremré&gjivers preferred to treat diarrhea with
Western drugs believed to be more effective in @tap diarrhea than ORT. Inconsistent
recommendations from health workers regarding useral rehydration solution (ORS)
caused confusion about when ORS is appropriate \@hether it requires a medical
prescription. In the rural community, causal explions about diarrhea, beliefs in herbal
remedies, cost, and distance to health facilitiessgnted additional barriers to ORS use.
Health communication is needed to clarify the fumcof ORT in preventing dehydration.
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Infectious disease surveillance update
Cholera in Haiti

The world's largest cholera epidemic passed theat gnark in late October, 2011. Almost
half a million people in Haiti — 5% of the coungyopulation — have been infected so far. As
of Sept 25 there had been 457 582 cases of Villh@decae infection since the outbreak
began, with 6477 deaths reported — more than tte¢ tumber in the rest of the world
combined in 2010, and widely considered to be aferestimate. Medical aid organisations
médecins Sans Frontiéres and Partners in Healttplaraing to start using the recently
approved oral cholera vaccine Shanchol (Shanthee&haoic, hyderabad, India) to help slow
the epidemic.

New drugs active against Gram-negative bacilli

Helen gross (poster 177) reported results fromnmg-lminning antibiotic stewardship programe
in which the relation between antibiotic use arglstance was studied at the Wesley Medical
Center (Hattiesburg, MS, USA) from 1993 to 2009rebi correlation was noted between
susceptibility and use. In 2003, only 66% of Psewndlas aeruginosa isolates were
susceptible to gentamicin, but by 2009, susceftihid increased to 92%. The P aeruginosa
susceptibility to ceftazidime had risen from 68%2003, to 90% in 2009. In 1995, only 63%
of escherichia coli isolates were susceptible tpiaifin plus sulbactam compared with 83%
in 2007. Susceptibility of Klebsiella pneumoniaeatopicillin plus sulbactam also improved
with decreased use of the treatment. In 1994, 8&% of K pneumoniae were susceptible to
ampicillin plus sulbactam, but this had increase@%% by 2007.

Hepatitis E vaccine

China has approved a new hepatitis E virus (HEVgcwee, which was shown to be
efficacious in atrial published in The Lancet i@1P. The incidence of hepatitis E has
increased substantially in China in recent yearaking HEV the most common cause of
hepatitis in adults. The Government plans to vateinvulnerable groups and export the
vaccine to other nations.

Alliance against cholera

The presidents of Haiti and the Domonican Repubiited representatives of UNICEF, the
US Centers for Disease Control and Prevention,thead®an American Health Organization
on Jan 12, to call for investment in water and tsdéion. An estimated US$ billion will be

needed to end the cholera epidemic in the regimceghe earthquake in 2010.

Researchers in Mumbai have identified 12 patients & virulent strain of tuberculosis that
seems to be resistant to all known treatments. CHses of so-called totally drug-resistant
tuberculosis (TDR-TB) have been detected in thg icitthe past 3 months. Worldwide, the
only other episodes of TDR-TB reported were in irm@009 and Italy in 2007.
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DIPHTHERIA IN THE POSTEPIDEMIC PERIOD, EUROPE, 2000 -2009
Karen S. Wagner

Emerging Infectious Doseases, Vol. 18, No. 2, Felany 2012

Diphtheria incidence has decreased in Europe sitgeaesurgence in the 1990s, but
circulation continues in some countries in easteunope, and sporadic cases have been
reported elsewhere. Surveillance data from Diphah®urveillance Network countries and the
World Health Organization European Region for 2QIB9 were analyzed. Latvia reported
the highest annual incidence in Europe each yedrfhie Russian Federation and Ukraine
accounted for 83% of all cases. Over the past adsyeliphtheria incidence has decreased by
>95% across the region. Although most deaths oedurmr disease-endemic countries, case-
fatality rates were highest in countries to whigbhtheria is not endemic, where unfamiliarity
can lead to delays in diagnosis and treatment.dstevn Europe, toxigeni{corynebacterium
ulcerans has increasingly been identified as the etiologgent. Reduction in diphtheria
incidence over the past 10 years is encouragingnaintaining high vaccination coverage is
essential to prevent indigeno@s ulceransand reemergence 6f. diphtheriaanfections.

IMMUNOMODULATORY EFFECTS OF MACROLIDES DURING COMMU  NITY-
ACQUIRED PNEUMONIA: A LITERATURE REVIEW

Alexandra Kovaleva

JAC 2012, 67,: 530-540

Macrolides are known to possess immunomodulatoopeaties, next to their antimicrobial
effects. These immunomodulatory activities have nbgeoven beneficial in chronic
pulmonary inflammatory diseases. Whether macrolidedso exert favourable
immunomodulatory effects during acute inflammatiamd therefore can act as adjuvant
therapy in community-acquired pneumonia (CAP), assl clear. We aimed to give an
overview of the existing evidence from in vitro andvivo studies on the immunomodulatory
effects of macrolides during CAP. A comprehensigarsh in the PubMed/MEDLINE and
Embase databases was performed. Two investigatdepéndently examined the eligible
literature. Studies that dealt with the effectsr@fcrolides on the immune response, in terms
of cytokine secretion and the number or functionnlmmatory and structural cells during
acute inflammation, were included. A total of 2ddses were included, of which 15 were in
vitro studies, 9 in vivo, 2 both in vivo and innat and 1 was in human subjects. Although the
methods and experimental model systems used ire toeglies are very heterogeneous,
macrolides in general tempered inflammation causgdiable and non-viable bacteria or
their products. Cytokine secretion decreased, abk idflammatory and structural cell
activation and histological inflammatory signs. Nat data, however, are consistent and
sometimes pro-inflammatory effects were found. Tanatude, the available literature
suggests that macrolides can temper the inflammagsponse during CAP, independent of
their antimicrobial activity. However, because ttedies differ in their methodology, no
definite conclusions can be drawn.
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A COMPARISON OF TELBIVUDIME AND ENTECAVIR FOR CHRON IC
HEPATITIS B IN REAL-WORLD CLINICAL PRACITICE

Ming-Chao Tsai

JAC 2012, 67,: 696-699

In real-world clinical practice, telbivudine resdtin higher rates of HBeAg seroconversion
and drug resistance at week 48 compared with eritedacombination with baseline ALT
plus 24 week HBV DNA levels led to the lowest ratdsresistance in HBeAg-positive
telbivudine-naive patients and had the highest givoity of HBeAg seroconversion in both
entecavir- and telbivudine-naive patients.

TIMING OF SUSCEPTIBILITY- BASED ANTIFUNGAL DRUG ADM INISTRATION
IN PATIENTS WITH CANDIDA BLOODSTREAM INFECTION: COR RELATION
WITH OUTCOMES

Shellee A. Grim

JAC 2012, 67,: 707-714

Patients>16 years of age with first episodes of candidaesnigng 2001-09 were included.
Clinical data were collected retrospectively, irthg time to appropriate antifungal therapy
and patient survival.

Results The study population included 446 patients [2484% female, mean age 53 years]
with candidaemia, 380 (85%) of whom had antifurgadceptibility dataCandida albicans
was the most common pathogen (221, 50%) followedClyndida glabrata(99, 22%),
Candida parapsilosig59, 13%),Candida tropicalis(48, 11%) andCandida krusei(6, 1%).
Appropriate antifungal therapy consisted of flucoola (177, 40%), an echinocandin (125,
28%), amphotericin B (41, 9%) and voriconazole 186); 97 (22%) failed to receive
appropriate antifungal therapy. The 30 day mostaliais 34% (151/446) and there was no
clear relationship between time from positive cdtwo receipt of appropriate antifungal
therapy and 30 day survival. On multivariable Cegression, increased APACHE Il score
[hazard ratio (HR) 1.11, 95% CI 1.09-1.183,<0.001], cirrhosis (HR 2.15, 95% CI 1.48—
3.13,P<0.001) and HIV infection (HR 2.03, 95% CI 1.11-3.PZ0.02) were independent
predictors of mortality. A secondary analysis reagj patients in the early treatment group to
have receive@d24 h of effective antifungal therapy did show angigant mortality benefit to
receiving antifungal treatment within 72 h of a itiwe blood culture being drawn (30 day
mortality for early treatment:. 27% versus 40P& 0.004; HR for mortality with delayed
treatment on multivariable analysis: 1.41, 95% ©i111.98, R0.045).

Candida bloodstream infection is associated witgh hinortality, despite timely receipt of
appropriate antifungal therapy.
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INFLUENCE OF TEICOPLANIN MICs ON TREATMENT OUTCOMES AMONG
PATIENTS WITH TEICOPLANIN-TREATED METHICILLIN-RESIS ~ TANT
STAPHYLOCOCCUS AUREUS BACTERAEMIA: A HOSPITAL-BASED
RETROSPECITIVE STUDY

Hong-Jyun Chang

JAC 2012, 67,: 7736-741

Of the 101 patients enrolled, 56 had a lower tdaaip MIC (<1.5 mg/L) for MRSA and 45
had a higher MIC (>1.5 mg/L) for MRSA. A lower teanin MIC was associated with a
favourable outcome [37 (66.1%) versus 13 (28.9%%0.001] and a lower rate of
bloodstream infection-related mortality [15 (26.8%&@rsus 22 (48.9%)P=0.022]. Patients
with chronic obstructive pulmonary disease, baetetia pneumonia or higher Pittsburgh
bacteraemia score had an unfavourable outcéd@.028, 0.022 and <0.001, respectively).
Multivariate analysis showed that teicoplanin MIC.5 mg/L, higher Pittsburgh bacteraemia
score and bacteraemic pneumonia were independ&rfadtors for unfavourable outcome.

