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Editorial
current Burning issues of Health and social Problems 
in Elderly Population

Current issue of Clinical social work and health intervention journal focus of
emerging problem in social work resulting from demographic changes in last 20
years in developed world-increasing proportion of elderly population(seriors).

Several important issues are mentioned in papers selected to this thematic issue-
from management of Chronic wounds in elderly, Covid-related isolation issues in
seniors, Alzheimers Disease, Domestic violence in seniors,nutritional status in el-
derly individuals, management of nursing homes for seniors and Hospices and other
related issues,bridging social work and geriatric aspects in management of this grow-
ing population.

This issue may have benefit for all those,taking care, students volunteers profes-
sional social workers,nurses,gerontologists,sociologists working with eldely clients
and patients.

Dr. roberto cauda, Ph.D. 
Institute of Infectious Diseases, 

Catholic University of the Sacred Heart
Rome, IT

Peter marks MD MRCP
North London PostgradMed School

London, UK
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Abstract:                                        Currently, the topic of quality of life, hence quality of life in
older people is relatively frequent in theory, research, projects
and practice. An important dilemma in this area is the absence
of a specific and straightforward definition of quality of life,
which makes the concept and its use in the practice of helping
professions difficult to fulfill. Another dilemma of the topic is
the effort to reduce the concept of quality of life to individual
domains which may affect certain aspects of quality of life in
a broader context, but quality of life cannot be reduced to them.
In the paper, we tried to map certain aspects of quality of life
in older people which could allow workers in helping profes-
sions to comprehensively identify and effectively exploit the
broad aspects of domains and factors in reciprocal intercon-
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Recently, the concept of quality has been in-
tensively penetrating the theory and practice of
helping scientific disciplines. The concept is
often used in the contexts of quality of perform-
ance; quality of services; quality of cooperation;
quality of relationships; in the area of research as
its qualitative form. One of the paradoxes in this
area, however, is that very often quality is unilat-
erally assessed based on quantitative indicators,
such as frequency, duration, repeatability, etc.,
which usually do not indicate quality. For exam-
ple, an older person may have a relatively fre-
quent contact with professional staff, but the fre-
quency of their contacts does not say anything
about the quality of the service or relationship,
because even frequent inappropriate contact with
a professional can be traumatizing or harming for
the client. Even the currently implemented sys-
tems of quality of social services related to coop-
eration with older people have not prevented si -
mi lar problems.

Methodological problems are identified al-
ready in the definition and content of the concept
of quality of life. The term quality of life is cur-
rently very fashionable and is one the most com-
mon phrases in the area of helping professions.
Schalock (2004) states that from 1985 to 2004
the phrase quality of life was used in the titles of
21,000 publications and articles around the
world, even though there is no generally accepted
definition of the concept of quality of life. In con-
tent, the concept of quality of life is rather vague,
and difficult to be clearly grasped and defined.
According to Cummins (in: Rapley, 2003), qual-
ity of life is one of the least consistently used
concepts in social sciences. The term quality of
life is often used so carelessly that one must think
a lot of the presented meaning of the expression.
Also, Wolfensberger (in: Rapley, 2003) perceives
the situation with the use of the concept of quality
of life similarly. He argues that the concept of
quality of life sounds excellent in the speeches,

political declarations, and talks at scientific con-
ferences, but in research or practice, the concept
becomes a very uncertain and difficult-to-be-
clearly-grasped instrument. Furthermore, the
vagueness and ambiguity of the concept arise
from the fact that the concept of quality of life
has both the lay and professional contexts; it is
examined by various disciplines of science (so-
ciology, psychology, medicine, social work, eco-
nomics, social policy, etc.) from quite different
angles. The differences can also be perceived
when looking at the concept of quality of life
from the aspect of the purpose of its use. The
term can be used to map the current or past situ-
ations; we can use it in the process of planning
a change, in an evaluation system, and when set-
ting up and evaluating the standards of certain
conditions or activities. The problem stimulating
vagueness is also the confusion of the concept of
quality of life with the concepts of standard of
living, needs, health status, satisfaction, or hap-
piness. For these reasons, the concept of quality
of life requires an accurate definition and a con-
sequent use in the context of the definition
adopted. Some authors, for example Keih (2001,
in: Scottish Executive, 2005), argue that the con-
cept of quality of life cannot be accurately de-
fined, and therefore scientists only examine cer-
tain aspects of quality of life, without seeking an
explicit definition of quality of life as a complex
phenomenon. A similar situation is also in Slo-
vakia. The concept of quality of life is freely used
in theory, the field of social policy, legislation,
practice; it is the topic of major projects without
its exact definition. It is usually defined only gen-
erally or reduced to some of its aspects.

The concept of quality of life, mainly in its
subjective component, significantly correlates
with satisfaction with various areas in its individ-
ual domains of life. From several definitions of
life satisfaction, we incline to the definition by
Fahrenberg et al. (2000, in: Džuka, 2004), ac-
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nectedness. The topic of quality of life in older people should
be part of the vision of social organizations in the future, their
organizational culture, training of workers and part of their
daily cooperation with clients. The condition for an organiza-
tion to focus on quality of life of its clients is to create optimal
conditions of quality of life for its workers. The two aspects of
quality of life form the communicating vessels bringing about
the synergic effect.
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cording to which life satisfaction is an individual
assessment of past and present conditions of life
and life expectations. Life satisfaction is most
often influenced by aspirations; social compar-
isons;  values. The risk of such an approach to
satisfaction is that clients can become easily sat-
isfied with poor quality.

Svehlikova & Heretik (2008) specified three
basic approaches related to quality of life that can
be used in fulfilling and exploring quality of life
in older people. The psychological approach
works with the subjectively experienced life
wellbeing of the older person, and the satisfaction
of the older person with his own life, inner well-
being. The approach has a cognitive dimension
that is related to the rational assessment of life by
the older person and an emotional dimension that
is dominated by the experiencing of quality of
life by the older person. The sociological ap-
proach focuses on the attributes of social success
of the older person: social security; property; so-
cial status; level of education; family status; sub-
jective life feelings in relation to other people. Its
important part is standard of living. The third ap-
proach that forms part of quality of life in the
older person is the medical approach. In the med-
ical approach, the focus is on the health impact
on quality of life in the older person; accessibility
and quality of health care; the level of health in-
surance and the possibility of its use. Social Work
with older people should be an effective combi-
nation of the elements of all three approaches
which should be used effectively in social serv-
ices for older people by professionals and social
organizations.

Increasing quality of life has become a part
of the visions and objectives of helping profes-
sions. In relation to our topic, experts are inter-
ested in quality of life in older people in various
contexts of their lives, and as we are active in the
social field, we will also seek the relationship be-
tween quality of life and social needs of older
people. In social services for older people, quality
of life can serve as an element of increasing sus-
ceptibility in professional interventions; as a phi-
losophy of accessibility of service providers for
older people which focuses the attention of pro-
fessionals mainly on the individual perspective
of the receiver of services as a benchmark for the
assessment of professional interventions of wor -
kers (Schalock, 2004). If we want to deal with

quality of life in older people, we should start
from the identified typologies of quality of life
structures. Scottish Executive (2005) presents
three types of definitions of quality of life:
– General global definitions, mostly centrally fo-

cused on the ideas of satisfaction and happi-
ness, are determined unidimensionally, are less
frequent in theory

– Dividing the construct of quality of life into
multiple dimensions and domains, they are
multidimensional

– The eclectic combinations of general and mul-
tidimensional definitions in which we find ele-
ments of both previous types.

If we divide the construct of quality of life
into individual domains, then in the definition of
the concept of quality of life in older people, we
cannot avoid the dimensions: interpersonal rela-
tionships; social inclusion; personal develop-
ment; physical wellbeing; self-determination;
self-updating; material wellbeing; emotional
wellbeing; legal guarantees; a possibility to use
one’s potential; etc.

At the same time, the levels of quality of life
in older people can also be perceived from the
vertical aspect. Quality of life in older people is
influenced on various levels which include indi-
vidual countries (the concept of quality of life
varies in different countries), regions, cities, vil-
lages, urban areas, communities, external disad-
vantages, social surroundings, families, but also
interests, activities (Gojova, 2006). Engel
& Bergsma (1988, in: Krivohlavy, 2002) organ-
ized the hierarchy of quality of life, i.e. quality
of life in older people, in four levels:
– A macro level, life in large social units – coun-

try, self-governing region, place of residence,
urban area, etc.

– A mezzo level, quality of life in small social
groups – family, neighborly relations, friend-
ship, social services facilities

– A personal level, personal life of an individual,
mainly its subjective level

– A physical level, observable behavior of people
that can be measured and compared  

In our opinion, a clearer differentiation of lev-
els of quality of life is by Schalock (2004), who
divides the levels of quality of life into objective
and subjective. According to him, the objective
factors of quality of life are: social environment;
social insurance; social policy; legislation;
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poverty rate; life expectancy; quality of health
care; quality of social services; attitude of society
towards older people; prejudices; exclusion of
older people; discrimination of older people; etc.
The subjective factors of quality of life include:
feelings of security and safety; family relation-
ships; relationships to social surroundings;
health; hobbies; satisfaction; etc. 

The relationships between the objective and
subjective dimensions of quality of life were de-
scribed by Svehlikova & Heretik (2008). Accord-
ing to them, the result of the unity of the objec-
tive and subjective dimensions of quality of life
are satisfaction and wellbeing of the older person;
if there are the positive objective dimension and
the negative subjective dimension the result is
dissonance; if there are the negative objective di-
mension and the positive subjective dimension
the result is adaptation; if both the objective and
subjective dimensions are negative, the result is
deprivation of the older person. The optimal
combination includes the positive objective and
subjective dimensions of quality of life. 

Krivohlavy (2002) attempted to identify the
methods of measuring quality of life and divided
them into three groups:
– Methods of measuring quality of life through

another person
– Methods of measuring quality of life by the

person
– Mixed methods, which should be the most re-

liable
The studies on quality of life (Franz, Meyer

et al. 2000), which may also be applied to the
issue of older people, often find a high degree of
overall life satisfaction despite neglected stan-
dards of living. According to the authors, social
comparisons (as part of processes regulating sat-
isfaction) play an important role in this phenom-
enon. Older people who lived in objectively
problematic conditions compared themselves
with older people whose conditions they subjec-
tively perceived even more critically than their
own. For example, an older person living in prob-
lematic conditions in his own apartment may
tend to compare himself with an older person in
a residential facility whose life situation he con-
siders to be significantly worse (defense mecha-
nisms work). A dilemma for a social worker in
such a situation is whether to accept the decision
of the older person to remain under threatening

conditions or to motivate the older person to
a radical change.

Another concept that closely communicates
with the construct of quality of life and con-
tributes to its complexity especially in the social
area are social needs of older people. Needs can
be understood as conditions whose fulfilment is
necessary for the optimum state of the individual
(in the systemic terminology it is the state of
homeostasis) which is necessary for his full func-
tioning. Baumeister & Leary (1995, in: Heinrich,
Gullon, 2006) distinguish between needs and
wants. According to them, needs are intertwined
with necessity while wants are associated with
desire. Non-fulfilment of the basic needs leads to
deprivation; non-fulfilment of wishes is accom-
panied by distress. In the context of quality of life
and needs, we can accept the Bradshaw’s (1972,
in: Matousek, 2008) division of needs into: per-
ceived needs which are subjectively experienced
and often related to expectations (for example,
„Counselling will not help me so I do not need
it.“); expressed needs are not only experienced
but also communicated, the client expresses his
need in the form of a request or demand; norma-
tive needs are part of the assessment of profes-
sionals in relation to a certain standard; compar-
ative needs are based on the comparison of an in-
dividual (group) with another individual or a ref-
erence group. There are many theories of human
needs but we have not found any consistent the-
ory of social needs because it is difficult to
clearly distinguish between social and psycho-
logical needs. For certain simplification and nar-
rowing of the topic of social needs we defined
social needs as interpersonal needs in the context
of theories of attachment (Hasto 2005), social
support network, social integration and perceived
social support. For this reason the issues of altru-
ism, care for someone, social security context,
etc. are absent in the list above.

Holt & Lundstad et al. (2010) identified three
elements of social relations: the degree of integra-
tion into social networks; supportive social inter-
actions (accepted social support); perceptions of
the availability of support. The degree of integra-
tion is a structural aspect of social needs. In the
context of older people, it includes marital status;
status of living; relationships with family; quality
of social networks; involvement in diverse social
activities; identification with one’s social role; re-
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lationship with a trustworthy person; a sense of
solidarity; social isolation. The functional aspect
is based on the availability of social relationships
and includes acceptance of emotional, informa-
tion and material support; fulfilment of the sense
of belonging; availability of support, if needed;
and the sense of isolation, non-involvement and
disconnection. Social gains or losses can also be
attributed to the functional aspects. The indicators
of the problematic saturation of social needs of
older people are their social isolation and feelings
of loneliness, uselessness, failure, ultimately frus-
tration and subsequent deprivation. Deprivation
in older people leads to dysfunctional changes in
somatic, psychological, spiritual and social areas.

In the paper, we attempted to point out the in-
coherence of the meaning and use of the con-
struct of the concept of quality of life. When
working with older people, it is essential to re-
spect both objective and subjective aspects of
quality of life. Objective quality of life includes
objective standard of living of the older person;
subjective quality expresses the subjective as-
sessment of the objective conditions which may
be influenced by social comparisons, aspirations,
values, adaptation ability, etc. The combination
of the domains of objective and subjective qual-
ity of life creates a more complex space for work
with older people, such as a psychological ap-
proach which more strikingly prefers subjective
quality of life (Dzuka, 2004). The construct of
quality of life can be used in social work to know
and understand life situation of older people; to
formulate a common strategy for the planning of
the older person and professional worker; and for
a strategy for the use of specific activities which
is based on the involvement of older people in
and out of social facilities which creates space
for higher quality of life. The important role of
social workers is the motivation and involvement
of older people in the creative influence of the
social environment in which they live. Profes-
sionals working with older people have the same
mission; they should not unilaterally focus on the
counselling or therapeutic paradigms of social
work, but more frequently they should use the re-
form paradigm aimed at improving the function-
ing of social systems from social policy and leg-
islation to work in the field of social services to
the use of community possibilities in favor of in-
creasing quality of life in older people.

A significant and not frequent aspect of the
issue of quality of life in older people is the pro-
portional connection of quality of life in this tar-
get group and quality of life in social service
providers. Poor living and working conditions of
professionals significantly affect quality of life
in their clients. Therefore, it is necessary to ad-
dress the conditions and possibilities of quality
of life comprehensively in the context of system
theories.
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Abstract:                                        The aim of the article is to analyze medium-term and long-term
development plans of social services with a focus on the elderly
population.. For the research was used the document analysis
method. These were freely accessible documents, specifically
medium-term and long-term development plans of social serv-
ices in all regions of the Czech Republic. The results of the
data analysis were separated into several sections – accommo-
dation services, ambulatory services, field services, and other
information about related issues. The results show that the re-
gions, as part of medium-term and long-term development
plans of social services for the elderly, focus on quantitative
aspects as increasing the capacities of individual accommoda-
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tion facilities which is logical due to the population aging trend.
The analysis also shows that the issue of the elderly is under-
stood more as an interdisciplinary issue and the regions focus
on prevention, education, as well as on new trends as home
care etc.

Introduction
Currently, population ageing is one of the

main issues being addressed by the social poli-
cies not only in the Czech Republic but also in
Europe. According to Horvathova (2016) persons
above the age of 65 make up approximately 8%
of the world-wide population. However, demo-
graphic studies suggest that this number will in-
crease to 18% by 2050. The increasing number
of persons in the post-productive age is also con-
nected to the issue of the number of employed
persons decreasing (Pospisil 2014).

The issue of population ageing also influ-
ences the social services system. Matousek et al.
(2012) characterize social services as a form of
assistance that the society offers to the disadvan-
taged. Social Services can be divided into social
support, social care and social prevention (Krej-
cirova & Treznerova 2011). These are provided
in the form of accommodation, ambulatory, or
field forms (Zatloukal 2008). A number of social
services is specialized on certain target groups.
Social Services primarily targeted at the elderly
are according to Act # 108/2006 Coll. on Social
Services: „Daily services centers, day-long or
week-long shelters, retirement homes, homes
with specific regimes, subsidiary housing, asylum
housing, crisis help centers, day-care facilities,
over-night facilities, therapy communities, inter-
vention centers and rehabilitation centers.“

Community planning is one of the fundamen-
tal approaches to creating concepts of social serv-
ices in each region or city. Community planning
is characterized as a methodical approach whose
principle is analyzing social conditions, service
authorities, social policies, determining objec-
tives and priorities, and creating programs pro-
viding services. It also implements appropriate
resources and evaluates (Zatloukal 2008). Pilat
(2015) states that community planning is one of
the most useful development methods and au-
thorities of social services of each region since it
investigates the wishes and needs and according
to these provides the most ideal way to meet
these needs.

The community plan is created by the so-
called triad, consisting of social services contrac-
tors, providers, and users/clients of social serv-
ices (Vaskova & Zezula 2002). Community plan-
ning is based in the Act # 108/2006 Coll. on So-
cial Services. According to this Act, the Min-
istries and the individual regions are obligated to
create medium-term development plans of Social
Services both on the regional and state-wide lev-
els. The subsequent cooperation between regions
and municipalities is more closely specified in
the Regulation # 387/2017 Coll. which is a reg-
ulation changing the Regulation # 505/2006
Coll. which includes some provisions of the Act
on Social Services as subsequently amended,
namely in §39 which states that the region
processes the medium-term development plan of
Social Services in cooperation with regional mu-
nicipalities, representatives of social services,
and representatives of persons who the social
services are provided to – the representatives of
the users. Such a plan serves also a compulsory
amendment to applications for subsidies from the
state budget.

The article is an output of the project #
LTC18066 Program INTER-EXCELLENCE,
INTER-COST subprogram Social Exclusion of
the Elderly 65+ Living At Home in the Czech
Republic.

Methodology
For the research, the document analysis

method was used. The analyzed data consists of
existing current medium-term and long-term de-
velopment plans of social services in the regions.
The analysis includes all regions of the Czech
Republic. The objective of the article is to ana-
lyze medium-term and long-term development
plans of social services in the individual regions
of the Czech Republic focusing on the aspect of
providing services to the elderly.

Results
The results of the data analysis were sepa-

rated into several sections: accommodation servi -
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ces; ambulatory services; field services; other in-
formation about related issues. Accommodation
and ambulatory services were further analyzed
from the quantitative and qualitative perspec-
tives. The results are summarized and graphically
shown in the tables below.

Accommodation services
The first analyzed area are accommodation

services for the elderly, see Table 1. From the
quantitative perspective, regions focus on in-
creasing the capacity of current retirement
homes, and of other services, as well as on build-
ing new retirement homes (Prague, Central Bo-

hemian Region, Pardubice Region, Pilsen Re-
gion, Olomouc Region). Another objective in this
area is transforming accommodation social serv-
ices for the elderly into accommodations for the
elderly suffering from dementia and Alzheimer’s,
as well as building new homes with specialized
regimes (Zlin Region, Pardubice Region, Pilsen
Region). From the qualitative perspective, the
Zlin Region plans to focus on involving commu-
nity members in the care for the elderly; the Pil -
sen Region focuses on education and motivating
workers in the social services area; the Moravian-
Silesian Region focuses on modern trends in el -
derly care.

                                            ACCOMMODATION SERVICES

Region                               Quantitative perspective                                    Qualitative perspective 

Prague                               increasing the capacity of social
                                            services and asylum houses

Central Bohemian        increasing the capacity of retirement
Region                              homes specializing on dementia and
                                            building new retirement homes (RH)

Vysocina Region

South Bohemian           supporting the development
Region                               of already existing RH

South Moravia
Region 

Zlín Region                      transforming current capacities                     trying to involve the 
                                            of accommodation services for the               community
                                            elderly into services for the elderly
                                            with Alzheimer’s and other types of
                                            dementia who need continuous care

Hradec Kralove               applying for subsidy programs for 
Region                               accommodation services from the
                                            Ministry of Regional Development
                                            (communal housing for the elderly)

Pardubice Region          increasing the capacity of primarily
                                            relief services; transforming
                                            retirement homes into homes with
                                            specialized regimes

Karlovy Vary                    transforming year-round services
Region

Pilsen Region                  building retirement homes with                    educating and motivating 
                                            specialized regimes; increasing the              social services workers
                                            capacity of selected social services

Table 1 Analysis of medium-term and long-term development plans of social services – 
accommodation services
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Ambulatory and field services
Second area of the services are ambulatory

and field services for the elderly, summarized in
Table 2. From the quantitative perspective, one
of the objectives is increasing the capacity of ser-
vices, e.g. of home care services (Pardubice Re-
gion, Pilsen Region). The Vysočina Region also
focuses on home care services – specifically on
coverage and stabilization. In this perspective,
the regions also focus on extending the field ser-

vices, financial and time availability, implement-
ing social services according to different needs
and specifics for individual social situations of
the elderly, service financing, and engaging vol-
unteers (Zlín Region, Královy Hrady Region,
Karlovy Vary Region, Ústí nad Labem Region).
From the qualitative perspective, the Central Bo-
hemian Region, Karlovy Vary Region, Pilsen Re-
gion, and Ústí nad Labem Region focus primarily
on the ambulatory and field services.