A higher teicoplanin MIC value (>1.5 mg/L) may piedan unfavourable outcome and
higher mortality rate among teicoplanin-treated MR$acteraemic patients.

ESCHERICHIA COLI 0104:H4 INFECTIONS AND INTERNATIO NAL TRAVEL
David C. Alexander

EID, Vol. 18, No. 3, March 2012

We analyzed travel-associated clinical isolatessoffierichia coli 0104:H4, including 1 from
the 2011German outbreak and 1 from a patient whwmed fromthe Philippines in 2010, by
genome sequencing and opticamapping. Despite eéxéegenomic similarity betweenthese
strains, key differences included the distributmftoxin and antimicrobial drug-resistance
determinants.
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GROUP B STREPTOCOCCAL DISEASE IN INFANTS AGED YOUNGER THAN 3
MONTHS: SYSTEMATIC REVIEW AND METY-ANALYSIS

Karen M. Edmond

Lancet 2012, 379, 547-56

Mean incidence of group B streptococcus in infaaged 0-89 days was 0-53 per 1000
livebirths (95% CI 0-44-0-62) and the mean casditiatratio was 9-6% (95% CI 7-5-11-8).
Incidence of early-onset group B streptococcus3@e¥ 1000 livebirths [95% CI 0-37-0-49])
and case fatality (12-1%, [6-2-18-3]) were two-8rheggher than late-onset disease. Serotype
[l (48-9%) was the most frequently identified dgpe in all regions with available data
followed by serotypes la (22-9%), Ib (7-0%), 112%), and V (9-1%). Studies that reported
use of any intrapartum antibiotic prophylaxis wassociated with lower incidence of early-
onset group B streptococcus (0-23 per 1000 livebif5% CI 0-13-0-59]) than studies in
which patients did not use prophylaxis (0- 75 péXQLdvebirths [0-58-0- 89]).

More high-quality studies are needed to accuragslymate the global burden of group B
streptococcus, especially in low-income countri@sconjugate vaccine incorporating five
serotypes (la, Ib, 11, 1ll, V) could prevent mosblal group B streptococcal disease.

ANTIMICROBIAL SUSCEPTIBILITY OF ESCHERICHIA COLIFR OM
COMMUNITY-ACQUIRED URINARY TRACT INFECTIONS IN EURO PE: THE
ECO SENS STUDY REVISITED
Gunnar Kahlmeter

IJAA 2012, 39, 45-51

This study determined the antimicrobial susceptibilof Escherichia coli causing
community-acquired, acute, uncomplicated, non-recururinary tract infection in unselected
women aged 18-65 years and compared the resuhghuase obtained 8 years earlier in the
first ECO- SENS study (1999-2000). During 2007-2@0e samples were taken from 1697
women in Austria, Greece, Portugal, Sweden andUke The countries were chosen to
represent areas of Europe indicated to have mamee(® and Portugal) or less (UK, Austria
and Sweden) problems with resistance. Antimicrobiadceptibility testing of 90&. coli
isolates (150-200 isolates per country) to 14 aotwbials was performed by disk diffusion
using European Committee on Antimicrobial SuscdpibTesting (EUCAST) breakpoints.
In E. coli resistance to mecillinam, cefadroxil (represemtioral cephalosporins),
nitrofurantoin, fosfomycin trometamol, gentamicindathe third-generation cephalosporins
cefotaxime and ceftazidime was <2%, with the follogvexceptions: gentamicin in Portugal
(2.8%); fosfomycin in Greece (2.9%); and cephalosigoin Austria (2.7—-4.1%). Resistance
levels were higher for amoxicillin/clavulanic agid.0—-8.9%) and ciprofloxacin (0.5—7.6%)
and much higher to ampicillin (21.2—-34.0%), sulfémogazole (21.2—-31.3%), trimethoprim
(14.9-19.1%) and trimethoprim/sulfamethoxazole 4348.2%). Resistance to quinolones
and trimethoprim increased between the ECO- SENS99-2000) and ECO-SENS Il (2007—-
2008): nalidixic acid 4.3% to 10.2%; ciprofloxadiril% to 3.9%; and trimethoprim 13.3% to
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16.7%. In the previous study, no isolates with edéesl-spectrunfi-lactamase were found,;
however, in the present study 11 isolates werdiitkshas having either CTX-M or AmpC.

CONTEMPORARY UNCONVENTIONAL CLINICAL USE OF CO-TRIM OXAZOLE
Goldberg E.

CMI, 2011,18, 8-17

In the late 1960s, the combination of trimethopand sulphamethoxazole (co-trimoxazole)
was introduced into clinical practice and used reatt many infectious diseases, such as
urinary tract infections, respiratory infectiongxgally transmitted diseases, Gram-negative
sepsis, enteric infections and typhoid fever. Sgbeatly, co-trimoxazole was reported to be
effective against numerous bacterial, fungal anatgqzoal pathogens, includingocardia
Listeria monocytogene®Brucella Stenotrophomonas maltophiliurkholderig Coxiella
burnetii, Tropheryma whippleiatypical mycobacteria, anneumocystis jiroveciiAmong
protozoal infections, in addition to toxoplasmosi®-trimoxazole has been used to treat
susceptible Plasmodium falciparumn Cyclospora and Isospora infections. Several
retrospective and prospective studies have denatedtrgood clinical outcome with co-
trimoxazole in treating invasive methicillin-resiat Staphylococcus aureusfections. We
summarize herein the accumulated evidence in teeafure on the new, ‘unconventional’
clinical use of co-trimoxazole during the last #agecades. In the era of widespread antibiotic
resistance and shortage of new antibiotic optidagje-scale, well-designed studies are
needed to explore the tremendous potential cont&aliis well-established drug.

COMPARISON OF ANNUAL VERSUS TWICE-YEARLY MASS AZITH ROMYCIN
TREATMENT FOR HYPERENDEMIC TRACHOMA IN ETHIOPIA: A CLUSTER-
RANDOMISED TRIAL

Teshome Gebre

Lancet 2012, 379: 143-51

In trachoma control programmes, azithromycin is distributed to treat the strains of chlamydia that
cause ocular disease. We aimed to compare the effect of annual versus twice-yearyritiution
of azithromycin on infection with these strains.

After 42 months of treatment, the prevalence oflarcinfection with chlamydia was similar
in the groups treated annually and twice yeatbwever, elimination of infection might have
been more rapid in the groups of villages that received treatment twice yearly.

110



CLINICAL SOCIAL WORK (CSW)

CROWD AND ENVIRONMENTAL MANAGMENT DURING MASS GATHE RINGS

Anders Johansson

Lancet 2012, 379: 150-56

Crowds are a feature of large cities, occurringordy at mass gatherings but also at routine
events such as the journey to work. To addresemercrowding, various computer models

for crowd movement have been developed in the gestide, and we review these and show
how they can be used to identify health and sasstyes. State-of-the-art models that simulate
the spread of epidemics operate on a populatioal,ldwut the collection of fine-scale data

might enable the development of models for epidsrthat operate on a microscopic scale,
similar to models for crowd movement. We provideeaample of such simulations, showing

how an individual-based crowd model can mirror aggte susceptible—infected—recovered
models that have been the main models for epidesoidar.
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NEWS IN TUBERCULOSIS AND LEPROSY-DISEASES CAUSING SOCIAL
MARGILISATION

T. Olnick, I. Kmit and members of Tropicteam:

L. Alumbasi, S. Seckova, M. Meciakova, E. Mittergranva, R. Babela, J. Benca, M.
Utesena,

J. Kafkova, Z. Gazova, D. Hes, P. Kozmon, V. DoktgrL. Roman, Z. Ondrusova,

V. Tolnayova, K. Kvokackova, P. Fiala, P. Slaviko\@. Kallayova, J. Pekarcikova,

M. Bartkovjak, G. Mikolasova, P. Mikolasova, J. Solova, N. Kulkova, J. Suvada, N.
Jalili, I. Rovny, J. M. Muli, A. Demitrovicova, NHvizdakova, E. Ceploova, B. Silharova,
A. Mamova, J. Vujcikova, J. Kralova, P. BukovinovK, Holeckova, M. Babalova
Mole St. Nicolas and Cite Soleil, Haiti

ABSTRACT

Tuberculosis and leprosy are major tropical dissasdth social consequences -
marginalisation — are critically reviewed and dssed by the tropicteam members from 6
countries in 2011-2012.

Keywords: Tuberculosis. Leprosy. Margilisation.

FIGTING RESISTANT TUBERCULOSIS WITH OLD COMPOUNDS: THE
CARBAPENEMPARADIGM

Mainardi J. L.

ClinicalMicrobiology and Infection, 2011, 10

Despiteintensiveefforts to improvetuberculosis (TByeand control, theglobalburden of TB
isfallingonlyslowly, andtheevolution of drugresist@remainsuncertain. Accordingto the
WHO, theestimatedincidence in 2009 was 9.4 millmmrtases. In recentyears, TB treatment
has becomemore complicatedbecause of theemergénudtmrug-resistant (MDR) TB, i.e.
TB caused by strainsresistant to iso-niazid andmpin. In 2009, anestimated 250 000
patientshad MDR TB, representing 3.3% of new TBesaand up t028% in certaincountries
of theformer Soviet Union. In2008, thenumber oftdseaused by MDR TB wasestimated to
be 150 000. The emergence of extensivelydrug-eegi$XDR) TB, defined by resistance to
isoniazid andrifampincombinedwithadditionalresistarto afluoroquinolone and atleast 1 s

lineinjectable agent (amika-cin, kanamycin, orcaprgcin), has
beenassociatedwithincreasing mortality (65—-100%gffecienttherapyisnotavailable. By July
2010, 58 countries had reportedatleastonecase of R XD TB.
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Thesealarmingdatahighlighttheurgent needfor newTaddrugs. Exceptforfluroquinol-ones,
no novelanti-TBantibiotic has beenintroduced inabe45 years. (1-9)

MULTIDRUG-RESISTANT TUBERCULOSIS NOT DUE TO
NENCOMPLIANCEBUT TO BETWEEN-PATIENT PHARMOCOKINETIC
VARIABILITY

Shashikant Srivastava

The Journal of Infectious Diseases 2011, 204: 1991-

Itisbelievedthatnonadherenceistheproximatecausenwitidrug-resistanttuberculosis (MDR-
tuberculosis) emergence. The level of nonadheressoeatedwithemergence of MDR-
tuberculosisisunknown. Performance of a randomizeuiolled trial in whichsomepatients
are randomized to nonadherencewouldbeunethical; reftre, other  study
designsshouldbeutilized.

Therapyfailurewasonlyencounteredatextents of nos@tite>60%. Surprisingly, isoniazid-
and rifampin-resistantpopulationsdidnotachiex#% proportion in any experiment and
didnotachieve a higherproportionwithnonadherence. owéver, clinical trial
simulationsdemonstratedthatapproximately 1% of
tuberculosispatientswithperfectadherencewouldstiddopMDR-tuberculosisdue to
pharmacokinetic variability alone.

Thesedata, based on a preclinical model, demoesgtedhonadherencealoneisnot a
sufficientconditionforMDR-tuberculosisemergence.

SUSCEPTIBILITY OF MYCOBACTERIUMTUBERCULOSIS TO
SULFAMETHOXAZOLE, TRIMETHOPRIM AND THEIRCOMBINATION OVER
A 12 YEARPERIOD IN TAIWAN
Tsi-ShuHuang

JAC 2012, 67,: 633-637

Sulfamethoxazoleinhibitedthegrowth of clinicaligela of M.
tuberculosisatachievableconcentrations in plasmaaital administration. Susceptibility to
sulfamethoxazoleremainedconstant over a 12 yearhefrimethoprimwasinactiveagainst M.
tuberculosis and  trimethoprim/sulfamethoxazolemtedi no  additionalactivity.
Althoughthecurrent and prior studiesdemonstratstif@methoxazoleis active against M.
tuberculosisthesearchneeds to continuefor moreveachipid-solublesulphonamidesthat are
betterabsorbedintotissues and haveimprovedthelap#idacy.
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TUBERCULOSISPREVALENCEATAUTOPSY: A STUDY NORTH INDI A
RajpalSinghPunia

TropicalDoctor 2012, 42: 46-47

Tuberculosis (TB) isanimportantcause of morbidityd amortality. This study attempts to
determinetheprevalence of TB in autopsies. Of A@8psies, 39 caseswerediagnosedas TB.
Thesewereretrieved and re-examined. Itwasnotedthatsignificantnumber of patientswith
TB wasonlyrevealedafterautopsy. This has impomaplicationsastheymaywellhavebeen a
source of transmission to thegeneralpublic andtiveareproviders.

INCREASING ACCESS TO THE MDR-TB SURVEILLANCE PROGRA ME
THROUGH A COLLABORATIVE MODEL IN WESTERN KENYA

Paul H. Park

TM IH, Vol. 17, No. 3, pp.374-379

Onsitetrainingconsisted  of  theinclusioncriteriaéotreatmentpatients - thehigh-
prioritygroupfor DST. Additionally, infrastructurslipportestablished a stablesupplychain.
Anexisting transport systemwasadapted to delivéwspspecimens.
Taskshiftingcreatedanaccession and trackingsystefn specimens. Duringthe 24
monthspost-implementation, thenumber of re-
treatmentspecimensfromthecatchmentareaincrease®rbro 23.5 specimens per month. In
comparingannualdata  pre- and  post-implementationheproportion  of  re-
treatmentcasesreceiving DST increasedfrom 24.7%=(n 403) to 32.5% (n = 574) (P
< 0.001), and thenumber of multidrug-resistant (MDHRB casesincreasedfrom 5 to 10
cases. Conclusion The delivery model significandseasedtheproportion of re-
treatmentcasesreceiving DST. Barriers to accessngtional MDR-TB
surveillanceprogrammecanbeovercomethroughanopesghtodel based on pragmaticuse of
existingservicesfrommultiplepartners.

SURGICALTREATMENT OF DRUG-RESISTANTTUBERCULOSIS
Russel R. Kempker

LancetinfectDis 2012, 12: 157-66

The globalemergence and spread of multidrug-regi$dDR) and extensivelydrug-resistant
(XDR) tuberculosis has led to there-examinatiorsuwigeryas a possibleadjunctivetreatment.
Wepresentthecase of a 26-year-old HIV-seronegadivamtwith XDR
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pulmonarytuberculosisrefractory to medicaltherapy. Surgicalresection of

thepatient'ssolitarycavitarylesionwas done asadipgtceatment, and a

successfuloutcomewith a combination of surgery amtugtherapywasachieved.

Wereviewthehistory of surgicaltherapyfortubercutoand reports of its role in treatment of
MDR and XDR tuberculosis. 26 caseseries and cdiditswereincluded, and

togethershowedthatsurgicalresectionisbeneficidh@treatment of drug-resistanttuberculosis.
However, theresultsmightnotbeapplicable in
allsettingsbecauseinvestigationswereobservationahd atypicallyincludedpatientswithless

severe disease, and allsurgerieswere done atspedthbracic-surgerycentres.
Welldesignedstudies are needed to establishthaeffiof surgery in treatment of drug-
resistanttuberculosis.
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SOCIAL IMPACT OF TROPICAL DISEASES -SUMMARY FROM
SEUC TROPICTEAM (REVIEW)

Inocent Nkouwa and J. Suvada, I. Kmit and membeifsToopicteam

St. Elizabeth Tropicteam, St. Charles Lwanga prograne Buikwe Uganda

ABSTRACT

Tropical diseases have had huge burden withirBlasears: every year, 2 million patients
died on TB, 1,5 million on Malaria, 4,2 million ¢fiV and 8,5 million on pneumonia — 90%
in tropical reactions: data on social impact arcelly reviewed.

Key words: Tropical diseases. Epidemiology. Social impact.

WHICH CLINICAL SIGNES PREDICT SEVERE ILLNESS IN CHI LDREN LESS
THAN 2 MONTHS OF AGE IN RESOURCE POOR COUNTRIES?

Journal of Tropical Pediatrics, Vol. 57, No. 1, Fel2011

Infants, especially those in the first week of litge a vulnerable population accounting for
nearly half of deaths in children under 5. Carefatl systematic assessment of clinical signs
helps to guide appropriate management and refefifaé evidence demonstrates that
individual clinical signs often have high specifycibut low sensitivities. An algorithm of
signs and symptoms achieves acceptable levelsesitisfty and specificity.

The algorithm could encompass infants from O tod&9s together providing jaundice was
included for those infants in the first week otlifClinical features should include; difficulty
feeding, movement only when stimulated, temperaft3®.5°C or>37.5°C, respiratory rate
>60/min, severe chest indrawing and history of cdgiens. While these clinical signs are
useful in identifying a subset of infants at higbkrof death in the studies reviewed, their
validation in other settings is needed.

In Africa, approximately 80% of childhood deathswcat home before a child has had any
contact with a health facility, so education onnitifging sick infants needs to go beyond the
health care community. Parents and carers need tmtvectly informed as they play a key
role in improving the health status of their chadr
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PREVENTIVE CHEMOTHERAPY IN HUMAN HELMINTHIASIS: THE  ORETICAL
AND ASPECTS

Gabirielli A. F.

Tropical Medicine and Hygiene, Vol. 105, No. 12, Dec 2011

Preventive chemotherapy (PC), the large-scale iloigion of anthelminthic drugs to
population groups at risk, is the core interventienommended by the WHO for reducing
morbidity and transmission of the four main helrmintfections, namely lymphatic filariasis,
onchocerciasis, schistosomiasis and soil-transthittelminthiasis. The strategy is widely
implemented worldwide but its general theoreticalrfdations have not been described so far
in a comprehensive and cohesive manner. Startimig fthe information available on the
biological and epidemiological characteristics @irhinth infections, as well as from the
experience generated by disease control and eliilmmaterventions across the world, we
extrapolate the fundamentals and synthesise tmeiples that regulate PC and justify its
implementation as a sound and essential publictthaatervention. The outline of the
theoretical aspects of PC contributes to a thoraugterstanding of the different facets of this
strategy and helps comprehend opportunities andtslirof control and elimination
interventions directed against helminth infections.