Moravia-Silesia                                                                                                 transforming and 
Region                                                                                                                  implementing modern trends

Olomouc Region            building housing for the elderly;
                                            building retirement homes
                                            for the elderly

Usti nad Labem             changing care structure (target                      increasing the transportation
Region                               groups); space for dignified                             availability of services
                                            paying of last respects (in the case
                                            of death)

Liberec Region                increasing the availability                                 optimizing networks of 
                                            of remote services                                               accommodation services;
                                                                                                                               transforming selected services

Table 2 Analysis of medium-term and long-term development plans of social services – 
ambulatory and field services

Source: INTER-COST No LTC18066

                                            ACCOMMODATION SERVICES

Region                               Quantitative perspective                                   Qualitative perspective 

Prague

Central Bohemian         securing 24-hour care                                        focusing on services
Region                                                                                                                  for the elderly

Vysocina Region             covering and stabilizing home
                                            care services

South Bohemian            supporting the development of 
Region                               current social services

South Moravia               implementing social services
Region                               according to the different needs and
                                            specifics based on the different social
                                            situations of the elderly 

Zlín Region                       financial and time availability
                                            of services

Hradec Kralove               applying for subsidy programs for 
Region                               ambulatory and field services from 
                                            the Ministry of Regional Development 
                                            (communal housing for the elderly)
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Other services and activities
Table 3, shows other services and activities

that regions reflect in their plans. Some of the
goals of the individual regions as part of the social
services include e.g. education of the elderly;
namely focusing on the environmental issues
(Prague) or supporting informal education, educa-
tion at U3As; supporting inter-generational learn-
ing (South Moravian Region); developing the Ed-
ucation Institute of the Central Bohemian Region
(Central Bohemian Region). Other goals feature
prevention programs (primary sickness preven-
tion, crime prevention, anti-drug prevention, trans-
port security prevention, safety of children and the
elderly, etc.) (Pardubice Region); or available pub-

lic housing (Hradec Kralove Region). Regions
also focus on increasing the quality of free time
and sports opportunities for the elderly (South
Moravian Region, Central Bohemian Region,
Liberec Region), supporting the autonomy of the
elderly (Zlín Region), as well as a currently very
important topic, which is accessible public hous-
ing for the elderly (Hradec Kralove Region), and
developing at-home and mobile hospice care
(South Moravian Region, Karlovy Vary Region).
The Liberec and South Moravian Regions plan on
focusing on the financial aspects of the elderly,
namely on distrains and lowering poverty e.g. the
Vysočina Region is also focusing on social ser-
vices workers and on equalizing their wages.

Pardubice Region          increasing the capacity of services

Karlovy Vary                   expanding the field services                             preventing possible
Region                                                                                                                   consequences of loneliness

Pilsen Region                  increasing the capacity of home                     educating and motivating
                                            care services                                                           social services workers

Moravia-Silesia
Region

Olomouc Region

Usti nad Labem             increasing the preferences of field                free transport for 70+
Region                               social services using volunteer work            (sometimes 65+)

Liberec Region                expanding the opening hours
                                            of field services

Source: INTER-COST No LTC18066

                                            OTHER SERVICES AND ACTIVITIES

Region

Prague                               environmental education – ecological behavior of the elderly

Central Bohemian         increasing the quality of free time and sports activities; implementing
Region                               and developing the Educational Institute of the Central Bohemian
                                            Region; increasing the quality of life of the elderly

Vysocina Region            equalizing the wages of social services workers

South Bohemian
Region

South Moravia               increasing the quality of all public services; increasing the quality of 
Region                               health care services and the health of the population; mobile hospices
                                            and palliative care; supporting active ageing; informal education
                                            of the elderly incl. U3As; supporting inter-generational learning

Table 3 Analysis of medium-term and long-term development plans of social services –
other services and activities
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Discussion
The analysis shows that one of the priorities

from the development perspective of social serv-
ices for the elderly is building new and increasing
the capacity of the current retirement homes. Re-
gions that focus on this issue have relatively large
shares of persons over 65 years of age within
their population. These regions are Prague with
18.2%, the South Bohemian Region with 16.7%,
the Pardubice Region with 18%, the Pilsen Re-
gion with 18.4% (the second largest elderly pop-
ulation, the largest – 19% - population of the eld-
erly is in the Hradec Kralove Region), and the
Olomouc Region with 18.2% of the elderly
(Czech Statistical Office 2015). 

The results also show that there is a certain
level of transformation of accommodation social
services for the elderly. Some regions reflect in
their plans the increasing demand for specialized
elderly services, primarily accommodation for
persons suffering from Alzheimer’s and other

neurodegenerative illnesses. Currently, the trend
in elderly care is the so-called home care. As part
of taking care of the elderly, some countries con-
nect home care to communal care. Home care
and communal care can be found e.g. in Australia
where this type of care is increasingly more pop-
ular. According to the Productivity Commission
(2008) Home and Community Care (HACC) Pro-
gram, it serves as support for communal care –
workers of the program provide basic service and
support services for elderly persons or even for
younger ones who are part of the program. These
services include e.g. health care, housekeeping,
social support, as well as lending tools and other
necessities (Productivity Commission 2008).
There are also other programs that are targeted at
specific target groups (veterans, persons with de-
mentia) and based on the time difficulty of the
needed care (7 or 23 hours) (Productivity Com-
mission 2008). Another country that features
home care for the elderly is Sweden (Szebehely

Source: INTER-COST No LTC18066

Zlín Region                      securing rest for persons taking care of the elderly; supporting the 
                                            autonomy of the elderly

Hradec Kralove              available public housing for the elderly; increasing the level of 
Region                               awareness of the elderly who depend on care from others; supporting
                                            inter-resort cooperation (social and health sectors)

Pardubice Region           prevention programs (primary sickness prevention, crime prevention,
                                            anti-drug prevention, transport security prevention, safety of children
                                            and the elderly, etc.); creating a system of people interested in
                                            accommodation services for the elderly; mapping out the need for
                                            elderly services who are excluded from social services due to
                                            contraindication

Karlovy Vary                    interconnecting with home care; developing home care and mobile
Region                               hospice care; educating and increasing the quality of professional and
                                            general competences of social services workers

Pilsen Region                  increasing the level of awareness of the elderly about social services;
                                            investments into social inclusion

Moravia-Silesia              trying to gain self-governance over the social services sector; decreasing
Region                              the level of poverty of the elderly

Olomouc Region 

Usti nad Labem              implementing new services for psychiatric patients, interconnecting the
Region                              health and social sectors; focusing on communal social services

Liberec Region                focusing on elderly distraints; creating sport opportunities for the
                                            elderly; supporting education and awareness activities for the elderly;
                                            supporting ICT skills of the elderly
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& TrydegÅrd 2011). Home care in the Czech Re-
public could be provided in the natural environ-
ment of the clients but unlike the typical home
care from other countries, the Czech version ac-
cording to Act # 108/2006 on social services does
not include providing health care. That is why,
according to the analysis, the Karlovy Vary and
Ústí nad Labem Regions focus on trying to inter-
connect the health and social care systems.

Another issue that is currently being widely
discussed and supportive is palliative care and its
better quality (Hall et al. 2011). A large trend in
palliative care in the Czech Republic, as well as
world-wide, is at home and field hospice care
(WHO, 2011). The forth area that the regional
plans focus on and which is also relevant for
other countries, e.g. Italy, is the increasing num-
ber of persons suffering from Alzheimer’s and
the specialized care for patients suffering from it
which is very resources costly (Varela et al. 2011;
Wimo & Norlund 2007). In the Czech Republic
there are very few of such services, a fact that
some of the plans also reflect. The last area that
is according to the analysis reflected in the plans
and discussed abroad is prevention – e.g. coun-
tries such as Sweden (Hallberg & Kristensson
2004), USA, Australia, etc. (Cameron et al. 2018)
focus on fall prevention – not only in health care
(hospitals) but also as part of social services.

Conclusion
The results show that the regions, as part of

medium-term and long-term development plans
of social services for the elderly, focus on quan-
titative aspects – increasing the capacities of in-
dividual accommodation facilities which is logi-
cal due to the population ageing trend. A positive
finding is that when planning, the question of
services for specific target groups is becoming
more current such as persons suffering from
Alzheimer’s or other neurodegenerative illnesses.
The analysis also shows that the issue of the eld-
erly is understood more as an interdisciplinary
issue and that the regions focus on prevention, as
well as education of workers in social services,
as well as on new trends such as home care and
mobile palliative care.
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Abstract:                                        objective: The aim of this research to find out whether physi-
cal activity (PA) affects the quality of life (QoL) of seniors li-
ving in retirement homes.

                                                      design: Prospective study.
                                                      Participants: The study group consisted of 47 seniors. The
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ave rage age was 80.09 years of age (SD±6.10). The group in-
cluded mobile and independent seniors capable of independent
activity. The research was carried out in a retirement home in
Sabinov. 

                                                      methods: The seniors performed the activity program in the
outdoor and indoor areas of the facility. We evaluated the QoL
before and after the intervention (WHOQOL-BREF and
WHOQOL–OLD). PA was measured using accelerometer Ac-
tiGraph GT3X+. The intervention lasted 12 weeks.

                                                      results: The results point to improved parameters, namely:
calories and sitting. An improvement could also be seen in mild
and moderate physical activity (p<0.05). QoL was confirmed
only in the following domains: Psychological and Health sa-
tisfaction (p<0.05).  

                                                      conclusion: Although the evaluation of the overall QoL of se-
niors as a result of the activity program had negative results,
we can conclude that physical activity is very important and
we should not let seniors do nothing in a latent state.

Introduction
The basic component of geriatric prevention

is physical activity. The low PA of seniors is the
cause of many chronic disease, e.g. type 2 diabe-
tes, obesity, diseases of the locomotive apparatus
and cancer1,2. Preventive treatment of cardiovas-
cular diseases, reduced mortality and prolonged
physical and mental activity of seniors is linked
to regular PA2.

According to WHO3, moderate to highly in-
tensive activity performed per week 3 to 5 days
lasting 30 to 60 minutes focuses endurance and
promotes increased bone density. Adults aged 65
years and over should exercise aerobic PA with
moderate intensity over a week of at least 150
minutes or a vigorous PA intensity of at least 75
minutes or a combination of PA throughout the
week3. Studies conducted in different countries
show that PA could improve the QoL of older
adults4,5,6.

As the world population ages, special atten-
tion needs given to health behavior of seniors pe-
ople7,8,9. PA enables seniors to reinforce their self-
activity and self-efficacy thereby ensuring a high
QoL. Many studies monitor the percentage of
adults and older whether it satisfies the PA re-
commendations for their health7,10,11. Studies sug-
gest the importance between PA and QoL in
middle-aged and older adults7,12,13,14. PA was not
measured by accelerometer, but by subjective
evaluation provided by the seniors themselves7.
Studies suggest the importance between PA and

QoL in middle-aged and older adults7. Since PA
was not measured by accelerometer, but by sub-
jective evaluation provided by the elderly thems-
elves, it has been confirmed that PA is often over-
stated15,16. PA is usually overestimated (per day
by 20 to 40 minutes) and sedentary breaks are un-
derestimated (per day by 2 to 4 hours)17,18,19,20. 

PA and sedentary way of life are significant
influential risk factors18,21,22. Objective measuring
devices using body-worn sensors provide a de-
tailed and accurate assessment of the amount of
PA and sitting of seniors throughout the day23. In
extensive studies, PA and sedentary breaks are
often justified in terms of logistics rather than
measurements17,23,24. 

The aim of the study was to find out to find
out whether PA affects the QoL of seniors living
in retirement homes.

Groups and methods
The group consisted of 47 seniors (31 women

and 16 men). The mean age was 80.09 years old
(SD ± 6.10). The group included mobile and in-
dependent seniors capable of independent move-
ment. The research was carried out in a retire-
ment home in Sabinov. The seniors performed
the activity program in the outdoor and indoor
areas of the facility. Before the intervention, sen-
iors completed the following QoL questionnaires:
WHOQOL - BREF and WHOQOL – OLD. The
ActiGraph GT3X+ device was then assigned to
the elderly to measure their PA. During the first
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week of wearing this device, respondents per-
formed normal PA. During the weeks 2-12, PA
was incorporated in the daily life of seniors, con-
sisting of a regular 30-minute walk of moderate
intensity (5 times a week) and a 10-minute exer-
cise. Exercises were carried out in a gym and
walks took place in the outdoor areas adjacent to
the facility. After the intervention, the ActiGraph
GT3X+ device was used on the seniors again. At
the end of this period, seniors filled out the
WHOQOL - BREF and WHOQOL – OLD ques-
tionnaires again. Exclusion criteria were also
non-cooperation or non-consent of the patient.
The research conformed to the Helsinki Declara-
tion and was approved by the ethics committee
of the treatment facility. Informed consent was
signed all patients.

Measurements
To assess regular PA among our respondents

as an objective way of evaluating PA, we chose
a data recording and collecting method using
a three-axis accelerometer, the ActiGraph GT3X+
device at the beginning and at the end of the
measurement. Seniors were instructed to wear the
accelerometer on their waist or wrist for 7 con-
secutive days. The data retained for analysis met
the criterion for verifying wear time. A 60 minute
break was assigned for personal hygiene25. These
data were then downloaded in the ActiLife soft-
ware package as follows: sitting (<50 pulses /
minute), activity (50-1040 pulses / minute) and
moderate to strong PA (MVPA; ≥ 1041 pulses /
minute)26,27. Every minute of wear was classified
as sitting, light or moderate PA. The estimated av-
erage daily minutes spent in each intensity cate-
gory were calculated by dividing the number of
minutes spent in each category by the total num-

ber of valid days of wear per participant27.
The WHOQOL-OLD questionnaire has 24

questions divided into six domains: the function-
ing of the senses; independence; fulfillment; so-
cial engagement; death and dying; close relation-
ships. These domains are calculated with a gross
score, which is the average of the 4 items for each
domain28.

The WHOQOL-BREF questionnaire has of
26 questions. They are evaluated separately, first
and second questions. They concerned general
perception of QoL in relation to Health Satisfac-
tion (Q1, Q2). The remaining 24 questions were
to evaluate four aspects of QoL (Physical health
- 7 questions; Psychological - 6 questions; Social
relationships - 3 questions;  Environment - 8
questions)4. Seniors marked the answer on a scale
of 1 to 5 points. QoL in each domain was calcu-
lated by key as an average value. Higher scores
indicate better QoL4,28,29,30.

Statistical Analysis
The evaluation was made by comparing be-

fore and after the 12-week intervention. We used
descriptive statistics to process the data. The re-
sults from the ActiGraph GT3X+ and the QoL
were evaluated using a paired t-test. The statisti-
cal analysis was performed using the IBM SPSS
19 software. Data are presented as mean ± 1 SD
or as % percentages. The level of statistical sig-
nificance was set at p < 0.05.

Results
Our group consisted of 47 seniors (31 women

and 16 men). The average age was 80.09 years
old (SD ± 6.10). The results obtained with Acti-
Graph GT3X+ evaluated by paired t-test were
recorded in Table 1.

Parameters ActiGraph GT3X +        Treatment        Average (SD)                     t                      P value

kcals                                                         Before                591.46 ± 526.26              -2.52             0.015
                                                                  After                   757.23 ± 754.15

METs                                                        Before                1.01 ± 0.02                         1.87              0.068
                                                                  After                   1.00 ± 0.00

Total time spent                                  Before                8269.49 ± 921.44            3.04              0.004
inactivity (min)                                     After                   7933.12 ± 973.10

Number of breaks                               Before                118.02 ± 25.60                 0.95              0.344
                                                                  After                   113.12 ± 33.46

Table 1 Selected ActiGraph GT3X+ parameters
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Seniors had fewer breaks during the day, as evidenced by statistical significance (p<0.05). Im-
proved parameters were: calories; total inactivity time; total sedentary time; average sedentary time;
daily sedentary average. There was no improvement in mild and moderate activity and activity steps
(p>0.05). In our group, there was an improvement in light and moderate PA during the 12-week in-
tervention (p<0.05).

The QoL evaluation of seniors using the WHOQOL-OLD questionnaire shows only a minimal
improvement (Table 2), as evidenced by statistical significance that has not been confirmed
(p>0.05).

Total time spent                                  Before                1952.43 ± 897.27               2.24            0.030
on breaks (min)                                    After                   1725.00 ± 909.41

Average time of                                   Before                17.23 ± 9.30                         2.41            0.020
sedentary breaks (min)                     After                   14.93 ± 7.38

Daily average of                                  Before                246.22 ± 113.84                 2.41            0.012
sedentary breaks (min)                     After                   215.62 ± 113.68

Light activity (min)                             Before                805.19 ± 439.03                 2.32            0.024
                                                                  After                   911.98 ± 439.03

Moderate activity (min)                    Before                105.74 ± 124.55                 1.56            0.125
                                                                  After                   132.81 ± 147.40

Medium activity (min)                       Before                10.19 ± 14.88                      1.99            0.052
                                                                  After                   22.23 ± 47.37

Percentage of MVPA time                Before                0.09 ± 0.16                            2.22            0.031
                                                                  After                   0.22 ± 0.47 

Average time in MVPA (min)           Before                1.27 ± 1.86                           2.03            0.048
                                                                  After                   2.81 ± 5.93

The number of steps in                     Before                11257.04 ± 11913.64       1.35            0.182
the activity                                            After                   13024.15 ± 12,657.94i

Table 2 Evaluation of QoL using the WHOQOL-OLD questionnaire

WHOQOL-OLD                                       Treatment             Average (SD)               t                        P value
questionnaire domains

Sensory abilities                                   Before                     3.42 ± 0.67                  -1.45               0.153
                                                                   After                        3.57 ± 0.76

Autonomy                                              Before                     3.16 ± 0.59                   -0.21               0.832
                                                                   After                        3.18 ± 0.67

Past, present and future                   Before                     3.40 ± 0.50                   -0.43               0.670
activities                                                 After                        3.45 ± 0.70

Social participation                             Before                     3.55 ± 0.68                   0.87                 0.389
                                                                   After                        3.42 ± 0.90

Death and dying                                  Before                     4.26 ± 0.99                   0.87                 0.390
                                                                   After                        4.10 ± 0.96

Intimacy                                                  Before                     3.80 ± 0.67                   -0.40               0.688
                                                                   After                        3.87 ± 0.92
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Discussion
The aim of the study was to find out to find

out whether PA affects the QoL of seniors living
in retirement homes. The results obtained with
the ActiGraph GT3X+ monitoring accelerometer
indicate that seniors had fewer breaks during the
day post-intervention, as demonstrated by statis-
tical significance (p<0.05). Improved parameters
included: calories; total inactivity time; total se-
dentary time; average sedentary time; daily se-
dentary average. In our group, there was an im-
provement in light and moderate PA during the
12-week intervention (p<0.05). However, we ob-
served only mild and moderate activity in the
seniors. Seniors had the ActiGraph GT3X+ mon-
itoring accelerometer attached on the waist or
wrist. The Korpan et al.31 study (2015) points out
that the accuracy of step counting using the ac-
celerometer can be influence by walking speed,
device location, and the choice of analysis algo-
rithm. In the study, they evaluated the accuracy
of the ActiGraph GT3X+ step counting in rela-
tion to the placement algorithm and device analy-
sis seniors who used walking aids, but also with-

out aids. Participants (81.5 years of age) under-
went a timed 100 - meter walk with 5 accelerom-
eter GT3X+ monitors (hips, ankles, lumbar
spine)31. They found that GT3X+ in the ankle
area led to the most accurate step counting in
older adults. Barriers can also play a role in lower
PA due to problems such as fear of falling, espe-
cially among older women31,32.

Kerr et al.33 (2011) reports that older adults
living in retirement homes reported better health
status and less sedentary time at their discretion.
Kerr et al.33 (2011) investigated built-in environ-
mental elements and used objective measure-
ments of the level of PA in seniors living in sen-
ior homes. There were supporting external fea-
tures associated with residents who achieved
a higher level of moderate to intense PA, but no
effect was observed on the internal elements of
the building. The study focused on exercise in
the building33.

In their research, Rosenberg et al.34 (2013) in-
vestigated the barriers to walking of older people
with disabilities. The elderly reported the most
common obstacle that they did not feel very well

Table 3 QoL Assessment using the WHOQOL-BREF questionnaire

WHOQOL-BREF domains                   Treatment            Average (SD)               t                        P value

Physical health                                     Before                    3.44 ± 0.42                   0.51                 0.610
                                                                   After                       3.48 ± 0.52

Psychological                                         Before                    3.48 ± 0.47                   -0.20               0.050
                                                                   After                       3.63 ± 0.53

Social relationship                               Before                    3.51 ± 0.45                   0.84                 0.407
                                                                   After                       3.57 ± 0.48

Environmental                                       Before                    3.78 ± 0.42                   0.23                 0.822
                                                                   After                       3.76 ± 0.50

Q1 - Quality of life                                Before                    3.62 ± 0.53                   0.18                 0.855
                                                                   After                       3.59 ± 0.68

Q2 - Satisfaction                                   Before                    3.17 ± 0.87                   -2.01               0.050
with health                                             After                       3.42 ± 0.74

We also measured the QoL of seniors using the WHOQOL-BREF questionnaire. Again, the results
point to minimal improvements in Physical Health, Social Relations, Environmental and QoL do-
mains. Statistical significance was confirmed in the Psychological and Q2 - Health Satisfaction do-
mains (p<0.05) (Table 3). 

This result can be attributed to associated health problems after PA, which could lead them to the
belief that their independence had deteriorated and fatigue could lead to reduced time for social ac-
tivities, i.e. social involvement and close relationships.
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visible to drivers and they felt fast traffic. Obsta-
cles were also sunlight, heat or rain. Also, uphill
walking and stairs that are a barrier for them to
walk34.

We also measured the QoL of seniors using
the WHOQOL-BREF and WHOQOL-OLD
questionnaire. The assessment of the QoL of se-
niors by the WHOQOL-OLD questionnaire
shows only a minimal improvement (p>0.005).
Statistical significance was confirmed in the
WHOQOL-BREF questionnaire in the Psycho-
logical and Health Satisfaction domains – Q2 (p
<0.05). This result can be attributed to associated
health problems after PA, which could lead them
to believe that their independence has deterio-
rated, and due to fatigue there was a lack of time
for social activities, i.e. social involvement and
close relationships. 