Lymphatic filariasis and onchocerciasis Schistogmisiand soil-transmitted helminthiasis
Clonorchiasis and opisthorchiasis Taeniasis/cystoss

CLINICAL CHARACTERISTICS, TREATMENT AND OUTCOME OF
CHILDHOOD BURKITT 'S LYMPHOMA AT THE UGANDA CANCER INSTITUTE

Jackson Orem

Tropical Medicine and Hygiene, Vol. 105, No. 12, Dec 2011

Burkitt's lymphoma (BL) is a major cause of deathoag Ugandan children. We studied
clinical characteristics and outcomes of childhd®d over time at the Uganda Cancer
Institute (UCI). A total of 1217 children (766 boy&1 girls, mean age 6.69 years) diagnosed
with BL between 1985 and 2005 were included. Theeee no significant changes in the
proportion of boys and girls diagnosed, or in mage at diagnosis. Facial tumar= 945,
77.65%) and abdominal disease=(842, 69.19%) were the most common presentatiomes. T
proportion of children presenting with hepatic masslignant pleocytosis, and advanced-
stage (stage C and D) BL increased during the spefiod P <0.01). A total of 1085
children out of 1206 (89.97%) received at least oyee of chemotherapy, and 832 of 1099
(75.71%) demonstrated objective response (i.e. taimpr partial remission). The most
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common symptoms at BL diagnosis were fever 621, 51.03%), anemia € 593, 48.73%),
and weight lossn(= 588, 48.32%). Significant increases in the praparof children with
fever, and significant changes in the proportioncbildren with anemia, night sweats and
severe infection were observed. HIV positivity waa87%, but no substantial differences in
the proportion of HIV-positive children were obsedv Mortality was not significantly
different over time: it was similar in boys andlgjrhigher in older children (compared with
younger ones), in those with advanced-stage BL, lh@positive children, but lower in
children with facial tumors compared with other tampresentations, and among those who
received chemotherapy.

THE CHALLENGES OF MANAGING SEVERE DEHYDRATING DIARR HOEA IN
A RESOURCE-LIMITED SETTING

Lloyd L. Bwanaisa

International Health 3 (2011) 147-153

Diarrhoea remains one of the most common causelsildhood deaths worldwide despite the
widespread use of oral rehydration solution (OR®E vast majority of the nearly 2 million
diarrhoeal deaths occurring annually in childredenfive years of age are in south Asia and
sub-Saharan Africa. Signs of critical illness irvesely dehydrated children are poorly
recognised, and although considerable efforts lgave into establishing the management of
diarrhoeal disease in general, there is surprigirigfle understanding of the aetiology,
metabolic processes and risk factors for the vagh hmortality associated with severe
dehydrating diarrhoea (SDD). We suggest that inymrasource-poor settings, the degree of
fluid requirement as well as the prevalence of tebdyte disturbances are seriously under-
recognised and may be contributing significantlyrtortality. The heterogeneity of children
with SDD renders the generic ‘one size fits allpegach to fluid and electrolyte management
in these critically ill children inadequate. In ghreview we will highlight SDD as an
important target for research in resource-limitedtisgs, and emphasise the need to re-
evaluate the efficacy of prevailing intravenousdlprotocols in well conducted multi-centre
interventional trials.
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Figure 1. Global distribution of under-five deathy cause (2000-2003). Malnutrition
accounts for 50% of these deaths: redrawn usingd&ERIdata.

Diarrhoea
17%

Other
10%

Malaria
8%

Meonatal
causes
36%

Measles

4% Injuries
39 AIDS
3%

Table 1Paediatric fluids typically available at hospitatsAfrica along with the delivered
guantities of electrolytes when the fluids are adstéred at recommended rates of infusion in
various situations (all but ReSoMal and reducedasarity oral rehydration solution [ORS]
are for intravenous use).
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M b Ca Chloride Lactate Dexdrose

[rrnal) (rrrncl) [rrnal) (rrrnal) (rrrncl) [
Feguirerertz fapproximate) for normal 24 1625 058 =) nfa nra
infarts® fper koiday
Requirernerts for ralnourished 1 4 2 iz nia nia
childrend? (per kifday)
Electolyte provisions by warious fluids
Half strendgth Darrow's (per [ire bag) G0.5 174 ] 814 2648 a0
D+ (oer koyidan) 6.1 18 0 52 27 g
D= fper kgdiday) £.1 18 0 52 27 5
Db (et kigddan) 04 03 0 0g 04 0.5
Ringer's lactate (per litre bag) 1307 5.4 18 111.5 28.2 1]
D+ (per kidan) 131 0& 0z 112 2a 0
D= (per koyday) 131 0& 0z 112 28 0
Db (per koiday) 2 01 003 17 04 0
Mormal zaline (per ltre bag) 154 0 ] 164 0 ]
D+ (per koidany) 154 0 0 15.4 ] 0
D- (per koydlay) 15.4 0 0 15.4 0 0
Db (per koiday) 23 0 0 23 0 0
5% Dextroze (per litre bag) ] 0 ] ] 0 50
D+ (per koiidan) ] 0 ] 0 1] L
D= (et keoyfoday) ] 0 ] 1] 0 5
Db (per koiday) 0 0 0 0 0 08
Resohal (er litre) 4 40 0 70 7 (citrate] 226
D+ (per koidan) 4R 4 0 7 07 23
D= (per koyday) 4R 4 0 7 07 23
Db (per koiday) 45 4 0 7 07 23
Feduced osmalarity ORI (per litre) b 20 ] (=13 10 (citrate) 135
D+ (et kgidany) 75 2 0 E5 1 1.4
D= iper kadday) 75 2 0 E5 i 14
DM (per koiday) 75 2 0 ER 1 14

D+: amount of electrolyte given to child with diaoea (per kg per day) assuming a patient
weight of 10 kg and a fluid deficit of 100 ml/kg.Damount of electrolyte given to child
without diarrhoea (per kg per day) assuming a patieight of 10 kg and a fluid requirement
of 100 ml/kg.DM: amount of electrolyte given to kchivith diarrhoea and malnutrition (per
kg per day) assuming a patient weight of 10 kg arflliid requirement of either 100 mi/kg
orally or 15 ml/kg intravenously.
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A QUALITATIVE STUDY ON STIGMA AND COPING STRATEGIS OS PATIENTS
WITH PODOCONIOSIS IN WOLAITA ZONA, SOUTHERM ETHIOPI A

Abebayehu Tora

International Health 3 (2011) 147-153

Podoconiosis (endemic non-filarial elephantiassspineglected tropical disease that causes
affected individuals intense social stigma. Althbugome studies have investigated
community-based stigma against podoconiosis, naee yet attempted to assess coping
strategies used by patients to counter stigma. Sthidy aimed to describe and categorize the
coping strategies employed by podoconiosis patiagtsnst stigma. From January—March
2010 data were gathered through in-depth interviewts 44 patients, six focus group
discussions (with a total of 42 participants) and tkey informant interviews. The coping
strategies employed by patients to deal with stigiopald be categorized into three areas:
active, avoidant and through changing the relation@aning. Of these coping strategies,
avoidant coping is the most negative since it erages isolation and pushes those employing
it towards more risky decisions. Many podoconigssients are forced to use this strategy
through lack of control due to extreme povertyetaention programs must therefore create
circumstances in which patients are empowered tivedg cope with stigma and play a role
in stigma reduction.

Podoconiosis is one of the most neglected trogls®ases, causing long term morbidity in
affected population$lt is common among poor farmers with persistemefmt contact with
irritant red clay soil rich in silicate particleAreas of high prevalence of podoconiosis have
been documented in tropical Africa, Central Ameaca north India.

RISK FOR RABIES IMPORTALION FROM NORTH AFRICA
Philippe Gautret

Emerging Infectious Diseases, Vol. 17, No. 12, D2@11

A retrospective study conducted in France indic#tatl a large proportion of patients injured
by potentially rabid animals while in North Africdid not seek pretravel advice, and some
had not received proper rabies postexposure prapisyivhile in North Africa. As a result,
imported human rabies cases are still being reporéand the need for postexposure
prophylaxis after exposure in North Africa is neictining. Tourists are generally unaware of
the danger of importing potentially rabid animatsl @f the rules governing the movement of
pets. In France, for example, rabid dogs have &etiy been imported from Morocco to
France through Spain. This situation imposes heagyal and economic costs and impedes
rabies control in Europe. Rabies surveillance amutrol should therefore be reinforced in
North Africa, and travelers to North Africa shouldceive appropriate information about
rabies risk and prevention.
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Table 1. Reported rabies cases in humans and animals, North Africa, 2000-2009*
Annual no. human Annual no. rabies PEP in

Country deaths/100,000 population humans/100,000 population No. rabies cases in animals (years)
Algeria 0.06t 2.2% 2,206 (2000-2008), 754 (2009)
Egypt 0.1% 1.98 5(2000, 2008, and 20079
Marocco 0.07t 1.6t 3,600 (2000—2008, including 343 in 2007)
Sudan 0.04t 0.4% 101 (2000-2007, including 38 in 2007)
Tunisia 0.02t 3.31 1,253 (2000-2007, including 102 in 2007)

*"PEP, postexposure prophylaxis. Data sources include World Health Organization RabNet database (www.who.int/globalatias/defaultasp) and
RABMEDCONTROL (www.rabmedcontrol.org) (5.9-172).

tCalculated for 2000-2007

tCalculated for 2007.

§Calculated for 2000.

fINo data available for other years.

THE CHALLENGES OF MANAGING SEVERE DEHYDRATING DIARR HOEA IN
A RESOURCE-LIMITED SETTING

Lloyd L. Bwanaisa

Emerging Infectious Diseases, Vol. 17, No. 12, D2@11

A retrospective study conducted in France indic#t@tl a large proportion of patients injured
by potentially rabid animals while in North Afriaid not seek pretravel advice, and some
had not received proper rabies postexposure prapisylhile in North Africa. As a result,
imported human rabies cases are still being reporésnd the need for postexposure
prophylaxis after exposure in North Africa is neictining. Tourists are generally unaware of
the danger of importing potentially rabid animatsl af the rules governing the movement of
pets. In France, for example, rabid dogs have #&etiy been imported from Morocco to
France through Spain. This situation imposes heaxyal and economic costs and impedes
rabies control in Europe. Rabies surveillance amatrol should therefore be reinforced in
North Africa, and travelers to North Africa shouldceive appropriate information about
rabies risk and prevention.

Table 1. Reported rabies cases in humans and animals, North Africa, 2000-2009*

Annual no. human Annual no. rabies PEP in
Country deaths/100,000 population humans/100,000 population No. rabies cases in animals (years)
Algeria 0.06t 2.2% 2,206 (2000-2008), 754 (2009)
Egypt 0.1% 1.98 5(2000, 2008, and 20079
Marocco 0.07t 1.6t 3,600 (2000—2008, including 343 in 2007)
Sudan 0.04t 0.4% 101 (2000-2007, including 38 in 2007)
Tunisia 0.02t 3.31 1,253 (2000-2007, including 102 in 2007)

*"PEP, postexposure prophylaxis. Data sources include World Health Organization RabNet database (www.who.int/globalatias/defaultasp) and
RABMEDCONTROL (www.rabmedcontrol.org) (5.9-172).

tCalculated for 2000-2007

tCalculated for 2007.

§Calculated for 2000.

fINo data available for other years.
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WORLDWIDE OCCURENCE AND IMPACT OF HUMAN TRICHINELLO SIS,
1986-2009

Darwin K. Murrell

Emerging Infectious Diseases, Vol. 17, No. 12, D2@11

To assess the global incidence and clinical effe¢thluman trichinellosis, we analyzed
outbreak report data for 1986—-2009. Searches ateBnational databases yielded 494 reports.
After applying strict criteria for relevance andiability, we selected 261 reports for data
extraction. From 1986 through 2009, there were B5@ases and 42 deaths reported from 41
countries. The World Health Organization EuropeagiBn accounted for 87% of cases; 50%
of those occurred in Romania, mainly during 199®919ncidence in the region ranged from
1.1 to 8.5 cases per 100,000 population. Trichmsedl affected primarily adults (median age
33.1 years) and about equally affected men (51%) women. Major clinical effects,
according to 5,377 well-described cases, were ngalfjarrhea, fever, facialedema, and
headaches. Pork was the major source of infectidid; game sources were also frequently
reported. These data will be valuable for estingatire illness worldwide.

SPIDER BITE
Geoffrey K. Isbister

Lancet 2011, 378: 2039-47

Spiders are a source of intrigue and fear, andrakwgyths exist about their medical effects.
Many people believe that bites from various sp&jscies cause necrotic ulceration, despite
evidence that most suspected cases of necrotibradi&m are caused by something other
than a spider bite. Latrodectism and loxoscelisenthe most important clinical syndromes
resulting from spider bite. Latrodectism resultsirbites by widow spiders (Latrodectus spp)
and causes local, regional, or generalised paiocagsd with non-specific symptoms and
autonomic effects. Loxoscelism is caused by Loxescespp, and the cutaneous form
manifests as pain and erythema that can develominecrotic ulcer. Systemic loxoscelism is
characterised by intravascular haemolysis and ré&kilre on occasion. Other important
spiders include the Australian funnel-web spidetrdA spp and Hadronyche spp) and the
armed spider (Phoneutria spp) from Brazil. Antiveisoare an important treatment for spider
envenomation but have been less successful tham thage for snake envenomation, with
concerns about their effectiveness for both latctiden and loxoscelism.

Antivenoms are a major therapeutic intervention femvenomation syndromes, and

antivenoms exist for many spider groups. Howewvetivanoms have been less successful in
the treatment of arachnidism than have those fakesior scorpion envenomation. The use of
antivenoms is based on clinical experience, whahlbd to discrepancies in the proportion of
patients treated. For example, in Brazil, antiven@mrarely used to treat Phoneutria

envenomation despite substantial and distressfiegtefbut i sused widely to treat Loxosceles
envenomation, although i tis theoretically unlikédybe effective.
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Medically important spider bite and clinical syndromes

Latrodectism results from bites by widow spiderat(bdectus spp), which have a worldwide
distribution and continue to migrate between caatis. There are 30 recognised species
present throughout the Americas, Africa, Europé asd Australasia. Latrodectus spp are
medium-size spiders and generally shiny black lowowith ventral red hourglass markongs.
However, the body colour and markings vary greatlycha s the red back of Latrodectus
hasselti and the male spiders are much smallerfédmale spiders. Most medically important
bites are from the larger female spiders, but bitgsnale spiders have been reported in

Australia.

| Latrodectis Latrodectus Latrodectus l;&.:t S ; t
| i PR ; : atrodectus . lotrodectus  Latrodectus Latrodectus
| . _ hfrssern e curacaviensis  indistincis geoifietricds ' tredecimguttatus
| Numberof bites 68 163 7 30 e i S
| Study design Pr, PIC R, ED R R R : . R. P i
‘ Positive identification 100% 2% 75% 20% : 67% s |
Pain i . I
‘ Local pain® 100% 38% 563 67% 93% 1% 90% |
.: Radiating pain to limb 38% 18 41% 57% 75 ' ‘
| Abdominal pai
I ominal pain 9% 17% 17% 67% 27% 53% 35% I
| Chest pain, constriction 6% 444 10% 30% 0% |
: A % - 14% {
‘ Back pain - 56% - 47%: T 45%
; Diaphoresis 34% 22% 28% 70% - 70% 555 |
| Systemic effects . . 5 I
| Nausea 24% 11% - 17% 0% 129 ‘
Vomiting 4% 11% 5% 17% 0% ; |
Headache 10% 9% B 21% 0% o 12% I
Abdominal rigidity - = e 70% % :
%
Hypertension 1% 29% A% 0 0% j;" ‘

Agitation, irritation - - 149 50% 13% 44 .
3 1 £ % 5 |

Pr= i Re e sty EDormer it Pois :
Ir pr_qs_lpt_z_cuve study, R retrqsp_gc_uve study. ED-emergency department study. PiC=Poisan centre study. *In most studies, local pain seems 4o refer to persistent or sever
painonly, rather than any discomfort of the bite ( initial or persistent),; which differs from the prospective study in Australia ® ! o o

“__Tab!e: Summary of clinical effects of widow spider bites from different regions of. the"world‘-‘-‘-”'“.

Steatoda spp

Spiders of the Steatoda genus belong to the samidyfas Latrodectus spp (Theridiidae,
comb-footed spiders) and have a very similar shapgeare uniformly dark brown to black.

Phylogenic work has shown that they are closelgteel to Latrodectus, which is consistent
with reported effects of bites from these spid8teatoda spp exist in most parts of the world.

Loxosceles spp

Loxoscelism results from bites by spiders from tenus loxosceles (family Sicariidae),
generally known as recluse, fiddle-back, or bropitars. There are more than 100 species
distributed worlwide, but most live in South Amexigvhere loxoscelism is a major health

issue.
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INFECTIOUS DISEASES SEEN IN A PRIMARY CARE CLINIC | N LEOGANE,
HAITI

Ami Neuberger

Am. J. Trop. Med. Hyg., 86(1), 2012, pp.11-15

All diseases diagnosed in a primary healthcareicclsituated in Leogane, Haiti, were
recorded prospectively during a 7-month period. Amqthe patients in this cohort, 2,821 of
6,631 (42.6%) presented with an infectious dised$® three most common syndromes
among the patients presenting with infections wesgpiratory tract infections (33.5%),
suspected sexually transmitted diseases—mostly gnfemales with recurrent disease
(18.1%)—and skin and soft tissue infections, inglgdmultiple cases of tinea capitis
(12.8%). Of the 255 patients presenting with umdédhtiated fever, 76 (29.8%) were
diagnosed with falciparum malaria. Other vectorAgodiseases included 13 cases of filariasis
and 6 cases of dengue fever. Human immunodeficigmag infection was diagnosed in 19
patients. Four cases of mumps were detected amanmgmunized children. A large
proportion of these infections are preventable. ceaed efforts should be made to create
large-scale preventive medicine programs for variatectious diseases.