The Nawrocka et al.35 (2019) study found that
the QoL in the domain of social relationships is
significantly related to the level of PA. They
found that PA women had a slight improvement
in QoL scores, regardless of the area as women
who were underactive35. Many studies have seen
the positive impact of PA on the QoL35,36,37,38. In
his study, Vagetti et al.14 (2015) detect improve-
ment in the ten domains of QoL connected with
higher frequency moderate to vigorous PA even
at a weekly physical activity14. A study conducted
with the Polish population of Puciato et al.39

(2018) evaluated the QoL using the WHOQOL-
BREF questionnaire, found that by increasing the
respondents‘ PA there was improved overall
QoL39,35. In their study, they evaluated PA using
an international questionnaire on PA (IPAQ)39

while our study focused on evaluating PA using
an accelerometer.

The purpose of the Awick et al.40 (2017) ex-
amined how changes in PA and psychological
distress affected changes in QoL during a six-
month exercise for older adults40. Their study is
the first to investigate the effect of psychological
suffering in relation to physical therapy. They
noted a higher increase in moderate and intense
PA during the research resulted in a decrease in
psychological distress and positively affected the
QoL40. 

Vagetti et al.41 found one connection in sen-
sory ability with PA41. In many studies, there are
conflicting results in connection with PA and
many domains QoL.42. Different frequencies and

intensities of PA effect factors on QoL. It depends
on the intensity of PA and on the method of eval-
uation of PA and QoL about what methodology
is involved, whether subjective or objective
measurement42. For seniors, a movement pro-
gram is recommended that can improve the QoL:
aerobic; anaerobic; strength training; stretching
exercises; leisure activities; etc41,.

Light PA was associated with the domains
SF-36: general health; vitality; social function;
mental health43. Another study was associa-
ted with a 40% lower probability of low sco-
res in the physical and mental domains of
HRQoL41,43,44.

The Varejão et al.45 study (2007) in which
they examined a program with low PA did not
find a significant improvement in the QoL45.
A previous long-term study showed that mod-
erate PA practice predicted improvement in
QoL functional capacity 46. Patients who are
active and improving their physical abilities are
better prepared to do any work in everyday life
that, on the other hand, can promote this QoL
domain 41,47.

Conclusion
Europe’s aging population is probably the

greatest medical and socio-political challenge of
the coming years. By 2050, seniors aged 60-79
are expected to account for a quarter of the EU
population48,49. Regular PA has beneficial impor-
tance for seniors. It is a medicine used to prevent
and treat aging-related diseases and diseases such
as: hypertension; obesity; hypercholesterolemia;
diabetes and osteoporosis2,48,50. PA programs de-
veloped on the basis of  WHO recommendations
have the potential to improve the functional ca-
pacity and QoL of seniors. The results of our stu-
dies suggest although the evaluation of the over-
all QoL of seniors as a result of the activity pro-
gram had negative results, we can conclude that
PA is very important and we should not let seni-
ors do nothing in a latent state.
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Abstract:                                        Our research is devoted to the problem of the management sys-
tem effectiveness in the paleative specialized institutions of
Ukraine. The current state of palliative care in Ukraine is in
dire need of changes and reforming, but the issue is not lobbied
beyond ardent speeches, speeches at authoritative meetings and
in materials of congresses, conventions and magazine articles.
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Ukraine faces important and difficult issues
of introducing hospice care into medical and so-
cial work for a long time, almost from the first
days of its independence. The post-Soviet model
of trusteeship by the elderly and terminally ill op-
erated in the country. For the elderly, who already
had a whole bunch of chronic diseases with age,
special boarding schools and the so-called „nurs-
ing homes“ functioned in which they lived their
lives and died under the supervision of a team of
social and medical workers. Tuberculosis patients
were engaged in anti-tuberculosis dispensaries at
the local, regional and republican levels. 

In Ukraine, in recent years there have been
significant changes in the organization and func-
tioning of hospice care. About 30 institutions pro-
viding palliative care have been created and are
functioning and operate on various bases - state,
communal, charitable (Lyashchenko  AI  2009;
Knyazevych VM 2009). In recent years, it has
begun to become clearer, multi-level structure for
the provision of palliative-hospice care in
Ukraine has begun to take on. It provides for the
creation of new, repair, re-equipment and provi-
sion of qualified personnel of those institutions
that need it. A network of Children’s Hospices
(Gonchar MO 2016) and hospice establishments
is also being created. In some regions of Ukraine,
visiting departments and brigades for rendering
palliative-hospice care have already been formed
and are working. The idea of creating home hos-
pices is gradually being discussed and put into

practice (Volgin NA 2002; Lyashchenko AI
2009). 

We carried out a thorough and comprehensive
analysis of implementation problems in Ukrain-
ian realities (Egorova O.Yu., 2007).

methodology for conducting empirical re-
search, an expert survey was selected aimed at
studying the specifics of hospice management in
Ukraine. In total 63 leaders, or their deputies of
hospices of Ukraine were surveyed.

am of the study to identify and analyze ways
to improve the effectiveness of the hospice man-
agement system in Ukraine. 

main objectives of the study are:
- analysis of hospices in Ukraine;
- identification of the main problems of func-

tioning and management of hospices in Ukraine.
Hospice managers, or their deputies, were

asked to rate on a 5-point scale the effectiveness
of the functioning of the hospice management
system in Ukraine (5 - effectively, 1 - ineffec-
tively).

The majority of respondents - 12, which is
52%, evaluate the system of functioning of hos-
pices at 4 points, however, 48% of respondents
(11) gave 3 points, and this is only „satisfactory“.
That is, the effectiveness of the functioning of the
system, according to the leaders of hospices, is
in a medium-satisfactory condition. Unfortu-
nately, not one of the hospices considers its man-
agement system to be fully effective.

As the study showed, the majority of hospices
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The article analyzes the factors, taking into account the expe-
rience of European countries, which can act as fundamental for
improving the organization of hospice management. The con-
ducted empirical research in the form of an expert survey was
aimed at identifying the specifics of hospice management in
Ukraine, and showed the existing problems in the hospice care
system. The study dealt with the most significant issues to iden-
tify the main problems of functioning, management of hospices
in Ukraine and the possibility of improving the management
efficiency in the system of palliative and hospice care. It was
proved that the regulatory framework needs to be improved at
the state level for the development of palliative and hospice
care, is an integral part of effective social security of the popu-
lation. The survey showed that in order to increase government
funding, change Ukrainian legislation taking into account the
experience of European countries, improve the quality of per-
sonnel training and improve the methodology for collecting
and storing information.
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in Ukraine (87%) store information partly on
paper and partly in electronic form. In turn, 13%
of the hospices surveyed generally save and
process information only on paper, and this indi-
cates an insufficient material and technical base
and the lack of qualified personnel. None of the
hospices surveyed stores information completely
in electronic form for the same reasons and the
lack of specialized software.

Quite interesting were the results of the ana-
lyzed responses on cooperation with charitable
organizations and volunteers. Volunteers and
charities play an important role in the functioning
of hospices. Helping these institutions both finan-
cially and actively participating in social, psycho-
logical and spiritual care for patients. They com-
prehensively support the terminally ill in the last
years and months of their lives.

The data shows that most hospices (66% an-
swered „Yes rather“ and 17% answered „Yes“)

cooperate with charitable organizations and vol-
unteers. This is a good result, although 17% gave
a more negative answer: „More likely not,“ these
hospices hardly cooperate with charitable organ-
izations and volunteers. In our opinion, this is due
to territorial remoteness, since in small towns the
network of volunteer assistance is much less de-
veloped than in large ones. With villages and dis-
trict centers, the situation is even worse. There-
fore, cooperation and exchange of information
between hospices and charitable organizations
and volunteers should be established both with
the help of the legislative system and in the field
with the heads of institutions.

Further, respondents were asked to give their
assessment of the degree of stability of the hos-
pice management system in Ukraine. It is known
that the stability of the system is affected by: cul-
tural, socio-economic; political; factors associ-
ated with the person.

Pic. 1. Assessment of the stability of the hospice management system in Ukraine

As can be seen from Picture 1, a significant
number of hospice leaders believe that in Ukraine
the average is (49%) stability of the management
system. However, there are respondents (21%)
who rate the degree of stability as low. In turn,
30% of respondents highly appreciate the stabil-
ity of the system.

When asked to rate each of the management
functions on a five-point scale in the hospice,

managers were asked to rate each of the four lev-
els of management: control; motivation; organi-
zation; planning on a five-point scale.

The research showed that according to the
control function, seven managers gave 2 points,
twelve 3 points, and four 4 points. The vast ma-
jority consider the controls to be satisfactory.
motivation: 4 experienced - 1 point; 13 - 2
points; 6 - 3 points. Based on the data, we state
that this is a bad result - most employees are not
motivated to go to work due to unsatisfactory
wages and a high level of psychological stress in
fulfilling their obligations. organization: 6 re-
spondents - 2 points; 10 - 3 points; seven - 4
points. As can be seen from the survey, the or-
ganization is at an average level. layout: 3 man-
agers - 2 points; 11 - 3 points; 9 - 4 points. This
shows that the planning function in hospices is
at a fairly good level.

Further, respondents answered the question
about feedback from citizens.



Among the most negative factors affecting
hospice work, managers highlight the lack of free
time (69%) and low wages (66%). To a lesser ex-
tent, there is an uncomfortable workplace (34%);
lack of social benefits (8%); negative attitudes in
the team (8%).

Executives rate the level of satisfaction with
the management status in their hospice as aver-
age - 66% or below average - 34%.

Respondents believe that the most motivating
factor in their work is the opportunity for profes-
sional and personal growth (78%). The following
are: salaries, benefits, social package - 52%,
management policy - 26% and corporate culture
- 26%.

Picture 2 shows that most hospices in
Ukraine maintain „feedback“ with citizens and
other organizations through face-to-face meet-
ings (87%), while some hospices have sites
(69%), and some have a page on social networks
and topics on forum (26%). It is significant that
not one of the hospices, unlike European institu-
tions, does not conduct distance courses, webi-
nars and does not shoot video materials.

The next point gives a real indicators of
whether hospice managers are mostly qualified
once or twice a year (74%), and 26% do not at-
tend courses, seminars or conferences at all.

Further, respondents were asked to select fac-
tors that adversely affect their work (several op-
tions could be selected).
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Pic. 2. The diagram of the „feedback“ in the system of functioning of hospices

Pic. 3. What factors, in your opinion, adversely affect your work

Pic. 4. The leading motivational factors in hospice work
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Abstract:                                        The Federal Republic of Germany is currently populated by
around 83 million people. By 2050 this number is expected to
decrease to around 65 million inhabitants. Thus, the develop-
ment is assumed to result in an annual net migration gain of
100,000 people. Even with a migration gain of 200,000 people,
the number of inhabitants will be reduced to about 70 million.
The reason for this is demographic change. While the number
of elderly people is constantly increasing, the number of new-
borns is stagnating. In a scenario with 100,000 people, in 2050
out of every 100 people between 20 and 60 years of age,
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Introductions:
The Federal Republic of Germany is cur-

rently populated by around 83 million people.1

By 2050 this number is expected to decrease to
around 65 million inhabitants. Thus, the devel-
opment is assumed to result in an annual net mi-
gration gain of 100,000 people. Even with a mi-
gration gain of 200,000 people, the number of in-
habitants will be reduced to about 70 million. The
reason for this is demographic change. While the

number of elderly people is constantly increas-
ing, the number of newborns is stagnating. In
a scenario with 100,000 people, in 2050 out of
every 100 people between 20 and 60 years of age,
around 80 would be older people over 65. This
problem not only affects the future world of
work, but already the current one, because an
ageing population not only affects the composi-
tion of the labor force, but also the labor market
balance.2
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around 80 would be older people over 65. This problem not
only affects the future world of work, but already the current
one, because an ageing population not only affects the compo-
sition of the labor force, but also the labor market balance.

1 Federal Statistical Office (2019), Population statusd (13.03.2020), https://www.destatis.de/DE/Themen/
Gesellschaft-Umwelt/Bevoelkerung/Bevoelkerungsstand/_inhalt.html [13.03.2020]

2 Vgl. Kistler/ Hilpert (2001), Effects of Demographic Change on Work and Unemployment, p.5
3 Kistler/ Hilpert (2001), Effects of Demographic Change on Work and Unemployment, p.6, from Coomans, 2000

Figure 1: Trends in the size of individual age groups of the working age population in the EU 
and selected Member States 1999 ± 2050 (1999 = 100)3
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The above figure shows the composition of
the labor force potential, broken down by age
groups between 15 and 64 years, in a forecast up
to 2050 for the 15 EU countries, for Germany
and, in comparison with the UK and Italy. 

This clearly shows that demographic change
is not developing in the same way in all countries.
This also leads to far-reaching problems in the
labor market, especially in the medical and phar-
maceutical sectors such as pharmacies. The fact
is that the younger a population, the more labor
is available. If young people are lacking, there
will also be a lack of skilled workers who will be
able to move up from training and studies. The
know-how that is essential for the economy and
for the ability to innovate cannot be made avail-
able and pharmacies lack important knowledge.
So if young people are missing, the „stream of
new knowledge“ provided free of charge to phar-
macies by the state-funded education system in
the form of new workers may dry up in the long
term, and there is simply a lack of „new“ employ-
ees.4 Conversely, however, „old“ workers who re-
tire and thus can no longer be made available to
the labor market will also be lost in the long term.
Consequently, pharmacies have also begun to
take demographic change into account in order to
avoid promoting unemployment and to draw on
the knowledge of the older generation.5 This re-
thinking helps to fill vacancies with the genera-
tion 50+, which otherwise would have little
chance of being integrated into the labor market.
At the same time, pharmacies, but also other com-
panies, are paying more and more attention to
adapting the working conditions of the older gen-
eration and ensuring appropriate health improve-
ments.6 This means that numerous pharmacies
and companies are already on a positive path.

Pharmacies and demographic changes
The question now arises, however, as to what

concrete measures pharmacies can develop to
counteract the shortage of skilled workers caused

by demographic change. This is the challenge
facing personnel management. If the term per-
sonnel management is viewed globally, then it
refers to the way in which managers and super-
visors lead and control the personnel - i.e. the en-
tire workforce - in order to ensure the sustainable
existence of the company. The term thus refers,
more precisely, to „all measures and decisions of
a personnel management nature“ which require
efficient deployment and are aimed at the devel-
opment of employees in pharmacies, and thus
also defines the objective of personnel manage-
ment.7

Personnel Management thus describes
a generic term whose understanding depends on
the actual tasks that are assigned to it. For this
reason, there is no generally valid definition, but
the understanding of the term can be categorized
on the basis of the respective point of view. Ac-
cording to this, personnel management is always
a part of strategic management and therefore the
part that resource personnel deals with. This is
also true in pharmacies, where a flatter hierarchy
prevails, as there is only the pharmacist and his
staff.8 Irrespective of this, the pharmacist must
also recruit and retain staff. Therefore, personnel
development is part of the pharmacists‘ field of
activity. Personnel Development is used in the
context of employee recruitment. In the 1970s,
the term „personnel development“ first appeared
in German literature in reference to the personnel
strategies applied in the USA in the 1960s -
called „management development“.  This term
was used in numerous American companies to
develop approaches for the systematic and
planned employee-related promotion and devel-
opment of employees.9

There is no uniform definition of the term
personnel development in the literature. A possi-
ble definition according to Bartscher is: 

„Personnel development has the basic objec-
tive of integrating the individual career and de-
velopment goals of employees into the general

4 Vgl. Kistler/ Hilpert (2001), Effects of Demographic Change on Work and Unemployment, p.7
5 Vgl. Kistler/ Hilpert (2001), a.a.O.
6 Vgl. Kistler/ Hilpert (2001), Effects of Demographic Change on Work and Unemployment 2001, p.11
7 Scholz (2009), Vahlens Large Personal Lexicon, p.898
8 Scholz (2009), a.a.O.
9 vgl. Mudra (2004), Personnel deveopment, p.5
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goals of the company and thus creating a first and
foremost human resources development can be
understood as an in-company training system
whose task is to
1. the skills and knowledge of individual em-

ployees
2. the cooperation of working groups and teams,
3. a form of organizational development, i.e. to

improve problem-solving processes in an or-
ganization in the long term.10

Human resources development therefore in-
cludes all activities and measures that serve the
operational and strategic requirements in a phar-
macy. Its task is therefore to bring the skills, mo-
tivations, actual behavior and abilities into
a medium- and long-term agreement.11 A package
of measures plays a central role here. Although
these measures often include training measures,
these - as various studies show - rarely lead to the
desired success. The mix of measures rather
makes up the personnel development. Such
measures include, for example, the transfer of
know-how; optimization of various processes;
support through modern technology, such as cash
register systems; a targeted cultural change in
pharmacies and companies.12

Personnel development is conceptually lo-
cated between organizational development and
in-company training. In-company training fo-
cuses on the employees, i.e. the individual,
whereas organizational development focuses
more on the pharmacy itself and puts this as
a whole in the foreground.13 It also has an eco-
nomic effect. It is intended to achieve the phar-
macy’s goals and to take into account and support
the individual goals of the employees.14

The objectives of the pharmacies always
come first and show the direction of the phar-
macy. Human resources development is then
based on the individual goals of the pharmacy or

company, which can change at any time as a re-
sult of a new pharmacy management:

If there is an organizational development
process in a company, personnel development
must align its activities and strategies with the
objectives and change efforts defined there.15

Personnel development instruments can be
differentiated into measures for personnel train-
ing, promotion and work structuring. Successful
implementation of personnel development de-
pends on all employees being clear about what
the company’s goals are, because each employee
links different goals and interests to the company.
The aim of personnel development is therefore
also to balance interests by trying to integrate the
personal development and career goals of the in-
dividual employees into the general goals of the
pharmacy.16

The tasks of personnel development can be
divided into four core objectives 17

1. definition of development objectives
2. identification of development needs
3. meeting needs
4. control of the achievement of objectives

Finally, the success of the project is then
monitored. In concrete terms: analysis of the
working atmosphere; tests; performance assess-
ments.18

Above all, staff development through moti-
vation is an important aspect of personnel man-
agement, because qualified personnel is an im-
portant factor in maintaining a pharmacy. The
staff should be able to identify with the pharmacy
and their superiors and enjoy their work. There-
fore, the motivation that an employee brings with
him or her also plays an important role. Posi-
tively motivated employees are also more willing
to commit themselves to the pharmacy, because
a constant and positive bond with the workforce
should also prevent the migration of important

10 Einsiedler (2003), Organization of personnel develompment, p.5
11 Vgl. Wickel-Kirsch et al., (2008), Human resource management, p.81
12 Vgl. Wickel-Kirsch et al., (2008), a.a.O.
13 Vgl. Wickel-Kirsch et al., (2008), a.a.O.
14 Vgl. Becker (2002), Human resource management, p.492
15 Brockermann (2006), Personnel development manual, p.13
16 Jung (2006), Human resource management, p.246
17 Vgl. Jung (2006), Human resource management, p.258
18 Vgl. Jung (2006), Human resource management, p.258
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know-how carriers. Various terms are used in lit-
erature and in company practice to describe the
concept of staff loyalty. Common expressions
such as identification, integration, loyalty, em-
ployee retention, but also English terms such as
attraction, commitment, relationship, retention or
staff retention express that employers want to en-
courage employees to perform and stay with the
company using various strategies.19

Demographic change in particular makes it
increasingly important for pharmacies to present
themselves as an attractive employer to current
and future employees in order to retain skilled
staff and managers and to attract new employees.
This requires not only just the right personnel
management and personnel development. In ad-
dition, pharmacies have to make use of incentive
systems which increase &/or maintain staff mo-
tivation. This includes:

Employee retention [...] all measures of
a company which are aimed at positively
shaping both the behavioral intentions and
the actual behavior of an employee  to-
wards an employer or his performance in
order to stabilize or expand the relation-
ship with this employee for the future.20

Such measures include, for example:
– Financial support for employees
– Health and safety at work
– Flexible organization of working time
– Regular performance reviews
– Professional development

However, personnel commitment can also re-
late solely to securing strategically important
knowledge resources by storing them in so-called
knowledge systems.21

In reality, however, this only applies if, on the
one hand, the basic needs of the staff are met and,
on the other hand, if the incentive systems are
also tailored to the workforce. 

Conclusion
A lack of incentive systems is not necessarily

a reason for employees to resign, but it does help
- especially on a material level - to give employ-

ees reasons to stand up for their pharmacy. Cer-
tainly, it cannot be claimed that the success of
staff retention depends solely on incentive sys-
tems, but they do help to secure staff, provided
that the pharmacy, in principle, is healthy. In this
case, pharmacy culture structures and personnel
recruitment are considered healthy.22 Especially
in the future, the labor force, i.e. human capital,
will be of vital importance, as it is an important
prerequisite for the long-term success of pharma-
cies. In order to be able to ensure the long-term
success of a pharmacy, it is important that the
needs and expectations of the employees are rec-
ognized and fulfilled. With regard to material in-
centive systems, such as bonuses, it can be stated
that non-cash or cash bonuses are basically per-
manent and contribute a great deal to employee
loyalty. The reason for this is the fact that indi-
vidual performance is thus rewarded, but on the
other hand the annual success of the pharmacy
can also be passed on to the employees. This
seems to make sense especially from the aspect
of maintaining motivation, but also for reasons
of fairness. The topic of health also represents an
important incentive for employee satisfaction.
The more health offers (e.g. yoga, relaxation ex-
ercises or work-life-balance strategies) are made
possible, the more likely it is that employees will
bind themselves to the pharmacy because they
are satisfied with their work - despite stress.