A CLUSTER OF DENGUE CASES IN AMERICAN MISSIONARIES RETURNING
FROM HAITI, 2010

Tyler M. Sharp

Am. J. Trop. Med. Hyg., 86(1), 2012, pp.16-22

Dengue is an acute febrile illness caused by foasquito-borne dengue viruses (DENV-1 to
-4) that are endemic throughout the tropics. Afegurning from a 1-week missionary trip to
Haiti in October of 2010, 5 of 28 (18%) travelersrev hospitalized for dengue-like iliness.
All travelers were invited to submit serum specisi@md complete questionnaires on pre-
travel preparations, mosquito avoidance practiGes] activities during travel. DENV
infection was confirmed in seven (25%) travelerscluding all travelers that were
hospitalized. Viral sequencing revealed closestdiogy to a 2007 DENV-1 isolate from the
Dominican Republic. Although most (88%) traveleeslla pre-travel healthcare visit, only
one-quarter knew that dengue is a risk in Haitid ame-quarter regularly used insect
repellent. This report confirms recent DENV transsion in Haiti. Travelers to DENV-
endemic areas should receive dengue educationgdpraitravel health consultations, follow
mosquito avoidance recommendations, and seek niedieafor febrile illness during or after
travel.
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CHARACTERISTICS AND SPECTRUM OF DISEASE AMONG Il R ETURNED
TREVELERS FROM PRE — AND POST-EARHQUAKE HAITI: THE GEO
SENTINEL EXPERIENCE

Douglas H. Esposito

Am. J. Trop. Med. Hyg., 86(1), 2012, pp.23-28

To describe patient characteristics and diseasgrspe among foreign visitors to Haiti before
and after the 2010 earthquake, we used GeoSel@ioblal Surveillance Network data and
compared 1 year post-earthquake versus 3 yearsaptieguake. Post-earthquake travelers
were younger, predominantly from the United Statesre frequently international assistance
workers, and more often medically counseled befloeg trip than pre-earthquake travelers.
Work-related stress and upper respiratory tracecimdns were more frequent post-
earthquake; acute diarrhea, dengue, Brasmodium falciparunmalaria were important
contributors of morbidity both pre- and post-eaudke. These data highlight the importance
of providing destination- and disaster-specific-peel counseling and post-travel evaluation
and medical management to persons traveling tetorning from a disaster location, and
evaluations should include attention to the psyofichl wellbeing of these travelers. For
travel to Haiti, focus should be on mosquito-boilieesses (dengue anH. falciparum
malaria) and travelers' diarrhea.

SAREAN SECTION UNDER LOCAL ANAESTHESIA: BACK TOBAS ICS
Genesh Shinde

Tropical Doctor 2012, 42: 38-40

Caesarean section under local anaesthesia (CSLA) pggformed on a patient with a

diagnosis of gravida 2 para 1 living 1, with eighbnths amenorrhea and uncontrolled,
refractory, complicated eclampsia with intrauteriieial demise and a previous lower segment
Caesarean section. As she was at very high rislk (@&de Ill) for main stream anaesthesia,
i.e. general/regional, lidocaine (0.5%) was used&LA should not be seen as a

primitive/retrograde step. Instead, it should be&sidered to be a life-saving procedure,
especially for women in rural India. Anaesthetiate not dispensable but with them on
standby one can avoid mainstream anaesthesia aatiphs in high-risk patients.

126



CLINICAL SOCIAL WORK (CSW)

SULFADOXINE-PYRIMETHAMINE RESISTANCE AND INTERMITTE ~ NT
PREVENTIVE TREATMENT DURING PREGNANCY: A RETROSPECT IVE
A ANALYSIS OF BIRTH WEIGHT DATA IN THE DEMOCRATICR EPUBLIC OF
CONGO (DRC)

Joris L. Likwela

TM IH, Vol. 17, No. 3, pp.322-329

IPT-SP remains an effective strategy in Kisangauai lslikalayi where the therapeutic failure

to SP in children with clinical malaria was 21.7%dal.6%, respectively, while IPTp-SP
effect seems lower in Rutshuru where the therapéaidure to SP was 60.6%. The threshold
value of SP resistance at which IPTp-SP fails teehasignificant impact on birth weight and
LBW is unknown. Considering that no alternativeusrently available, additional studies on
the efficacy of IPTp-SP in the areas of high Skstasce such as Rutshuru are needed so that
the threshold at which this intervention fails t@ypde any benefit is determined with some
precision.

INFECTIOUS ETIOLOGIES OF ACUTE FEBRILE ILLNESS AMON G PATIENTS
SEEKING HEALTH CARE IN SOUTH-CENTRAL CAMBODIA

Matthew R. Kasper

Am. J. Trop. Med. Hyg. 86(2), 2012, pp. 246-253

The agents of human febrile illness can vary byore@nd country suggesting that diagnosis,
treatment, and control programs need to be basedmethodical evaluation of area-specific
etiologies. From December 2006 to December 20@®Qindividuals presenting with acute
febrile iliness at nine health care clinics in $vaéntral Cambodia were enrolled in a study to
elucidate the etiologies. Upon enroliment, respimatspecimens, whole blood, and serum
were collected. Testing was performed for viratbaal, and parasitic pathogens. Etiologies
were identified in 38.0% of patients. Influenza whs most frequent pathogen, followed by
dengue, malaria, and bacterial pathogens isolated blood culture. In addition, 3.5% of
enrolled patients were infected with more than paghogen. Our data provide the first
systematic assessment of the etiologies of acuteldellness in south-central Cambodia.
Data from syndromic-based surveillance studies leglp guide public health responses in
developing nations.

New drugs active against Gram-negative bacilli

Helen Boucher (Tufts Medical Center, Boston, ahB427) reviewed literature, clinical trial

registries, and interviews with pharmaceutical &ado identify new antimicrobial therapies
for drug-resistant Gram-negative bacilli. She idi@d nine drugs in various stages of clinical
development, including one 3 lactamase inhibitoraiphase 3 trial, CXA-201, and six
compounds (an aminoglycoside, two 3 lactamase itohita tRNA synthetase inhibitor

a peptide mimetic and a fluorocycline) in phasettlies of acute bacterial skin and skin-
structure infections, complicated urinary tractettfons, or complicated intra-abdominal
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infections. Two agents-a siderophore monosulfacatha 3 lactamase inhibitor-are currently
in phase 1 or preclinical development.

Reduction in the use of antibiotics

Derik  Gross (poster 177) reported resilts fromorggtrunning antibiotic stewardship
programe in which the relation between antibiotge land resistance was studied at the
Wesley medical Center (Hattiesburg, MS, USA) fro893 to 2009. Direct correlation was
noted between susceptibility and use. In 2003, 6686 of Pseudomonas aeruginosa isolates
were susceptible to gentamicin, but by 2009, sugubfy had increased to 92%. The P
aeruginosa susceptibility to ceftazidime had rigem 68% in 2003, to 90% in 2009. In 1995,
only 63% of Escherichia coli isolates were sustdptio ampicillin plus sulbactam compared
with 83% in 2007. Susceptibility of Klebsiella pmaaniae to ampicillin plus sulbactam also
improved with decreased use of the treatment. @4 19nly 75% of K pneumoniae were
susceptible to ampicillin plus sulbactam, but thasl increased to 97% by 2007.

GUIDELINES FOR THE DIAFNOSIS AND ANTIBIOTIC TREATME NT OF
ENDOCARDITIS AIN ADULTS: A REPORT OF THE WORKINF PA RTY OF THE
BRITISH SOCIETY FOR ANTIMICROBAIL CHEMOTHERAPY

Kate Gould F.

J Antimicrob Chemother 2012, 67,: 269-289

The BSAC guidelines on treatment of infectious emadditis (IE) were last published in
2004. The guidelines presented here have beenagdat extended to reflect developments
in diagnostics, new trial data and the availability new antibiotics. The aim of these
guidelines, which cover both native valve and grest valve endocarditis, is to standardize
the initial investigation and treatment of IE. Artensive review of the literature using a
number of different search criteria has been cdmwigt and cited publications used to support
any changes we have made to the existing guidelideklications referring tan vitro or
animal models have only been cited if appropriéitecal data are not available. Randomized,
controlled trials suitable for the development widenced-based guidelines in this area are
still lacking and therefore a consensus approachk &gain been adopted for most
recommendations; however, we have attempted toegitael evidence, where possible. The
guidelines have also been extended by the inclusibrsections on clinical diagnosis,
echocardiography and surgery.
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FOSFOMYCIN: AN OLD-NEW ANTIBIOTIC
Raz R.

CMI 2011, 18, 4-7

Fosfomycin is a broad-spectrum antibiotic discosleire Spain in 1969. It has bactericidal
activity against a wide range of bacteria, inclgdgram-negative micro-organisms and some
gram-positive bacteria, such as staphylococci.iallyt fosfomycin was administered
parenterally and only to patients with severe itifes. Today it is often dispensed as
fosfomycin—trometamol, an oral formula recommendedhe treatment of urinary tract
infections. Fosfomycin—trometamol in a single desendicated for the treatment of women
with uncomplicated urinary tract infections.

COLISTIN: NEW LESSENS ON AN OLD ANTIBIOTIC
Yahav D.