Particularly in recent years, health has be-
come one of the most important topics in current
health policy, but also of numerous companies,
pharmacies and medical practices. Due to demo-
graphic developments and the ongoing structural
and value changes in society, health is taking on
a new dimension and is becoming increasingly
important, but above all valuable. Health is no
longer just a personal good, but a common good
that must be protected. Only those employees
who work in a healthy pharmacy are prepared to
remain loyal to it and do not migrate. By healthy,
we do not mean physical well-being, but rather
the structure, pharmacy culture and the em-
ployee-employer relationship. For this reason,

19 Vgl. Homburg / Bruhn (2008), Loyalty management, p.8
20 Homburg / Bruhn (2008), a.a.O.
21 Vgl. Homburg / Bruhn (2008), Loyalty management, p.8
22 Vgl. Homburg / Bruhn (2008), Loyalty management, p.8
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the topics of personnel development and reten-
tion play a central role, especially in personnel
management. Politicians have recognized this de-
velopment and are attempting, through legisla-
tion and accompanying political and social dis-
cussions, to emphasize the importance of health
and thus make pharmaceutical professions more
attractive. Additional bonuses, through pharma-
cies or the pharmaceutical sector in general, cre-
ate incentives to attract or retain employees in the
long term.
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Abstract:                                        According to the Robert Koch Institute, around 492,000 cases
of cancer were diagnosed in 2016 in Germany alone (RKI press
release 2019). Although declining disease rates can be ob-
served for numerous types of cancer, increasing trends in ab-
solute numbers are forecast as a result of the increasing ageing
of our society. For this reason, tumor diseases are of high po-
litical relevance. This applies in particular to those of the skin.
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Introduction
After cardiovascular diseases, cancer is the

most common cause of death in the world’s in-
dustrialized nations (Aigner & Stephens 2016).
According to the Robert Koch Institute, around
492,000 cases of cancer were diagnosed in
2016 in Germany alone (RKI press release
2019). Although declining disease rates can be
observed for numerous types of cancer, increa-
sing trends in absolute numbers are forecast as
a result of the increasing ageing of our society.
For this reason, tumor diseases are of high poli-
tical relevance. This applies in particular to
those of the skin. 

Lothar H. Wieler,  President of the Robert
Koch Institute, emphasizes the registration of
malignant tumor diseases as an important task
of general health care the aim of which is „to
reduce the burden of disease caused by cancer
in the population“ (RKI press release 2019). As
a result of the establishment and expansion of
the German cancer registries, it can be clearly
seen that individual types of cancer are on the
rise in terms of their frequency of occurrence.
On the one hand, this circumstance signals a
corresponding need for research, on the other
hand, it allows the effects of early detection
programs and the effects of prevention measu-
res to be shown. At the same time, the cancer
registries also reveal prevention potentials. This
is where the present study, which will deal with
the health care and disease prevention of tumor
diseases, will be located - with special conside-
ration of dermatological tumor diseases.

In general, the question arises as to what is
meant by the term „health care“? Can we equate
the term with „early detection“ or „disease pre-
vention“ or does it mean something completely
different? In principle, all three terms could be
defined separately. For example, „health care“
could stand for maintaining our health by appro-
priate means, such as a balanced diet and exer-
cise. In connection with tumor or cancer diseases,
however, the term could possibly be more nar-
rowly defined and could simply mean „early de-
tection“. 

Then the term „disease prevention“ as a pre-
ventive measure would be clearly distinguished
from it. However, „health care“ and „disease pre-
vention“ could also be understood as synony-
mous because preventive behavior serves to pre-

vent illness. In this sense, the announced study
will first of all clarify, define and distinguish the
terms. In addition, are you interested in what ex-
actly is the difference between primary, second-
ary, tertiary and quaternary prevention? And
which methods are suitable for the respective
type of prevention?

Likewise, the announced study will deal with
the extent to which the topics „health care“ and
„disease prevention“ are represented in medical
studies? Possibly there are also other study
courses that deal with these topics? If so, it may
be possible to derive synergies with regard to
health care and disease prevention from the re-
spective special knowledge of medical and other
study programs, which could then be pursued
further within our health system. Last but not
least, the announced study will provide an intro-
ductory answer to the question of which organi-
zations in Germany are concerned with health
care and/or disease prevention? Precisely be-
cause cancer prevention must be understood as a
task for society as a whole - as the Robert Koch
Institute emphasizes in its press release from
2019 (RKI press release 2019) - these questions
should be asked and answered urgently, because
valuable impulses for the future could arise from
the interaction of all institutions.

Objective
The announced study will provide an

overview of benign tumors and malignant neo-
plasias. To this end, the individual tumors will be
briefly described. In particular, the study will
focus on dermatological tumor diseases. These
will be examined in more detail. Initially, these
also include benign tumors and nevi. Further-
more, malignant tumors are considered, such as
basal cell carcinoma, malignant epithelial tumors
of the skin, malignant melanoma, malignant mes-
enchymal tumors of the skin, malignant neuronal
tumors of the skin as well as cutaneous paraneo-
plasias. Malignant lymphomas and similar dis-
eases will also be dealt with in more detail here.

In addition, current measures for health care
and prevention of the individual types of cancer
will be summarized and presented. Here again,
special emphasis will be placed on skin cancer
types. Furthermore, the study wants to give an
overview of modern diagnostic procedures and
forms of therapy.
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It is planned to give a general overview of all
tumors, especially skin tumors, and to put the
sense of the corresponding health care in relation
to it and to discuss it.

In order to be able to better assess the sense
of health care and cancer prevention in particular,
a practical part of the study is also planned in
which patients with skin cancer are compared
with each other regarding the course as well as
the prognosis of their disease. Thereby it shall be
tried to draw conclusions and to formulate corre-
sponding statements to what extent regular health
care and cancer prevention in the dermatological
context can be classified as reasonable with re-
gard to the detection, the course of the disease
and the disease prognosis.

Patients and methods
The study is divided into two parts. The first

detailed part, which will give an overview of all
tumor diseases with special consideration of der-
matology and present the current diagnostic and
therapeutic procedures as well as modern preven-
tive measures is a pure literature work. Mono-
graphs and relevant textbooks will serve as a
basis for this work. Furthermore, the databases
PubMed and Medpilot are searched specifically
for suitable studies and articles dealing with tu-
mors, especially those of the skin, as well as with
preventive measures for the prevention of tumors
in general and those of the skin in particular. Cur-
rent guidelines will also play an important role in
this context.

The second part of the study will be of a prac-
tical nature. For this part skin cancer patients of
a dermatological practice will be observed over
a defined period of time. One half of the patients
has regularly taken part in preventive health care,
the other half presented themselves in the prac-
tice with an already existing skin tumor. The
study intends to observe these patients with re-
gard to their course of disease and the prognosis
of the disease. The exact inclusion criteria are
still being determined.

Results and Discussion
Health care and disease prevention, in partic-

ular cancer prevention, are today considered a
task for society as a whole (RKI press release
2019). In this context, the education of the pop-
ulation seems to be a priority, as „about half of

all cancer diseases“ in the Federal Republic of
Germany can be „attributed to lifestyle factors“
according to expert estimates (Wikipedia Kreb-
spravention 2020). 

Above all smoking, wrong diet, no or too lit-
tle exercise, the consumption of too much alcohol
and excessive exposure to UV rays are among the
factors that can promote cancer. To a small ex-
tent, genetic conditions, occupational factors, in-
fections and environmental and air pollutants are
involved.

Numerous epidemiological as well as retro-
spective studies seem to suggest scientifically
that rules of conduct that are given to the popu-
lation are positive in terms of their preventive ef-
fectiveness. These include, for example, abstain-
ing from smoking and avoiding alcohol. People
today are also open-minded when it comes to nu-
trition. For example, many people are increas-
ingly adopting a vegetarian or even vegan diet,
whereby the renunciation of meat is certainly
promoted by environmentally and climate-
friendly aspects, especially among the younger
population. On food and nutrition today never-
theless possibly still a larger attention could be
put, particularly since there seems to be, as can
be proven, numerous food which work in cancer
prevention. Secondary plant compounds could
also offer additional potential here.

In addition, many people today regularly ex-
ercise and try to maintain or reduce their weight.
In Germany, the latter in particular is supported
by health insurance companies, for example by
financing nutritional advice, diet and weight loss
courses and special gymnastics and training
groups.

As a result of the education of the population,
the latter is now also more sensitive to the effects
of UV radiation. Similarly, increasing attention
is being paid to reducing particulate matter and
diesel soot and avoiding exposure to substances
such as asbestos. Also harmful substances in
food, such as molds or their poisons, are now
known to a large part of the population.

However, education of the population can
certainly not be the only way to avoid cancer, as
some viruses and risk factors, such as the bac-
terium Helicobacter pylori, can also promote the
development of cancer. Today, preventive vacci-
nations and eradication therapies are available.
Similarly, certain drugs, such as tamoxifen, are
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approved for chemoprevention in women with an
increased risk of breast cancer, while other drugs,
such as aspirin and non-steroidal anti-inflamma-
tory drugs are in the clinical trial phase with re-
gard to their cancer-preventive effect (Theml
2005; Wikipedia Krebspravention 2020). Pro-
phylactic mastectomies, ovariectomies and or-
chiectomies can also be considered in appropriate
constellations.

Conclusion
These common and known preventive meas-

ures as well as other prophylactic measures dis-
covered in the course of the announced study will
be compared with the relevant literature and
identical or differing findings will be discussed.
In addition, there are also critical voices that
doubt the sense of health care and preventive
medicine (Muhlhauser 2018). These should also
be considered in the announced study and in-
cluded in the discussion. In addition, the findings
that were gained from the practical part of the
present study will be evaluated and compared
with those of other studies.

Finally, the announced study wants to make
proposals for reasonable future measures to sup-
port health care and cancer prevention as an out-
look.
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Abstract:                                        Alzheimer’s disease is a dementia of neurodegenerative origin.
Managing care for patients with Alzheimer’s dementia is a se-
rious socio economic and social problem. Everyday care for
Alzheimer’s illness is extremely demanding. Adequate nursing
care in home care is difficult as a non-professional suddenly
thrust into the role of carer does not have the necessary educa-
tion or skills to provide it.
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Theoretical basis 
alzheimer’s disease is a serious neurodegen-

erative brain disorder, leading to the decline of
some populations of neurones and consequently
to brain atrophy (loss of nerve tissue). This then
results in the development of dementia syn-
drome. This cause of dementia is the most com-
mon of all. It accounts for approximately 50% of
all dementias (Klimova 2011).

Clinical Picture of Alzheimer’s Disease
Dementia develops in a non-obvious way,

„surreptitiously“. From the beginning, it is usu-
ally manifested and diagnosed as a mild disorder
of cognitive functions. The first symptoms are
memory disturbances, especially of the short-
term memory. Relatively little distortion of ori-
entation in space and time occurs during the
course of development of dementia. During the
development of Alzheimer’s, they begin to forget
names, terms and there is a substantial reduction
of vocabulary. There is a substantial decline in
intellect, thinking slows down. Disorders of the
phatic functions (all types of aphasia) may occur
(Broadal 2008).

Dementias of the Alzheimer’s type can be di-
vided schematically into three levels: 

mild dementia is marked by disorders of
memory, which are partly subjective (the patient
is aware of a loss of memory), but also objec-
tively measurable using testing methods. Disor-
ders of the declarative memory occur, especially
in the short and medium term - failures in re-
membering new information as well as disruption
of daily life activities, especially in the profes-
sional sphere and more complex activities. Dis-
orders of orientation may be observed, especially
in places which are more remote and less visited
by the patient. Mood disorders (mainly depres-
sion) are common. moderate dementia is
marked by a major deterioration of memory in all
components. Disorientation in time and space is
common (Klimova 2011).

severe dementia is marked by severe im-
pairment to all components of memory. Sufferers
are unable to remember new information, are
completely disoriented, unable to remember
where their bed, their room and the toilet are.
They do not recognize people around them-
selves, often not even their closest relatives
Sheardova 2011

Treatment of Alzheimer’s Disease
Procedures for treating Alzheimer’s can be

divided into 2 categories: biological and non-bi-
ological, and in practice it is suitable to combine
both methods.

The most common biological treatment ap-
proach is pharmacotherapy. Pharmacotherapy
for Alzheimer’s is cognitive –primarily affecting
impairment to the cognitive functions and non-
cognitive, aimed at influencing the associated
disorders of mood and affectation, behaviour,
sleep which are often found in patients with
Alzheimer’s. Klimova 2011 Klimova Magurova
2013

non- cognitive pharmacotherapy influ-
ences behavioural disorders in dementia, changes
of mood and affectation, and sleeping disorders.
For calming restlessness or even associated delir-
ium, modern substances known as 2nd generation
antipsychotics are used, which have a minimum
of undesirable side effects. Modern antidepres-
sants (medicines acting against depression) and
modern anxiolytics (medicines for anxiety) are
also used. Alongside pharmacotherapy, an essen-
tial role in the treatment of Alzheimer’s is played
by the non-pharmacological management of de-
mentia, with a large number of programmes of
activities prepared, cognitive training and cogni-
tive therapy and kinesiotherapy. Racs 2009

Psychological and Physical Burden on Carers. 
Long-term care of a non-independent person

can be burdensome in many ways. The occur-
rence of care burden is more frequent in women
than in men and this can also be related to the di-
vision of „female“ and „male“ activities. While
men perform heavier work in the home and pro-
vide financial security, women do more domestic
work (e.g. shopping, cooking, cleaning, ensuring
the entire household runs properly) that is often
time consuming. They often get into a situation
where they have to look after their children, man-
age their job and look after their sick, non-inde-
pendent elderly family members. The changes
that the patient and the carer have to undergo after
diagnosing Alzheimer’s disease are reflected in
the need to provide some support in care. The bur-
den on the carer can be divided into an objective
and subjective component. The objective factors
creating an excessive psychological burden on
carers include the length of care, cohabitation in
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a shared household, the degree of dependence of
the dependent person, the time required for daily
care and the type of disability. The subjective bur-
den on carers depends on their own experience of
their role. Reactions to individual stressors are in-
fluenced by various psychosocial factors such as
family relationships, the social environment and
cultural habits. Varsik et al 2011

EMPIRICAL SECTION

Definition of the research problem and aims. 
The empirical part consists of research in

which we mapped the workload of carers in re-
lation to treating a sick relative. We used the
Svanborg Nursing Burden Test for mapping the
workload of carers in relation to treating a sick
relative. The test includes eight activities that the
caregiver encounters every day with Alzheimer’s
disease: mobility, personal hygiene, eating, uri-
nary incontinence, faecal incontinence, use of
toilets, pressure sores and cooperation with the
patient. The test score determines whether the
patient is self-sufficient - 0 points or dependent -
38 points. For each activity, respondents could
choose from several options. (In the paper we
present results for 4 items.) 

Aim of the research
The aim of our research was to map the level

of workload in families providing care to rela-
tives suffering from dementia.

Hypothesis. We expect, that carers will have
differing levels of work burden from careing for
a sick family member with Alzheimer’s depend-
ing on the stage of the disease. This hypothesis

was evaluated using the Svanborg Nursing Bur-
dern Survey on various activities related to the
care of a patient with Alzheimer’s disease, and we
will be interested in whether and how the stage of
the disease influences the burden on the carer.

In order to express the correlation between
the burden and disease statistics, we use
Kendall’s rank correlation coefficient τ (1948)
which measures the strength of this correlation.
To interpret the coefficient we will use the scale
created by Cohen (1988) where correlation
below 0.1 is trivial, 0.1-0.3 is small, 0.3-0.5
medium and above 0.5 strong. In addition, we
will test the statistical significance of this addic-
tion, i.e. the hypothesis that τ = 0. If this hypoth-
esis is not confirmed as the p-value of this test is
less than 0.05, we are talking about a statistically
significant correlation.

Research methods and methodology
description of research sample. The re-

search had 55 participants in different age cate-
gories (mean age 49) who were looking after
a close relative with Alzheimer’s disease.

organization of the research. The research
was performed during the time between October
and December 2015. The respondent was a non-
professional carer for a relative suffering from
Alzheimer’s dementia. 

statistical processing of hypotheses was
performed using the following statistical meth-
ods:
1. interval estimate of proportion
2. Kendall’s rank correlation coefficient 
3. median
4. descriptive statistics

                                                                                                Burden for movement                        Total
                                                                                     Partial          Significant          Total 
                                                                                       help                   help          dependence
Stage of                                    mild                            10                        1                        0                     11
Alzheimer’s                             moderate                  16                        1                        1                     18
disease in the patient          severe                           8                        8                     10                     26
Total                                                                                34                      10                     11                     55

Table 1 Burden on the carer in terms for mobility

Analysis and interpretation of results of research
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A statistically significant correlation has been found between the stage of the disease and the bur-
den from mobility (p<0 05). Kendall’s coefficient in this case is t = 0 52, which is a strong correlation.
Out of 26 carers of patients in a severe stage of the disease, 10 (38 5%) answered that the patient
was completely dependent on their care and therefore they are fully burdened. For patients in an
early stage, only 1 (9 1%) of the carers answered that they were significantly burdened regarding the
mobility of the patient.

Under this item, only 11 carers said their sick relatives had pressure sores. 9 were caring for small
pressure sores and 2 carers were caring for extensive pressure sores. 80% of the respondents did not
indicate one of the options, which suggests that 44 patients do not experience pressure sores. Because
of the low number of responses, no further analysis was possible.

                                                                                       Burden of care for pressure sores                Total
                                                                                      None                Small           Estensive
Stage of                                    mild                            10                        1                        0                     11
Alzheimer’s                             moderate                  16                        2                        0                     18
disease in the patient          severe                         18                        6                        2                     26
Total                                                                                44                        9                        2                     55

Table 2 Burden on the carer in terms of care for pressure sores

Table 3 Burden on the carer in terms of cooperating with the patient

Table 4 Burden on the carer related to faecal incontinence 

                                                                            Burden from cooperation with the patient     Total
                                                                                    Sometimes heavy           Very heavy
Stage of                                    mild                                     10                                       1                        11
Alzheimer’s                             moderate                          17                                       1                        18
disease in the patient          severe                                    9                                     17                        26
Total                                                                                                                                 19                        55

                                                                                       Burden from faecal incontinence                Total
                                                                             Sometimes occasionally        Allways
Stage of                                    mild                                     10                                       1                        11
Alzheimer’s                             moderate                          18                                       0                        18
disease in the patient          severe                                 14                                     12                        26
Total                                                                                                                                 13                        55

Statistically significant correlation was found between the stage of the disease and the burden re-
lated to cooperation with the patient (p < 0 05). The Kendall coefficient in this case is t = 0 538,
which is a strong correlation. Of the 26 carers who were looking after a patient with severe
Alzheimer’s, 17 (65 4%) said that the patient was very difficult to cooperate with. On the other hand,
only 1 (9 1%) of the mild stage patients said co-operation with the patient was very difficult. 36 re-
spondents who were caring for a sick relative in the mild, moderate and severe stages of the illness
reported difficulties with co-operation sometimes.
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DISCUSSION
Overall, the hypothesis has been confirmed.

Statistically, we have shown that the relationship
between the carer’s burden and the stage of the
disease in the patient is not the result of random
chance. Carers are burdened with the care of
a patient with Alzheimer’s disease, but the degree
of burden depends on the stage of the disease. At
the mild stage, the carer’s burden is only light,
but during the severe stage a high level of care is
required for various activities - personal hygiene,
mobility, use of the toilet, or patient co-operation.
The dependence between the carer’s burden and
the stage of the disease in the patient was found
in the sample group. The statistically significant
correlation was due to the dependence between
the stage of the disease and the caretaker’s bur-
den in all the activities covered by item no. 7 –
the Svanborg test. There is a strong correlation
between the stage of the illness and the burden
on the family member arising from the activities
of mobility, personal hygiene, eating, use of the
toilet, and cooperation with the patient, from
which we can conclude that carers are the most
burdened in these areas of care for Alzheimer’s
patients. There was a medium level of correlation
between the stage of the disease stage and the
burden on carer in terms of urinary and faecal in-
continence. The authors of foreign studies report
that until the 1980s little attention was paid to
families caring for incurably sick members of
their families. A significant breakthrough oc-
curred at the end of the 20th century, when geron-
tologists began to study the burden on families.
Klimova 2011defines the burden on the carer as
a multidimensional process which is projected
into physical, psychological, social and financial
dimensions. Caring at home for a patient with
a chronic illness is, in most cases means a loss of
ability to adapt quickly to an altered situation, the
loss active influence on a changed environment,
and responding appropriately. In clinical practice
it is therefore necessary to pay attention not only
to the recipients of care but also to the givers of

care. Serfelova Hladekova 2010 in their research
focused on the assessment of the burden on the
carer in caring for a chronically ill family mem-
ber in the domestic environment in terms of age,
sex, length of care and shared family membership
of the carer and the chronically ill patient. Re-
spondents aged 61 to 75 were more affected by
the burden. These differences between the
younger and older carers may be related to the
more frequent occurrence of somatic diseases in
older carers and also to the assumption of
a greater physical burden on carers of these age
groups. Significant differences were also con-
firmed in terms of the length of care provided.
Higher rates of stress were reported by respon-
dents who had provided care for more than 3
years. Meyers et al 2001 pp 73 81 states that in-
creasing length of care increases the incidence of
psychological problems such as emotional dis-
tress, stress, nervousness, fear, depression. Sev-
eral studies also point to the impact of the length
of care on family, financial and social relation-
ships Stoltz 2004 Elmstahl 2006. The most fre-
quent changes include loss of employment, lack
of family support, changes in the allocation of
tasks among individual family members. Signif-
icant differences were also confirmed depending
on the carer’s family membership with the pa-
tient. Higher levels of burden were felt by life
partners. Several authors Toth 2005 Hogstel 2006
Ferkova Ilievova 2013 describe the relationship
with the relative as one of the determinants influ-
encing the emotional burden on carers. Bragdon
and Gamon 2009 p 101 report that the progres-
sive illness of a life partner and subsequent care
in the home environment provokes frustration in
the carers, it can limit their lifestyle and
prospects, it can disturb family relationships be-
cause they may feel they have inadequate support
from other family members, or if they are unable
to provide adequate care for their relative.
Tabakova and Vaclavikova (2008) in their work
point out that the burden on the carer correlates
with self-sufficiency. 

A statistically significant correlation was found between the stage of the disease and the burden
from faecal incontinence (p < 0 05). The Kendall coefficient in this case is t = 0 422, which is medium
correlation. Of the 26 carers who were caring for a patient with a severe condition, 12 (46 2%) re-
sponded that the patient is always dependent on their care, and therefore they are fully burdened. In
patients with a mild condition, only 1 (9 1%) of the caregivers said they were fully burdened with
regard to faecal incontinence.
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CONCLUSION
Alzheimer’s dementia is a disease that

touches only not one person, but the whole fam-
ily looking after the elderly person. The pillar of
care for an Alzheimer’s patient is the actual be-
haviour and approach of the carer. People looking
after the victim have to face difficulties, which
they manage to a greater or lesser extent, from
encountering the diagnosis, through appropriate
treatment, to caring for the sick. It is therefore
very important that carers have a lot of informa-
tion and knowledge about the comprehensive
care of patients with Alzheimer’s disease to help
them improve their lives in the home environ-
ment.
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Abstract:                               The article presents the University of the Fourth Age as one of the
new possibilities offered pedagogical, educational and activation ac-
tivities for seniors in residential facilities defined by the legislation
of the Czech Republic (Act #108/2006 Coll.). In connection with the
increasing demographic population aging in contemporary society
there are changes in the social policy of the state, which is reflected
in the concept of active aging seniors. One of the possibilities of im-
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Introduction
Old age is an integral part of our life. It is

a part of every individual and it significantly in-
fluences the life of a senior. It is closely linked in
the physical, mental, social and spiritual changes
(Dvorackova 2012). Aging is understood as an
irreversible biological process that is universal
for nature, beginning on the day of birth. From
the perspective of medicine, old age has an indi-
vidual manifestation that depends on the state of
health, education, social environment, lifestyle,
etc. confirms Tosnerova (2009). Although old age
is clearly an objective reality (Cevela et al. 2012)
its definitions and concepts; setting the parame-
ters of life in old age; parameters of leaving re-
tirement and pension insurance; conception of
expected needs; the rights and duties of older
people a changing social construct; who is the re-
sult of permanent transformation and negotiation
between different social actors; responding to
major societal changes which currently include
mainly demographic change; improving the
health and functional condition of seniors and
civilization development with the advent of the
information society including ground-breaking
new technologies. 

The 20th century was considered a century of
children; the 21st century can be called a century
of seniors. With this statement is linked to in-
crease topicality and strengthening intergenera-
tional solidarity of each other and it in a context
of respect and thoughtfulness as Nova states
(2018 108 p.).

As is apparent from the above, the demo-
graphic aging of the population poses a number

of problems that society, as well as an aging per-
son, must be able to cope with. There is better so-
cial protection, high level of health care, higher
education of citizens, but on the other hand, so-
cial problems are increasing in connection with
the aging of the population and its quality of life
in its natural environment, or in residential social
services facilities (Pavelkova 2019).

The aim of the paper is to reflect on the sen-
iors‘ leisure time in residential social services fa-
cilities and opportunities to expand the providing
of new education and activation activities. With
regard to the specifics of the topic, the analysis
of specialized secondary sources and data is
used; partial passages are using comparison in
framework of the Czech environment.

The quality of life of seniors
Every senior wants to live a quality life that

will be fulfilled in health by satisfying his needs,
values and priorities (Cevela et al. 2012). Quality
of life can be understood as a measure of self-re-
alization and mental harmony; a measure of life
satisfaction and dissatisfaction; expression of
happiness (Ochaba & Rackova 2018). The World
Health Organization views quality of life as an
expression of how one perceives one’s position
in life in the context of culture in which lives and
in relation to their goals, expectations, lifestyle
and interests, leisure activities (Pribyl 2015). Es-
pecially in the elderly, the subjective experience
of old age and the perception of living conditions
are significant factors in the quality of life (Kra-
jcik et al. 2000). This stage of life is not generally
perceived as a difficult or complicated time; on
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proving the quality of life of seniors in residential facilities and better
coping with this difficult life period with regard to its specifics can
be the so-called University of the Fourth Age, one of the offered ac-
tivation activities. On the basis of increasing the age of clients and
the trend of lifelong learning in the form of acquiring social compe-
tences, it is also necessary to improve the quality of spending leisure
time in residential facilities, that is, the continuous acquiring or re-
newal of knowledge from various areas of life (environment, law,
health, medicine, etc.). It is a comprehensive educational program,
created based on the interest of seniors of the given residential facil-
ity. Activation activity in the form of the introduced educational ac-
tivity can also be prepared for clients with chronic diseases such as
diabetes mellitus, when lectures at the University of the 4th Age are
devoted specifically to this issue and can appropriately support dis-
ease compensation and their active aging in the residential facility.
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the contrary, a positive attitude often prevails in
seniors‘ attitudes, sometimes despite difficult liv-
ing conditions (Kucharova et al. 2002). As
Kucharova states, the non-material aspects of life
are relatively more important than the material
aspects of life satisfaction. Leisure activities are
important for people of working age, but are also
gaining importance in experiencing in quality of
old age and should always bring joy, fulfilment
and relaxation and to motivate seniors to imple-
ment the concept of active aging (and it in the so-
called fourth age of the senior population 75+),
which is an essential condition for the successful
spending old age life.

Activation activities of seniors in residential
facilities

Being beneficial to society and for even my-
self is the foundation of human survival. A hu -
man changes environment during life in which
one lives. One possible environment, where a se-
nior can live and finish one’s life for various rea-
sons, is also residential social services. (Hnykova
2019). The essence of welfare services is to help
people and ensure their physical and mental self-
sufficiency. The aim is to enable them to partici-
pate as much as possible in the everyday life of
society and in cases where this does not allow
their condition, to provide them with a dignified
environment and treatment (Molek 2011). Pro-
vided help and support is associated with respect
for human dignity and is based on the individual
needs of the client (Capicarova & Holeckova
2017). The basic services offered in the providing
of social services in homes for the elderly under
Decree #505/2006 Coll. Paragraph 15 includes:
Providing of accommodation; food; help in cop-
ing with routine tasks of personal care; help in
personal hygiene; mediating contact with the so-
cial environment; socio-therapeutic activities and
activating activities. 

Social work is an integral part of social serv-
ices where a social worker: plays an irreplaceable
and important place; helps and advises the client
on how to handle a difficult situation; provides
and mediates care for the client and family mem-
bers including the adaptation process; etc. (Matel
& Schavel 2013). An important part of the work
description of the social worker is also the
methodological guidance of the activation sec-
tion and setting up leisure activities for seniors in

residential facilities to provide them a varied
range how to spend their free time.

Of these facts, activation is one of the basic
tasks in providing social services (so-called acti-
vation programs). The client in the residential fa-
cility has enough free time and in which he has
the opportunity to use according to his interest
and the offered pedagogical, educational and ac-
tivation activities. According to Pavkova (2014),
activation activities have their functions, which
can be divided into pedagogical, educational,
health, social and preventive ones. Pedagogical
function can effect the senior in how to spend
free time. During educational activities, a senior
learns which of them he/she can use in his/her
daily life. The health functions of activation ac-
tivities bring benefits in the area of physical
health, but also contribute to the well-being of
the elderly. The social function of activation ac-
tivities contributes to the prevention and im-
provement of relationships in society towards the
elderly. All the above mentioned functions lead
to the improvement of the position of the senior
in the society, not only in the senior, but also in
relation to others and fulfill the preventive func-
tion (Pavkova 2014). The activation of the senior
and spending his/her free time is connected with
the motivation that continues his/herneeds
(Vagnerova 2012). Physical and mental activa-
tion programs in residential facilities of social
services for seniors are focused on healthy aging
of seniors, but also seniors affected by various
types of diseases. According to Novotna with
a team (2018), during providing activation activ-
ities, we must adhere to the principles that the
provided activities are effective and fulfil their
function (for example, cognitive training, sensory
stimulation, physical activity, canistherapy,
music therapy, creative techniques, reminiscence
therapy, activities aimed at practicing daily activ-
ities, competitions, party games, etc.).

University of the fourth age as a new
possibility of educational activation activities

Residential facilities offer a range of the
above-mentioned activation activities, which are
based on legislation supported by pedagogical,
educational and activation activities (Act #
108/2006 Coll.). Due to the demographic devel-
opment of the progressive aging of the Czech
population, the number of people aged 65 and
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over will increase over the next decades, for
which there is hope life expectancy until the so-
called fourth age, over 80 and more. It can be as-
sumed that there will be a greater number of sec-
ondary and university educated clients; those will
have the need to meet their needs through an ex-
panded range of activation activities, especially
in the field of education. Based on this fact, there
is also prepared an educational activity called the
University of the Fourth Age (Hnykova 2019). It
is a modification of the senior education so-called
as university or a third age academy, but offered
in a residential facility. Similar issues have been
addressed by several authors, for example H.
Haskovcova (2010), D. Benesova (2014), L.
Sramkova (2015) or Janis & Skopalova (2016)
& others.

Solved educational activity called University
of the Fourth Age is prepared for seniors of res-
idential facilities; Seniors may participate in this
activity if their health and mental state allow
them to do so and motivates them to further ed-
ucation, deepening their interests and meaning-
ful spending their free time in the residential fa-
cility.

The educational program itself is designed
for a given facility with a maximum of 10 per-
sons. This number is considered optimal to allow
the group to discuss the issue; to comment on the
topic; communicate. Lectures are devoted to var-
ious topics: law; healthy living style; health and
illness; social sciences and social events; it can
be extended to topics requested by the seniors
themselves (such as computer or financial liter-
acy, consumer rights, modern literature, etc.), of
which seniors will be able to choose (suggest for
them another interesting educational themes,
which will correspond to the interests and de-
mands of seniors, of course with regard to their
possibilities and abilities). The educational ac-
tivity can be conceived, for example, within four
months, when weekly lectures on selected topics
will be held (maximum 2 hours), depending on
the client’s interest and health. As lecturers,
physicians, social workers, healthcare workers,
well-known personalities from public and social
life and volunteers can be enlisted. Participants
who attended selected lectures considered regu-
lar meetings, new information, establishing new
relationships, communication between clients,
creating a community as very beneficial

(Hnykova 2019). On the basis of this activation
activity it is possible to non-violently improve
the quality of life in a residential facility for se -
niors. 

The presented activity can also be prepared
for clients suffering from chronic diseases. The
educational program would be conceived as ed-
ucation of clients suffering from e.g. diabetes
mellitus in the given residential facility, in the
number of maximum 6-8 persons (Possibility to
discuss the issue, comment on the topic, commu-
nicate, talking about experiences with eating
habits, physical activity, compensatory aids, etc.).
It is possible to build on the experience of edu-
cational programs. It is possible to build a pro-
gram based on practical models focusing on the
specific needs of clients. Sharing experiences is
also essential. It is advisable to select clients for
activation activities in the form of the University
of the 4th Age for whom education is beneficial
in terms of compensation or incipient complica-
tions. These educational programs should be fol-
lowed by further communication between health
care professionals and patients with diabetes mel-
litus (Jirkovska 2017, pp. 12-17).

Individual lectures for clients with e.g. dia-
betes mellitus in the framework of the University
of the 4th Age in social facilities can be devoted
to:
– Dietary recommendations (principles of diet

therapy, menus, exchange units)
– Self-monitoring (blood pressure measurement,

use of blood glucose meter, blood sugar con-
trol, regular weighing in cooperation with med-
ical staff)

– Regular physical activity (meaning of exercise,
exercise, leg exercise)

– Treatment options for diabetes mellitus (oral
antidiabetics, insulin therapy)

– Diabetic foot care (daily check, skin care, nail
care, mycosis prevention)

– Appropriate footwear and socks (diabetic
footwear, principles of appropriate footwear for
diabetics)

– Prevention of diabetic foot - first warning signs
of limb threat

Conclusion
The paper is devoted to reflection on experi-

encing and spending free time of seniors in resi-
dential social services facilities and the possibil-
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ities of expanding the providing of new pedagog-
ical, education and activation activities. Cur-
rently, seniors form a large social group with spe-
cific biological, psycho-social and spiritual
needs, which them is payed attention of the social
policy of the state in the form of compliance with
legislation in connection with the concept of ac-
tive aging in home and residential facilities. One
of the new educational activities, called the Uni-
versity of the Fourth Age, which can help ac-
tively spend leisure time in seniors, is presented.
It is an interactive educational leisure activity
where seniors can obtain new information at reg-
ularly held lectures in the residential facility, and
so to improve their lives and at the same time to
get closer to the common life of seniors in their
natural home environment, bring satisfaction,
fulfilment, joy and experiencing a full life up to
old age. Its use is also suitable for clients with
chronic diseases, such as diabetes mellitus, when
lectures on this civilization disease in the frame-
work of the University of the 4th Age can appro-
priately stabilize and compensate for the condi-
tion of their disease and support their active aging
in residential social service facilities. They will
help to improve knowledge and skills related to
self-management of disease, improve the clinical
parameters of disease compensation as well as
cooperation with health care and social workers.
The benefit is also a reduction in health care
costs.
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Abstract:                                       During the current situation of the coronavirus outbreak there
is an increase in anxiety levels due to isolation and disagree-
ment with the restrictions on one’s living space as well as many
other crisis circumstances that cause an escalation in domestic
violence against self-sufficient elderly. This issue is discussed
to a lesser extent compared to domestic violence against the
elderly who depend on others’ assistance. In the case of self-
sufficient elderly, perpetrators of domestic violence can also
use the coronavirus pandemic to further weaken the self-suffi-
cient elderly via misinformation that the perpetrators pass on
to the elderly. Such misinformation then compels the elderly
to act pursuant to the demands of the violence perpetrators. The
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The obtained results can be applied when cre-
ating similar analyses that will serve as the basis
for research  which it is possible to build on even
during the period of COVID-19 or similar epi-
demics.  

Introduction
We can see that the „present-day society ap-

pears to be very selfish and individualistic“(14)
and its future and „lifespan is neither pre-defined
nor pre-determined in any way“(13), especially
in the current situation of the COVID-19 pan-
demic. Individuals in community groups „feel
spiritual needs that are focused on transcendent
values, as a need never stands on its own; instead,
it signifies there is a lack of values“ (20). Due to
isolation and the ensuing loneliness, people long
for relationships and, as a result, they strive for
unity and appreciate their health all the more
(20). Within them, there is „a new inner space in
which they can accept themselves, whether
beloved or broken“ (16). In this space, they have
the opportunity to reflect more deeply on them-
selves, on positive and negative aspects of their
personalities; to realize which areas in their lives
still need to be developed and improved, and to
reorganise their own lives (16) and thus „in their
inner freedom and with humility accept the truth
about themselves“ (16). In this context, it is also
necessary to reflect on the aspects of „existential
frustration or the absence of a clear answer to the
fundamental questions of life’s purpose and life’s
limited duration“ or the opportunities for self-ful-
filment of the elderly and their belief in their own
usefulness (15). We need to ponder on these prin-
ciples at professional and non-professional levels
and look at them as two essential concepts that
„sooner or later become important to everyone’s
life when they become part of their life“ (15).

As people grow older and weaker, they con-

sider family to be increasingly more important in
a number of aspects. In the case of the elderly,
the social and material aspects are very signifi-
cant. These aspects also include the financial sit-
uation of the elderly. Their retirement pension is
one of the very relevant causes of domestic vio-
lence and has greater far-reaching consequences
than a more superficial view might suggest.
Given the amount of their pension, it is under-
standable that many elderly welcome the possi-
bility of sharing a household. This, however,
often represents a threat in the form of intergen-
erational tension. As many practical cases show,
the perpetrators of domestic violence and aggres-
sion are not only blood relatives but also mem-
bers of the extended family, including brides or
sons-in-law, surprisingly enough. However, they
often carry out acts of violence subtly and it is
more difficult to detect them. In general, tension
and violence in a household may be caused due
to different intergenerational views and attitudes
in life, personality traits or dispositions of the in-
dividual members of the household. During the
current situation of the coronavirus outbreak,
such causes include: anxiety from isolation and
disagreement with the restrictions on their living
space which occur mainly in the older household
members. Perpetrators of domestic violence can
also use the current coronavirus pandemic to fur-
ther weaken the self-sufficient elderly via misin-
formation that the perpetrators pass on to the eld-
erly. Such misinformation then compels the eld-
erly to act pursuant to the demands of the vio-
lence perpetrators. The perpetrators may use the
following means for this purpose: prevent the
elderly from having any access to information,
telephone, or computer so that the elderly cannot
call for help if needed.

„Various forms of fear and concerns focused
on the future“ also contribute to the escalation of
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perpetrators may use the following means for this purpose: pre-
vent the elderly from having any access to information, tele-
phone, or computer so that the elderly cannot call for help if
necessary. Intervention centers that deal in depth with domestic
violence against the elderly are a potential solution for the
threatened elderly. The presented contribution focused on map-
ping the procedures, situations, and problems often encoun-
tered by the intervention center workers who help the elderly
threatened by domestic violence; on the necessary skills of the
workers; on their recommendations.
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tension in a shared household (20). These may
include, for example, fears of job loss, of the eco-
nomic, social, and general life situation, of „what
the future holds“, etc. In addition, they include
various socio-pathological influences; the pres-
ence of long-term substance or non-substance ad-
dictions; financial; health-related; psychological
problems of perpetrators of domestic violence;
problems related to housing; employment prob-
lems; problems caused by unsuccessful mar-
riages and many other life complications. 

The most common victims of domestic vio-
lence are single mothers or elderly fathers aged
50 and upwards who are threatened by their sons,
daughters, grandchildren, sons-in-law, or brides
due to the consequences of the aforementioned
addictions or unresolved property matters and re-
lated disputes. The aforementioned groups of do-
mestic violence perpetrators often take advantage
of parents’ love and willingness to help them in
their life situations and the perpetrators subse-
quently blackmail them. When the perpetrators
are the offspring of the victim, their grandchil-
dren, wife, or sons-in-law, they often use public
opinion as an argument in their blackmailing
should the elderly plan on reporting violence
since many elderly people still place great em-
phasis on public opinion. As Robert Schreiter –
the American missiology professor and renowned
international expert on non-violence and recon-
ciliation – often says that such maliciousness
caused by violence, trauma, and oppression must
be overcome (19).

Intervention centers that deal with domestic
violence against the elderly in depth are a poten-
tial solution for the threatened elderly. For exam-
ple, in the Czech Republic, it is possible to find
at least one center in each region specializing in
helping the elderly who are experiencing domes-
tic violence. Intervention centers generally pro-
vide victims of domestic violence with compre-
hensive counselling services consisting of legal,
socio-legal, and psychological assistance to the
elderly threatened by domestic violence in close
cooperation with the police and other institutions.
The intervention centers’ obligation under the
law is to provide assistance to the threatened eld-
erly within 48 hours of receiving a copy of the
police record. If the elderly agrees to cooperate
with the center, he/she will receive a psycholog-
ical intervention and key information. The inter-

vention center workers then investigate whether
the elderly has understood the police informa-
tion; has been given appropriate protection; feels
secure. Once this is clarified, the employees con-
tinue to provide the elderly with counselling serv-
ices and coordination of other services. The serv-
ices provided by intervention centers consist of
social therapy activities and assistance in exer-
cising rights and legitimate interests, in the mak-
ing of personal arrangements, and they are pro-
vided as the outpatient, field, and residential serv-
ices. Intervention centers can also be contacted
in an informal way by the elderly or someone in
their vicinity who noticed signs of threats, such
as neighbors, acquaintances, or friends who then
receive valuable advice and information for fur-
ther action to ensure the elderly is provided with
effective assistance. The intervention centers as-
sess the family situation to see if this is indeed
a case of domestic violence; provide an overview
of legal services and other available options in
the vicinity of the elderly’s place of residence and
inform him/her of all cooperation alternatives. In
addition to caring for the elderly, the intervention
centers also focus on coordinating information
between cooperating institutions within the
framework of interdisciplinary cooperation and
on educating the relevant professions, which in-
clude, for example, policemen, social workers,
carers, etc. Intervention centers, due to being the
easiest to access by the elderly, either operate in
other cities within a region during specific days
of the month specified by the region or visit in-
dividually those elderly people who for some rea-
son have more difficulties in accessing the center. 

Methods and Results
In the period between December 2019 – Feb-

ruary 2020, we used qualitative research strate-
gies to focus on mapping the procedures, situa-
tions, and problems often encountered by the in-
tervention center workers who help the elderly
threatened by domestic violence, on the neces-
sary skills of the workers, and their recommen-
dations. For this purpose, consultations with sev-
eral center workers within the regions of the
Czech Republic were carried out. In order to par-
ticipate in the survey, the respondents had to meet
the following conditions: be over 18 years of age
and have long-term experience working with the
elderly in intervention centers. Fifty respondents
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selected by a random sampling method partici-
pated in the survey. Upon conducting the survey,
we evaluated which aspects are common in these
centers. The obtained results can be applied when
creating similar analyses that will serve as the
basis for research, which it is possible to build on
even during the period of COVID-19 or similar
epidemics. The results may be viewed as a rele-
vant insight to a certain level, even despite the
fact that to some extent, the shorter survey period
and its implementation on a smaller sample of re-
spondents may be considered the survey’s limit-
ing factor.

Based on consultations and the conducted
survey, we have demonstrably found that in in-
tervention centers focused on helping the elderly
threatened by domestic violence, intergenera-
tional violence and a negative stance towards the
application of legal remedies prevail. The reason
is the justification of the actions of the violence
perpetrator; the effort to minimize the perpetra-
tor’s violence; fear and shame in disclosing do-
mestic violence; rapid onset of resignation; many
elderly people fear that they will not be able to
cope with their situation and want an institution
or authority to solve it for them. They assume
that if an authority speaks to the perpetrator of
the violence, he/she will be ashamed, change
their behavior, and their living together will be-
come bearable. In such cases, it is necessary to
patiently explain to the elderly that such a con-
versation is not effective because the perpetrators
in most cases do not admit to themselves that
they are behaving badly. Therefore, they have no
reason to change their behavior and most likely,
such conversation will later turn against the
threatened elderly. The elderly also tend to asso-
ciate violent behavior only with forms of vio-
lence, for example in the case of economic vio-
lence, the elderly justifies the violence by saying
that if he/she accommodates the perpetrator, the
violence will cease or, conversely, that the vio-
lence started precisely because he/she did accom-
modate the perpetrator; the same happens in psy-
chiatric cases, diagnoses or narcotics.