CMI 2011, 18, 18-29

Colistin has been re-introduced into clinical pieefor the treatment of carbapenem-resistant
Gram-negative bacteria. Studies in the last deedtlempted to reconstruct the path that
present-day medications undergo prior to clinicaé.uln this review, we summarize the
results of recent clinical studies. Colistin wasaasated with lower mortality than no
effective treatment and higher unadjusted mortéhanp-lactams in non-randomized clinical
studies. However, it was administered to sickeiepé with carabapenem-resistant bacteria.
Overall, nephrotoxicity rates were not higher wablistin in these studies, and colistin-
induced nephrotoxicity is reversible in most paehe emergence of colistin resistance has
been described in high-use settings. Synergy vatbapenem, rifampin and other antibiotics
has been reportad vitro. Randomized controlled trials are ongoing or ianpliing to assess
this and other aspects of colistin use in clinpraictice.
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COMPLEX SOCIAL HELP TO INDIVIDUALS WHO EXPERIENCED DOMESTIC
VIOLENCE PROVIDED BY RESIDENTIAL FACILITIES SLOVAK  REPUBLIC

Ladislav Roman, Tibor Roman, Martina Romanova

St. Elizabeth University college of health and soal work Bratislava
St. Elizabeth University college of health and soal work Bratislava

Institute of Applied Psychology,Faculty of Social &iences and Health Care University of
Constantine the Philosopher

ABSTRACT

The article is a basic outline of important prinegand standards within complex social help
to individuals who experienced domestic violencevpted by social service residential
facilities in Slovak republic. It emphasizes théopty of ensuring protection and safety of
endangered individuals, the importance of the $oaak with families, selected principles of
the specialized social counseling and the sociig feeused on solving the socio-economic
consequences of violence. Last but not least, ¢chieeacooperation of the facility with other
helping professions and institutions is importamtthe client in order to make the social work
holistic and complex.

Key words
Domestic violence. Complex help. Social counselRegsidential facilities.

Introduction

Secure women’s shelters are regarded as the lmasat Belp standards in case of domestic
violence. With the respect to international cohtexe can speak about shelters, refuges,
intervention centers, women’s refuges, crisis ¢en@nd some more (Matel, 2009a).
Nowadays in Slovakia, there are mainly crisis cenfArticle 62 Act No. 305/2005 Coll.) and
emergency housings (Article 29 Act No. 448/2008I§.0oWith regard to endangered people
of the older age or people with a serious phydieaidicap, shelters could be centers for the
elderly or social service institutions (Article 3&t No. 448/2008 Coal), in case of children
usually children’s homes serve as shelters (ArfiBléct No. 305/2005 Coll.).

Residential care is an important element within glgstem of a complex care aimed at all
victims of domestic violence. It is highly importato keep in mind that this type of care
should be applied only in extreme situations — wh#rer forms of social services are not
applicable, respectively they would not lead toltieprotection and to integrity protection of
an individual who is exposed to any type of viokenthere is a general tendency in many
countries to let the children grow and live in theatural environment. Thus, all issues related
to housing should be the responsibility of the per&ho shows the signs of aggression. The
legal presumption that supports this solution iov8k Republic is an Amendment of Police
Act No. 491/2008 Coll. claiming that ,eviction“ & violent person — can be executed by
police (as a part of their legal competence) fohd8rs. Despite legitimate comments related
to the length of eviction time (for instance in Aus or Czech republic the duration is
minimum 10 days) and due to an inconsistent apbicaf this ,possibility* by members of
the police force, we perceive this issue as an itapd systemic change within the help
strategy. By now the person who was exposed to ditieneiolence was under enormous
pressure. If she wanted to escape from a violdatisaship she had to leave her home that
subsequently led to social and economic losses.
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Despite several systemic changes, there are stillpg of people (individuals, but also
mothers with children) who experienced domestidevioe and for whom staying in some
type of residential institution is a temporary $mn. In aforementioned cases such groups of
people become users of social services and it itant to provide them a complex social
help. Optimal solution would be to develop instias that are well - prepared to work with
this type of target clients. Not just these ingitus but also residential institutions of social
services, in which people who have experienced gomeiolence found a shelter, should
offer a complex care.

The submitted article provides an outline of selvpranciples of a complex care, though
we are fully aware that it does not cover all ral@vareas. Providing social services is
nowadays influenced also by philosophical orientatif a particular social services provider.
For instance feminist - oriented organizations @ersas a quality standard exclusively “the
women’s homes” that can be found in Austria or Gayn Their philosophical background
lies in emphasis on gender based violence agamsten. The houses are established by non-
government organizations and exclusively manageddiyien (Appelt — Kaselitz 2002). Men
are not allowed to enter them. Based on this réigunldsome of these houses refuse to provide
accommodation to boys - sons of their women cliémsh certain age. Their philosophical
roots differ from faith (Christian) based sociahsees providers. There are some general
principles of a complex social work with domestiolgnce victims that can be identified
(Métel, Roman, L. - Stepanovské, 2011). We wiliaduce some of them:

» Priority of protection and safety of endangeredpbeo

* 24 hour service — possibility to admit endangeredpte in crises any time of the day;

» free of charge services, respectively low paymentases of restricted financial

incomes of the client;

» strict respect for the client’s right to self-deteration;

» confidentiality in the counseling relationship;

» social work with a family, including active parpetion of a biological, respectively

broader family surrounding of the client;

» providing help to clients” children;

» providing not just basic, but also specialized abcounseling;

* interprofessional and multi-agency approach, win&ans active cooperation with all

relevant helping institutions;

e providing a psychological counseling;

* providing a legal counseling;

» help and support in the phase of becoming indepgndeluding the process of job

seeking, searching for financial resources andepiadive;

* precise case documentation.

Ensuring the protection and safety

People who experienced domestic violence usuatky fiae risks that coincidence of such acts
will repeat and increase over time. One of the npaiorities of social workers in these cases
is to ensure protection and safety of an endangeeesbn, or more endangered people (for
instance a mother with a child, or more childrédie to the diagnostic process it is highly
important to identify the extent to which are thgseople jeopardized and to define all
relevant risk factors. Residential institutions o meet the basic standards of safety.
Respect for and maintaining confidentiality relatedhe place of a temporary stay should be
strictly kept. This requirement is valid also foomven - clients of residential institutions. As it
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was revealed - they are usually “those” who diseldseir temporary place of living to a
violent person. Such requirement is an integralt gas an obligation) of house rules,
respectively of other written document. Among otkafety arrangements we can mention
safety equipment, guard duty or a lodge, fawb-to -face communication only when another
person is presenKeeping the address confidential can be guardrdaly in institutions that
primary work with this target group. Based on répor 2006, there were just 6 institutions
with a confidential address that provided help éandstic violence victims. The rest of them
did not meet this standard (Holubova, 2006).

In cases the institution offers an outpatient celing, assessing the danger and creating
a safety plan is an integral part of a counselingc@ss. This plan should stem from the
current situation of an endangered person and ghmutegularly re-evaluated.

Social work with families

As Levicka (2007, s. 81) states, most of the soem@lk clients are members of a particular
family and together with other family members musbe with daily hassles. Itt means that if
we work with one family member, we must do it wille respect to a family context. In cases
of domestic violence this relates mostly to womadthwhildren. Based on the research of
Matel (2009a) that was conducted in several insitg of social services in western part of
Slovakia, between 2002 and 2009 almost 82% of wostaging in institutions of social
services had at least one child with them. Togefli&yr women diagnosed with domestic
violence and 184 children were staying in thesditui®ons. 28% of women with children
declared, that their children were facing physmakexual abuse, in the rest of the cases we
presume that children were indirect victims of gimde. Unfortunately, helping strategy in
residential institutions for adult people is rarelyented specifically on their clients ‘children,
respectively families. Based on the data from thealfreport called “Monitoring of
organizations providing support to victims of dotiesiolence”, psychological counseling
for women victims* children was offered only in I&titutions (out of 85) of social services
or crisis centers (Holubov4a, 2006). Taking careavofmen clients’ children reported only 11
institutions. Apart from multidisciplinary coopei@t with a psychologist and a special
education teacher, we propose having a person tifuk) whose job content would be
directed towards children’s needs (free- time &, taking care of children) or in general
towards mothers with children.

Due to domestic violence, social work with familissfrequently ignored, since quite
frequently a family is the core of suffering. Treetf that a woman has experienced domestic
violence in marriage or a partnership does not ntieainher home cannot be a shelter for her.
Parents, siblings, relatives or friends can helgpoman who is endangered by domestic
violence. They form something like a “natural a&chround her, though they cannot offer a
place to live for her and she uses services ofs@leatial center, they can offer something
else, especially emotional support, material andrfcial help. Though this type of help is not
professional, it is highly important for an endamggewoman; moreover this type of help can
be described as inevitable. Therefore the sociakeve should not forget about active
cooperation with a client’s family members. Withire diagnostic process it is necessary to
identify those members from the family, who arelingl to cooperate so they can be actively
involved in the process of complex help. When tadkiwith a woman client about this
possibility, questions like these could be helpiid you ask for help your relatives? If yes,
whom exactly? How did they help you and which wieeeareas they could not help in? Did
you search for help among your friends? How did/thelp? Could you assess positive and
negative helping experience in both cases: whepifgelpeople were your family members or
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relatives, and were helping people were your fregh@Matel, 2009a, s. 121). Biological
family plays an important role in the process aéms’ social inclusion. Therefore social
workers should at least know about the importarfca social context and about the role of
close relatives and subsequently recommend thahetawvoman client. More suitable would
be to contact them and actively involve them irdareseling and into social inclusion of their
relative. This can be done only in case we obtamsent from the woman client. According
to Act No. 448/2008 Coll. providers of social sees are obliged to cooperate with families
when creating appropriate conditions necessaryafawoman-client’'s comeback into her
natural environment (Article 7d). On the other hdahdre is a danger that some relatives
would react differently (show improper reactions) dase of domestic violence and thus
increase the level of traumatization. We will mentisome of typical improper reactions:
ignoring, trying to persuade others that a womamestally ill, or a liar. The worst reactions
of all is expressing support to a violator insteédo a victim, and blaming the victim, not a
violator. Due to the possibility of having such iwiduals within a family, it is highly
necessary in early stages to isolate the victimnftiois person/these people. Since our priority
is to stop violence, it is not appropriate to imtdua violent member of the family into
intervention without helping him realize and adrhis violent behavior and without his
resolution to quit abusive behavior that can beedonly with assistance of professionals.
That’s why there is no work with violators in residial centers.