Another frequently occurring type of violence
that intervention center workers come into con-
tact with is partner violence at an older age. In
this case, defending oneself is hindered by the
fear of the consequences of a divorce, because
a person’s divorce, especially at an older age, rep-

resents a life burden which puts him/her in a kind
of vacuum and also raises existential concerns
(14). An associated complication in this regard is
the fact that the elderly threatened by domestic
violence by their spouse consider marriage to be
„better in terms of ensuring the conditions for in-
teresting activities [and] it is relatively better in
a cohabitational relationship regarding sufficient
time for inter-familial relationships“(2). During
consultations and surveys, the intervention center
workers also told us that, in the case of a marital
or partner relationship at an elderly age, there is
a more frequent incidence of males being the vic-
tims compared to other types of elderly abuse.

As in the case of intergenerational and partner
domestic violence, a split relationship with the
perpetrator of violence prevents the elderly from
effectively resolving the situation. The elderly are
often affected by self-blame for failing as a par-
ent, for example. In this case, intervention center
workers must also work with the threatened eld-
erly on the „inner issue of forgiveness“ (20).
„This goes both ways: The first is the direction
from oneself to other people; that is, active for-
giveness where a family member with accusatory
and self-accusatory tendencies tries to forgive
himself/herself; other people; and perhaps even
God for „what has befallen“ him/her. Passive for-
giveness, as „the other side of the coin“, means
the suffering parent accepts others’ forgiveness
which consists of being unconditionally accepted
by those around him/her. The parent is not
blamed for a situation for which he/she is objec-
tively not responsible; and he/she is also not un-
necessarily reminded of actions for which he/she
is actually responsible“ (20). Such forgiveness
does not mean that the past is forgotten or over-
looked. We will continue to remember this, but
in different ways that do not involve anger and
resentment (8). At the same time, it is necessary
to work on detaching the elderly from the perpe-
trators of violence because for many of them the
idea of losing a loved one – despite all the vio-
lence they have committed, they are still loved –
is unimaginable. The fear of loneliness is
stronger than fear for one’s own health or life. In
accompanying the elderly, intervention center
workers must „honor the resources for rebuilding
and integration that are part of [their] worlds“
(18). In this context, gestures are important to
help the elderly restore a sense of routine and „se-
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cure boundaries to keep out harm [...] in physical
as well as symbolic ways“(17). To prevent health
problems, restoration of bodily integrity during
such accompaniment is as important as „dealing
with the psychological issues to be addressed“
(17). The intervention center workers provide the
threatened elderly with a form of assistance and
support that helps them cope with the situation
while relying on the gradual mobilization of the
elderly person’s own internal resources (16). This
includes a particular dimension, i.e. offering an-
other person the gift of one’s own presence and
time. What that means is that „one does not offer
solutions or advice applicable to the other per-
son’s situation; instead, one simply stays with the
other person in silence and under all circum-
stances“ (10). This gift of presence can also be
applied by intervention center workers, for in-
stance, „in situations where it is difficult for the
[threatened elderly] to express words of consola-
tion“. In cases like these, words „lose their mean-
ing and the mere presence of another human
being can be helpful“ (10). 

In order to be able to ensure all these aspects
for the threatened elderly, the experience of the
intervention center workers reveals that all con-
tact with the violence perpetrator must be
avoided. Continuous contact may destroy all pre-
vious progress and lead to an assault. If it is not
possible to avoid mutual communication, it
should take place in a safe environment and the
presence of another person or entrust the com-
munication to a trusted person or a lawyer, for
example. In this context, it is also necessary to
help the elderly create a broad network of friends,
family, neighbors or professionals consisting of
psychologists, social workers and intervention
center workers who will continue to work with
the threatened elderly on the process of forgiving
and disengaging from the perpetrator of violence. 

During the consultations, we also asked
workers working in intervention centers aimed at
helping the elderly threatened by domestic vio-
lence about specific skills that they must apply in
practice. 

First of all, they must be internally capable of
being helpful, being available and being close to
the threatened elderly who expect help from them
and need not only their human but also profes-
sional approach (16). The elderly also need their
company with the opportunity of establishing

a healthy assisting relationship (16). Therefore,
it is necessary for them to master the skills of ef-
fective communication; to have well-established
critical thinking; appreciation of their activities
(11); to be able to provide strong and well-orga-
nized assistance to those elderly „who obviously
cannot deal with their situation“ or do not want
to deal with their situation (5). 

An important part of their work is also the
creation of a supervisory system. It makes them
„feel that they are emotionally „not alone“ in
dealing with challenging situations they are con-
fronted with on several occasions per day“ (9).
As a result of being „relieved of emotional stress
and emotionally rested“ they can continue to per-
form work duties (9). For them, it is an effective
preventive measure against the burnout syn-
drome (9); in a fundamental way it also helps
them work on their own development on a per-
sonal and professional level; this can ultimately
help them achieve a higher quality of profession-
alism and effectiveness in the assisting process
(7).

Intervention center workers also talked about
the procedures they use in practice in the event
of an informal contact by a threatened elderly. 

The first step is an initial assessment consul-
tation which examines their family situation.
Subsequently, the elderly is offered relevant serv-
ices and advice. When communicating with the
elderly it is necessary to adjust the speaking pace,
intonation, volume, complexity and the amount
of information provided in order to avoid infor-
mation overload. If for some reason the police do
not take any action in the elderly’s situation, with
the consent of the elderly, his/her case may be
transferred to the relevant social department
which may become more involved in the eld-
erly’s situation by paying him/her visits, for ex-
ample. 

In the second step, the emphasis is placed on
creating a more detailed security plan because the
elderly sometimes unknowingly provoke the per-
petrator to carry out even worse attacks. If the
threatened elderly nevertheless decide to deal
with their situation drastically, the intervention
centers help them overcome their fear of contact-
ing the competent authorities. When contacting
the police, the elderly often face obstacles in the
form of negative experiences with the totalitarian
regime, fear, and communication barriers due to
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their older age such as the impaired ability to de-
scribe a specific event. The intervention center
workers, therefore, try to inform the elderly of
what is important when testifying to the police
and what is not. In the event of court proceedings,
the elderly have the opportunity to be represented
by a law firm with which the relevant interven-
tion center cooperates contractually, therefore,
the price for its services for the elderly is also
symbolic.

Based on the statements of the intervention
center workers, it is also clear that they are aware
of their crucial role in awareness-raising activi-
ties, so they organize various courses for profes-
sions that may encounter domestic violence.
They mentioned, for example, courses for med-
ical university students; special courses for carers
of the elderly aimed at recognizing and dealing
with domestic violence. Their courses also in-
clude a special program for people who have
trouble coping with aggression in relationships
or are unable to cope with it at all. In their expe-
rience, this program could motivate the threat-
ened elderly to mobilize themselves to deal with
their situation. At the same time, however, the
workers point out that the internal motivation of
the perpetrators of violence, as well as the exclu-
sion of the presence of any substance or non-sub-
stance addictions, are essential for the program
to be successful. These specially-designed pro-
grams are also important because the trauma
caused by domestic violence can be transferred
from generation to generation either consciously
(intentionally) or unconsciously (automatically)
(8). „An example of such transfer can be seen in
situations of domestic violence where the father’s
violent behavior is reflected in the violent behav-
ior of his children in their own household once
they become adults“ (8). 

Discussion
Even though the consultations with the work-

ers were carried out prior to the spread of the
coronavirus in the Czech Republic, they also
pondered potential solutions in the event of a nec-
essary isolation of the elderly. It is clear that the
rate of domestic violence reporting will decline
but it will continue to occur. The reason may also
be the doubts of the elderly of whether someone
will deal with or take seriously domestic violence
during such a period. Therefore, it is necessary

to look for solutions that would be helpful for the
elderly and other people threatened by violence
during the period of isolation, when the level of
violence will naturally increase in the existing vi-
olent household environment. One potential so-
lution is for the threatened elderly to build the
aforementioned broad support network and agree
with its members in advance on potential signals
indicating that they feel threatened. The support
network members would subsequently contact
the relevant authorities. Another potential solu-
tion is, in cooperation with the individual self-
governing regions, to research and study the chal-
lenges and possibilities or threats that could still
affect the threatened elderly under certain condi-
tions (13) and to work to create such alternatives
that would also be helpful to the elderly who are
in some way denied access to a telephone and in-
formation by the perpetrator of the violence.

Another important aspect presented by the in-
tervention center workers is raising awareness
and carrying out activities to promote a new in-
tergenerational perception of the elderly which
needs to be worked on at the societal level. The
elderly help us see human affairs with greater
wisdom because they acquired knowledge and
matured as a result of life’s hardships. They pre-
serve our collective memory and thus serve as
privileged interpreters of this set of „ideals and
common values which support and guide life in
society. To exclude the elderly is in a sense to
deny the past in which the present is firmly
rooted in the name of a modernity without mem-
ory.“ As a result of their mature experience, the
elderly may provide the young with valuable ad-
vice and guidance (15). It is also essential to
strengthen all aspects of care for the elderly, in-
cluding the issue of improving the quality of
health care at the international level and the pos-
sibilities of its accessibility regardless of the ge-
ographical location or culture of the individual
nations (12).

Conclusion
It is the elderly who are among the most vul-

nerable group that needs to be given increased at-
tention even in the context of long-term care and
various aspects directly or indirectly related to
domestic violence against them. After detailed re-
search and analyses, it will be possible to prepare,
at least partially, for what the future may bring
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when working with the elderly as well as when
caring for them. Science will most likely never
be able to precisely predict future development
(13). However, as we can see already in the midst
of the current COVID-19 situation, the desire for
reconciliation has increased significantly, hand-
in-hand with the feelings of brokenness. Even in
the fight against violence against the elderly, „it
represents the search for justice, the healing of
memories, and the rebuilding of new relation-
ships“ (8). In the environment of intercultural
communication, a new opportunity has arisen to
eradicate racial, cultural, and other prejudices and
thus prepare the ground for the reunification of
humanity (3). Therefore, human effort must be
directed towards the future while at the same
time being focused on the problems in the pres-
ent. Above all, however, such effort should serve
as an act of hope (1) realized in patience, peace,
balance in dialogue, and the promotion of human
dignity (6). In this sense, when working with the
elderly and even in the intervention centers, it is
necessary to emphasize the deep and noble mo-
tivation of workers to provide assistance (...) be-
cause there exists no greater opportunity or re-
sponsibility, but also obligation, than that which
is given to a person who helps people who de-
pend on others’ assistance (4).
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Abstract:                                        aim: The aim of the research is to find out the degree of self-
perception of advanced practice nurses in the management of
chronic wounds.

                                                            design: descriptive study.
                                                            Participants:  The total of 129 advanced practice nurses work-

ing with patients with chronic, non-healing, or hard-to-heal
wounds.

                                                            methods: Own construction questionnaire. Descriptive and in-
ductive statistics processed using IBN SPSS 20.0.

                                                            results: The degree of self-perception of advanced practice
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Introduction 
Chronic wounds are secondarily healing

wounds, which, despite of adequate treatment, do
not show a tendency to heal for 6-9 weeks, but no
more than 53 weeks (1, 2). They are described as
the last stage of tissue destruction due to arterial
or venous disorders, metabolic disorders, pres-
sure, radiation, or malignancy. Reasons for non-
healing may be malnutrition, multidrug-resistant
nosocomial infection, patient immobilization and
possibly marginal interest in such wounds. The
prevalence of chronic wounds increases with age
and with the multi-morbidity of chronic civiliza-
tion diseases such as diabetes mellitus, obesity,
cancer and vascular atherosclerosis (3).

The most frequent chronic wounds are ulcers.
Ulcers of various etiologies have a total preva-
lence of 2.21 per 1000 inhabitants (4). In the
United Kingdom, the prevalence of chronic
wounds is estimated at 14.7 per 10 000 inhabi-
tants. In the US, chronic wounds affect approxi-
mately 6.5 million patients (5). In Slovakia, the
incidence of leg ulcers is about 1% (6), diabetic
ulceration 3-10% (7, 8), and pressure injury/ul-
cers by active search 10-68% (9).

It is estimated that 1-2% of the population ex-
perience chronic wounds with a cost of 2-4% of
health care expenditures in developed countries
(10). The annual cost of wound treatment in the
UK is roughly estimated at £3 billion, in Australia
at $2.85 billion, and in the US exceeded $25 bil-
lion annually. However, the actual costs are not
known. The prevalence of chronic wounds in-
creases with age and multi-morbidity, making it
difficult to separate wound care costs from the
treatment of various chronic diseases (5, 11).

Chronic, non-healing, or hard-to-heal wounds
cause a significant health burden, not only eco-
nomically for health systems, but also physically,
emotionally and socially for the patient. Care
provided can vary considerably and lead to un-

deruse of evidence-based interventions (5). One
of the main competencies of a nurse is the man-
agement of chronic wounds. In connection with
legislative changes taking place in Slovakia (De-
cree of the Ministry of Health of the Slovak Re-
public No. 95/2018 Coll. Implementing the po-
sition of an advanced practice nurse, our inten-
tion is to find his/her possible enforcement. The
area of chronic wound management requires
comprehensive assessment, diagnosis and treat-
ment in the context of multidisciplinary cooper-
ation (12). Advanced practice nurses work alone
or in collaboration with other health care profes-
sionals as a key expert in a multidisciplinary
team. An advanced practice nurse in chronic
wound management has the task of acting as
a case manager, educator, mentor (13).

The aim of the research is to find out the degree
of self-perception of advanced practice nurses in
the management of chronic wounds under the con-
ditions of the Slovak health care system.

Methods
The research group consisted of 129 ad-

vanced practice nurses working with patients
with chronic, non-healing or hard-to-heal
wounds. The selection criterion was at least 5
years of wound management practice.

For data collection, we chose a questionnaire
of our own construction using the competences
of an advanced practice nurse based on §3 of the
Decree of the Ministry of Health of the Slovak
Republic No. 95/2018 Coll. Validation of the
questionnaire was carried out by piloting five ex-
perts in the field of chronic wound management.

The questionnaire consisted of two parts: the
first included demographic variables; second in-
cluded questions focused on advanced practice
nursing activities in chronic wound management
practices (assessment and nursing care of skin in-
tegrity disorders; nurse prescription of medical
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nurses in wound management showed positive value. Signifi-
cant relationships were found between nursing self-perception
and age, job position, workplaces, and frequency of chronic
wound management (p<0.05). The area of research and Evi-
dence Based Nursing is insufficient.

                                                            conclusion: The self-perception of advanced practice nurses
in wound management shows a positive value. However, re-
search results imply the need to implement research into clin-
ical practice.
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aids; evidence-based research area; education and
communication with the patient; certification of
nurses). To evaluate the second part of the ques-
tionnaire we used Likert’s scale on a scale of 1 to
7 (1= „definitely no, applying/practicing in low
extent“; 7= „definitely yes, applying/practicing in
full extent“). The questionnaire was processed in
an online version via Survio software. The ques-
tionnaire reliability was high (Cronbach α=
0.937). Data collection was carried out through
the SKSaPA portal. The number of nurses who re-
ceived and physically opened the email was 525;
129 nurses completed the questionnaire, which
represents a 24.6% response rate. Data collection
was implemented in 2019. Data analysis and test-
ing were processed by SPSS 20.0 program using
descriptive and inductive statistics (Spearman
correlation coefficient, Kruskal-Wallis test).

Results
The sample consisted of 129 nurses who had

at least 5 years of experience in the field of
chronic wound care. The mean age of the nurses
was 43 ± 8.72 years and 20 ± 10.36 years of prac-
tical experience. The sample consisted of 118
women and 11 men. Since chronic wounds occur
in patients with different diseases, our sample
consisted of nurses working in different work-
places, in different positions and with different
frequency of implementation of chronic wound
management (table 1).

Table 1: Characteristics of the sample (n=129)

Within the self-perception of nurses, we fo-
cused on the area of nursing care management re-
lated to preventive measures in wound care. Ac-
cording to the Decree of the National Council of
the Slovak Republic No. 95/2018 Coll. (14), an-
other item was the area related to the prescription
of medical aids by a nurse. It is included in the
competences of an advanced practice nurse re-
ferring to the Decree of the Ministry of Health of
the Slovak Republic No. 89/1901 Coll. (15),
which issues a list of medical aids that are author-
ized to describe. Other items researched were:
evidence-based nursing, education and commu-
nication with the patient, certification of nurses
(Tab. 2).

Table 2: Areas of nursesę self-perception (n=129)

Subsequently, we investigated whether
nursing self-perception was significant in rela-
tion to selected items such as age, type of
workplace, nurse position and frequency of
chronic wound management by nurses in clin-
ical practice. An important variable in nursing
self-perception in wound management was the
age of nurses. We found that the higher the
nurses‘ age, the higher the nurses‘ self-percep-
tion. We also found significant differences in
other items. Within the workplace type, nurses
working in homecare had a higher self-percep-
tion compared to nurses working in institu-
tional medical departments. There was a sig-
nificant difference between the nurses in the
manager position in the community health care
area and the nurses working in the outpatient
area. We also found that there was a significant
relationship between the self-perception and
the frequency of chronic wound management -
the more often nurses manage chronic wounds
the more positive their self-perception was
(table 3).

Workplace                                           n             %

institutionalized medical              47         36.4
institutionalized surgical              66         51.1
home care                                          16         12.5

Position

nurse                                                    72         55.8
manager in institutionalized      32         24.8
care
manager in community                18         14.0
care
nurse in outpatients’                        7            5.4

Implementation of chronic
wound management

minimum                                              7            5.4
sometimes/rarely                            36         27.9
often                                                    86         66.7

Areas of self-perception                       M (SD)

care management                              6.40 ± 1.06

prescription                                          2.30 ± 1.90

evidence- based nursing                  3.00 ± 2.00

education and communication     4.80 ± 1.91
with patients

certification of nurses                       4.60 ± 1.20
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Table 3: Statistical testing of relationships
between variables

* p– value of statistical significance *p<0.05;
**p<0.01; ***p<0.001

Discussion
In our research, we focused on the manage-

ment of chronic wounds from the perspective of
a nurse. The statistical parameters focused on the
degree of self-perception of nurses towards their
own practice in the management of chronic
wounds and results showed significant relation-
ships. 

The highest self-perception value was identi-
fied in the nursing care management item related
to wound prevention measures. According to the
Decree of the National Council of the Slovak Re-
public No. 95/2018 Coll. (14) which determines
the extent of nursing practice provided by the
nurse independently, independently based on the
physician’s indication and in cooperation with
the physician, the nurse’s competence in the area
of wound management is to independently eval-
uate and treat skin integrity disorders.

The item concerning the prescription of med-
ical aids achieved the lowest level of self-percep-
tion. This is included in the competences of an
advanced practice nurse referring to the Decree
of the Ministry of Health of the Slovak Republic
No. 89/2018 Coll (15). There are 17 medical aids.
In Ireland, a registered nurse prescriber (RNP) is
a novelty. These nurses are subject to the condi-
tions laid by Irish legislation and the Nursing and
Midwifery Board of Ireland (16). ICN also rec-
ommends that the part of advanced practice nurs-
ing is an authorization to prescribe medicines and
authorization to prescribe treatment (17).

The second lowest value was the item con-
cerning active involvement in the research. We
found  that nurses do not participate in the re-
search and development of standards in the Slo-
vak health care. On the other hand, standardized
recommendations prevent various complications,
risks and adverse events. In Slovakia there is
a standard for „Prevention of pressure injuries/ul-
cers“ and „Aseptic dressing change“, which reg-
ulates the uniform procedure of nursing care in
Slovakia (18). In 2016, the book named „Stan-
dardization in Nursing“ was published, where the
author critically reviewed the existing 10-year
old standards of nursing care and synthesized the
knowledge enriched by her own original findings
as standards had not been modified since 2004
(19). The existence of international or European
standards could help in developing standard di-
agnostic and therapeutic procedures for nursing
very effectively. Slovakia lags after the devel-
oped countries in the development of standards.
In 2017, legislative steps were taken to ensure the
validity of standard diagnostic-therapeutic nurs-
ing procedures. Amendments to the National
Council of the Slovak Republic Act No.
576/2004 Coll. ensure a legislative anchorage of
standard-setting stating that the provider is
obliged to provide the care correctly (20). Mean-
while, 9 standards out of 18 in the area of   wound
management are signed and legally made avail-
able: „Comprehensive Nursing Management of
Patient with Pressure Injury/Ulcer“ and „Com-
prehensive Nursing Management of Pressure In-
jury/Ulcer Prevention of Risk Patient“ (21).

We did not find the required level of self-per-
ception within the interest of nurses in the certi-
fication. Also, the required level of interest in
working as a clinical specialist nurse in wound
management did not reach the required level de-
spite of the appropriate working conditions
would be created. From the management side, the
item of possible future cooperation with the nurse
with the wound management certificate also did
not reach the required level. In the United States
in 2012 (22), education for nurses in Wound
Management began: Wound, Ostomy and Conti-
nence Nurse (WOCN) - certification for Ad-
vanced Practice Registered Nurse (APRN),
namely Nurse Practitioner (NP) and Clinical
Nursing Specialist (CNS).

The tests validate the advanced specialized

Relationship                 Test            Value          p

self-perception       Spearman     0.191     0.030*
vs. age

self-perception       Kruskal-      15.16       0.038*
vs. workplace           Wallis

self-perception       Kruskal-      23.295     0.000***
vs. position               Wallis

self-perception       Spearman     0.258     0.003**
vs. frequency of
chronic wound
management
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knowledge and competence in four areas -
wound, ostomy, incontinence and foot care. The
conditions for obtaining a certificate are to have
a license as a registered nurse and/or an advanced
practice nurse, have completed master’s or higher
education to be an advanced practice nurse, have
an accredited educational background, or have
a WOCNBN specialization within five years
(22). These clinical specialists deal with chronic,
non-healing or hard-to-heal wounds, perform
wound debridement, deal with urinary system
and surgical wound infections, order bandages,
diagnostic tests, apply innovative bioengineering
products, etc. Their role is also to educate pa-
tients on regimen measures for various chronic
diseases (23). In countries such as the UK, Wales
and Ireland, there is a separate nursing speciality
in the field of wound management for nurses:
‚Tissue Viability Nursing‘ or ‚Wound Manage-
ment‘ (24). The training programs are imple-
mented at several levels: postgraduate certificate,
diploma, and masters in Wound Healing and Tis-
sue Repair (24). In the context of education, the
importance of certification in wound manage-
ment is stressed (25). In a study of Zulkowski et
al., certified wound management nurses scored
89%. Certification and specialization in wound
management plays an important role and posi-
tively affects the knowledge of nurses. The result
of their final findings was to prove the merits, im-
portance and irreplaceable role of educated cer-
tified advanced practice nurses in the field of
wound management compared to non-certified
nurses. In Slovakia, in the sense of increasing the
level of education according to the legislation,
there is an educational program for nurses in the
certified work activity „Nursing care for chronic
wounds“. At present, this certified work activity
in Slovakia is not taught and has not been taught
in the past. It would therefore be appropriate to
review the situation in the context of a multidis-
ciplinary discourse.

Conclusion
The issue of chronic wound management is

highly significant. Based on our research it is ev-
ident that the self-perception of nurses towards
their own practice in chronic wound management
is positive but needs to be strengthened in clinical
leadership, evidence-based nursing and research.
We can only confirm that an advanced practice

nurse in wound management has a significant
and substantial role in institutionalized and com-
munity care. In order to practice independently,
the nurse needs not only education and the scope
of practice, but also knowledge of developed
standardized and therapeutic procedures. It can
be said that the application of the role of ad-
vanced practice nurse will bring positive contri-
bution to the management of chronic wounds for
both patients and society in the form of economic
benefits.
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Abstract:                                        Nowadays the average age of population is increasing. The so-
ciety looks for bases which would allow the seniors to be in-
dependent within their limits as long as possible and to live
dignified  with the highest level of quality of their lives. Actu-
ally, there are not a lot of possibilities for movement activities
under professional supervision for seniors in Slovakia. We ob-
serve their deficit in communities on the level of towns and
villages and also in the organizations of social services or es-
tablishments for seniors. The aim of our work was to find out
if we can achieve increments of quality of life among seniors
by regular kinesiotherapy under observation of an expert. Stat-
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Introduction
It is extremely important to keep mobile in

a higher age. Movement decreases the risk of car-
dio-vascular illnesses, diabetes, apoplectic
stroke, obesity, osteoporosis; it improves breath-
ing; it decreases cholesterol; it supports the cor-
rect activity of the heart. All these positives for
movement preserve solid levels of quality of se-
nior’s lives. Quality of life is perceived subjec-
tively as an evaluation of the human life ex-
pressed by feelings of happiness and satisfaction.
They should be the result of influence and bilat-
eral interaction of external (social, economical,
environmental) and internal (psychological) re-
alities on the human’s life (Andrasko 2008). Top-
inkova (2005) states that health is one of the most
important values of a human.  Dutch Professor
Veenhoven contributed to the categorization of
the quality of life in his theory of  four Quad-
rants of life. So allocated qualities of life admit
to categorize concepts of a good life according to
the aspect of the quality of life they are concerned
with. 

Quadrant a encloses advisability of the en-
vironment for the life and it emphases living,
ecological, social, economical and cultural con-
ditions.  

Quadrant B is related to the concept of via-
bility of an individual and we rate physical and
psychical health into this group. 

Quadrant c presents effectiveness of life
and it is interested in how an effective individual
contributes to the good of other people. 

Quadrant d presents comprehension of
quality of life and appreciation to life (Mares
2006). 

Review of the quality of life is necessary
when the aim of the treatment is previously es-
tablished relative comfort of symptoms and keep-
ing functional capacities, especially independ-
ence. (Kociova, Peregrinova 2003) 

Kinesiotherapy
Treatment through movement has a consider-

able influence on seniors’ lives. By the help of
kinesiotherapy we try to keep maximal self-suf-
ficiency of seniors. Besides the application of the
movement treatment we aim at psychological,
social, as well as economic areas of these persons
(Musilova, Masaryk, Mackinova 2014). Positive
consequences of movement activity for senior’s
lives are shown because they allow an increase
in physical abilities of patients. By creation of so-
called energetic allowance it is possible to cope
also with casual more demanding movement ac-
tivities which increases the possibilities of social
exertion for a senior (Pysna et al. 2009, Macek,
Mackova 2008).

Many studies prove the positive influence of
movement activity on the quality of life and that
also is applicable for seniors. Positive changes for
their functional and health state with the improve-
ment or maintaining functions of their bodies are
documented. Among the most frequent illnesses
which we can influence by the help of kinesio-
therapy belong atherosclerosis, diabetes mellitus,
obesity &/or osteoporosis (Hegyi,L 2012)

Methodology of the work
The aim of our work was to find out if we can

achieve an increasing of quality of seniors’ lives
through regular kinesiotherapy. At the point of
the articulation of the hypothesis we have defined
the zero and alternative hypothesis on the base
line of significance α=0.05. 

Hypothesis 1. H0: After the application of
kinesiotherapy the status of patients didn’t
change. Kinesiotherapy doesn’t influence the
quality of senior’s life.

H1: After the application of kinesiotherapy
the status of the patients has been changed. Sig-
nificant improvement of their mobility judged by
the Barthel’s test has occurred. We impute in-
creasing of values in the Barthel’s test to the in-
fluence of kinesiotherapy.

2. H0: The age doesn’t influence the values
of the Barthel’s test in case of monitored respon-
dents. 
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ing the hypothesis, we assigned the zero and the alternative hy-
pothesis on the base level of significance α=0.05. We divided
the respondents into two groups. Both groups were comparable
on the base of values of the test. In the group which completed
the movement activities, more expressive improvement was
achieved.
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H1: Age influences the values of the Barthel’s
test. The value of the Barthel’s test decreases with
the growing age of the respondents. 

3. H0: We anticipate that quality of life isn’t
dependent on mobility and self-sufficiency of
a senior. 

H1: We anticipate that quality of senior’s life
is dependent on mobility and self-sufficiency of
a senior for more than 60%. 

4. H0: Quality of seniors’ lives in monitored
establishments is the same. There is no difference
in the quality of seniors’ lives in monitored es-
tablishments. 

H1: Quality of seniors’ lives in monitored es-
tablishments is markedly different. Quality of
seniors’ lives in the establishment with the phys-
iotherapy is markedly higher than in the estab-
lishment where the physiotherapy doesn’t work. 

As a method of the research we chose the test
of the quality of life after Spitzer and the
Barthel’s index for monitoring of mobility and
self-sufficiency of the patient. The test of the
quality of life after Spitzer for reviewing of qual-
ity of life in the old age consisted of 5 points
where: 1) activity; 2) self-sufficiency; 3) feeling
of health; 4) family support; 5) allover feeling of
satisfaction were reviewed. The point evaluation
2.1 and 0 were assigned to each question,
whereby the number 2 represented a good eval-
uation, it means that the patient was active and
self-sufficient; he/she felt well; had family sup-
port; was globally satisfied; balanced. On the
contrary in the evaluation by the number 0 the
patient wasn’t active; he/she didn’t handle the
self-care;, he/she felt badly; was weak and tired
out. The Barthel’s index for monitoring of  mo-
bility and self-sufficiency of the patient observed
10 basic activities: 1) eating/drinking; 2) dress-
ing; 3) bathing; 4) personal hygiene; 5) urine
continence; 6) stool continence; 7) using the toi-
let; 8) transfer from the bed onto a chair; 9)
walking on the flat ground; 10) going  down-
stairs and upstairs. Each activity was evaluated
after the fact if the patient copes with it
himself/herself or with the help or if he/she does-
n’t cope with it at all. The maximal point evalu-
ation was 100 points and it represented the inde-
pendence of the patient and his/her full self-suf-
ficiency. The minimal evaluation was  0 and it
represented  the high dependence of the patient.
The evaluation of the grade of dependence after

the achieved point evaluation was in the range
0-40 which represented the high dependence;
45-60 represented the medium grade depend-
ence; 65-95 points meant mild dependence
and 100 points represented full independence of
the patient.

characteristics of the research sample. The
research took place in two establishments for
seniors in the Slovak Republic in 2019. The first
establishment was the experimental; the second
was the control. In both, 30 respondents were en-
gaged in the research; altogether 60 in the ages
65-93 with various needs of the client with the
adaption for his/her health status. At the entry ex-
amination we defined the value of the Barthel’s
test and consequently after the completion of the
research we administered the Barthel’s test again.
We divided them also by sex and we observed the
measure of value influencing of the Barthel’s test.
In the control establishment there were respon-
dents without kinesiotherapy and we used these
results of the Barthel’s test which were measured
after the entry to the establishment and the sec-
ond measure was done during our research and
then we compared them.

methods of elaboration of results. We elab-
orated results of the research statistically in
the program MS EXEL. For the graphical figu-
ration, column and line graphs were used. For the
elaboration of results, particular elements from
the data analysis – descriptive statistics, col-
oration were used. For the verification of hypoth-
esis we used the binate T-test of two medium val-
ues on the significant level 0,05 and the F-test of
two dispersions. 

The first hypothesis. 
In  the first, experimental establishment,

there were 19 women who represented 63.3% at
the average age of 80 years. There were 11 men,
with a means 36.7% at the average age of 78
years. The average age of all respondents was 79
years. The clients were evaluated by the Barthel’s
test before the start of kinesiotherapy and after
the finish. We observed the difference between
the final and the entry value of the Barthel’s test.
We worked with the clients for 3 months 3 times
a week for 30 minutes. The aim was to find out
if the improvement of mobility and self-sufficient
activities occurs by kinesiotherapy in case of ob-
served patients. 
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Table 1 Barthel test values before and after 
kinesiotherapy in an experimental 
facility

table 1 represents the average point value of
the Barthel’s test before the kinesiotherapy, after
the realization of kinesiotherapy and the last data
observes the average value of improvement after
the realization of kinesiotherapy in points. On the
basis of our calculations we have found out that
the critical value in both cases of one sided and
bilateral alternative hypothesis was lower than the
value of the testing criterion t stat = 4.387 > 1.699
/2.045/ = t .krit . Because the statistical value t stat
is higher than the critical t krit we recommend to
admit the alternative hypothesis H1. The binate t
- test affirmed us the assumption of the alternative
hypothesis. In case of respondents there was
a considerable improvement for more than 10
points of the evaluating scale of the Barthel’s test
after the realization of kinesiotherapy and we con-
sider it as eminent.

In the second control establishment there
were 14 women who represented 46.7% with the
average age of 83.3 years. There were 16 men,
representing 53.3% an average age of 81.6 years.
The average age of all respondents was 82.4 years.
In the first establishment respondents exercised
with the physiotherapist, in the second establish-
ment they didn’t exercise with the physiotherapist
and two control measurements were done there.
The first measurement contained accessible data
about the Barthel’s test at the arrival of the senior
into the establishment. The second measurement
was accomplished by us in this research (Tab. 2).

Table 2 Barthel test values   on arrival at the 
facility and current status in the control
facility

Globally, all respondents had an average value
of the Barthel’s test at the arrival into the estab-
lishment 65.5 points represented the upper limit
of only mild dependence of the client. During our
control measurements respondents achieved the
average value of the Barthel’ so test only 51.167
characterizing to a large extent a second grade of
dependence, it means the medium grade depend-
ence. Globally, the respondents achieved at an av-
erage worsening of 14.33 points. We can state that
worsening of mobility and self-sufficient activi-
ties expressed by the Barthel’s test occurred.  

The second hypothesis. 
In case of respondents we could observe if the

age is a significant element in values of the
Barthel’s test. The graphic interpretation of the
relative age and improvement on the scale of the
Barthel’s test is presented in the graph 1.

Graph 1 Barthel test values before and after
kinesiotherapy in an experimental 
facility

In Graph 1 values of the Barthel’s test before
the start of kinesiotherapy are presented by the blue
color and after completing of kinesiotherapy by the
red color. In the graph there are two distinct groups
of respondents: the age of 65-80 years; 80-92 years.
Beside the age, the willingness to move actively is
conditioned also by the sex of a respondent. 

                                      Average values

n          Age          Barthel       Barthel      Change
                                  test              test
                               before           after

30         79               45.5            56.33           10.83

                          Barrel           Bartel's test     Change
                         test on                in this 
                         arrival               research

Men                  67.81                 48.12             -19.68

Women           62.82                 54.64                -8.21

Together         65.5                    51.17             -14.33
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Graph 2 Interpretation of the respondents’
age and of the improvement on 
the scale of the Barthel’s test in 
the experimental establishment

In Graph 2 we can clearly see that improve-
ment of the respondents evaluated by the Bar -
thel’s test is conditioned by increasing age; meas-
ure of improvement degrees by the increasing
age. 

Graph 3 Values of the Barthel’s test in 
the control establishment

In the control establishment where respon-
dents didn’t accomplish kinesiotherapy, the val-
ues of the Barthel’s test at the clients’ arrival into
the establishment are depicted by the blue color
and the value of the Barthel’s test during com-
pleting of our research is depicted by the red
color. Most of respondents achieved decrease of
values of the Barthel’s test which evaluates
clients’ mobility and self-sufficiency in compar-
ison with the values at the arrival to the establish-
ment. 

The third hypothesis
In another hypothesis we have assumed that

quality of life is conditioned by mobility and self-
sufficiency for more than 60%. For approval of
the hypothesis we used the Pearson’s coefficient
and the results are stated in the Table 3.  

Table 3 Relationship between Barthel test 
and Spitzer quality of life test

From the result of the Pearson’s coefficient
accrues the validity of Hypothesis H1. Achieved
values are considerably higher than the assumed
60%. In the experimental establishment where re-
spondents accomplished kinesiotherapy, self-suf-
ficiency of seniors improved in some cases up to
97%. It accrues from this fact that the quality of
senior’s life is expressly also influenced by mo-
bility and self-sufficiency of the senior. Relation
between the Spitzer’s test of quality of life and
the Barthel’s test in the experimental establish-
ment is graphically depicted in the Graph 3. 

Graph 4 Relation between the Spitzer’s test
and the Barthel’s test in both estab-
lishments

In the Graph 4 red points express the control es-
tablishment where respondents were without  kine-
siotherapy and blue points express the experimental
establishment where respondents accomplished ki-
nesiotherapy. We have affirmed that the senior’s
mobility and possibility to do self-sufficient activi-
ties evaluated by the Barthel’s test influence directly
the quality of life evaluated by the Spitzer’s test. 

The fourth hypothesis. 
We observed if the quality of life is the same

in both monitored establishments. For the de-
clared hypothesis we used the binate t - test of
two medium values on the base level of signifi-
cance α = 0.05. We indicate the result of the pro-
gram EXCEL in the Table 4.

                            Barthel       Spitzer      Pearson
                                test              test

2. zariadenie  54.66667   65               0.845434

1. zariadenie  51.16667   59.33333  0.970829
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Table 4 T-test of two mean values

The statistical value is considerably lower
than the critical t stat = 0.63 < 1.67 /2.00/ = t krit.
It emerges from this fact that the hypothesis H0
was affirmed. Quality of seniors’ lives is the same
in both establishments. Hypothesis H0 was con-
firmed on the base level of significance α=0.05.
For our interest we increased our level of signif-
icance  α=0.1 and 0.25, but also in this case our
assume of the hypothesis H1 wasn’t confirmed.
Quality of life in the experimental establishment
wasn’t higher in comparison with the control es-
tablishment. Hypothesis H1 was confirmed up-
to the significance level higher than 0.25 which
means an inaccessible failure from the point of
view of applicability in practice.

Discussion
Affirming British research we can confirm

that health problems grow with the age whereby
the health measure in the youth was kept till the
age of 50 years and then it decreased (Kind,
2008).  Results of the research from 2015 pub-
lished in Physiotherapia Slovaca confirm the fact
that the subjectively perceived quality of life is
significantly influenced through movement ac-
tivities (Czarkowska, 2018). In Denmark there is
the Danish Care Center. Seniors in this center get
complex care. The outdoor and also indoor ther-
apy is provided, they practice household care;
they train walking an; they provide lingual ther-
apy services (https://danishcarecenter.com). In

Germany so called mobile geriatric physiother-
apy is performed. It means in practice that the
necessary physiotherapy is provided at patients’
homes by physiotherapists. They describe the
main advantage that the patient is in his/her own
home environment and he/she needn’t travel to
the physiotherapeutic center (https://www.evan-
gelisches-johannesstift.de). The main principle
of the German politics in the seniors’ care con-
sists not only in long-lasting care, but also in the
need to carry physiotherapy into practice at the
earliest . Also in Germany, geriatric clinics work
for that purpose. In neighboring Austria, home
care is expressively used during last years. The
care of patients in the home environment has its
advantages. Besides nursing and social help also
other forms are used which are in the competence
of the Red Cross and municipality, most fre-
quently in the organization „Volkshilfe – national
help“. If it is necessary the state contributes to
the 24 hours long care by the needful accession
where the family member can afford a home
nurse or the needful physiotherapy. The quality
of patient’s life is improved by being in the home
environment and by keeping a regular contact
with his/her family and also his/her psychical sta-
tus improves. The main principle of the German
politics in the seniors’ care consists not only in
a long-lasting care, but also in the need to carry
first physiotherapy into practice (Hudakova, Ma-
jernikova, 2013). In Germany women live on av-
erage for 81 years and men for 76 years of age. 
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Abstract:                                        An example of Covid-19 free groups of seniors-elderly social
work clients in three semi-urban environments in Central East-
ern Europe is presented. During the major peak of the pan-
demics, all clients remained Covid-19 free due to the life island
policy characterized by semi-quarantine, due to incentive and
social policies as well as initial testing.

Introduction
The Covid-19 pandemic is related with higher

mortality especially among senior/elderly ho-
mogenous groups such as elderly nursing homes,
mental facilities and homeless shelters(l).

The aim of this research note is to show three
examples in different senior/elderly shelters for
homeless which remained completely disease
free during the March to June periods of first and
second waves of the Covid-19 pandemics, and
describe modus vivendi (way of life) and modus
operandi (way of working) in those facilities.

Methods, study population
Three independent shelters 1st on the SK/HU

border with 145 clients serving for two large
cities; 2nd on SK/AT border with 31 clients; 3rd

near  SK/PL boundary with 155 clients were
studied; all more than 60 years of age. Partial
quarantine was measured with the frequency of
in and out visits, and, Covid-19 Ab tests were
performed either for presence of antibodies (his-
toric infection) and in symptomatic with PCR-
Covid-19 tests, between March 30 and June 30,
2020.

Results and discussion
All three shelters did not report any single

positive case of Covid-19 and there was just l
case of historic infection (ab test positive but
PCR negative) in all 331 homeless senior clients.

Several reasons were probably  responsible
for this unexpected result:
l. Semi-Quarantine characterized our visits with

staying in during the first month and very lim-
ited out during second and third months and
avoiding outside visits  for shopping, sports,
cultural or leisure events

2. Incentives such as free cigarettes, free food 3x
or 2x daily 

3. Medical care by GP visits daily Inhouse avoid-
ing visits to hospitals or doctor’s offices

4. Free medicine supplies for unconnected dis-
eases

5. Religious and cultural events inhouse
6. TV, computer and other free media services in-

house

Conclusions
With joint health, social care and incentives,

the model of life island in all three facilities de-
spite peak epidemic events resulted in Covid-19
free environments and prevented spread of the
disease in high risk communities such as shel-
tered elderly homeless populations. In contrast to
several EU countries, overall mortality among
seniors in Slovakia such as in Austria and Hun-
gary was lower than in most western EU coun-
tries e.g. France, UK, Belgium, Italy and Spain,
probably due to very early intervention, including
semi-quarantine and free social and health serv-
ices incentive systems.
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Introduction
Aging is characteristic of every living organ-

ism and is an integral part of life. It concerns not
only individuals, but is generalized to entire pop-
ulations. It is thus becoming an important phe-
nomenon in the life of modern society which in

line with current demographic trends is becoming
a highly debated area.

Our population is aging. Today, as a result of
better living conditions, health care and other fac-
tors people are living longer than ever before.
The aging of the population will continue and
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will mainly affect the population of seniors them-
selves as the fastest growing population group
will be the oldest elderly people: i.e. 80 years and
older. (3)

Demographic forecasts point to a clear trend
in global population aging. This brings with it
a number of problems in the field of health and
social care. Life expectancy itself ceases to be the
main parameter and the quality of life of a senior
comes to the fore. The senior population as
a whole represents a very heterogeneous group,
which consists of sick and healthy individuals.
The task nowadays is to be prepared for this fact
and to participate in the creation of favorable
conditions and circumstances for seniors.

Life expectancy will reach 85 to 90 years in
the middle of the 21st century. Seniors at this age
will have depleted physiological reserve mecha-
nisms such as immunity, adaptability, and de-
creased fitness. Future seniors will also have
other demands on health, social and community
services which will have to adapt to their needs.

Nursing care for seniors places high demands
on expertise and ethical approaches. In order to
provide quality professional and dignified care
a health care professional must know the biolog-
ical, psychological and social changes that take
place in old age; have the right ethical and moral
attitudes and characteristics such as the ability to
empathize and communicate sensitively.

Kutnohorská states that speech and ethics
are the most remarkable qualities that make
a person different from everything else alive. It
is very important for health professionals and so-
cial workers to be able to communicate properly
with seniors. This is also an expression of an eth-
ical approach and empathy for them. Communi-
cation should be: sensitive; tactful; helpful; em-
pathetic with an interest in listening; adapted to
their style and way of life; with an understand-
able amount of information; conducted decently
and at a social level. (2)

The ethical aspects of care for seniors are
based on the principle of the Hippocratic Oath
„first, do no harm“ (primum non nocere). This
principle is universal and still valid, it is con-
cealed in all ethical principles of the 21st century.