Specialized social services — social counseling

Woman, respectively other adult person who has rexpeed domestic violence needs
support required for restoring inner strength amdlihg inner peace and balance. ,If the
counselor really wants to help the victim of dontesiolence, she should know and be aware
of all important signs that indicate this phenonerend at the same time she should respect
victim’s inner life, though she might not understait, or cannot identify with it,” —
emphasizes Bedidva (2006). The counselor should not insist orientl The boundaries the
client set must be respected without any questgmli authors of the article share the same
opinion that counseling women who experienced damesolence should be a client
centered counseling, stemming from Carl Roger” scgmh (Méatel, 2009b).

Indicating to violence is one of basic steps in phecess of its remedy and a healing phase.
Talking about everything the woman-client wantsiriothe course of counseling process
enables her to create a clear picture of her siuand to see her situation from another
perspective. There are several recommended rubgsstiould be kept when conducting
a counseling interview with aclient who experiehcdomestic violence (frtkova —
VitouSova a kol., 2007; Méatel, 2009b):

» The counselor should introduce himself/herself d@nddescribe briefly her/his

specialization;

» sensitive and patient approach — do not hurry, doimterrupt, the woman—client

needs time to formulate her sentences, she mighaghamed;

» empathetic approach — trying to enter private petead world of a woman-client;

» confirm emotions- let the client cry and let it allt, ensure her that she has a right to
cry, comfort her in such situation — “it is a conmmeaction to uncommon situation”;
express interest — verbally or nonverbally (eyetact) facial expression, gesticulation,
body position), encourage the client to talk, aslesgions, paraphrase what was
already said, summarize, the woman-client showdtigenuine interest;
> express trust to everything the client said — somet it is almost unbelievable what

the woman-client is saying, sometimes her situagogven worse than it appears, the

woman-client should feel acceptance and safety;

A\
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appraise client’s courage to seek help and hemugiléss to change her situation,
point to her strengths;

designate domestic violence and impossibility toept it — ensure the client that a
violator is the only person responsible for violenand that she did not cause it
though the violator claims the opposite;

ensure the woman - client that the situation casdbeed (she might think nobody and
nothing can help her);

counselor should balance between guiding and aacegt she should set some fixed
points and clear structure in communication andsstoelld direct her client;

counselor should not offer advice (non-direct apph) — encourage and help the
client find her own way, offer help, but never mdilex come to a solution quickly;
respect the client’s decision — though the counseight not agree with it (the client
refuses to leave the violator..);

honesty — counselor should be open and true wiHerming the woman-client about
complexity of her situation, and she should neveghhwld important information or
promise what cannot be do done;

develop the dialogue — so that the counselor knehat is happening inside of her
client, it is useful to ask about it;

guestions must be asked clearly and in the waylibat understand them — it is not
good to ask a lot of questions at the same time;

identify the extent of danger — especially if thelator is addicted to any substances,
or he threatens to kill the woman-client, attackdcen and many other forms of
increased danger;

direct the woman-client towards future ;

propose small steps leading to a change (not thergkechange at once).

An integral element of the social and legal coungeis a system of basic legal information
on a valid legislative in Slovak Republic that daused in cases of domestic violence, for
instance:

information on filling the criminal complaint;

possibilities to ask police for assistance conrteetith a violator eviction;

statute of Civil justice system/law with the redpéx tenancy by the entirety and
interim measures;

possibilities of financial reparations;

assistance of a social worker in particular sitrai— when exercising for one’s” own
rights, social workers might assist in the proagsdling out divorce forms, or when
following issues are being negotiated: to entrushild to personal custody or to
determine the payment of maintenance and somesother

Empowerment and help oriented to resolution of soali — economic consequences of
violence

In the aforementioned study of Matel (2009b) theeeech sample consisted of 115 women
who experienced violence and were temporarily mldoenstitutions of social services, they
identified 80% women as economically non-activeerehwere two groups that they perceive
as distinctive: women on maternity leave and uneygd women. The biggest group
consisted of women on maternity leave that meamaemwhose income represented parental
financial support and children’s allowance (chikhéfit). In this case that was 44 women
(38%). Behind this category unemployed women foddw38 women, 33%), the next group
(23 women, 20%) consisted of employed — econonyicative women. Their employment

135



CLINICAL SOCIAL WORK (CSW)

was negatively affected by the fact they escapedh fabusive relationship and left their
homes. Reinforcement of women and their empowerrasntregarded as highly important
principles of complex help within residential irtgtions for domestic violence victims.
Counseling should lead to independent decision mgakind to increase self-confidence of
clients. The role of a social worker or a socialmeelor should be oriented on support in the
process of becoming independent that includes isyate help in searching for different types
of resources (financial, material and others),oln $earching and acquiring or establishing a
new home. The counselor cannot make decisionsimdme of her client, she should not tell
her woman client what to do and what decision $iwilsl make, instead she should enable
and empower her client to discover her own solgtion

Active cooperation with other helping professions iad helping institutions

Since domestic violence must be perceived as alexmghenomenon, temporary stay in
residential institution cannot guarantee securfityemple who experienced domestic violence.
It is needed to communicate and cooperate withrdibkping institutions and professionals.
The ideal state would be if these people could teremmultidisciplinary team. Each
profession and each institution could representinaportant element within a system of
complex help only in case they are firmly intertedh(Matel, Schavel, 2011, p. 240). As
relevant institutions and professionals we consareployees of Local Labor Offices, Social
Affairs and Family, Municipal Offices and Authogs, but also employees of NGOs who
actively help victims of domestic violence, poliwerkers (state and municipal), psychiatrists
and psychologists, priests. When the clients arkelreim we should not omit educators, or
teachers. Holistic approach is a core of an actweperation among the aforementioned
institutions. Holistic approach is an integrativepeoach that takes into consideration all
aspects of person’s being: physical, mental, ematispiritual and social as well (Matel —
Olah — Schavel, 2011, p. 98). Complex system op lselems to be more appropriate for
endangered people since it has a potential to reniowecessary traumatization caused by
repeating and re-experiencing of painful moments.

Conclusion

In the context of help aimed at individuals who ex@nced domestic violence, residential
centers of social services and Institutions of aoand legal help for children create an
important element of a complex help. In the artiale introduced some basic principles
related to help in these institutions from the pective of holistic and systematic approach
toward this target group. These principles shoelgtesent in all activities and should reflect
the quality of provided services. The submittedcbrtdoes not cover the whole area of issues
related to domestic violence but the authors woliteé to give rise to professional
discussions.
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INSTRUCTIONS FOR AUTHORS

Allow me to introduce a new expert journal — CladiSocial Work. We would like to
offer you an opportunity to contribute to its cart@s we would like to aspire to create a
collection of real experiences of social workersctdrs, missionaries, teachers, etc. CWS
Journal is published by the International Scientiiroup of Applied Preventive Medicine I-
GAP in Vienna, Austria.

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

We prefer to use the term ‘clinical social workthar than social work even though it
is less common. In the profession of clinical sbaiark, there clearly is some tension coming
from unclear definitions of competence of socialrkens and their role in the lives of the
clients; the position of social work in the struetsi of scientific disciplines especially in cases
where people declare themselves to be professievals though they have no professional
educational background. These are only few of dpecs we would like to discuss in the
CWS Journal.

Your contribution should fit into the following sicture:
1. Editorial

2. Interview, Case Reports

3. Review

4. Original article

5. Letters

Instructions for contributors:

All articles must be in accordance with the curdenguage standards in English, current ISO
and the law on copyrights and rights related toyagpts.

Your contributions are to be sent via e-mail (addeel to: michalolah@gmail.com) as an
attachment or on a CD via regular postal servicéoth 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 inighgl|

2. Abstract in English, which consists of at mdsd Words

3. Short CV of the author in English, which corsist at most 100 words
4. Text of the article consisting of at most 3504 d
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Each article must be an original never publishddree When using references, parts of other
articles or publications it is inevitable to quéthem and provide information about the source.

We reserve the right to formally edit and reduceettxt if needed. Academic articles undergo
an anonymous critigue. Each author will receiver@rpstatement of publishing his/her
S\r/trlgﬁ 'writing a review it is necessary to attaclopyocof the cover of the book.

Thank you for your cooperation

Yours sincerely

Michal Olah, Ph.D.
Edition of journal
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