In 1991, the United Nations General Assem-
bly (Resolution 46/91) already declared the basic
ethical principles in the approach to seniors,
which we should strive for today. It is about pre-

serving the dignity and autonomy of seniors, or
the need to maintain his/her control over what is
happening, then self-realization, participation or
belonging, benefit and security. The basis for en-
suring the respect that seniors deserve is the fight
against age discrimination and respect for the
dignity of the elderly.

In addition to economic aspects, the ethical
approach to seniors is influenced mainly by prej-
udices about old age and aging. Healthcare pro-
fessionals and social workers are not immune to
these facts and must therefore perceive their own
views and values on aging. Among the most im-
portant ethical principles in the care of seniors in
health and social care, but also in the social ap-
proach to seniors is dignity the content of which
is above all respect and also the strengthening of
self-esteem and autonomy. The right to decide for
oneself comes to the fore here.

Demographic forecasts continue to indicate
an increase in seniors with limited self-suffi-
ciency or even so-called „fragile seniors“, who
require a specific approach in the health and so-
cial spheres. In the future, therefore, the impor-
tance of the medical field caring for sick seniors,
i.e. geriatric medicine, will increase. It places
a crucial emphasis on an holistic approach to the
senior patient, and not on just one, albeit seem-
ingly main, diagnosis. Geriatric medicine strives
to: maintain physical and mental activity for as
long as possible; avert the loss of self-suffi-
ciency; improve the prognosis of seniors in case
of illness. The approach to geriatric multi-morbid
patients as well as other seniors should include
interdisciplinary cooperation in the medical,
nursing and psychosocial spheres. Efforts in the
field of psychological activity on seniors are ben-
eficial only if it is based on:
– the paradigm of a physiological, healthy per-

son;
– knowledge of the entire life history of a senior;
– approach to the senior patient as a human per-

sonality;
– knowledge in relation to values, people, to one-

self and the future.
It shows that maintaining high abilities until

old age is always an expression of a strong inte-
grated personality with a prospective focus.
However, the fact remains that during the devel-
opmental curve of human life there are natural
changes in cognitive abilities in a number of



82 Clinical Social Work and Health Intervention

Clinical Social Work and Health Intervention Vol. 11 No. 3 2020

mental processes from: changes in sensory
thresholds; perception; perceptual-motor coordi-
nation; memory functions to the highest intellec-
tual performance. All these fundamentally affect
their quality of life.

Quality of life, self-realization and interaction
with the environment are often threatened values
in old age, including: extreme cases of segrega-
tion; discrimination; loss of meaning in life; so-
cial deprivation; balancing on the edge of suicide.

Quality nursing care plays an important role,
the essence of which is the intervention carried
out by medical and psychological means in order
to improve the life and health of seniors. Kalvach
and Onderková state that it is „the broadest pro-
fessional interaction, a cultivated, professionally
modulated approach of any medical or social
worker.“ (1)

Psychological approach to seniors means
above all a thoughtful approach where in their
work the health care professional and social
worker are able to take into account all the real
contexts, including psychological and social. It
means managing the contradictons between sit-
uations from the the view of a professional
worker and from the view of the senior. Both the
health care provider and the social worker must
resist emotional and professional wear and tear,
deformity and toughness that lead to a reduced
view of the senior and their problems. Psycho-
logical help lies in the fact that health profession-
als and social workers create a psychosocial ter-
rain for the patient on which unanimously action
can be applied in an essential way.

The psychosocial approach to seniors
should focus on:
– an professional and individual approach to the

senior’s personality based on a psychosocial
history;

– respecting changes in mental functions during
aging;

– choosing the appropriate form of communica-
tion to gain trust and create a favorable emo-
tional climate;

– applying a non-directive approach, including
the provision of truthful information, with the
elimination of words that reinforce fear and
anxiety;

– providing the possibility of physical presence
and direct physical contact with family mem-
bers and other close persons;

– compliance with the considerate and tactful ap-
proach and empathy for the senior and his fa -
mily;

– providing a sufficient amount of information
and professional assistance to the family in
coping with a difficult life situation;

– active listening and providing space for seniors
to express their feelings and emotions.

The ability to establish and maintain verbal
contact has an important place in professional
behavior of health professionals and social work-
ers. Words have tremendous strength and power.
Sensitive, judicious use of words can evoke
a sense of confidence, peace of mind and often
help with difficult decisions. Inappropriate, in-
correct and ill-considered words can affect not
only the mental state of a senior, but also influ-
ence the biopsychosocial unity of the human or-
ganism. The therapeutic conditions of the healing
power of words is mutual trust. In order for com-
munication to be successful, it is appropriate that
it is proportionate to the age of the senior and
his/her individual circumstances. It is necessary
to pay attention to simplicity, clarity, and appro-
priate timing.

„In daily care for serniors, we must not neg-
lect active listening and non-directive empathic
conversation as special skills that health profes-
sionals must learn during their practice.“ (5)

If we want communication between profes-
sionals and seniors to be effective and deliver
what we expect from it, we need to look at
a number of elements that contribute to it being
successful. These are, for example: speed and
volume of speech; length of speech; pauses; pitch
of the voice. (4)

Communication with seniors also includes
paralinguistic elements which form a transition
from a non-verbal to a verbal method of provid-
ing information. It’s not what we say; it’s how we
say it. In normal practice, we also use non-ver-
bal expressions which can be defined as body
language. In daily care for seniors we can take
advantage of some non-verbal expressions and
skills and infer from them the situation in which
the senior is in. They are:
– mimic - facial expressions that communicate

emotions and social satisfaction;
– proxemics - moving in or moving out of a per-

son’s personal space and frequent disruption by
health professionals;
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– haptics - tactile communication and social in-
teraction associated with hand contact and
communication through touch;

– posturology - communication expressed by
pos ture, position, alignment;

– gestures, posturics and kinesics - expression
through physical activities used to frequently
express feelings;

– views - signal not only current emotions, but
are a means of regulating the relationship.

Communication with each senior is a two-
way process involving both listening to them and
accepting their message, as well as providing the
necessary information to meet the needs of the
senior. In daily practice, we must not forget the
reality to whether the client does not suffer from
any sensory disorders or reduced cognitive func-
tions. Polymorbidity and especially dementia
syndrome play a role. We cannot forget: the age;
education; influence of the environment; peace;
privacy; interest and willingness of the senior to
communicate; interest and willingness of the
health care provider to communicate; their abili-
ties and knowledge of communication skills and
methods of establishing a relationship; use of
emotional intelligence.

communication with seniors also has its
specifics:
– the elderly person reacts more slowly in com-

munication - meaning, for example, communi-
cation problems with members of the younger
generation who tend to be less patient;

– memory disorders affect the communication of
seniors in that one cannot recall certain situa-
tions, numbers, names, etc.;

– repetition of what has already been said, when
the senior needs to make sure that the listener
understands what they wanted to say; it can
also be a feeling of insecurity or reduced con-
centration;

– due to hearing problems, seniors put consider-
able effort into communication, and despite
great efforts they may not understand the infor-
mation and react disproportionately to the sit-
uation;

– the tendency of seniors to communicate with
others through physical difficulties is very
common (they often and happily discuss ill-
nesses and difficulties in order to draw atten-
tion to themselves);

– a big problem for seniors is communication in

a larger group of people where any potential
noise and background noise complicates the
seniors‘ hearing who may not be able to per-
ceive everything, which leads to fear of re-
peated questioning and therefore prefers to
withdraw into passivity.

Communication with seniors represents
a challenge for health and social workers regard-
ing their communication skills. In general, the
factors „i want, i know“ are applied in commu-
nication both on the part of the professional and
the senior. I want on the professional side means
that he will be active in the conversation, will ac-
tively listen and will use the information obtained
for the benefit of the user. I want on the senior’s
side is influenced by the environment in which
the senior is located (home environment, medical
- social facilities). With regard to the environ-
ment they usually communicate openly with
a certain mistrust and concern about how the in-
formation will be handled. There is taboo in the
area of intimacy and sexuality. Willingness to
communicate also decreases when people: suffer
from pain; health complications; fatigue; anxiety;
fear. I know on the professional side means that
it is not sufficient with normal communication
skills. The complexity of situations requires
a certain superstructure which must be learned.
I know on the senior’s side means being able to
speak naturally. The possibility and ability to
communicate is more problematic on the part of
the senior. In order to receive and process infor-
mation, one must be able to perceive and store
information in memory. Deteriorating hearing,
vision, environmental orientation, time, and
many other factors can be obstacles.

Social communication with an elderly person
is not simple as it requires not only patience but
also sufficient professional competence and qual-
ity preparation. Quality communication is a key
element of good clinical practice and an integral
part of the competence of health professionals
and social workers in their daily activities.

Conclusion
Changing the approach to communication is

a very challenging task, especially for the senior
population. It is necessary to think about how to
improve the communication process itself. When
working with seniors in the field of ethical ap-
proach and psychosocial work, we should be fo-



84 Clinical Social Work and Health Intervention

Clinical Social Work and Health Intervention Vol. 11 No. 3 2020

cussed not only on the new paradigms correspon-
ding to the society of the 21st century, but also
on the European Charter of the Rights of Patients
for the Elderly. Only quality and successful com-
munication will become the key to satisfying
their needs.
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Abstract:                                        introduction: Elderly nutrition is affected by a variety of dif-
ferent factors. In the case of seniors living in institutional care
nutrition remains underestimated although the nutritional status
has a significant impact on their living in the institution and is
an indicator of the quality of care.

                                                      methodology: In March 2012, with the help of trained nurses
we surveyed the nutritional status of all residents of the Seniors
Facilities. As of 6 March 2012, there were 147 residents of av-
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Introduction
Elderly nutrition is affected by a variety of

factors – biological, psychological, social and
economic (Krajcik et al. 2016). In the living con-
ditions of the population of the institutions, nu-
trition belongs to underestimated problems, al-
though the nutritional status has a significant im-
pact on their life in the facility and at the same
time it is an indicator of the quality of care for
the population (Bourdel-Marchasson 2010). Nu-
tritional problems accompany the seniors even
after their entry into the facility. Weight loss, mal-
nutrition, obesity, diabetes, and sarcopenia are
important disability factors in seniors and can
drive older people to institutional care (Bourdel-
Marchasson 2010). On the other hand, institu-
tions should offer and implement differentiated
nutritional care to: improve the quality of life; re-
duce functional disability; the risk of hospitaliza-
tion; higher mortality among residents (Bourdel-
Marchasson 2010). The environment of long-
term institutions provides challenges and options
for their solution (Castellanos 2004). 

From the point of view of insufficient nutri-

tion, hospitalized seniors and seniors in long-
term institutional care constitute a risk group
(Morley 2011, 2012). In a recently published
meta-analysis including 240 studies with 113,967
older adult from different settings, prevalence of
malnutrition according to the Mini Nutritional
Assessment® was described to be: 3% in com-
munity-dwelling adults; 6% in older outpatients
receiving home care; 18% in nursing home resi-
dents (Cereda et al. 2016). However, published
prevalence data on malnutrition varies widely be-
tween studies even within specific setting proba-
bly due to different sampling characteristics and
diagnostic criteria being used (Kiesswetter et al.
2019).

Diagnosis of malnutrition in seniors is based
on a multidimensional assessment within a geri-
atric functional assessment. This includes: nutri-
tional anamnesis; physical examination; anthro-
pometric parameters; nutritional questionnaires;
laboratory parameters; assessment of the func-
tional state of muscle tissue (Guyonnet, Rolland
2015; Hoozová, 2015). During physical exami-
nation the body height and mass are monitored
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erage age 79.4 years: the youngest resident was 58 years old;
the oldest female resident was 94 years old. There were 103
women (70.1%) with an average age of 80 years and 44 men
(29.9%) with average age 77.8 years. We examined all resi-
dents using the Mini Nutritional Assessment Short Form
(MNA-SF®). Based on the results we have categorized them
as: malnourished (0–7 points); risk of malnutrition (8–11
points); normal nutritional status (12–14 points). The results in
single categories were evaluated by chi-square test and by de-
termining the level of significance p.

                                                      results: When assessing nutrition through the MNA-SF® test,
51.7% of our seniors had normal nutritional status and over
one third of the population (34.7%) was at risk of malnutrition.
Comparing the files by age (category < 80 years versus cate-
gory ≥ 80 years) was statistically significant. Comparison of
malnutrition and malnutrition risk scores (0–11 points) versus
the population of a normal dietary status (12–14 points) by age
(category < 80 years versus category ≥ 80 years) was statisti-
cally significant.

                                                      conclusion: Nutritional disorders are very common among se-
niors living in institutions. The nutritional status of our seniors
living in social institutions is not optimal, with 34.7% of people
at risk of malnutrition; 13.6% of malnourished people in our
set. Regular nutritional assessment should be a routine activity
allowing to identify early signs of nutritional disorder and to
implement preventive measures.
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to calculate the Body Mass Index (BMI). How-
ever, the use of BMI in the elderly is affected by
several factors. These include the fact that; el-
derly people cannot stand on the scales; the body
height decreases; changes occur in body compo-
sition; fatty tissues change; BMI may not reveal
sarcopenia; BMI cannot be determined because
of the presence of swelling; vertebral fractures or
limb losses; and so forth (Grzegorzewska et al.
2016; Babiarczyk, Turbiarz 2012).

The most commonly used screening and as-
sessment tools for assessing the nutrition of se-
niors include; Subjective Global Assessment
(SGA) (Detsky at el. 1987); Malnutritional
Screening Tool (MST) (Ferguson et al. 1999);
Nutritional Risk Screening (NRS 2002) (Kon-
drup et al. 2003); Malnutritional Universal
Screening Tool (MUST) (Stratton et al. 2004);
Simple Nutritional Assessment Questionnaire
(SNAQ) (Wilson et al. 2005); Mini Nutritional
Assessment (MNA®) (Guigoz et al. 1994); Mini
Nutritional Assessment - Short Form (MNA-
SF®) (Rubenstein et al. 2001). 

The MNA® questionnaire is a complete form
that includes 4 sets of questions and measure-
ments (anthropometric measurements; overall as-
sessment; dietary habits; eating habits; own
health and nutritional assessment) (Guigoz et al.
1994; Vellas et al. 2006; Kaiser et al. 2009,
2011). In our work, we used a shortened version
of the MNA questionnaire (MNA-SF®). This
truncated version has been developed and tested
for a common population of seniors, primarily in
primary practice. The test length does not exceed
3 minutes. Sensitivity of MNA-SF® reached
97.9%; specificity 100% (Skates, Anthony 2012).
The MNA-SF® questionnaire has two modifica-
tions when the sixth question indicates either the
BMI or the calf circumference at the widest place
(Skates, Anthony 2012). The authors of both ver-
sions of the MNA® questionnaire (full or short-
ened form) recommend a „two-step“ nutritional
assessment, starting with a shortened form
(MNA-SF®), and only in the case of pathology
it is indicated to complete the MNA® question-
naire supplemented by laboratory examinations
(Vellas et al. 2006, Kaiser et al. 2009). The
MNA-SF® test is shown in Table 1.

Table 1 MNA-SF® test

Mini Nutritional Assessment – Short Form
MNA - SF®

A Has food intake declined over the past 3
months due to loss of appetite, digestive
problems, chewing and swallowing 
difficulties?
1. severe decrease in food intake
2. moderate decrease in food intake
3. no decrease in food intake

B Weight loss during the last 3 months
1. weight loss greater than 3 kg
2. does not know 
3. weight loss between 1 and 3 kg  
4. no weight loss 

C Mobility 
1. bed or chair bound
2. able to get out of bed / chair but does

not go out
3. goes out 

D Has suffered psychological stress or acute
disease in the past 3 months?
1. yes
2. no

E Neuropsychological problems
1. severe dementia or depression
2. mild dementia
3. no psychological problems 

F1 Body mass index (BMI), (weight in kg) /
height in m2)
1. BMI less than 19
2. BMI 19 to less than 21
3. BMI 21 to less than 23
4. BMI 23 or greater 23

                        OR
F2 Calf circumference (CC) in cm 

1. CC less than 31  
2. CC 31 or greater 

Screening score
 12 – 14 points      normal nutritional status
  8  – 11 points      at risk of malnutrition 
     0  – 7 points      malnourished
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Methodology
In March 2012, with the help of the instructed

nurses we examined the state of nutrition for all
residents of the Seniors‘ Facilities in Skalica. As
of 6 March 2012, there were 147 residents of the
average age of 79.4 years; the youngest resident
was 58 years old; the oldest resident was 94 years
old. There were 103 women (70.1%) with an av-
erage age of 80 years; 44 men (29.9%) with av-
erage age 77.8 years. The age category up to 80
years included 68 (46.3%) seniors, the age cate-
gory ≥ 80 years contained 79 seniors (53.7%). We
examined all residents using the MNA-SF® test.
For the four immobile residents we used F2 in the
questionnaire - the circumference of the calf mea-
sured at the widest point. According to the results
of the MNA-SF® test, we categorized the popu-
lation as: malnourished (0–7 points); at risk of
malnutrition (8–11 points); normal nutritional sta-
tus (12–14 points). The results in individual cat-
egories were evaluated by chi-square test and by
determining the level of significance p.

Results
The nutritional status was evaluated using the

MNA-SF® test. In our set, 51.7% of the popula-

tion had a normal nutritional status of and more
than a third of the population (34.7%) was at risk
of malnutrition (Table 2).

Table 2 Nutritional status determined by the
MNA-SF® test

Table 3 shows the evaluation of the MNA-
SF® test by sex and age. File comparison by gen-
der was not statistically significant. Comparing
files by age category (< 80 years to category ≥
80 years) was statistically significant. The com-
parison of malnutrition and malnutrition risk
scores (0-11 points) versus the population of nor-
mal nutritional status (12-14 points) by age cate-
gory (< 80 years to the category ≥ 80 years) was
statistically significant (Table 3).

Nutritional status as determined by MNA-SF®
(n=147)

Malnourished                             20 (13.6%)
(0–7 points)

At risk of malnutrition            51 (34.7%)
(8–11 points)

Normal nutrition                      76 (51.7%)
(12–14 points)

Table 3 Nutritional status of the residents by gender and age as determined by MNA-SF® test

Results
of MNA-SF® test

Men
(n=44)

Women
(n=103)

x2 p
Age < 80 y.

(n=68)
Age ≥ 80 y.

(n=79)
x2 p

Malnourished
(0–7 points)

7 (15.9%) 13 (12.6%) 1.56 0.458 10 (14.7%) 10 (12.7%) 7.14 0.028

At risk of 
malnutrition 
(8–11 points)

12 (27.3%) 39 (37.9%) 16 (23.5%) 35 (44.3%)

Normal 
nutritional 

status 
(12–14 points)

25 (56.8%) 51 (49.5%) 42 (61.8%) 34 (43%)

Malnourished 
and at risk of 
malnutrition
(0–11 points)

19 (43.2%) 52 (50.5%) 0.66 0.416 26 (38.2%) 45 (57%) 5.13 0.023

Normal 
nutritional 

status 
(12–14 points)

25 (56.8%) 51 (49.5%) 42 (61.8%) 34 (43%)
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Discussion
Sitna in her doctoral work focused on malnu-

trition in a population of 124 residents in social
care facilities in six towns in the Central Bo-
hemian Region who had an average age of 78.9
years. According to her results: 7.6% of the pop-
ulation in the institutions suffered from malnutri-
tion; 21.7% of the population were at risk of mal-
nutrition; 70.6% of population had a good nutri-
tional status (Sitna, 2009). Our results are worse
with 48.3% of seniors at risk of malnutrition or
malnutrition.

De Luis et al. used the MNA-SF® question-
naire in a subset of 873 patients over 65 years liv-
ing in Spanish institutions. The normal nutri-
tional category included: 42.1% of the popula-
tion; 57.9% of the residents were at risk of mal-
nutrition (De Luis et al. 2011).

Kaiser et al. evaluated the nutritional status
of seniors living in the community, nursing
homes and rehabilitation facilities in Germany
and Italy. The category of normal nutritional sta-
tus encompassed: 37.4% of the population;
39.2% of the seniors were at risk of malnutrition;
23.4% of the population were in the malnutrition
category (Kaiser et al. 2011).

The Ostrava authors surveyed the nutritional
status of seniors in long-term illnesses, inpatient
departments, homes for seniors, and homes for
seniors with a special regime. In the investigated
group, 30% of seniors suffered from malnutri-
tion, 38% were at risk of malnutrition and 32%
were in good a nutritional condition (Luksova,
Vrublova 2014).

The authors compared the nutrition of seniors
living in the community in urban and rural set-
tings and residents of nursing homes in Poland.
In a set of 859 inhabitants of seven institutions:
38.5% of the population were in normal nutri-
tional status; 44.5% of the population were at the
risk of malnutrition; 17% of the nursing home
residents were in the group of malnutrition
(Kostka et al. 2014). Our results are similar.

Juhasova et al. (2016) evaluated the state of
nutrition in homes for seniors. The MNA® test
found that: 42.3% of the elderly were in the nor-
mal diet; 37.1% at the risk of malnutrition; 20.6%
of the seniors were found in malnutrition. With
increasing age, the risk of malnutrition increased
in this study. A higher risk of malnutrition was
seen in older people aged over 85. We have

achieved similar results in our set. The authors
conclude that Mini Nutritional Assessment is
simple, valid and useful screening tool for valu-
ation of elderly people living in the retirement
homes (Juhasova et al. 2016). 

Conclusion
Nutritional disorders are very common

among seniors living in institutions. The nutri-
tional status of our seniors living in social insti-
tutions is not optimal: 34.7% of people at risk of
malnutrition; 13.6% of malnourished people in
our set. 

Regular assessment of nutritional status
should be routine to identify early signs of nutri-
tional disorders and to implement preventive
measures. In daily practice every elderly should
be screened for nutritional deficiencies: during
preventative visits; at every hospitalization; at en-
tering long-term institution and home care ser-
vice (Topinkova 2003).
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